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Glossary of common terms  

Term Definition 

Advance care planning  It is a process that involves planning for an individual’s future health care decisions. 
It allows consumers to outline the types of care they would or wouldn’t want if they 
were to become seriously ill and unable to communicate or make decisions for 
themselves (1).  

Age-related changes  As a natural process of aging, older adults may experience diseases and age-related 
changes, these changes are defined as “normal, physiological, maturational 
developments accompanied by physical and cognitive changes associated with 
aging”  (2).  

In this review, age-related changes are referred to as hearing and vision loss, 
menopause, changes in immunity, age-related musculoskeletal changes and 
urologic changes (such as nocturia) (3).  

Age-related conditions Age-related physiological changes can increase the risk of chronic, progressive, and 
multifactorial conditions (4). In this review, these conditions are referred to as age-
related diseases and include cardiovascular diseases, respiratory conditions (such as 
COPD), cancer and geriatric syndromes (such as falls, frailty and cognitive decline) 
(3,5).  

Allied health/allied 
health professionals 

Allied health professionals are qualified in preventing, diagnosing, and treating a 
range of conditions and illnesses, often working in multidisciplinary teams to provide 
specialised support for tailored patient needs (6).  

These professionals differ from doctors, nurses, and dentists and include 
professionals like dietitians, physiotherapists, podiatrists, speech pathologists, and 
psychologists. Most are regulated by AHPRA and the national boards (7). 

Body Mass Index 
(BMI) 

BMI is a measurement of body size, calculated using weight and height. BMI is one 
of several factors, along with blood pressure, cholesterol levels, and others, that can 
help assess the risk of heart disease or stroke (8). 

Carers Carers are people who look after someone with a disability, mental illness, chronic 
condition, terminal illness, an alcohol or other drug issue or who is frail aged (9,10).  

A carer can be paid or unpaid (11): 

• Unpaid carers are usually family, friends, or neighbors providing support, 
either short or long term.  

• Volunteer carers look after people on a volunteer basis.  

• Paid carers, also known as care workers, include roles such as aged care, 
disability support, home care, and personal care workers. 

Case finding  Case finding (mostly referred to as opportunistic screening in this chapter) is the 
examination of an individual or group suspected of having, or at risk of, a condition. 
It is a targeted approach to identifying conditions in a select group of patients who 
may or may not already have symptoms (12).  

Chronic care model 
(CCM) 

CCM is a widely adopted framework for enhancing the quality of care for people 
with chronic conditions. This model is centred in primary care and promotes a shift 
from reactive, acute-focused care to proactive, planned, and population-based care. 
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The model places strong emphasis on the active involvement of patients and their 
families in managing health (13,14). 

Co-design Co-design refers to an iterative and participatory engagement process in which 
members of the community work collaboratively with service providers, 
policymakers and/or other relevant stakeholders to design new or improve existing 
services, programs and public policy (15,16) 

While existing definitions of co-design can vary, most emphasise a process of active 
(rather than passive) consumer participation and the importance of shared decision-
making in creating outcomes that are mutually acceptable to communities and 
service providers/policymakers (16–18).  

Cognitive impairment Cognitive impairment refers to difficulties in attention, learning (verbal and 
nonverbal), short-term and working memory, visual and auditory processing, 
problem-solving, processing speed, and motor skills (19). 

In literature, the terms cognitive impairment, cognitive dysfunction, and cognitive 
decline are often used interchangeably to describe these types of cognitive deficits. 

Consumers A consumer is someone who currently uses, has previously used, or may use health 
services or health information in the future. Consumers can engage individually or 
through community groups, organisations or as representatives appointed. Their 
involvement can take many forms, including as a patient, carer, person with lived 
experience, co-designer, co-producer, active citizen, or advocate (20,21).  

The terms consumer and patient are used interchangeably throughout the literature 
report to refer to individuals receiving health care services. 

Continuity of 
care/continuous care 

Numerous definitions and concepts have been established for continuity of care, 
however, the most widely used concept proposes continuity of care within three 
main dimensions: 

• the traditional notion of continuity of care is considered within the context 
of the doctor–patient relationship (relational continuity of care); 

• the availability of appropriate information to enable safe, coherent 
care (informational continuity);  

• the consistency of care delivery (management continuity) (22). 

Culturally and 
linguistically diverse 
(CALD) 

It is used to describe “communities with diverse languages, ethnic backgrounds, 
nationalities, traditions, societal structures and religions” (23). This term is 
sometimes used interchangeably with ‘ethnic communities’, however, CALD is the 
preferred term used by Australian service providers and agencies (23). 

Dementia Dementia is defined as “an organic disease of the brain with cognitive dysfunction 
and a gradual loss of memory, orientation, executive function, and the ability to 
carry out the activities of daily living” (24). 

Diagnostic accuracy  Diagnostic accuracy (referred to as accuracy of screening tests/tools in this review) 
means how well medical tests or diagnostic tools can distinguish between 
individuals with the condition of interest and those who are healthy (25). High 
diagnostic accuracy means fewer false positives and false negatives, leading to more 
reliable clinical decisions.  

Common measures of diagnostic accuracy included in this review are (25): . 

• Sensitivity, defined as “the probability of getting a positive test result in 
subjects with the disease”; 
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• Specificity represents “the probability of a negative test result in a subject 
without the disease” (25).  

Feasibility  In the context of screening tools, feasibility refers to how practical and achievable 
the tool is to implement in real-world settings. Feasibility is calculated based on 
several factors, including the time required to administer the tool and its ease of use 
for both healthcare providers (26,27). Feasibility also involves assessing the 
resources needed, such as training, equipment, and staffing, as well as successful 
integration of the screening tool into existing clinical workflows and systems (28) 

Frailty Frailty is a complex, multidimensional syndrome characterised by a decline in 
physical and cognitive reserve and capacity to maintain function, leading to 
increased vulnerability to stressors and adverse health outcomes (29).  

General practitioner 
(GP) 

A general practitioner (GP) is “a doctor who is also qualified in general medical 
practice. GPs are often the first point of contact for someone, of any age, who feels 
sick or has a health concern” (30).  

Geriatrics Geriatrics is a branch of medicine focused on the health care and management of 
diseases in the older population. It aims to promote well-being in later life through 
comprehensive, age-specific approaches (31). 

Geriatrician A geriatrician is “a doctor with specialist training in caring for the health of older 
people, diagnosing and treating age-related conditions” (32). 

Grade (strength of 
recommendations) 

In the RACGP guidelines (such as the Red Book or Silver Book), a “grade” refers to 
the strength and certainty of a recommendation, based on the quality of supporting 
evidence and the balance of benefits versus harms (33).  

Recommendation grading is classified into the following categories (33): 

• Recommended (strong): Indicates strong confidence that the benefits of an 
intervention outweigh the harms. 

• Not recommended (strong): Indicates strong confidence that the harms of 
an intervention outweigh the benefits. 

• Conditionally recommended: Indicates uncertainty about the benefit - harm 
balance (e.g. due to low-quality evidence or varying preferences), making 
patient values crucial to the decision-making process. 

• Generally not recommended: Indicates uncertainty about potential harms 
(e.g. due to low-quality evidence or variable preferences), so individual 
patient values should guide the decision. 

• Practice points: Developed by consensus when evidence is lacking or not 
covered by source guidelines, these recommendations address important 
aspects of care identified by the Red Book working groups or Executive 
Committee. 

Green Book The Green Book (Putting Prevention into Practice) is a clinical guideline developed 
by the RACGP that consolidates evidence-based research and best practices. It 
serves as a practical tool to support general practices in integrating preventive care 
into their routine clinical activities (34).  

Health literacy Health literacy describes the capacity of an individual to access, understand, 
navigate and use information about their health and wellbeing, including 
information about maintaining their health and wellbeing and information about 
health treatment and managing health conditions (35).  
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Healthy ageing WHO define healthy ageing as “the process of developing and maintaining 
functional ability that enables wellbeing in older age” (5). 

Integrated care Integrated care is defined as “well-connected, effective and efficient care that takes 
account of and is organised around a person's health and social needs” (36). 

Learning health 
systems 

For this review, the term Learning Health System is used more broadly, 
encompassing the context of healthy ageing and primary care. In this context, a 
Learning Health System integrates data-driven improvements and patient-reported 
outcomes and experiences to support person-centred care (37,38). 

Link workers  Link workers, also known as social prescribers or community connectors, are defined 
as “people who liaise between clients, health professionals and community 
organisations to connect people to community-based support, including activities 
and services that meet practical, social and emotional needs” (39).  

Medicare Benefit 
Schedule (MBS) 

MBS is a list of medical services subsidised by the Australian Government under 
Medicare. It includes fees and item numbers for a wide range of healthcare services 
such as consultations, diagnostic tests, procedures, and some allied health services 
delivered in primary and specialist care (40).  

Models of Care (MoC) A model of care in healthcare is a comprehensive framework that outlines how 
health services are delivered to individuals or specific population groups as they 
progress through stages of a condition or health event (41). 

Multidisciplinary team Multidisciplinary team care in health care is assumed to mean collaborative care, 
which occurs when multiple health professionals from different professional 
backgrounds provide comprehensive services by working with each other, and with 
patients, their families, carers and communities to deliver the highest quality of care 
across settings (42). 

Multimorbidity and 
comorbidity 

Multimorbidity refers to when a person has two or more chronic conditions at the 
same time. It differs slightly from comorbidity, which describes one or more 
additional conditions that exist alongside a primary condition of focus (43). 

Nurse-led 
interventions 

Nurse-led intervention is an emerging healthcare approach in which registered 
nurses lead planning, delivering, and managing various aspects of patient care. 
These interventions are based on the nurse’s skills, knowledge and expertise and 
can be implemented across diverse settings, including hospitals, clinics, community 
centres, and home care (44). 

Palliative care  Palliative care supports people in living as fully and comfortably as possible while 
facing a life-limiting or terminal illness. Its goal is to relieve suffering and improve 
the quality of life for both patients and their families (45). 

Patient activation 
measures (PAMs) 

PAMs are the survey/tools that collect information on patients’ self-efficacy skills 
(ie, confidence in managing their own health) and capacity and willingness to engage 
in health and self-care (46).  

Patient reported 
measures (PRMs) 

PRMs are surveys/tool that collect information directly from patients about their 
healthcare experiences and health outcomes (47). 

PRMs are of two main types: Patient-Reported Experience Measures (PREMs), which 
capture patients’ perceptions of their interactions with healthcare services (47) and 
Patient-Reported Outcome Measures (PROMs), which assess a person’s views on 
their quality of life, daily functioning, symptoms and overall health and wellbeing 
(48).  
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Preventive health Preventive health is any action taken to keep people healthy and well and prevent 
or avoid the risk of poor health, illness, injury and early death. This includes both 
population-level policy interventions and individual-based actions that aim to 
minimise disease burden and associated risk factors. Preventive health is of 
fundamental importance to overall population health and wellbeing (49).  

Primary healthcare Primary healthcare describes the first contact a person has with the health system 
for treatment or management of non-emergency health issues, typically outside of 
a hospital or specialist. In the Australian context, the primary care system 
encompasses a broad range of services delivered in the community, including 
general practice, community pharmacy, allied health (e.g. physiotherapy, 
psychology, occupational therapy etc.) and mental health services, as well as 
Aboriginal Community Controlled Health Services (ACCHS) (47). 

Primary Health 
Networks (PHNs) 

PHNs are independent organisations, funded by the Australian Government to 
coordinate primary health care in their region (50). 

Priority populations There are a range of different population groups within society who experience a 
disproportionate burden of disease and disparities in health outcomes. The National 
Preventive Health Strategy 2021-2030 identifies these ‘priority populations’ as 
including, but not limited to: 

• Aboriginal and Torres Strait Islander people; 

• culturally and linguistically diverse (CALD) populations; 

• lesbian, gay, bisexual, transgender, intersex, queer, asexual and/or other 
sexuality and gender diverse people (LGBTIQA+); 

• people with mental illness; 

• people of low socioeconomic status; 

• people with disability and 

• rural, regional and remote populations. 

Quality Improvement 
(QI) 

The Royal Australian College of General Practitioners (RACGP) defines quality 
improvement as “an ongoing activity undertaken within a general practice with the 
primary purpose to monitor, evaluate or improve the quality of health care 
delivered to practice patients”  (51).  

Red Book The Red Book, now in its 10th edition (Guidelines for Preventive Activities in General 
Practice), provides evidence-based recommendations for preventive screening, case 
finding and prevention across the life course, with emphasis on the early 
identification and management of risk factors and chronic conditions in older adults 
(33) 

Scope of practice Scope of practice: Professional activities that a health professional is educated (skill 
and knowledge), competent and authorised to perform, and for which they are 
accountable. The individual scope is time-sensitive and dynamic. Scope of practice 
for individual health professionals is influenced by the settings in which they 
practise, the health needs of people, the level of their individual competence and 
confidence and the policy requirements (authority/governance) of the service 
provide (42). 

Shared-decision 
making (SDM) 

The Australian Commission on Safety and Quality in Health Care defines SDM as an 
integral part of patient-centred care that involves discussion and collaboration 
between a consumer and their healthcare provider to make healthcare choices (52).  
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SDM allows healthcare practitioners to consider consumer’s values, goals, and 
preferences, grounded in the best available evidence regarding benefits, risks, and 
uncertainties of treatment, to make the most appropriate healthcare decisions (52). 

Silver Book The Silver Book (Guidelines for the Care of Older Persons in General Practice) 
complements the Red Book by offering practical, evidence-informed guidance for 
managing the complex, multidimensional health needs of older people within the 
clinical settings (53).  

Social isolation and 
loneliness 

Social isolation refers to the objective absence of social contact, while loneliness 
reflects the subjective experience of feeling disconnected or lacking companionship. 
Both are linked to a range of negative outcomes, including increased risks of 
depression, anxiety, cognitive decline, functional deterioration and premature 
mortality (54). 

Social prescribing Social prescribing involves the practice of individuals being referred to a range of 
social supports, community-based programs and services, and other non-clinical 
interventions to improve health and wellbeing (55,56). 

Socioeconomic 
advantage/ 
disadvantage 

It is described as a “measure of people’s access to material and social resources, and 
their ability to participate in society” (57). 

Socioeconomic status 
(SES) 

SES is the level of socioeconomic advantage/disadvantage experienced by an 
individual or community. Socioeconomic status is influenced by range of factors 
including income, education, employment, occupation and housing characteristics 
(58).  

Urgent care clinic Urgent care clinics are walk-in, no-appointment, bulk-billed clinics that provide 
timely medical attention for an illness or injury that can’t wait for a regular 
appointment with a GP but doesn’t require care for emergency or life-threatening 
illnesses or injuries (59,60).  

Validity Validity refers to whether a study or measurement tool measures what it's intended 
to measure. It encompasses various forms, including: 

• internal validity (the extent to which the results can be attributed to the 
interventions tested); 

• external validity (the generalisability of findings to broader contexts) and  

• construct validity (how well the chosen measures represent the condition 
of interest) (61). 

If a screening tool is not thoroughly developed and validated, it is impossible to 
know whether the data collected from the tool is appropriate or relevant. Validity 
and accuracy are related but different in concept and are used together to measure 
the tool/survey’s effectiveness.  

Wider determinants of 
health 

Refers to the social, environmental, structural, economic, cultural, commercial and 
digital factors that are often outside the control of individuals and can either 
strengthen or undermine health and wellbeing. The wider determinants of health 
concept acknowledges that health and wellbeing are inextricably linked to the 
environments and conditions in which people are born, grow, live, work and age, 
and the wider set of forces and systems that shape health and wellbeing (49,62,63).   
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Foreword 
Australians are living longer, with life expectancy now averaging 85 years for women and over 81 years 

for men, amongst the highest in the world. People aged 65 and over currently comprise about 17 per 

cent of the population and Australia’s 65+ population is projected to rise from 4.31 million in 2021 to 

6.66 million by 2041, a 54% increase (1). 

Whilst older people generally have better health than previous generations, growing older is 

associated with higher rates of chronic disease, functional decline and frailty. Many people aged 65 

and over report good or very good health, yet conditions such as cardiovascular disease, cancer, 

diabetes, arthritis, respiratory illness and dementia remain major causes of morbidity and mortality. 

Dementia has become a leading contributor to disease burden in older age. Falls, sensory impairment, 

and reduced mobility are also common, often affecting independence and quality of life. As well, older 

adults living in rural and remote areas, Aboriginal and Torres Strait Islander peoples and those 

experiencing socioeconomic disadvantage often face poorer health outcomes and greater barriers to 

care (2). 

In health policy, practice and research it is well known that a significant proportion of chronic health 

conditions, including some cancers and some dementias, can be prevented and delayed. At a policy 

level, Australia has placed significant emphasis on supporting older adults to maintain health and 

wellbeing, particularly through preventive and primary health care. Recent policy initiatives emphasise 

wellness, reablement and ageing in place.   

Inala Primary Care Ltd, a not for profit primary care practice in Brisbane, Queensland, commissioned 

this literature review to inform the development of a Centre of Excellence in Healthy Ageing, with the 

aim to lead recognition that preventive healthcare from early adulthood through the later years of 

ageing can improve health and quality of life; reduce the burden of disease in older age and reduce 

preventable health care needs and service demands. With collaborating general practices, Inala 

Primary Care shares a vision that primary care and general practice should be at the forefront of 

implementing and testing novel approaches in lifelong prevention, early detection, timely intervention 

and ongoing care throughout adulthood to support healthy ageing. Almost 80% of people aged 35-44 

see a general practitioner in a 12-month period with this rising to >94% of those aged 65-74 (3). Primary 

care, therefore, is an essential platform for the health and wellbeing of older adults – it is centrally and 

universally positioned to be the health care hub for healthy ageing.  

This review has focused on academic, clinical evidence, policy briefs and other grey literature that 

demonstrates and informs the design, development and implementation of a life course approach in 

primary care to healthy ageing. Our literature search focused on the life stages of adulthood – that is, 

beginning with the ‘youth of older age’, in early adulthood. The review has considered clinical, 

community and social aspects of prevention, early intervention, treatment and support for the lifespan 

stages of adulthood through to end-of-life care. It has also considered the roles and diversity of older 

adult populations and individuals as partners in person-centred health care and the diversity of 

communities in which primary care practices are placed. The support systems for general practice, 

such as funding, workforce and technology are included. Models of care that focus on preventive and 

proactive health care across the adult life course are identified.  

An overview of the international and national policy and research contexts relevant to health care 

focused on healthy ageing sets the scene for the detailed analysis in this report.  Notably, the World 
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Health Organization, in July this year (2025), published the Framework to implement a life course 

approach in practice (4) which summarises current evidence on how to reorient health systems and 

services to support health and well-being. The life course approach underpins the Framework, 

recognizing that health is shaped by life circumstances and experiences at every stage of life. The 

Framework was published after this review was undertaken and provides a spotlight on the importance 

of establishing a life course approach to healthy ageing in primary care in Australia.  

The focus of this review on the evidence of how to promote and support healthy ageing generated 

complexity, because healthy ageing is not merely the avoidance of disease, it is an evolving, 

multifaceted concept shaped by biological, psychological, social and environmental dimensions.  

Undertaking this review was challenging due to the complexity and multidimensional nature of healthy 

ageing, particularly the following aspects: 

• It is a very broad concept, encompassing biological, psychological, social and environmental 

domains, not just disease avoidance. 

• There were more than 65 frameworks for healthy ageing in the literature we reviewed, from 

single-time health outcomes to lifelong adaptive processes, often including person–

environment interactions and health promotion. 

• There is considerable variation in how effects are measured, with studies employing diverse 

tools and definitions, while environmental and functional factors are often underrepresented. 

• Research relevant to healthy ageing spans gerontology, public health, psychology, sociology, 

epidemiology and policy, combining quantitative, qualitative, and mixed methods. 

• Lifespan stages and life course trajectories and contextual adaptations add temporal 

complexity beyond static analyses. 

These factors made synthesis challenging, requiring conceptual clarity, consistent inclusion and 

exclusion principles and careful organisation and presentation.  

This report is organised into thematically focused chapters, each synthesising studies relevant to a 

specific topic. We hope this provides the reader and those who will design and implement the Centre 

of Excellence with a cohesive overview, capturing both the breadth and depth of practice and research 

and highlighting patterns, gaps and innovations in the literature that are relevant to the purpose of 

the Centre of Excellence.  

It is hoped that this review strengthens recognition that healthy ageing depends on a life course 

approach, one that embeds prevention and early intervention across adulthood and is integrated into 

the fabric of Australia’s primary care system.   
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The Australian and international context 

The World Population Prospects estimates that the world's population over the age of 65 will more 

than double between 2019 and 2050. By the year 2050, one in 6 people in the world will be over the 

age of 65: a notable increase from one in 11 in 2019 (1). This demographic transition is a global 

phenomenon that is driven by multiple factors, including improved living standards, better healthcare 

and lower birth rates. It also represents one of the most significant and challenging developments for 

public policy globally.  

Longevity is also a public health success story. The good health of older people is a resource for 

societies as many older people continue to live independently and to contribute socially, economically 

and culturally to their families and communities until late old age. However, adding years to life creates 

challenges as well as opportunities for individuals and societies. The increases in life expectancy that 

have occurred in the last fifty years have been accompanied by changes in the burden of disease. 

Declines in mortality have not been accompanied by declines in morbidity. There is increasing 

prevalence of chronic disease, particularly amongst older people, many of whom experience complex 

multimorbidity and frailty-related conditions (2). Age is the most significant risk factor for most 

common chronic diseases (3,4). Moreover, there are significant and persistent inequalities in both life 

expectancy and quality of life between the least deprived and the most deprived communities (5). 

Ageing is a complex process, driven by factors which are intrinsic to individuals as well as complex 

interactions between biological, cultural, community and environmental aspects. Hence, the 

conditions in which most people can achieve their full potential for health in older age are the 

responsibilities of governments, institutions and agencies across the whole of society. The ageing of 

the population transition also has challenging implications for health systems globally. It creates new 

health needs amongst populations, requiring shifts in care models to address primary and secondary 

prevention and a coordinated and comprehensive continuum of care for people with multiple, complex 

conditions (6), leading some to assert that “gerontology is the future of healthcare” (7). Box 1.1 

provides an overview of global trends. 

Box 1.1. Demographic and epidemiological transitions in ageing (9) 

Demographic shifts 

• Population ageing: The global population is ageing rapidly. By 2050, the number of people aged 60 years and older 
is expected to double to 2.1 billion. The number of individuals aged 80 years and older is projected to triple to 426 
million.  

• Geographical distribution: While population ageing began in high-income countries, it is now accelerating in low- 
and middle-income countries. By 2050, 80% of older people will live in these regions.  

Epidemiological trends 

• Chronic diseases: Older adults are more likely to suffer from chronic conditions such as heart disease, diabetes, and 
cancer. These conditions often coexist, leading to complex health needs.  

• Geriatric syndromes: Common health issues in older age include frailty, urinary incontinence, falls, delirium, and 
pressure ulcers. 

• Mental health: Depression and dementia are significant concerns among older populations, impacting their quality 
of life and increasing the need for comprehensive care. 

 

Healthy Ageing: its importance in public policy  

In recognition of the scale and challenge of these transitions, the World Health Organization (WHO) 

published an action plan, Decade of Healthy Ageing 2020–2030 which calls for ten years of concerted, 

https://www.healthandagingpolicy.org/health-and-aging-policy/policy-overview/
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catalytic, sustained, multi sectoral collaboration to promote healthy ageing (10). The Action Plan 

identified a range of societal goals, including preventing poverty amongst older people, providing 

quality lifelong education, job opportunities, and age-inclusive infrastructure. Critically, the plan 

locates responsibility for promoting healthy ageing as beyond the scope of health systems alone. It 

requires whole-system collaboration to achieve the goals.  

Characteristics of healthy ageing policy 

Policies which aim to promote healthy ageing generally have the following characteristics:  

Enhancing functional ability 

Public health policies focused on healthy ageing emphasise maintaining and improving functional 

ability. This includes physical, mental and social capacities that enable older adults to live 

independently and participate in society (11). 

Economic benefits 

Investing in healthy ageing can reduce healthcare costs by preventing or delaying the onset of chronic 

diseases and disabilities. This can lead to significant savings for healthcare systems and improve the 

quality of life for older adults (8). 

Social inclusion 

Healthy ageing policies promote social inclusion by encouraging older adults to remain active and 

engaged in their communities. Programs to promote civic engagement (volunteerism and community 

engagement) by older adults and caregivers are known to promote wellbeing, especially amongst 

individuals with low incomes and people of colour.  This can help combat loneliness and social isolation, 

which are common issues among older populations (11).  

Comprehensive, integrated Care 

Policies that support healthy ageing promote integrated and person-centred care for older adults, 

particularly for those with multiple chronic physical and mental conditions. Engaging older people in a 

systematic way may improve the experiences and outcomes for patients (12–14). There is some 

evidence that this also generates more meaningful interactions for healthcare professionals (15). 

Furthermore, person centred care can lead to more efficient use of healthcare resources as treatment 

plans can be tailored specifically to meet individual needs. There is some evidence that this may also 

assist the engagement of more disadvantaged patients, decreasing inequalities in healthcare 

utilisation (13,16). Such policies emphasise the need for development of new models of care involving 

care coordination, integrated mental health and preventive care.   

Healthy ageing policies also call for ways of tackling the structural barriers which hinder many older 

people from accessing care and support (17). These barriers include the costs of care and the 

differential impact of health care costs and access by race, ethnicity, gender and socio-economic 

status. Healthy ageing policy encompasses the economic and physical security of vulnerable and 

disadvantaged older adults including the availability of pensions and retirement income; access to 

employment and support for transitions to work; consumer protections (predatory lending, 

telemarketing fraud); financial literacy; nutrition and ‘food deserts’; environmental and transportation 

issues, particularly in remote and regional communities and deprived urban areas (17–19). 
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In summary, public policy on the promotion of healthy ageing aims to ensure that older adults receive 

comprehensive care and support to meet physical, mental and social needs.  It is based on an 

understanding that robust policy on healthy ageing is essential for creating sustainable and inclusive 

societies where older adults can thrive. Healthy ageing requires a collaborative effort from 

governments, communities, health care providers and individuals to implement effective public health 

policies and practices. 

Self-efficacy, self-care and preparation for ageing  

There is an extensive literature which suggests that promoting general ‘self-efficacy’ has potential 

benefits for the healthy ageing of older people (20). There is evidence that self-efficacy has positive 

effects on ageing and health perceptions, health behaviours, psychological health and overcoming 

physical decline. Having thought about and prepared for old age can be beneficial for older persons, 

though the capacity to undertake this kind of preparation appears to be highly influenced by both 

personality and access to socioeconomic and educational resources (21). 

This is a complex arena that acknowledges the potentially damaging impact of fatalistic attitudes 

amongst communities of older people (22,23). There are distinct cultural and religious variables which 

impact on the extent to which individuals may see physical decline as inevitable (24). There is limited 

literature on the extent to which older people with multiple chronic conditions deploy self-care and 

other self-efficacy management strategies to address debilitating symptoms and functional decline 

(25). However, preparing for healthy old age cannot be left solely to individual motivation. There is 

good evidence about the benefit of prevention pathways for healthy ageing. It is suggested that this 

involves. 

‘Tailored, codesigned interventions, including healthy diet and cognitive health components which 

address the levels of self-perceived motivation to change lifestyle’ (26). 

Healthy ageing policies aim to increase older people’s general self-efficacy in various ways, including 

through the promotion of self-care interventions and programs. It is suggested that understanding 

older adult’s health beliefs and attempting to modify them is a valid goal in healthcare practice (27).  

When does ageing begin?  

Ageing is a complex process. The literature cites genetic and external factors as integral to the ageing 

process. Whilst ageing is inevitable, it is also regulated and otherwise influenced by a wide range of 

genetic and external factors and should not be considered as an inexorable decline into non-

functionality by processes and circumstances which are completely beyond the control of individuals, 

health services and governments to influence. Age-related changes at the cellular level are 

undoubtedly highly influential (28) and there is some emerging evidence from genetics research that 

life spans could be extended without debilitating trade-offs (29). However, there are many other 

factors which mediate the ageing process such as levels of stress, physical activity, diet and social 

connections (8,30). Individual beliefs about ageing are also a powerful determinant (31,32).  

Stages of ageing 

The ageing process begins earlier than many people realise. Rather than being strictly defined by 

chronological age, ageing occurs gradually, influenced by physiological, functional, and lifestyle factors. 
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In the literature, age is commonly divided into stages or categories. Age categories like "childhood", 

"adolescence", "adulthood", and "old age" are widely used in sociology, psychology and medicine, but 

the boundaries and definitions of these stages are often debated and historically unstable (33–37). 

Essentially, age categories are social constructs that change over time and across cultures, influenced 

by social (38), historical, and institutional factors. For example, what counts as "adolescence" or "old 

age" can shift with changes in healthcare, social norms and economic conditions (34,36). The 

emergence of newly delineated life stages (e.g., adolescence, retirement) in modern societies is linked 

to changes in education, welfare, and labour markets, making age a more significant social factor (38).  

Age stages as categories are also widely used in healthcare but are best understood as flexible, socially 

constructed groupings rather than fixed biological facts. Their definitions and significance can continue 

to shift with cultural, historical, and institutional changes, yet they play important roles in shaping 

identity, social expectations, and (health) policy. 

Commonly, 3 -4 stages of ageing are used to present characteristic challenges and opportunities for 

maintaining health and independence (39,40). 

Early ageing (young adulthood to midlife) 

Characterised by:  

• transition from young adulthood with peak physical and cognitive function typically in the 20s 

and 30s to middle age; 

• early signs of ageing: metabolic changes, hormonal shifts, musculoskeletal changes, and early 

chronic conditions (e.g., hypertension, prediabetes); 

• focus on prevention and lifestyle modifications. 

Middle ageing (midlife to early older age) 

Characterised by:  

• increased burden of chronic diseases (e.g., diabetes, cardiovascular disease, osteoarthritis); 

• functional decline may begin but is often manageable (e.g., sarcopenia, metabolism changes, 

hearing and vision loss, cognitive decline); 

• higher healthcare utilization, such as acute and specialist healthcare, but still largely 

independent. 

Late-stage ageing (older age 

Characterised by: 

• increased frailty, multimorbidity, immunodeficiency, and functional dependency 

• greater risk of cognitive decline and social isolation 

• more frequent hospitalisations and need for long-term care and end of life care. 

Very old age (fourth age) 

Characterised by: 

• severe physical and cognitive decline; 

• high dependence on caregivers; 

• terminal decline and end-of-life care. 
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In summary, healthy ageing is understood to be a multifaceted process that involves maintaining 

physical, mental and social well-being throughout life. A healthy ageing pathway is, therefore, a 

lifelong process.  

While chronological age provides a useful framework, biological age and functional status are more 

accurate indicators of an individual's aging phase. Healthy ageing across the adult stages of ageing can 

be considered to focus on building and maintaining intrinsic capacity and living in functional 

independence within a chosen or familiar environment until the end of life. In pursuit of this goal, there 

is evidence that improvement in health can occur at any stage of life (41). The most beneficial impacts 

in adulthood occurring in midlife are from lifestyle and behavioural modifications involving diet, 

exercise, smoking cessation and access to healthcare services. Continuing research is required to 

understand the mechanisms that permit individuals to maintain optimal health when facing a wide 

range of biological and social risks (42). 

Healthy ageing: theories and definitions  

Traditional theories of ageing  

The traditional understanding of ageing saw it as a progressive and linear decline towards death. 

Cummings and Henry's disengagement theory identified successful ageing as the ability to detach 

oneself from the activities of midlife as a kind of preparation for death. Linear and stage‐based theories 

of human development proposed that the developmental task of older age was simply to prepare for 

death (43). These negative theories were broadly supplanted from the 1970s onwards by others which 

emphasised the necessary ingredients for ‘successful ageing’ and the importance of remaining engaged 

and active.  

Rowe and Kahn for example, proposed that successful ageing had three main ingredients:  

• avoidance of disease or illness; 

• maintenance of physical and cognitive function; 

• and active engagement (44). 

The combination of high levels of each of these components was seen to constitute successful 

ageing.The Rowe and Kahn theory has been extensively criticised and modified in subsequent years 

(44). Cosco et al (2014), for example, have identified over 100 operational definitions of successful 

ageing (5). Importantly, depth has been added to early theories of successful ageing by insights from 

resilience research, which suggests that successful ageing must, in part, require the ability to bounce 

back from adverse events (45–47). 

Resilience  

Most theories of healthy ageing propose that a high level of functioning across several domains is an 

essential requirement. Resilience is observable in an individual who retains a high level of functioning 

despite the experience of adversity. The latter stages of life contain instances of adversity for most 

people, whether these relate to the loss of friends and family members, declining social networks and 

physical and cognitive impairment. It is thought that the ability to retain high levels of functioning 

despite these experiences is the hallmark of successful and healthy ageing.  
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Wider determinants of healthy ageing  

The notion that resilience is an intrinsic quality of individuals has also been criticised. There is evidence 

of social and economic inequalities in resilience and vulnerability amongst older adults. Individuals 

alone are not responsible for their health (48). Research demonstrates that health, for the whole 

population, is influenced by a combination of individual, psychological and biological factors and the 

broader environment in which people live and work. There is extensive literature on the impact of the 

social and economic factors that influence health and wellbeing for individuals, commonly described 

as the social determinants of health (49–51). There is also extensive literature on the impact of the 

wider determinants of healthy ageing (52). However, awareness of how social factors link to healthy 

ageing and how they interact at individual levels remains poor and the persistence of the social 

gradient in health into old age is a powerful testimony to the importance of these factors and the need 

for policy to address them.  

Abud et al (2019) identified ten determinants of healthy ageing, including physical activity, diet, self-

awareness, outlook/attitude, life-long learning, faith, social support, financial security, community 

engagement and independence, many of which are beyond the control of individuals (53).   

Box 1.2. The Social Determinants of Healthy Ageing (54,55) 

Housing 

• Stable housing: Having a safe and stable place to live is foundational to health. Housing instability, such as difficulty 
paying rent, overcrowding, or frequent moves, can negatively impact physical and mental health. 

• Accessible housing: Homes that are accessible and adapted to the needs of older adults can help prevent accidents 
and support independent living. 

Socioeconomic status 

• Economic stability: Economic challenges, such as limited income or financial insecurity, directly affect the ability of 
older adults to afford necessities like medication, nutritious food, and healthcare services. 

• Education and health literacy: Higher levels of education and health literacy are associated with better health 
outcomes. Older adults with lower socioeconomic status often have less access to health information and resources. 

Digital literacy 

• Access to technology: Digital literacy is increasingly important for accessing health information and services. Older 
adults with low digital literacy may struggle to use online health resources and telehealth services. 

• Digital divide: The digital divide disproportionately affects older adults, particularly those who are socially 
disadvantaged. Efforts to improve digital literacy can enhance self-management of health and participation in medical 
decisions. 

Access to services 

• Healthcare access: Timely access to healthcare services is crucial for managing chronic conditions and preventing 
health complications. Barriers such as lack of health insurance, poor transportation, and limited healthcare resources 
can hinder access. 

• Community and social services: Access to community and social services, such as senior centers, meal programs, and 
social activities, can improve the quality of life and reduce social isolation among older adults 

 

Structural determinants of health, in addition to social determinants, are often included in the concept 

of the wider determinants of health. Structural determinants are described as “the mechanisms by 

which social hierarchies are created” (56) and are considered to include: 

• values and beliefs, worldviews, culture, norms, governance (57); 

• laws, policies, regulations, and budgets (57) and 

• institutional practices (57). 
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These factors contribute to hierarchical patterns of advantage and power relations (57). 

The Lancet, citing the Global Report on Ageism, suggests that ageist and discriminatory attitudes 

towards older people is a major structural determinant of health in older age (58). Figure 1.1 illustrates 

the interactions of structural and social determinants on the health of older adults. 

Figure 1.1 Structural determinants of healthy ageing (59) 

 

Healthy ageing: Current theory 

Criticisms of earlier theories of successful ageing have contributed to the development of the 

contemporary construct of healthy ageing and several associated concepts (e.g. positive ageing, ageing 

well, ageing productively) (60). However, the preponderance of these terms in the literature and in 

policy does not mean that there is conceptual or operational clarity (61). The heterogeneity of terms 

associated with the concept is a notable feature of the literature; as is the plethora of theoretical and 

operational models and definitions identified in multidisciplinary reviews and concept analyses, 

potentially revealing a lack of consensus about the theoretical underpinnings from which the concept 

of healthy ageing has emerged, including the persistent adherence to deficit views of ageing and the 

impact of stigma and discrimination (62,63). There is a notable lack of systematic reviews which 

identify common themes in the literature on healthy ageing (61) and a range of important research 

gaps (64). 

Models of healthy ageing  

Strategies to promote healthy ageing tend to conform to one of the following models: 
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Biomedical model 

The biomedical model of healthy ageing focuses on the physical and biological aspects of ageing. It 

emphasises the prevention, diagnosis and treatment of diseases and conditions that commonly affect 

older adults. This model aims to extend lifespan and improve health outcomes by addressing medical 

issues through interventions such as medications, surgeries and other medical treatments. It has been 

criticised as reductionist and paternalistic (65).  

Social model 

The social model of healthy ageing highlights the importance of social factors and environments in 

influencing the ageing process. It considers how social determinants of health, such as socioeconomic 

status, education, and social support impact the wellbeing of older adults. This model advocates for 

creating supportive environments and policies that promote social inclusion, reduce inequalities and 

enhance the quality of life for older individuals (66).  

Multi-dimensional model  

The multi-dimensional model of healthy ageing integrates both biomedical and social perspectives, 

emphasizing a comprehensive approach to wellbeing. It considers the physical, mental, emotional and 

social dimensions of health (11). This model promotes a balanced lifestyle that includes proper 

nutrition, regular physical activity, mental stimulation and strong social connections. It recognizes that 

healthy ageing is a multifaceted process influenced by a combination of genetic, environmental, and 

lifestyle factors (67). Figure 1.2 illustrates the multi-dimensional model.  

Figure 1.2 The Multi-Dimensional Model of Ageing (68)  

 
 

These models provide different but complementary approaches to understanding and promoting 

healthy ageing. The commonalities across the various frameworks and models involve a vision of older 
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age that is productive, in which older people live with independence and agency and can contribute. 

To live this kind of purposeful life, people need to be able to maintain adequate physical and mental 

health status and to have good social contact. 

United Nations Decade of Healthy Ageing  

Despite the theoretical and conceptual complexities, the term healthy ageing, which is in current use 

in some countries, attempts to encapsulate a health-related quality of life dimension for older people. 

This conceptualisation overturns previous deficit theories of old age and the biomedical model, which 

focus solely on biological measures of declining function and frailty. The construct underpins the work 

being undertaken as part of the United Nations Decade of Healthy Ageing, 2021 to 2030, which is a 

global collaboration aligned with the UN’s Sustainable Development Goals, to influence the lives of 

older people, their families and the communities in which they live.  

The work on healthy ageing is led by the World Health Organization (WHO). Healthy ageing as a 

construct frames a multi-dimensional policy approach to ageing well and steers collaborative action 

towards operationalising the WHO definition of it as “the process of developing and maintaining 

functional ability that enables wellbeing in older age” (41). 

Many international bodies, including the Australian Government, now align with the WHO's definition, 

focusing on creating environments and opportunities that enable people to be and do what they value 

throughout their lives. Within this framework, healthy ageing involves much more than the absence of 

disease but focuses on maintaining functional ability and wellbeing despite health conditions. Notably, 

the Australian Department of Health, Disability and Ageing emphasises ‘positive ageing’ which, 

perhaps, reflects some diversity in policy objectives and terminology (69). 

The WHO approach to the Decade of Healthy Ageing emphasises a comprehensive, multi-dimensional 

approach, integrating health, social and environmental factors to support older adults in living healthy, 

active and fulfilling lives.  

The Decade encompasses four areas for action: 

• Age-friendly environments: creating environments that support healthy ageing by addressing 

social determinants and enabling older adults to live dignified lives. 

• Combatting ageism: reducing stereotypes, prejudice, and discrimination based on age to 

improve the wellbeing of older adults. 

• Integrated care: providing person-centred and integrated care that meets the needs of older 

adults. 

• Long-term care: ensuring access to quality long-term care services for older adults who need 

them 

Four enablers of change are identified: 

• Engaging older people: involving older adults in decision-making processes and recognising 

their contributions. 

• Leadership and capacity building: strengthening leadership and building capacity at all levels 

to support healthy ageing. 

• Connecting stakeholders: fostering collaboration among governments, international 

organisations, civil society and the private sector. 

• Data and research: enhancing data collection, research and innovation to inform policies and 

practices. 
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The aims of the Decade are to:  

• improve the functional ability of older people; 

reduce health inequities; 

• promote healthy ageing in all policies and programs; and 

• foster environments that support healthy ageing. 

Promoting functional ability  

The WHO definition of healthy ageing is based on the concept of functional ability, which comprises 

an individual's personal characteristics or ‘intrinsic capacity’, which is closely related to the notion of 

resilience, discussed previously and the conditions that are present in the physical and social 

environment and the interactions between the two (70). 

The WHO describes intrinsic capacity as “all the mental and physical capacities that a person can draw 

on and includes their ability to walk, think, see, hear and remember”. The level of intrinsic capacity is 

influenced by several factors such as the presence of diseases, injuries and age-related changes. The 

construct of intrinsic capability has also been criticised due to a poor definition; however, there is 

evidence that the assessment of intrinsic capacity provides valuable information on an individual's 

subsequent functioning beyond that afforded by age of the personal factors and multimorbidity (61). 

It is suggested that “the WHO construct of intrinsic capacity appears to provide valuable predictive 

information on an individual’s subsequent functioning, even after accounting for the number of multi-

morbidities. The proposed general factor and subdomain structure may contribute to a transformative 

paradigm for future research and clinical practice” (70). 

The WHO Integrated Care for Older People (ICOPE) program, which is currently under evaluation in a 

number of settings, demonstrates how the construct might be applicable in clinical practice, providing 

a resource which demonstrates ways of realigning primary care to respond to population ageing (71) 

and provides guidelines on community interventions to manage declines in intrinsic capacity (71). 

Equity focused approaches  

Indigenous perspectives 

Indigenous perspectives on healthy ageing, worldwide, often emphasise a holistic approach that 

integrates physical, mental, emotional and spiritual wellbeing. 

 Key elements include: 

• Elderhood: in many Indigenous cultures, elderhood is a respected status achieved through 

wisdom, community involvement, and the passing down of knowledge. Programs and policies 

should recognise and support the role of elders in promoting healthy ageing (72).  
• Community resilience: Indigenous communities often focus on collective wellbeing and 

resilience. This includes community-driven health initiatives and culturally tailored 

interventions that respect traditional practices and values (72). 
• Addressing historical trauma: recognizing and addressing the impacts of historical trauma and 

intergenerational stress is considered crucial. Policies should aim to undo structural inequities 

and support the unique needs of Indigenous older adults (73). 

Culturally diverse perspectives 

Equity-focused approaches for culturally diverse older adults involve: 
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• Cultural tailoring: health programs should be adapted to meet the cultural, linguistic and social 

needs of diverse populations. This includes providing services in multiple languages and 

respecting cultural practices (74).  
• Community engagement: engaging with communities to understand their specific needs and 

preferences is essential. Community-based approaches can enhance the effectiveness of 

health interventions and ensure they are relevant and accessible (74).  
• Addressing social determinants of health: policies should address broader social 

determinants such as socioeconomic status, education, and access to healthcare. This helps 

reduce health disparities and promotes equity (30). 
• Inclusive research and policy development: ensuring that research and policy development 

include diverse perspectives can lead to more effective and equitable health outcomes. This 

involves involving diverse older adults in decision-making processes and tailoring policies to 

their specific needs (75).  

These approaches highlight the importance of considering cultural and social contexts in promoting 

healthy ageing and ensuring that all older adults can age well. 

Australian trends in ageing and health needs 

Demographic trends 

The proportion of Australians aged 65 and over is increasing in line with global trends. By 2053, 21% 

of the population will be aged 65 and over, and 4.2% will be aged 85 and over.  AIHW data indicates 

that, in 2020, there were an estimated 4.2 million older Australians (aged 65 and over) with older 

people comprising 16% of the total Australian population (76).  

By 2066, it is projected that older people in Australia will make up between 21% and 23% of the total 

population (77). For those aged 85 and over, the proportion increased from 0.5% (63,200) in 1970, to 

2.1% at 30 June 2020 (528,000). The proportion is expected to continue to rise to between 3.6% and 

4.4% in 2066.  

In 2020, two-thirds of people over 65 lived in major cities (66%, 2.7 million), nearly 1 in 4 in inner 

regional areas (23%, 0.9 million) and the remaining 11% lived in outer regional and remote and very 

remote areas combined (0.5 million) (76). Compared with the total Australian population, a higher 

proportion of older people lived in Inner regional areas and a lower proportion in major cities.  

Epidemiological trends 

The burden of chronic disease and multimorbidity in older adults in Australia is significant and 

multifaceted. As the population ages, the prevalence of chronic diseases and multimorbidity increases, 

leading to complex health needs and challenges for the healthcare system. 

In 2023, older Australians lost over 2.6 million years of healthy life due to illness or premature death, 

an increase from 1.7 million DALYs (Disability-Adjusted Life Years) in 2003. This reflects the higher 

proportion of people aged 65 and over in 2023 compared to 2003. The leading causes of disease 

burden among older adults include cancer, cardiovascular diseases and neurological conditions (2). 

Specifically, dementia, coronary heart disease and chronic obstructive pulmonary disease were the top 

causes of disease burden in 2023, followed by lung cancer, stroke, and other musculoskeletal 

disorders. 
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The overall leading cause of death among people aged 65 and over in Australia is Alzheimer's Disease, 

closely followed by coronary heart disease (78). There are differences in the causes of death between 

men and women, with coronary heart disease being the leading cause of death among men across all 

older age groups, while lung cancer and Alzheimer's disease are the leading causes among women 

aged 65 to 74 (78). 

Figure 1.3 Causes of death for people 65 and over in 2023 

 
In the Australian Bureau of Statistics (ABS) National Health Survey (NHS) 2022 data on self-reported 

health status, 74% of people aged 65 and over reported their health as good, very good or excellent 

(79). However, there are differences by age group, with people aged 65–74 more likely to report their 

health as very good or excellent compared to those aged 75 and over. 

Disability is also a significant issue among older Australians, with 50% of people over 65 having a 

disability (80). The prevalence of disability has remained relatively stable in recent years, but the 

number of older people with disability has increased (81). Disability is experienced at different levels, 

with nearly one in five (18%) people aged 65 and over having severe or profound disability, meaning 

they sometimes or always need help with self-care, mobility, or communication. 

Health of older people in rural and remote areas  

Rural and remote areas tend to overlap with areas identified as the most disadvantaged in Australia 

(81). Australians living in rural and remote areas, on average, have shorter lives, higher death rates, 

higher levels of disease and injury and poorer health outcomes compared with people living in 
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metropolitan areas (82,83). This can be linked to multiple factors including lifestyle risk factors, 

socioeconomic disadvantage and poorer access to health services. 

The health disadvantages of communities in rural and remote Australia can also be impacted by the 

availability of healthcare services. Accessibility issues, such as access to dental, general practitioner 

and community services, and higher prevalence of health risk factors, such as higher rates of smoking, 

disability and physical inactivity, can all contribute to poorer health outcomes (84). 

ABS data suggests that although the prevalence of many health conditions does not vary between 

people living in areas of increasing remoteness, some conditions are reported more frequently among 

people living outside major cities. These include mental and behavioural conditions, arthritis, back pain 

and asthma. Alongside the factors identified above, differences in the rates of these chronic conditions 

may contribute to the poorer health outcomes of Australians living in rural and remote communities 

(85). Compared with older people living in major cities, older people living in rural and remote areas 

have a higher prevalence of chronic conditions such as arthritis, asthma and chronic obstructive 

pulmonary disease (86). 

ABS data shows that both women and men living in rural and remote areas are more likely to die at a 

younger age than their counterparts living in major cities. Older people in rural and remote areas have 

higher mortality rates and higher rates of potentially avoidable deaths – deaths under the age of 75 

from conditions that are potentially preventable through primary or hospital care – than those living 

in major cities (87).  

Across Australia in 2018, the median age at death decreased as remoteness increased for both sexes 

and the overall population. Men had the lowest median age at death across the remoteness areas: 68 

years in very remote areas compared with 79 years in major cities. Of the total number of deaths that 

occurred in very remote areas in 2018, 2 in 3 (67%) were premature deaths – people aged under 75. 

Around 3 in 5 (61%) of these premature deaths were potentially avoidable. In contrast, 33% of all 

deaths were premature deaths in major cities, of which nearly half (48%) were considered potentially 

avoidable (88) (Figure 1.4). 

Figure 1.4 Potentially avoidable deaths by sex and remoteness area, 2021 (88) 
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Older First Nations people 

In 2021, there were 983,700 First Nations people in Australia, representing 3.8% of the total Australian 

population. Older Indigenous Australians (aged 50 and over) comprised 1.5% of the total Australian 

population aged 50 and over and 16% of the total Indigenous population. By 2031 it is expected that 1 

in 5 Indigenous people will be aged 50 or over (20%) (ABS 2019a). Queensland and the Australian 

Capital Territory are projected to have the fastest average annual growth rate over the projection 

period of between 2.2% and 2.4% per year. (All data ABS, updated 2024) (78).  

One in 4 older Indigenous Australians (aged 50 and over) were aged 65 and over (27%) in 2016. This 

proportion was slightly higher for women (28%) than men (26%) (89).  

Aboriginal and Torres Strait Islander people ’continue to suffer from the consequences of European 

settlement, including the impact of ‘new’ infectious and chronic diseases.’ The interaction of other 

factors, including social dislocation and economic disadvantage, also contribute to poor health in many 

groups of Aboriginal and Torres Strait Islander people (89). Aboriginal and Torres Strait Islander people 

are more likely to develop serious medical conditions earlier in life and have a lower life expectancy 

than non-Indigenous Australians (90).  

Figure 1.5 Prevalence of selected long-term conditions, First Nations people, by sex, 2018 to 2019 

 
 

Culturally diverse older people  

Health characteristics vary by cultural diversity, with older people from non-English-speaking countries 

more likely to need help with core activities than those born in Australia or English-speaking countries. 

People from non-English-speaking countries also have lower health literacy. The overseas-born 

population in Australia is older, with a significant proportion from Europe, although more recent 

migration is predominantly non-European (91). 

International comparisons 

Like many developed countries, Australia has a high median age, with a relatively large proportion of 

its population aged 65 and over. In 2020, the median age in Australia was estimated at 37.8 (92). 

Among member countries of the Organisation for Economic Co-operation and Development (OECD), 
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this was slightly lower than for the United States of America (38.3 years) and the United Kingdom (40.5 

years) and slightly higher than countries such as Turkey (31.5), Israel (30.5) and Mexico (29.2). 

The estimated proportion of people aged 65 and over in OECD countries in 2020 was 16% in Australia; 

17% in the United States of America and 19% in the United Kingdom, with lower proportions in Israel 

(12%); 9% in Turkey and 7.6% in Mexico (All data OECD) (93). 

While all these countries are experiencing population ageing, the extent and specific challenges vary. 

Japan has the highest proportion of older people; Nordic countries have robust welfare systems to 

support their ageing populations. Australia, Canada, and the UK face similar challenges related to 

healthcare and social services, but each has a unique demographic and policy context. These trends 

highlight the importance of developing policies and programs that address the unique health needs of 

ageing populations within nations as well as globally. A comparative analysis of these challenges is 

summarised in Box 1.3 below.  

Box 1.3. International Comparisons  

Japan 

• Population ageing: Japan has the highest proportion of elderly citizens globally. As of 2023, nearly 30% of the 
population is aged 65 and over. 

• Life expectancy: Japan boasts one of the highest life expectancies in the world, with an average of 84.6 years. 

• Challenges: Japan faces significant challenges, including a shrinking workforce, increased healthcare costs, and 
the need for extensive elder care services (94). 

Canada 

• Population ageing: Canada's population is also ageing, with nearly 18% of the population aged 65 and over as 
of 2024 (95).  

• Life expectancy: Canadians have a high life expectancy, with males living to an average of 80 years and 
females to 84 years. 

• Challenges: Canada faces challenges such as ensuring adequate healthcare and social services for its ageing 
population and addressing the needs of older adults in rural and remote areas (96).  

United Kingdom 

• Population ageing: In the UK, 18% of the population is aged 65 and over as of 2023 

• Life expectancy: Life expectancy in the UK is around 79 years for males and 83 years for females 

• Challenges: The UK faces challenges related to healthcare provision, social care, and ensuring financial security 
for older adults (97-98) 

Nordic countries (Denmark, Finland, Iceland, Norway, Sweden) 

• Population ageing: The Nordic countries are experiencing significant population ageing. In Sweden, for 
example, 20% of the population is aged 65 and over.  

• Life expectancy: Life expectancy is high across the Nordic countries, with averages ranging from 81 to 84 
years.  

• Challenges: These countries face challenges such as maintaining sustainable welfare systems, providing 
adequate healthcare, and ensuring social inclusion for older adults (99).  

 

Australian health system: strengths and challenges  

In the Australian context, a number of strengths and specific structural challenges have been identified 

for the healthcare system in adapting to meet the needs of a growing and increasingly diverse 

population of older people. A significant challenge is the persistent health inequalities which affect the 

life expectancy and well-being of many individuals and communities, particularly those living in rural 

and remote areas and Aboriginal and Torres Strait Islander communities. These are summarised below. 
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Strengths 

High utilisation 

A significant majority of older Australians regularly visit general practitioners (GPs). In 2019-20, 95% of 

people aged 65 and over saw a GP at least once in the previous 12 months (76).  

Comprehensive services 

Primary care includes a wide range of services such as GP visits, pharmacy services, and allied health 

professionals (e.g., physiotherapists, dietitians (94). This ensures that older people have access to 

various types of care within their community. 

Government initiatives 

The Australian government has invested in strengthening Medicare, primary care services and specific 

programs to improve health services for aged care residents (94). 

Challenges 

Healthcare costs 

Rising healthcare costs are a concern, especially as older people tend to use more health services (95). 

Access to after-hours care 

While after-hours care is available, there can be challenges in accessing it, particularly in rural and 

remote areas. 

Coordination of care 

Ensuring seamless coordination between different healthcare providers can be difficult, which may 

affect the quality of care for older people with complex health needs (94).  

Workforce shortages:  

There are ongoing concerns about shortages in the primary healthcare workforce, which can impact 

the availability and quality of care (94). 

There are continuing concerns about whether the funding and resources allocated are sufficient to 

meet the growing demand for healthcare and aged care services, to meet the needs of the ageing 

population. In addition, there is growing evidence that the effectiveness of healthy interventions in all 

sectors is contingent on a number of factors, including the type of implementation approaches used 

to take account of the specific context in which programmes are implemented as well as the 

mechanisms that may be at play at the individual level (96). 

The Australian health system has been described as not one system, but a complex network of services 

with multiple providers and multiple payers, generating complexity for both patients and providers 

alike. Moreover, successive governments have sought advice on how to deal with the pressures on and 

of the current system. An analysis of the range of Australian government reviews focused on the 

function and capability of Australia’s health services to provide universally available appropriate and 

affordable health services for all found that, whilst numerous national reviews consistently identified 

the same underlying challenges, there has, to date, been no consistent policy agreement about what 

needs to be done to create meaningful change (97). 
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The role of primary care 

The Australian Primary Healthcare Ten Year Plan, 2022-2032 describes primary care as ‘those services 

in the community that people go to first for health care: general practices, ACCHS, community 

pharmacies, many allied health services, mental health services, drug and alcohol services, community 

health and community nursing services, maternal and child health services, sexual health services and 

oral health and dental services.’ Primary care is differentiated from secondary care, which is usually 

delivered by specialist medical practitioners requiring referral by general practitioners and from 

tertiary care delivered in hospitals (98).  

General practice: a pivotal role in supporting healthy ageing 

General practice has a primary role to play in supporting healthy ageing, although collaboration with 

a range of community-based services is a vital component of individual healthy ageing planning (99). 

General practice can intervene at various stages to support healthy ageing, focusing on prevention, 

early detection and management of age-related conditions.  

Australian general practice is well-positioned to support healthy ageing, though, as will be discussed, 

it needs strong policy and funding support to do so. The role of the GP is in transition; it is increasingly 

broader than the traditional singular role of direct health provider and referrer to other health 

providers. Increasingly, the GP, working with multi-disciplinary primary care teams, provides proactive, 

lifelong health services aimed at preventing, delaying or minimising the impacts of multiple chronic 

conditions, supporting positive behavioural change, enabling the coordination of care when required, 

working with other community services to address unfavourable social conditions and to support 

people at the end of life. These are all essential components of an effective healthy ageing system.  

Regular access to a doctor and a place of care is key to the early detection and treatment of disease as 

well as effective chronic disease management. A recent 2024 Report of the Commonwealth Fund 

Survey of Older Adults in 10 countries found that individuals with a regular and identifiable source of 

care are more likely to receive immunisations for flu, pneumonia, RSV and blood pressure and cancer 

screenings (100). Importantly, this study found that having a known source of care can improve 

attitudes towards health and can improve engagement. These include changing health habits such as 

diet and physical activity, tackling damaging health behaviours such as smoking and harmful alcohol 

consumption and a range of adverse social and living conditions. The evidence suggests that the 

mechanisms through which this is achieved in primary care include: 

Integrated care 

Primary care is essential for managing the health needs of ageing populations by offering integrated 

services that address both physical and mental health. This approach helps in preventing and managing 

chronic diseases, which are prevalent among older adults (101).  

Health promotion and disease prevention 

Primary care focuses on health promotion and preventive measures, which are vital for healthy ageing. 

This includes regular health screenings, the uptake of vaccinations, and lifestyle advice to maintain 

functional abilities and prevent the onset of diseases (102). 
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Multi-disciplinary teams 

The use of multidisciplinary teams (MDTs) in primary care has been shown to improve health outcomes 

for older adults. These teams often include general practitioners, nurses, social workers, and other 

specialists who work together to provide comprehensive care (101).   

Patient-centred care 

Primary care emphasizes patient-centred care, which involves tailoring health services to the individual 

needs of older adults. This approach ensures that care plans are aligned with the patients' preferences 

and life goals, enhancing their quality of life (102).   

Access and equity 

Ensuring access to primary care is critical for reducing health disparities among older adults. 

Addressing barriers to primary care, such as transportation and affordability, can help improve health 

outcomes and reduce the risk of poor health (103). 

Proactive, primary care support for healthy ageing involves translating these approaches into direct 

interventions with individuals and communities, targeting the complex ageing process and its whole 

of life trajectories. This requires a more holistic, multi-disciplinary and multi-agency approach 

emanating from a better understanding of the multiple determinants of healthy ageing. Reorienting 

the primary care system is a complex process of change, requiring a supportive policy context driving 

reformed models of care and funding. These implications will be discussed in detail later. In summary, 

this level of systematic transformative change means that traditional, single‐discipline and, in Australia, 

fee‐for‐service based primary care can no longer be considered the most appropriate model (104).  

Resources to support general practice  

There is an extensive international evidence base on the role of general practice in promoting the well-

being and functional independence of older people. These include the provision of quality standards 

and clinical guidelines relevant to each health system context.  

 In Australia, resources available to support GPs in promoting healthy ageing: 

• The Royal Australian College of General Practitioners (RACGP) provides a wide range of clinical 

guidelines, such as the Red Book, Silver Book and Green Book (these guidelines have been 

discussed in chapters below), articles and other resources to assist GPs in their work. These 

guidelines cover various topics, including preventative care assessment and activities in 

general practice (105) and guidelines for the medical care of older persons in both community 

and residential aged care facilities (106).   

• Australian Government Department of Health, Disability and Ageing provides resources on 

managing chronic conditions. This includes information on reducing risk factors, diagnosing 

chronic conditions, and treating and managing them. Medicare funds GP Chronic Condition 

Management Plans (GPCCMP) to assist with the primary care of people who need a structured 

approach to managing chronic disease (107).  

Technology is playing an increasingly critical role in supporting healthy ageing within primary care. 

Insights from the literature highlight how digital tools, ranging from telehealth, wearable devices and 

clinical decision support systems to practice-level data-sharing platforms, can enable early 

intervention, promote self-management, enhance multidisciplinary teamwork, and support 
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preventive care across the life course. Evidence emphasises that technology must be person-centred, 

integrated and co-designed with older adults to be effective; and that successful implementation 

depends on digital inclusion, workforce training, interoperable systems and supportive funding 

models. When effectively deployed, technology offers a powerful lever to resource primary care 

proactive, coordinated models of care that foster independence, function and wellbeing in ageing 

populations. 

The role of Primary Health Networks  

Australia’s 31 Primary Health Networks (PHNs) are independent organisations working to streamline 

health services, particularly for those at risk of poor health outcomes and to better coordinate care so 

people receive the right care, in the right place, at the right time. All PHNs, through the PHN 

Cooperative, contributed to the development of the White Paper, Supporting Healthy Ageing: the role 

of PHNs (108).   

The White Paper describes the ways in which the PHNs have already begun to implement a broad 

range of programs and activities to improve the health of older people within their regions, some 

examples are provided below. The White Paper suggests that the PHNs strengths in undertaking this 

work lies in the following characteristics:  

• PHNs are embedded within their local communities to act as planners, commissioners, 

innovators and integrators for services in their region.  

• PHNs have built a body of evidence that demonstrates their capacity for understanding, 

analysing and prioritising local needs, and collaboratively developing localised responses to 

meeting those needs. 

• PHNs have a particular focus on vulnerable populations – the people most likely to miss out 

on the opportunity to access and engage with health and aged care services. This places PHNs 

in a strong position to contribute to improving consumer journeys into, within, and between 

the health and aged care systems (108). 

The White Paper provides a comprehensive policy road map to strengthen the capacity of PHNs to 

promote healthy ageing with a series of recommendations focusing on: 

• system coordination and integration; 

• regional planning and commissioning; 

• primary healthcare system stewardship and management with a focus on quality; 

• primary healthcare education training and workforce development and 

• health system transformation and reform.  

National policy context 

The Australian Government's policy approach to healthy ageing focuses on several key areas to support 

older Australians in maintaining their health, independence and connection to the community. Positive 

ageing is promoted by the Department and provides the umbrella for information about aged care, 

senior living and maintaining health, physical activity and community connections (69). 

Positive Ageing and health and wellbeing 

The promotion of positive ageing includes:  
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• LiveUp, a national online resource service which provides free and impartial healthy ageing 

information (81). 

• encouragement of physical activity, proper nutrition, mental health care, and preventative 

health measures (81). 

• emphasis on maintaining social connections to boost mental and physical health, reduce 

isolation, and enhance overall well-being. Volunteering opportunities are promoted to keep 

older people engaged with their communities (81). 

• identifying the best ways to encourage Australians to make the most of their later years (82). 

Aged care reforms 

Australia's aged care reforms aim to deliver high-quality, person-centred care for older people. Key 

initiatives include: 

• Aged Care Act 2024 which focuses on rights-based care, ensuring respect and quality of life for 

older adults (83). 

• Support at Home Program which aims to provide high-quality, person-centred care for older 

Australians, ensuring they receive the support they need in their own homes (84). 

• Royal Commission into Aged Care Quality and Safety. The Commission provided 148 

recommendations to reform aged care, emphasising safety, quality and equity (85). 

Primary care reforms 

The Australian Government has introduced several primary care reforms aimed at supporting healthy 

ageing. These include: 

Primary Health Care 10 Year Plan (2022–2032) 

This plan focuses on strengthening primary health care through three main reform streams (86): 

• future-focused primary health care: emphasizing innovation and sustainability; 

• person-centred care: supported by funding reforms to ensure care is tailored to individual 

need; 

• integrated care: locally delivered to ensure seamless coordination across different health 

services (86). 

Strengthening Medicare 

An $11.8 billion investment over several budgets (2022-2025) to enhance primary healthcare services, 

including better access to general practitioners, pharmacies and allied health professionals (86). 

These reforms are designed to create a more robust and responsive primary health care system, 

ultimately promoting healthier ageing for all Australians. There is a specific focus on supporting older 

people at risk of long stays as hospital inpatients to prevent avoidable hospital presentations and 

admissions and improve the transition from hospital to other care (109).  

National Preventive Health Strategy (2021–2030) 

The National Preventive Health Strategy aims to improve the health and wellbeing of all Australians at 

all stages of life. It focuses on a systems-based approach to prevention, addressing the wider 

determinants of health, reducing health inequities, and decreasing the overall burden of disease. Key 

goals include ensuring all Australians have the best start in life, live in good health for as long as 

possible, and achieve health equity for priority populations (87). 
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National Strategic Framework for Chronic Conditions 

This framework provides guidance for developing and implementing policies, strategies, actions, and 

services to reduce the impact of chronic conditions in Australia. It moves away from a disease-specific 

approach and provides national direction that applies to a broad range of chronic conditions (110).  

The Aged Care Data and Digital Strategy 2024–2029  

This Strategy sets out a national framework for harnessing data and digital technologies to improve 

aged care delivery, workforce efficiency and outcomes for older Australians. While focused on the aged 

care sector, the strategy has broader implications for technology-enabled healthy ageing. The strategy: 

• Outlines a national framework to enhance person-centred aged care through digital 

transformation and improved data sharing. 

• Aligns with primary healthcare principles by promoting: 

o preventive and proactive care 

o digital inclusion and equity 

o culturally safe, person-centred models 

o multi-disciplinary, team-based care coordination 

• Supports the life course approach by: 

o enabling healthy ageing earlier in life through digital literacy and self-management 

o facilitating seamless transitions between care settings 

o encouraging system-wide interoperability across aged care, health, and social services 

• Priorities include: 

o promoting healthy ageing, independence and choice 

o strengthening care connections through interoperable digital systems 

o reducing administrative burden to free up time for direct care 

o building workforce and system digital capability 

The strategy aligns with broader health and government reforms, including the Digital Health Blueprint 

2023–2033, National Preventive Health Strategy 2021-2030, and Australia’s Primary Health Care 10 

Year Plan. 2022-2032 It underscores the need for interoperability across aged care, health, and social 

services, making it a strong foundation for discussions on integrated digital models of care across the 

life course. 

Policy frameworks and initiatives focused on healthy ageing 

Some state governments, such as QLD and NT, have developed healthy ageing policy frameworks to 

guide the planning and delivery of health and social services. Additionally, many Primary Health 

Networks (PHNs) across Australia have also introduced strategies that prioritise preventive health and 

person-centred care to promote and support healthy ageing. International policy frameworks also 

offer valuable examples of effective, population-wide approaches to healthy ageing. Refer Appendix 1 

for national and international examples.  
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Aims and objectives of literature review 

This literature review was undertaken to explore how primary care can support healthy ageing across 

the adult lifespan. The review investigated relevant published material available in the academic and 

grey literature to identify the systems, tools and interventions that enable older adults to maintain 

health, function and wellbeing over time. Informed by the World Health Organization’s definition of 

healthy ageing as “the process of developing and maintaining the functional ability that enables 

wellbeing in older age” (1), the review adopts a lifespan approach (2) that prioritises prevention, early 

intervention and coordinated care delivery. 

The scope of this review extends beyond individual clinical interventions. It includes analysis of the 

broader components necessary to embed healthy ageing within general practice. The findings of the 

literature search were structured into chapters on screening, interventions, technology, consumer and 

carer engagement, models of care, workforce and measurement, each contributing to an integrated 

approach in primary health care to maintaining and supporting the health and wellbeing of adults as 

they age. In writing these chapters, the underlying literature search results were then augmented with 

targeted supplementary searches, following a workshop with primary and integrated care 

practitioners hosted by Inala Primary Care.  

The literature search is undertaken to answer the following key questions: 

1. From a primary care (and/or community health) perspective, what are considered effective 

(clinically and cost effective) implementable best practice models of care to support healthy 

ageing in early, middle and older adult life stages? 

2. What measures are used to evaluate these models of care? 

3. What are the funding mechanisms required to implement these models of care?  

4. What does success look like for these models of care?  

The literature review was intended to reflect a comprehensive, inclusive and effective approach, from 

the perspective of primary care, to promoting healthy ageing across the adult life course.  This involved 

understanding the multifaceted nature of ageing and the role of primary health care, including 

multidisciplinary team care, in promoting health and wellbeing and treating and managing health 

conditions that occur throughout adult life.  

The intention of the literature search was to: 

• incorporate both Australian and international research to identify contemporary best practice 

and emerging evidence; 

• prioritise models of care aligned with primary care and current policy and health system 

drivers; 

• lay the foundation for future implementation, including tools, workflows and evaluation 

frameworks. 

Literature review strategy 

This literature review followed an iterative strategy: 

• define research questions using a Settings, Perspective, Intervention, Comparison and 

Evaluation (SPICE) framework (3); 

• break down the key questions defined in the scope of the review into searchable concepts; 

• search strategies were built using Boolean operators on literature databases; 

• inclusion and exclusion criteria were applied to extract data and synthesise findings; 
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• secondary searches were undertaken for academic peer-reviewed literature and grey 

literature, acknowledging the distinct nature, strengths and limitations of each;  

• a centralised citation database was established to manage retrieved sources and facilitate 

organisation, screening and referencing; 

• references recommended by the project’s steering group were used to supplement formal 

search results, incorporating practitioner and expert insight; 

• reference tracing (backward citation tracking) was conducted when significant findings led to 

additional relevant sources that may not have been captured in the initial search. 

This strategy ensured a robust approach, allowing the search process to evolve in response to gaps or 

additional search questions that emerged during the review. 

Initially we used the PICO framework (4) as it is widely used in evidence-based medicine to structure 

clinical questions and guide literature searches, especially for quantitative and intervention-focused 

research as it helps break down a complex clinical question into searchable parts. However, given the 

extensive nature of the literature relevant to the purpose of this review, (including models of care, 

evaluation, workforce, funding and outcomes) and the centrality of the primary care setting, we 

adapted the SPICE framework (3) for our search. SPICE is also more appropriate to construct search 

strategies for qualitative and mixed-methods research questions, where frameworks like PICO (used 

for clinical trials) are less applicable. 

Table 2.1. Definition of the SPICE framework and application to the literature search 

SPICE Element Description Applied to Healthy Ageing in Primary Health 
Care 

S – Setting The physical, institutional, or 
contextual location of the intervention 
or study 

Primary health care settings, such as GP clinics, 
community health centres, or family medicine 
practices 

P – Perspective The population or stakeholders 
affected or involved 

Older adults, or primary care providers such as 
GPs, nurses, or allied health professionals 

I – Intervention The program, service, or issue being 
introduced or studied 

Healthy ageing interventions– e.g., preventive 
care, physical activity, nutrition, or chronic 
disease management. 

C – Comparison An alternative to the intervention Usual care, no intervention, or comparison with 
specialist or hospital-based care 

E – Evaluation The outcome(s) used to assess the 
intervention 

Health-related outcomes such as physical 
function, independence, quality of life, or 
reduced frailty. 

Health-systems related outcomes such as cost-
savings 

 

Academic literature search and strategy 

The following key concepts and search terms (Table 2.2) were the starting point before they were 

adapted to the corresponding MeSH and keywords internally used by various literature resources.  
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Table 2.2. Key concepts and search terms used 

Concepts  Search terms   

Primary care "primary health care" OR "general practice" OR "family practice" OR "community 
health services" OR "integrated care" OR "multidisciplinary care" OR "team-based 
care" OR "patient-centered care" 

Healthy ageing "healthy ageing" OR "healthy aging" OR "ageing in place" OR "active ageing" OR 
"successful ageing" OR "geriatric care" 

Screening/intervention "screening" OR "risk assessment" OR "health screening" OR "early detection" OR 
"assessment tools" OR "preventive health services" OR "health promotion" OR 
"chronic disease prevention" OR "frailty prevention" OR "falls prevention" OR 
"dementia prevention"OR “Multimorbidity Management” OR “Social Prescribing” OR 
“Frailty Prevention” 

Models of care “models of care” OR "care delivery models" OR "integrated care" OR "coordinated 
care" OR "shared care" OR " cross collaboration" OR "multidisciplinary care" OR "team-
based care" OR "primary-specialist integration" 

Population "older adults" OR "older people" OR "aged" OR "elderly" OR "senior citizens" OR "early 
older age" OR "middle older age" OR "advanced older age" 

Evaluation and outcomes "health outcomes" OR "clinical outcomes" OR "patient-reported outcomes" OR 
"quality of life" OR "program evaluation" OR "service evaluation" OR "effectiveness" 
OR "cost-effectiveness" OR "health impact" OR "health equity" 

Databases and sources utilised 

• PubMed/MEDLINE – Clinical research on ageing and primary care. 

• Scopus – Broad multidisciplinary research, including policy and health systems. 

• CINAHL – Nursing and allied health models of care. 

• PsycINFO – Behavioural and psychological approaches to healthy ageing. 

• Cochrane Library – Systematic reviews and evidence-based care models. 

• Web of Science – High-impact research across public health and policy domains. 

• Google Scholar – Supplementary academic source. 

Inclusion and exclusion criteria 

Included: 

• Peer-reviewed journal articles, systematic reviews, meta-analyses. 

• Studies published within the last 15 years. 

• Focus on primary care-based interventions for ageing populations. 

Excluded: 

• Studies focusing only on institutional care (e.g., nursing homes). 

• Articles not relevant to primary care models. 

• Does not fit the SPICE framework 

Challenges in conducting a literature review on Healthy Ageing 

A literature review focused on the evidence of how to promote and support healthy ageing is inherently 

complex, largely because healthy ageing is not merely the avoidance of disease, it embodies a 

multifaceted, evolving concept shaped by biological, psychological, social and environmental 
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dimensions. There are several aspects of this that made this literature search challenging from the 

outset: 

Multidimensionality and conceptual ambiguity of healthy ageing 

Healthy ageing is characterised by a multiplicity of dimensions spanning physical, cognitive, 

psychological, social and environmental domains with no universally accepted definition. A systematic 

review noted the vast heterogeneity in how “healthy ageing” is defined and operationalised, 

highlighting the absence of clarity in its theoretical foundations (5). Additionally, another recent 

synthesis organised empirical evidence into three core dimensions - intrinsic capacity, functional ability 

and the environment - revealing substantial variability and methodological gaps, particularly in 

environmental measures (6). Figure 1 shows what leads to ageing and what results from it, highlighting 

that ageing is shaped by how people adapt and develop through life in interaction with their 

surroundings (5). This breadth of interpretation makes it exceedingly difficult to identify and include 

all relevant studies into a coherent review framework. 

Figure 2.1. Antecedents, attributes, and consequences of ageing 

 

Rich diversity of models and frameworks 

Scholarly models of healthy or positive ageing are diverse and, like health, might not be fully unified 

under a single model (7). A systematic review identified 65 models across 59 papers, covering a range 

of dimensions including cognitive, psychological, physical, social, environmental, spiritual, economic, 

cultural, political, and demographic factors (5). The authors summarised these models into 3 types 

with 2 subtypes: 

Box 2.1. Types of Healthy Ageing Models (5) 

Type 1: Health outcomes model 

Healthy ageing as a multidimensional concept is the outcome of dynamic interactions between intrinsic (individual) and 
extrinsic (contextual) resources to prolong healthy life expectancy and well-being described at one point in life. 

Type 2: Adaptations throughout the life course 
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Healthy ageing as a multidimensional concept is based on lifelong dynamic interactions between intrinsic (individual) and 
extrinsic (contextual) resources, employing adaptive processes to changes occurring with ageing to maintain an optimal 
quality of life and well-being at the personal, family, and social levels. 

Sub-Type 2.1 Person-environment congruence 

Healthy ageing as a multidimensional concept is based on lifelong dynamic interactions between intrinsic (individual) and 
extrinsic (contextual) resources, employing adaptive processes to changes occurring with ageing to maintain an optimal 
quality of life and well-being at the personal, family, and social levels, manifested through person-environment 
congruence. 

Type 3: Adaptations throughout the life course and health outcomes 

Healthy ageing as a multidimensional concept is based on lifelong dynamic interactions between intrinsic (individual) and 
extrinsic (contextual) resources, employing adaptive processes to changes occurring with ageing to prolong healthy life 
expectancy and maintain an optimal quality of life and well-being at the personal, family, and social levels. 

Sub-Type 3.1: Health Promotion 

Healthy ageing as a multidimensional concept is based on lifelong dynamic interactions between intrinsic (individual) and 
extrinsic (contextual) resources, employing adaptive processes through health promotion activities and empowerment to 
changes occurring with ageing to prolong healthy life expectancy and maintain an optimal quality of life and well-being 
at the personal, family, and social levels. 

 

Whilst healthy ageing in primary care might be viewed initially under the health outcomes (Type 1) 

model, interventions to promote healthy ageing are better conceptualized under the health promotion 

(Type 3.1) model. Similarly, integrative reviews of “successful ageing” have identified five core 

categories, social well-being, psychological well-being, physical health, spirituality/transcendence and 

environmental/economic security - further emphasising the concept’s expansiveness (8). This diversity 

of frameworks complicates synthesis, as studies frequently rely on different conceptual underpinnings 

and outcome measures and often don’t disclose explicitly their understanding of healthy ageing. 

Inconsistent measures and operationalisation 

Even when studies target similar dimensions, they often employ disparate measurement tools or forms 

of operationalisation. For instance, recent work employing the World Health Organization’s framework 

organised healthy ageing into 84 thematic sub-domains across intrinsic capacity, functional ability and 

environment. It also highlighted that environmental factors are especially under-represented in 

current measures (6). Moreover, across longitudinal datasets, intrinsic capacity is captured through 

varied constructs (psychological, sensory, cognitive, vitality, locomotor) while functional ability and its 

interplay with environment are inconsistently defined (9). Such inconsistency makes cross-study 

comparisons and ultimately synthesis methodologically challenging. 

Cross-disciplinary nature and heterogeneous methods 

Research into healthy ageing draws from gerontology, public health, psychology, sociology, 

epidemiology and policy studies - each with its own methodological norms. Some studies utilise 

quantitative biomarkers or functional tests, while others rely on subjective wellbeing measures or 

qualitative insights. Integrative reviews suggest optimal definitions would include functional 

capacities, psychosocial abilities, environmental factors and subjective assessments. However, these 

are rarely simultaneously addressed in a single empirical study (10).  

Increasingly, ageing scores are being used in epidemiological studies to characterise the health status 

of a population. These scores typically include, in addition to chronological age, sex, some measure of 

ethnicity, lifestyle factors, body composition and the presence of chronic diseases as well as other 
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quantifiable phenotypical or clinical data (11). However, low equivalence among biological ageing 

measures observed in some studies indicates that each captures distinct aspects of the ageing process. 

(12). This disciplinary fragmentation complicates efforts to integrate findings into a comprehensive 

literature review. 

Dynamic, life course and contextual complexity 

Healthy ageing is profoundly shaped by lifelong trajectories, contextual adaptations and social 

determinants. Conceptual frameworks increasingly stress person–environment interactions across the 

life course, adaptations and empowerment processes. Longitudinal work using Bayesian network 

methods to represent the probabilistic relationships between various healthy ageing variables has 

shown how health behaviours dynamically influence multiple dimensions (health, social, mental 

domains) and life satisfaction over time (13). Capturing such dynamic, temporal interdependencies in 

a literature review adds another layer of complexity beyond static, cross-sectional analyses. 

Academic literature search process and output 

All citations retrieved from the selected databases were imported into the reference management 

software Zotero, where they were screened for duplicates. Following de-duplication, the study team 

used Covidence, a web-based software to streamline research process, to manage the initial screening 

process. Titles and abstracts were independently reviewed by two authors against the inclusion 

criteria, followed by full-text screening of potentially relevant articles. Discrepancies were resolved 

through discussion among the reviewers. A central database of eligible studies was established within 

Covidence to facilitate a systematic approach to data extraction and thematic synthesis, ensuring 

consistency and rigour throughout the review process.  

After several refinements of the search terms and Boolean combinations, the search retrieved a very 

large body of literature for final data extraction. However, because of the complexities described 

above, despite the size of the literature pool already retrieved, significant gaps were becoming evident 

when analysing the output. Following the workshop in which results of the first search were presented, 

together with feedback from the expert advisors to the project team, a strategy was implemented to 

stratify (compartmentalise) extensive secondary searches within the main topics of interest that 

formed the various chapters of this literature review (as listed in figure 2.2). These supplementary 

strategies helped in identifying academic studies/research that may not be indexed in traditional 

databases; or are difficult to locate due to inconsistent terminology; or exist in formats outside of peer-

reviewed journals. 

The number of records retrieved, screened and included at each stage was documented using an 

article selection flow chart (Figure 2.2) 
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Figure 2.2. Article selection process - flow chart 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Grey literature search and strategy 

Grey literature is an extensive but valuable resource for understanding the system design and policy 

landscape of healthy ageing in Australia. Unlike peer-reviewed sources, grey literature is aptly defined 

as ‘that which is produced on all levels of government, academics, business and industry in print and 

electronic formats, but which is not controlled by commercial publishers, i.e., where publishing is not 

the primary activity of the producing body’ (14). These sources, including but not limited to 

government reports, policies, newsletters, frameworks, strategies, community programs, 

commissioned research, conferences and evaluations often provide practical perspectives, lived 

experiences and real-world insights that formal academic literature may overlook (15,16). 

Synthesising grey literature in evidence reviews for policy development and national strategies plays a 

crucial role in strengthening the overall quality, relevance and applicability of findings with the added 
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benefit of providing more timely and current published information (16). By incorporating diverse 

sources that are less likely to be published in peer-reviewed journals, including those with null or non-

significant results, grey literature helps to reduce publication bias and present a more balanced and 

complete evidence base. It can assist academics, policymakers and health professionals to gain a 

comprehensive understanding of available interventions and their outcomes, while also highlighting 

areas requiring further development (15,16). Moreover, grey literature often offers valuable 

contextual insights into how, why and for whom interventions are effective, ensuring that public health 

decision-making is based on a complete and inclusive body of knowledge (16).  

Academic literature is often acknowledged to lag behind contemporary innovation in primary care by 

several years, underscoring the critical role of grey literature in capturing emerging practices, policy 

shifts and real-world applications as they unfold (16). Recognising this, the specific objective of the 

search strategy for this review was to capture non-academic resources produced and/or implemented 

within the last ten years from both national and international sources. This approach aligned with the 

overarching objective of identifying, synthesising and appraising models, frameworks and strategies 

supporting healthy ageing across the life course. 

Grey literature is multifaceted in nature, requiring a structured yet flexible approach for the search 

strategy that was carefully refined throughout the process. Within Australia, there are several 

established grey literature databases, notably TROVE, an online, free to access, research portal 

provided by the National Library of Australia and Australian Policy Online (APO) formerly the Analysis 

and Policy Observatory (17,18). These databases, whilst extensive, are very broad in their coverage. 

This search therefore applied a customised Google Advanced Search method utilising targeted search 

terms. This was complemented with two additional approaches: supplementary searching and reverse 

searching to ensure comprehensive coverage. 

Primary search method: Google advanced search (Australian and International) 

A structured and targeted grey literature search was conducted using Google Advanced Search, 

applying predefined search terms, Boolean operators, and filters to maximise the relevance of results. 

Table 2.3. Google Advanced Search terms and filters applied 

Search parameter Applied terms/filters 

All these words "healthy ageing" "health promotion" "primary care" 

Exact phrase "Integrated care" 

Any of these words ageing OR aging OR older OR adults OR prevention 

None of these words (international only) gov.au, org.au, edu.au, .au 

 

Table 2.4. Google Advanced Search filters by region  

Filter Australia only International only 

Region Australia Any region 

Site/domain gov.au, org.au, edu.au, .au None 

File type PDF PDF 

Language Any English 

Date Range 2015- 2025 2015-2025 
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Secondary search method: supplementary sources and reverse search  

Although Google Advanced Search is a powerful tool for grey literature retrieval, it has known 

limitations, including difficulties in surfacing deeply embedded content and inconsistent indexing of 

government and NGO publications. To address these limitations, supplementary and reverse searches 

were conducted to ensure comprehensive coverage and inclusion of documents from known 

authoritative sources.  

Supplementary Search and Sources 

This refers to non-peer reviewed materials that are identified outside of a systematic database or 

structured search methods. These sources are discovered through expert recommendations, 

handsearching, media reports, professional networks and organisational websites rather than formal 

indexing in academic databases. 

Supplementary grey literature includes: 

• expert recommendations; 

• scanned reports from academic or institutional repositories; 

• handsearching organisational websites and government portals; 

• clinical Guidelines (i.e. RACGP Silver Book and Red Book); 

• reverse searching (citation chasing).  

Inclusion and exclusion criteria  

Eligible grey literature included government reports, policy briefs, white papers, conference 

proceedings and unpublished reports produced within the past ten years (2015–2025). These included 

resources focused on healthy ageing initiatives within primary care settings, specifically addressing 

preventative health, risk identification, chronic disease management, ageing-in-place care, integrated 

care models, screening processes and interventions supporting healthy ageing. 

Eligible sources targeted adult populations approximately 45 years and older, with an emphasis on 

individuals living independently at home and serviced by primary care providers. Outcomes of interest 

included evidence of clinically and cost-effective primary care practices promoting healthy ageing. 

Sources were excluded if they were peer-reviewed academic articles (unless presented in a grey 

literature format such as a non-peer-reviewed thesis or report), focused exclusively on institutional 

aged care settings (e.g., nursing homes), targeted populations under 35 years, or focused narrowly on 

specific diseases or end-of-life care models. 

Given the breadth and complex nature of grey literature, a set of guiding questions was developed to 

assist with the search and selection process: 

1. How does grey literature contribute to our understanding of healthy ageing within the context 

of primary healthcare services?  

2. Specifically, what insights do government reports, public health strategies, and white papers 

provide on the integration of screening, intervention, and models of care that support healthy 

ageing?   

3. How is this effective within a primary healthcare setting? 

These questions provided a framework for refining the search strategy and filtering retrieved sources, 

ensuring a focused and systematic approach to the identification of relevant literature. 
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Grey literature search output  

A total of 825 grey literature records were identified through Google Advanced Search, comprising 574 

national and 251 international sources. After removing duplicates, non-grey literature and sources that 

did not meet the inclusion criteria, 296 records remained for screening. An additional 75 documents 

were retrieved via supplementary and reverse search methods, including expert recommendations 

and targeted handsearching. These supplementary sources did not require the same level of de-

duplication and were added directly for eligibility assessment.  

Challenges and reflections on grey literature searching 

Despite a structured approach, several methodological challenges were encountered during the grey 

literature search process, particularly in using Google Advanced Search and navigating grey literature 

repositories. 

Google Advanced Search limitations 

A Google Advanced Search may indicate that thousands of results have been found; however, results 

are usually presented as capped at 10 per page. While there is a technical option within the Advanced 

Search or standard Search Settings menus to increase results to 100 per page, this was not readily 

applied through the user interface. This limited Data Miner’s ability to extract high-volume records and 

contributed to constraints in batch exporting. 

Although Google Search is a valuable tool for identifying grey literature sources, particularly web 

content and reports, it is not an objective platform. It personalises search results, covertly using the 

user’s computer-inked information on location and search history (19), potentially limiting the depth 

of the search and missing relevant literature. However, Google’s search algorithms are designed to 

prioritise the most relevant, high-quality content through factors such as the relevance of keyword 

search terms, source authority, user engagement and content quality. In practice, this means that the 

pertinent grey literature is usually identified within the search parameters. 

Absence of a centralised repository for grey literature 

The second challenge was the absence of dedicated grey literature repositories. While Australia has 

platforms such as TROVE and the APO, there is no comprehensive, centralised repository that functions 

like an academic database, with targeted filters and structured indexing to support a thorough and 

efficient search process. While this issue presented a clear frustration during the search process, it also 

highlights an opportunity for development of a dedicated, user-friendly grey literature repository of 

the healthy ageing literature. Such a platform could improve accessibility, transparency and evidence-

informed policy by providing a central hub for non-academic yet policy and practice relevant resources. 

Non-indexed and unsearchable material 

A significant amount of potentially relevant grey literature is not indexed in searchable formats, 

meaning even targeted Boolean or domain-specific searches may miss valuable documents. Resources 

buried in PDFs or behind website navigation menus often remained hidden unless manually 

uncovered. 

Strategies to reduce bias and increase comprehensiveness 

To mitigate these limitations, multiple complementary strategies were used. This included a structured 

Google Advanced Search with refined filters, handsearching of relevant organisational websites, expert 
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consultations, and reverse citation tracking. The inclusion of supplementary sources aimed to capture 

documents missed by algorithmic limitations. 
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Chapter 3: Screening and assessment tools for healthy ageing 
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Background 

Identifying pre-conditions and onset of chronic diseases at an early stage is crucial for slowing or 

stopping disease progression, avoiding preventable complications and enabling earlier, more effective 

treatment. However, the current health system remains largely focused on managing acute and 

existing illnesses, with less emphasis on promoting prevention, risk assessment and early detection 

(1). 

Early detection strategies, including screening or case finding, contribute to improved health outcomes 

and reduced mortality rates (2). Screening refers to a routine procedure or medical examination 

undertaken for individuals, regardless of whether they show signs of illness. The World Health 

Organization defines screening as “the presumptive identification of unrecognised disease in an 

apparently healthy, asymptomatic population by means of tests, examinations or other procedures 

that can be applied rapidly and easily to the target population” (2). Case finding (mostly referred to as 

opportunistic screening in this chapter) is the examination of an individual or group suspected of 

having, or at risk of, a condition. Case finding is a targeted approach to identifying conditions in a select 

group of patients who may or may not already have symptoms (3).  

In Australia, general practice and associated primary care services are the primary settings responsible 

for delivering most screening programs (4). To support best practice, the Royal Australian College of 

General Practitioners (RACGP) has developed three clinical guidelines, the Red Book 10th edition (2024), 

the Silver Book 5th edition. (2019) and the Green Book Third edition. (2018). The Red Book (Guidelines 

for Preventive Activities in General Practice) provides evidence-based recommendations for preventive 

screening, case finding and prevention across the life course, with emphasis on the early identification 

and management of risk factors and chronic conditions in older adults (5). The Silver Book (Guidelines 

for the Care of Older Persons in General Practice) complements it by offering practical guidance on 

managing older people’s complex and multi-dimensional health needs (6). The Green Book (Putting 

Prevention into Practice) serves as a practical implementation guide, helping general practices 

integrate preventive activities into their routine care (7). Together, these resources support proactive, 

preventive approaches that promote healthy ageing and early disease detection. 

An international study identified persistent barriers in implementing screening services in primary 

care, such as inadequate reimbursement, limited training and concerns from clinicians about the 

added strain on staff time and resources (8). Australian primary care providers identified similar 

barriers affecting their implementation of comprehensive screening or health assessments within their 

practices (9). The most reported barriers to screening practices among general practitioners are a lack 

of time, financial and structural factors, high workloads and competing clinical demands. These 

pressures often result in comprehensive assessments being de-prioritised in favour of addressing more 

acute clinical needs (9,10). Additional challenges include limited training, weak referral networks, 

concerns over high false-positive rates of screening tools and the fear that screening may negatively 

affect patient relationships (8).   

Evidence suggests that primary care practices require screening tools that are valid, reliable, brief, easy 

to administer, free and readily accessible (11). When such tools are used effectively, they enable early 

detection of health issues, allowing for timely intervention that can prevent or reduce symptoms and 

complications. This approach not only enhances individual and population health outcomes but also 

offers a cost-effective strategy for healthcare delivery (12). 
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This chapter reviews a selection of practical screening tools and health assessments drawn from both 

international and national academic and grey literature. These tools are for managing and early 

identification of widespread age-related conditions, such as cardiovascular diseases, cancer, dementia 

and COPD and under-recognised physiological ageing transitions that can affect health and quality of 

life, such as hearing and vision loss, menopause and nocturia. These tools also screen for complex age-

related conditions identified by the World Health Organization as “geriatric syndromes” that do not 

align with single-disease categories but are major drivers of disability, physical function and care needs 

in older adults (13). These tools have been developed, validated and implemented across various 

countries and settings and are shown to be easy to administer, patient- and clinician-friendly and can 

be easily integrated into workflows, including in waiting areas or prior to consultations, however the 

clinical application of these tools needs to be decided by the clinician, based on evidence, their 

experience, clinical workflows and patient needs.  

This chapter also identifies relevant guidelines for general practice provided by the RACGP Red and 

Silver Books. The broader landscape of available international evidence on screening practices and 

tools relevant to preventive health assessments, where applicable, is compared with current RACGP 

recommendations to identify alignment and potential divergence. This evidence-informed approach is 

intended to support discussion on the utility, feasibility and clinical relevance of contemporary 

screening tools and resources.  

Screening for immunisation  

Older people are particularly vulnerable to serious illness and death from vaccine-preventable diseases 

such as influenza, pneumococcal disease and herpes zoster (shingles) (14). The AIHW has shown that, 

in 2015, premature death accounted for around 80% of the total burden from vaccine-preventable 

diseases in Australia, with influenza alone responsible for over one-third (36%) of this burden. The 

highest rates of vaccine-preventable disease burden were observed in infants and in adults aged 85 

years and older, reflecting the vulnerability of both ends of the age spectrum. Indigenous Australians 

accounted for 10% of the total burden (15).  

A growing number of vaccines are now recommended for use in adults and older people, as outlined 

in the Australian Immunisation Handbook (14). These include vaccines funded through the National 

Immunisation Program (NIP), workplace programs or state and territory health services. 

Recommended vaccines include (16), but are not limited to: 

• influenza and COVID-19; 

• pneumococcal disease; 

• shingles; 

• tetanus; 

• pertussis.  

Immunisation in later life plays a critical role in maintaining independence and quality of life (17). 

General practitioners and primary care workers are key to identifying missed vaccinations and 

providing opportunistic immunisation during routine consultations.  

Electronic immunisation register and recall systems 

The Australian Immunisation Register (AIR) maintains vaccination records. This register contains 

childhood vaccination records dating back to 1996, when it was first established. However, it did not 

begin recording adult immunisation data until 2016, when it was expanded into a whole-of-life 
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register. As a result, AIR generally does not include adult vaccination records given prior to 2016 unless 

they were manually entered by a healthcare provider (18). 

General practitioners can access and update immunisation records via Health Professional Online 

Services (HPOS) or Provider Digital Access (PRODA). Many clinical software systems, such as Best 

Practice, integrate with AIR, allowing providers to review real-time immunisation histories; receive 

automated prompts for due or overdue vaccines and print Immunisation History Statements (18,19). 

It is also possible for GPs to request patients to provide their immunisation statement, which the 

individual can access via their myGov account (18).  

Despite these capabilities, immunisation record keeping and recall processes remain fragmented 

across general practices, with inconsistent use of digital tools and limited coordination. The 

involvement of multiple providers, such as workplace programs and pharmacies, has contributed to 

gaps in patient records. According to the Immunisation Coalition, “a decentralised healthcare system 

makes it difficult to collect data,” which highlights the need for better coordination and integration of 

immunisation information (20). Mandatory reporting of all NIP-funded vaccinations to the AIR 

commenced in July 2021, prior to this, reporting was mandatory for childhood vaccines but voluntary 

for adults, resulting in underreporting of up to 50% for adult immunisation histories (16). To address 

this gap, the Immunisation Coalition White Paper recommends a series of coordinated actions, 

including (16): 

• Monitoring adult vaccination coverage through AIR data to inform policy development. 

• Introducing key performance indicators for adult vaccination rates within the National 

Partnership Agreement on Essential Vaccines. 

• Benchmarking adult vaccination coverage across Primary Health Networks, with tailored 

support to providers to overcome barriers. 

• Encouraging the use of clinical tools such as My Health Record and PneumoSmart (vaccination 

tool for pneumococcal disease) to support vaccination decision-making and timely reminders. 

• Expanding routine vaccination services, particularly for medically at-risk groups. 

• Providing flexible funding to support local program design by states, territories, and PHNs. 

• Launching a national public health campaign to promote adult immunisation as a core 

component of preventive health. 

Improved reporting and monitoring of immunisation data, coupled with systematic recall and provider 

support, is essential to increasing adult vaccination rates. These system-level improvements will help 

inform strategies, set targets for vaccination rates and evaluate the effectiveness of new initiatives 

(16). 

HALO Principle 

The Australian Immunisation Handbook has established the HALO principle - Health, Age, Lifestyle, 

Occupation, which encourages healthcare professionals to systematically assess immunisation needs 

based on individual factors and risks rather than age-based schedules alone (21). The HALO framework 

is especially useful in primary care, where time is limited and opportunistic assessments (e.g. during 

check-ups or chronic disease reviews) can ensure eligible patients are provided with: 

• catchup vaccinations and 

• risk-based immunisations.  
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GPs are encouraged to use the National Immunisation Program Schedule to guide these assessments 

and interventions (22).  

Laboratory testing 

Where there is no clear immunisation record, laboratory testing can help determine if a person has 

immunity from past infection or vaccination and guide catch-up vaccination. This may include serology, 

antigen detection or PCR, depending on the disease However, immunity testing is only reliable for 

certain diseases. GPs are recommended to consult the Australian Immunisation Handbook for disease-

specific guidance (23). 

Screening for overall health and wellbeing 

Preventive health assessments 

Countries such as Australia and the United Kingdom (UK) have implemented publicly funded health 

assessments to identify risk factors in priority populations, enhance preventative care and promote 

healthy ageing (9). 

In Australia, there are several health assessments (HAs), funded through the Medicare Benefit 

Schedule (MBS), enabling general practitioners to provide comprehensive health checks for all adults 

through the ageing lifecycle (9). 

For non-Indigenous Australians aged over 75, this includes the annual 75+ Health Assessment (75+HA) 

and the Aboriginal and Torres Strait Islander Health Assessment (ATSIHA) for Indigenous Australians of 

all ages (9). To enable earlier identification of chronic disease risks, a once-only 45–49-year-old 

Medicare-funded health check was introduced in 2006, targeting early detection of cardiovascular risk 

factors in middle-aged adults (24). Additionally, the Type 2 Diabetes Risk Evaluation is available for 

eligible patients aged 40–49, involving diabetes risk assessment and intervention when needed (25). A 

Heart Health Check is claimable every 12 months and is undertaken in a 20-minute GP consultation to 

assess individual risk of a heart attack or stroke in the next five years (26). 

There are other time-tiered health assessments specific to priority groups, such as refugee health 

assessments that are designed to identify physical, emotional and social needs arising from the refugee 

experience and to facilitate appropriate healthcare interventions (27), and the residential aged care 

facility’s Comprehensive Medical Assessment (CMA), which is an annual Medicare-funded health check 

for permanent aged care residents, supporting proactive care planning through a comprehensive 

review of physical, cognitive and social health (28). 

To support time-tiered health assessments and promote the early detection of modifiable risk factors 

and chronic diseases, the RACGP’s suite of preventive care guidelines, including the Red Book, Green 

Book and Silver Book, remain the most prominent and widely used resources in Australian general 

practice.  

The RACGP also developed SNAP guidelines focused on Smoking, Nutrition, Alcohol and Physical 

activity, which help identify key lifestyle-related risk factors (smoking, obesity, poor nutrition, 

hazardous drinking and poor physical activity). These modifiable risks often overlap throughout the life 

course and are strongly linked to chronic disease and premature mortality (29). The SNAP guidelines 

employ the 5As framework (Ask, Assess, Advise, Assist, Arrange) to guide GPs and practice staff in 

supporting patients to make sustainable lifestyle changes (30). The SNAP guidelines remain available 

as a standalone resource from the RACGP, with the most recent edition published in 2015. This 

https://www.health.gov.au/topics/immunisation/when-to-get-vaccinated/national-immunisation-program-schedule
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guideline remains a useful tool for addressing specific lifestyle risk factors within general practice (30). 

However, for comprehensive, up-to-date preventive care guidance, the RACGP Red Book serves as the 

primary reference. 

Evidence supports the role of regular holistic preventive assessments in improving health outcomes. A 

2021 study found regular comprehensive health check-ups were associated with improved recognition 

and treatment of chronic conditions, better risk factor management, greater uptake of preventive 

services and enhanced patient-reported outcomes (31). Despite these benefits, participation rates 

remain low, with fewer than 40% of eligible older people accessing a health assessment (9). 

Given Australia's ageing population and the rise in rates of multimorbidity, experts suggest broadening 

preventive screening to adults aged 40 to 70 years (13). Early identification and intervention in this 

group may delay or prevent the onset of complex conditions, reducing future healthcare burden and 

supporting healthier ageing (32). 

The following are some commonly used comprehensive health assessments and checklist tools that 

have been developed and implemented both nationally and internationally. Evidence suggests that 

these structured health tools, particularly those targeting midlife and older adults, can support the 

early detection of chronic conditions, enable timely intervention and contribute to improved long-term 

health outcomes. 

Comprehensive Geriatric Assessment  

Comprehensive Geriatric Assessment (CGA) is a widely used multi-dimensional diagnostic evaluation 

tool used to assess the medical, psychological and functional capabilities of middle and older age 

adults, particularly those who are frail or at risk of frailty and helps develop a coordinated and 

integrated care plan (33). 

In Australia, CGA is available annually under the MBS for individuals aged 65 and over who are referred 

by a GP or Nurse Practitioner. The assessment is carried out by a consultant physician or geriatric 

specialist and involves a thorough evaluation of the patient’s medical, physical, psychological and 

social health, using validated assessment tools when needed. After the assessment, a detailed 

management plan is created, highlighting key health issues, setting short- and long-term goals and 

recommending appropriate actions or interventions. This plan is discussed with the patient and, if 

appropriate, their family or carers and is provided in writing to the referring GP. The service aims to 

improve the quality of care for older adults with complex health needs (34). 

While the advantages of Comprehensive Geriatric Assessment (CGA) are well documented in hospital 

settings, its effectiveness in primary care remains less clear (35). A 2019 systematic review of four 

studies (36) suggested that CGA conducted in primary care may not significantly affect mortality or 

institutionalisation rates among community-dwelling older adults, but it could potentially lower the 

risk of unplanned hospital admissions. 

However, evidence from a Swedish randomised trial study found that CGA, when implemented in 

primary care, not only reduced hospital care days and visits compared to the control group, but 

healthcare costs were also lower for those who received the intervention (37). In this study, CGA was 

led by practice nurses, who used standardised questionnaires to assess social networks, vision, 

hearing, falls, incontinence, weight loss and psychological issues, alongside a medication review and 

physical measurements. The process culminated in a multidisciplinary team review, usually with a 
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physician and nurse, to review findings, evaluate frailty and health status and develop an appropriate 

care plan (37). 

75+ Health Assessment (75+HA) 

The 75+HA is an annual Medicare-funded assessment designed to evaluate older person’s medical, 

physical, psychological and social health and wellbeing (38). It covers areas such as medication use, 

blood pressure, continence, immunisation status, falls risk, activities of daily living and physical, 

psychological, cognitive and social functioning (39). These assessments may be easily conducted by 

general practitioners or practice nurses, in either consulting or waiting rooms (40). However, there is 

no core template or set of indicators that are required for this assessment, or recommendations 

regarding specific screening tools (40). While the use of a specific form to conduct and record the 

results of the 75 + HA is not mandatory, several 75 + HA templates have been developed and made 

available, for example, via Medicare and Primary Health Networks (40). 

According to an evidence brief by a team at Monash University, several studies evaluated the effect of 

75+ HA, reporting that this assessment improves early detection and management of health issues in 

older Australians: one study reported that these assessments were more effective than standard GP 

visits in identifying conditions such as diabetes, sensory impairments, vitamin D deficiency and 

elevated lipids, leading to more revised management plans and specialist referrals. Another study 

reported a 5% reduction in mortality but a 5% increase in transitions to permanent aged care among 

recipients receiving 75+HA. A similar study found that this assessment was linked to lower mortality, 

better physical function and increased health service use, particularly benefiting those with good 

baseline health (39).  

However, a qualitative study has shown that many older people are unclear about the purpose of this 

assessment. Patient understanding and experiences varied based on how the assessment was 

conducted and whether it supported person-centred care delivery and shared decision-making and 

their experiences affected the care and guidance that patients had sought for their health (41). An 

effective 75+HA requires collaboration between practitioners and older adults, using a person-centred 

approach to support informed decision-making, identify relevant services and encourage active 

participation in care (41). To improve uptake and relevance, older people recommend incorporating 

discussions on pain, sleep, grief, bereavement, cancer screening and oral health into the 75+HA (9).  

Notably, functional impairment and age-related diseases have a significant impact on oral health, 

leading to poor quality of life (42). A 2018 South Australian study found that patients aged 75 and 

above who had attended health assessments had a high degree of nutritional risk and a clear need for 

oral health treatment, with poor self-rated oral health being three times higher than that of other 

older Australians. Including nutritional and oral health screening in the 75+HA would enable timely 

intervention and referral (43).   

45-49 Health Check 

The 45–49 years health check facilitates early detection of chronic diseases and promotion of healthy 

lifestyle behaviours among middle-aged adults. General practitioners are encouraged to identify early-

stage risk factors, particularly cardiovascular disease (CVD). However, follow-up interventions are 

generally limited to pathology referrals and additional consultations if risk factors are detected, with 

no systematic protocols  

This preventive health assessment includes (44): 
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• A comprehensive patient history focused on key lifestyle and health risk factors such as 

smoking, nutrition, alcohol consumption, physical activity, possible signs of depression, and 

osteoporosis risk.  

• A physical examination to assess weight, height, body mass index (BMI), blood pressure, and 

skin health.  

• Recommended investigations that typically include lipid profile, fasting blood glucose or HbA1c 

testing, and cervical screening where clinically appropriate.  

• Calculation of the individual’s risk of developing type 2 diabetes using the AUSDRISK 

(Australian Type 2 Diabetes Risk Assessment Tool); fracture risk for osteoporosis in women 

aged 45 years or older using the FRAX (Fracture Risk Assessment Tool) and absolute 

cardiovascular risk using AUSCVDRISK (Australian CVD Risk Assessment Tool).  

A 2018 economic analysis found that the program reduced the incidence of CVD by 13% for males and 

9% for females over a five-year period but resulted in only modest gains in Quality Adjusted Life Years 

(QALYs) and overall improvement in participants’ quality of life was minimal (24). The study found that 

overall cost-effectiveness of the 45–49 years health check was limited due to the lack of structured 

follow-up interventions and care pathways. This lack of formalised protocols contributed to 

uncertainties around the effectiveness of the health check and cost outcomes. Without systematic 

follow-up, the potential for long-term benefits from this assessment, such as sustained risk factor 

management and health improvement, may be substantially reduced (24). 

NHS Health Check  

Since 2009, England’s NHS Health Check has offered adults aged 40 to 74 a five-yearly cardiovascular 

and chronic disease risk assessment to identify their likelihood of developing coronary heart disease, 

stroke, diabetes or chronic kidney disease (45). The check includes basic physical assessments, blood 

tests and questions about health behaviours. Based on the results, participants are offered care plans 

inclusive of support and services to help prevent or delay the development of these conditions (46). 

Unlike other health assessments that are commonly offered later in life, the NHS Health Check 

strategically targets the silent risk years in midlife, when proactive assessment and intervention can 

significantly delay or prevent chronic disease, reduce long-term health costs, and improve quality of 

life. 

Evidence consistently shows that the NHS program improves detection of diabetes mellitus, 

hypertension, raised blood pressure, cholesterol and chronic kidney disease (47). A case-control study 

of 48,602 participants found that, in the two years following an NHS Health Check, diagnosis rates for 

hypertension, high cholesterol and chronic kidney disease were higher among recipients. Over the long 

term, these participants had lower risks of multiorgan disease and reduced cardiovascular and all-

cause mortality (46)  

Red Book Lifecycle Chart 

The RACGP’s Red Book provides a lifecycle-based preventive health framework for adults, detailing 

evidence-based recommendations for screening and risk assessment in primary care. The “Preventive 

activities over the lifecycle – Adults” section outlines age-specific preventive health priorities. These 

guidelines are widely used across Australia to support GPs in systematically implementing preventive 

health assessments (5). 

https://www.racgp.org.au/getattachment/cfa81ef0-770f-4d32-b17e-670304b2d794/Lifecycle-chart.pdf.aspx
https://www.racgp.org.au/getattachment/cfa81ef0-770f-4d32-b17e-670304b2d794/Lifecycle-chart.pdf.aspx
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For adults, preventive care is stratified by age groups, typically 18-49 years, 50–64 years and 65 years 

and older and includes screening for chronic conditions (e.g. cardiovascular disease, diabetes, cancer), 

risk factor assessment (e.g. smoking, alcohol use, obesity), mental health checks, immunisations and 

lifestyle counselling. The guidelines also account for increased risk in specific populations such as 

Aboriginal and Torres Strait Islander peoples, culturally and linguistically diverse groups and those with 

low socioeconomic status. The checklist also includes links to relevant chapters within the guideline 

for further reading, allowing practitioners to access more detailed recommendations and supporting 

evidence on specific health topics (5). 

By embedding these age-specific and risk-based interventions into routine practice, general practice 

can play a vital role in reducing preventable illness and promoting long-term health outcomes across 

the adult population. 

Preventive Care Checklist form 

The Preventive Care Checklist (PCC), developed in 2006 by the University of Toronto, is a validated 

clinical tool to help GPs and primary care teams deliver consistent, evidence-based preventive care 

aligned with national guidelines (48). It is endorsed by the College of Family Physicians of Canada and 

is designed for adults aged 18+  who are generally well but may be at risk of developing chronic 

conditions (49). 

The PCC was initially validated in a 2006 randomised controlled study that showed a significant 

increase in the number of preventive services delivered in Canada. The Checklist helped GPs offer more 

of the right kind of care at the right time, improving early detection and improving quality of life 

(48,49). The PCC helps ensure that key areas such as health history, physical checks, lifestyle advice, 

screening tests and vaccinations are not overlooked during appointments. There are tailored versions 

for men and women. The Checklist is intended to be used during regular health checks to prompt 

conversations and actions around early detection and prevention (49). 

Since its validation and endorsement, the PCC has been regularly updated to reflect changes in 

Canadian preventive health guidelines and the latest evidence. The most recent update in 2019 

included new recommendations from the Canadian Task Force on Preventive Health Care, covering: 

hepatitis C screening; lung and bowel cancer screening; cognitive impairment screening; abdominal 

aortic aneurysm; heart disease risk (dyslipidaemia) screening; folic acid advice for women; vitamin D 

and calcium intake and routine immunisations.  

Updated PCC forms are easy to use and freely available as fillable PDFs on the College of Family 

Physicians of Canada website and are compatible with electronic medical record systems, making the 

PCC practical for primary care practices and helping to promote holistic care as a regular part of routine 

examinations.   

Whole PERSON Health Score (WPHS) 

To support a more holistic paradigm of health, Riverside University Health System, based in California, 

developed the WPHS measurement tool, which quantifies a person’s health in six domains (50):  

• Physical health (P) 

• Emotional health (E) 

• Resource utilisation (R)  

• Socioeconomics (S) 

• Ownership (O) 

https://vustaff.sharepoint.com/sites/90306/Main%20Library/Inala%20CoE%20Healthy%20Ageing%20Project%202025/Chapters%20for%20HA%20report/(www.cfpc.ca),
https://vustaff.sharepoint.com/sites/90306/Main%20Library/Inala%20CoE%20Healthy%20Ageing%20Project%202025/Chapters%20for%20HA%20report/(www.cfpc.ca),
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• Nutrition and lifestyle (N). 

The PERSON health score for individuals is derived from the 28-question Whole PERSON Health Score 

survey which gives each person an alphabetical letter grade for each question, with the assigned grade 

reflecting an estimate of the potential impact of that item on life expectancy. The results are shown 

using a colour system: green for good (A–F letter assignment), yellow for fair (G–O), and red indicating 

needs improvement (P–Z). The colors help clinicians quickly spot areas that need attention and make 

it easier for patients to understand where they may need support (50). 

Figure 3.6 Example of WPHS scoring 

 

The colour-coded letter scores prompt discussions about key issues and can track health changes over 

time from clinician-initiated care plans or interventions such as referrals, counselling, medication 

therapy, procedures or patient-initiated interventions such as lifestyle changes, meditation, stress 

reduction etc.) (50). When healthcare teams review WPHS results with patients, it helps patients feel 

heard, especially about nonmedical concerns, and encourages future conversations. 

Preliminary data suggest that clinics incorporating the WPHS in consultations are associated with 

higher patient satisfaction ratings (50).  Authors who developed this tool also state that using WPHS 

may boost patient satisfaction and can help teams to prioritise care, coordinate services and engage 

patients in their care through shared decision making (50). 

Screening for modifiable risk factors 

Nutrition and hydration 

As people age, medical, physiological and psychosocial changes can impact their ability to maintain 

adequate nutrition and hydration. For instance, ageing can lead to difficulties in chewing and 

swallowing, or diminished senses of taste and smell that may reduce appetite and interest in food 

(51,52). Additionally, musculoskeletal decline, which is commonly associated with advanced age, may 

limit mobility and make eating independently more difficult. Other medical conditions can interfere 

with both the intake and absorption of essential nutrients and fluids (51,52). Psychosocial factors such 

as the loss of a partner, relocation or transitioning into residential care, poverty and depression can 

also lead to under-nutrition, dehydration and serious health consequences (51,52). In Australia, up to 

50% of older adults, both in residential aged care and community, are either at risk of malnutrition or 

are malnourished, leading to poor health outcomes (53).  

Although malnutrition becomes more prevalent with advanced ageing, earlier screening throughout 

the ageing journey enables timely identification, reduces complications and improves outcomes.  

Malnutrition Universal Screening Tool (MUST) 

MUST is a widely used, rapid screening tool that identifies adults at risk of malnutrition. It uses three 

criteria:  

• Body Mass Index (BMI); 
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• unplanned weight loss and 

• effect of acute illness on food intake (54) 

A UK study evaluated the impact of the malnutrition pathway, an intervention where patients at risk 

of malnutrition were identified using the MUST and received dietary advice and guidance on the 

appropriate use of oral nutritional supplements from healthcare providers. The study found that this 

approach led to significant reductions in hospital admissions, length of hospital stays, GP visits and 

antibiotic prescriptions (54,55). Also, the costs associated with implementing the pathway were offset 

by the resulting reductions in healthcare use, leading to substantial per-patient cost savings (54).  The 

efficacy of this tool has also been demonstrated through a series of field-testing studies in more than 

200 centres across the UK (56). 

However, MUST’s limitations include its focus on late indicators (e.g. low BMI, weight loss). It may not 

detect early warning signs such as poor appetite, taste changes or nausea, which could delay 

interventions in the early stages of malnutrition (57).  

The MUST tool kit is freely available in several languages, including French, German, Italian and 

Portuguese (58). An Iranian study translated and validated the toolkit in Persian, this study also 

highlighted that the translation process involved multiple steps, including translation, back-translation 

and expert review to ensure accuracy and cultural relevance of the translated tool (59). 

Mini Nutritional Assessment (MNA)  

The MNA is a validated and comprehensive screening tool for assessing nutrition in older adults across 

various settings and also aligns with broader geriatric assessment criteria (60). It assesses multiple 

domains, including (61).   

• physical indicators: BMI, weight loss and limb measurements; 

• functional status: mobility, independence in eating; 

• psychological and cognitive status; 

• Lifestyle and dietary habits: meal frequency, fluid intake, eating difficulties; 

• self-perception of health and nutrition.  

An observational study has shown that the MNA can effectively screen malnutrition and frailty, 

offering a broader geriatric perspective than single-dimension tools (62). Additionally, MNA forms 

(including MNA-SF) are available in over 20 languages as self-completion questionnaires, called SF-

MNA, for patients' use (63). 

MNA Short Form (MNA-SF) 

Since MNA-SF is a condensed version of the full MNA, it retains strong diagnostic validity while taking 

under 5 minutes to complete (61). The MNA-SF assesses six key areas (64):  

• reduced food and fluid intake; 

• recent weight loss; 

• reduced mobility; 

• psychological stress or acute;  

• cognitive impairment and 

• BMI (or calf circumference when BMI is unavailable)  

Its brevity and practicality make MNA-SF well-suited to time-poor clinical environments, such as 

general practices or residential aged care settings (63). 
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Table 3.1. RACGP recommendations for nutrition and hydration assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommenda
tion grade 

Silver Book 
5th Ed  

All patients admitted to a residential aged care 
facility should be screened for risk of malnutrition 
and, if at risk, a dietitian referral is needed. The 
following tools are considered useful in screening for 
malnutrition: 

• Malnutrition Screening Tool (MST) is a two-
item simple to use questionnaire, asking 
patients whether they have experienced recent 
unintentional weight loss (and how much), and 
whether they have been eating poorly due to a 
decreased appetite (65). 

• Malnutrition Universal Screening Tool (MUST) 

• MNA-SF 

• Subjective Global Assessment (SGA), includes 
a physical assessment of lean body mass and 
fat mass; useful for patients with fluid 
retention in whom BMI may not reflect 
nutritional status (this test can be completed 
by an accredited dietitian).  

Not 
specified 

 

 

 

 

65+ years 

 

Practice point 

 

Sleep 

Sleep is a key pillar of health, with strong evidence linking quality sleep to better cognitive function, 

cardiovascular health, metabolic regulation, emotional stability, mental health and overall longevity in 

older age (66). Sleep also reduces the risk of accidents and injuries caused by tiredness and fatigue 

(66). Evidence shows that healthy sleep is linked to better markers of healthy ageing in later life (67).  

However, sleep disturbances are highly prevalent. Nearly half (48%) of Australian adults report 

experiencing at least two sleep-related problems, including poor sleep quality or diagnosed sleep 

disorders (5). These problems may arise from a range of causes, including underlying conditions like 

obstructive sleep apnoea (OSA) and insomnia, which can also co-exist (5). Sleep disturbances may also 

be influenced by predisposing, triggering and ongoing factors like work, lifestyle behaviours, 

environmental factors or stress (68).  

Given their regular contact with patients, general practitioners are ideally placed to detect sleep issues 

early, provide education on sleep hygiene and initiate appropriate screening. However, the RACGP (5) 

and international bodies such as the US Preventive Services Taskforce (69) advise against population 

screening for sleep disorders such as OSA and insomnia due to limited evidence of its benefits in 

asymptomatic patients. Instead, opportunistic screening is encouraged in patients who are at high risk, 

including patients with sleep related signs and symptoms (e.g. daytime sleepiness, fatigue, snoring, 

disrupted sleep) and in people with predisposing risk factors (age >50 years, overweight or obesity, 

excessive alcohol intake) or chronic conditions associated with sleep disorders (5,70).  

The Epworth Sleepiness Scale (ESS) 

The Epworth Sleepiness Scale (ESS) is a widely used, self-administered tool that is a simple and practical 

screening tool for excessive daytime sleepiness (EDS). The Scale was developed by Murray Johns at 

Epworth Hospital in Australia and first reported in 1991 (71). Patients rate their likelihood of dozing in 

eight everyday situations, with scores ranging from 0 (“would never doze”) to 3 (“high chance of 
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dozing”), yielding a score between 0 and 24. A higher score indicates greater sleepiness (71). This tool 

is quick to complete, taking about two minutes on average. It is freely available but is best used 

alongside clinical history and other assessments to confirm excessive daytime sleepiness.  

Sleep Condition Indicator (SCI) 

The SCI is an 8-question, self-administered questionnaire that screens for insomnia symptoms and 

their impact on daily life, such as mood, energy and concentration (72). Studies indicate SCI is a reliable 

and consistent tool that can also detect changes with treatment (72). For busy general practice 

settings, a shortened version, the SCI-02 has been developed. This two-item version assesses how 

often sleep issues occur and how much they bother the patient. SCI-02 has been found to have strong 

predictive value and is useful for quick screening in primary care (73). 

Insomnia Severity Index (ISI): 

The ISI is a brief, seven-item tool designed to assess the severity of both night-time and daytime 

symptoms of insomnia. It is available in multiple languages and is increasingly used in clinical research 

to evaluate treatment response (74). The ISI assesses key aspects of an individual’s sleep experience, 

including the severity of insomnia symptoms, satisfaction with sleep patterns, the impact of poor sleep 

on daily functioning, perceived visibility of sleep issues to others and the overall distress caused by 

sleep difficulties (75). 

Evidence supports the ISI as a quick, reliable and valid screening tool for identifying clinically significant 

insomnia, particularly in primary care settings. Its ease of administration, combined with a favourable 

balance of sensitivity and specificity, makes it a well-suited tool to flag patients who may benefit from 

further sleep assessment (76). A shortened version, the ISI-3, has also been developed and validated 

in older adults in primary care to serve as a rapid screening option that can prompt more 

comprehensive diagnostic evaluation (77).  

Berlin Questionnaire 

The Berlin Questionnaire was developed for use in primary care to help identify individuals at high risk 

of obstructive sleep apnoea (OSA) (78). It groups 11 questions into three categories:  

• snoring and witnessed apnoeas; 

• daytime sleepiness and fatigue; 

• risk factors such as hypertension and obesity (77).  

The Berlin Questionnaire has a high sensitivity of 82%, meaning it correctly identifies 82% of those who 

demonstrably have OSA (78). However, it has lower specificity of 39%, indicating that it may produce 

more false positives. Due to this, follow-up diagnostic tests are often required if the patient screens 

positive (78).  

OSA50 Questionnaire 

The OSA50 Questionnaire was developed in Australia for assessing OSA in primary care (82). It assesses 

four factors:  

• obesity (waist circumference); 

• snoring; 

• observed apnoeas and 

• age 50 years or older (77).  



   

 

 
71 

A score of 5 or more on the OSA50 has shown 94% sensitivity and 31% specificity for detecting 

moderate to severe OSA, indicating that while OSA50 is good for screening and identifying potential 

cases, it may need follow-up testing to confirm OSA (78). 

While both the OSA50 and Berlin questionnaires were developed and validated for primary care use, 

the OSA50 is often preferred for its ease of use and straightforward scoring (78). Also, unlike the Berlin 

questionnaire, the OSA50 was specifically developed using data from an Australian primary care 

population for better accuracy and relevance (78).  

STOP-Bang Questionnaire 

The STOP-Bang questionnaire is a brief, self-administered screening tool used to assess an individual’s 

risk of obstructive sleep apnoea (OSA). It can be completed in 1-2 minutes (79) and includes eight items 

(80):  

• Four symptom-based questions (STOP – Snoring, Tiredness, Observed apnoea, and high Blood 

pressure).  

• Four demographic risk factors (BANG – Body mass index, Age, Neck circumference, and 

Gender).  

A score of three or more indicates an increased risk of OSA. 

Evidence shows this tool as valuable due to its practicality and efficiency in clinical settings, including 

general practice. A 2015 meta-analysis reported that STOP-Bang demonstrates high diagnostic 

performance in sleep clinic and surgical populations (81), while more recent evidence from a 2021 

meta-analysis supports its validity for use in the general population and among commercial drivers 

(79). A small US-based primary care study further confirmed its validity in primary care, recommending 

its use at least annually for asymptomatic high-risk patients, particularly those with obesity or 

hypertension (82).  

Sleep Study Testing 

Sleep studies are diagnostic tests used to confirm sleep disorders and they are categorised into four 

levels based on the number of measurements recorded and whether the test is conducted in a sleep 

lab or at home (78). 

Medicare rebates are only available for Level 1 and Level 2 sleep studies. For a GP to directly refer 

patients for a full Polysomnography (Level 1 or 2), the patient must be at high risk of moderate to 

severe obstructive sleep apnoea, indicated by OSA questionnaires along with ESS scores (78). 

Table 3.2. RACGP recommendations for assessment of sleep disorders 

Guidelines Recommendations  Frequency Target population Recommendation 
grade 

Red Book 10th 
Ed  

Screening for OSA and insomnia is not 
recommended in the general population 

N/A N/A Generally not 
recommended 

Case finding for OSA is recommended in 
high-risk patients:  

Questionnaires to identify OSA: 

• Epworth Sleepiness Scale 

• OSA50 questionnaire. 

• STOP-Bang Questionnaire 

Opportunis-
tically  

 

Aged 50+  

Patients at high 
risk (those with 
symptoms and/or 
commercial 
drivers and pilots) 

 

Practice point 

https://www.sleepprimarycareresources.org.au/questionnaires/ess
https://www.sleepprimarycareresources.org.au/questionnaires/osa50
https://www.sleepprimarycareresources.org.au/questionnaires/stop-bang
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Questionnaires to identify symptoms 
of insomnia disorder: 

• Insomnia Severity Index (ISI): 
Daytime Insomnia Symptom 
Scale (DISS): It’s an eight‐item 
self-report rating scale 
developed to assess daytime 
impairments associated with 
nocturnal sleep complaints (e.g. 
concentration difficulties, 
physical or mental lethargy, 
poor mood or reduced 
motivation and energy). 

• Sleep Condition Indicator: 
Dysfunctional beliefs and 
attitudes about sleep (DBAS) 
scale: The Original BDAS tool is 
a 30-item questionnaire to 
assess sleep related cognition 
(sleep related cognitions, e.g., 
faulty beliefs and appraisals, 
unrealistic expectations, 
perceptual and attention bias. A 
more user-friendly version of 
this tool is DBAS-16.  

• Flinders Fatigue Scale: This tool 
clinically evaluates fatigue in 
patients with insomnia 
complaints.  

 

Mental health 

There is a growing awareness that mental health is a critical component of healthy ageing (83). Mental 

wellbeing in older adults is shaped by a combination of psychological, biological, social and cultural 

factors, as well as timely access to appropriate services and support (82). Later life often brings unique 

mental health stressors such as losing independence, the death of a partner or reduced income after 

retirement. These changes can increase the risk of loneliness, social isolation, increased emotional 

distress and mental health decline, particularly for those without strong support networks (83). 

Mental disorders in older adults are a significant and often under recognised contributor to global 

disability. These conditions can reduce treatment adherence, impair social and economic functioning, 

increase hospitalisations and accelerate functional decline (84).  

Australian peak bodies including the RACGP recommend that GPs remain clinically alert to signs of 

anxiety and depression, particularly in high-risk patients and to identify those at risk in annual health 

assessments (5). The RACGP encourages a targeted opportunistic approach to screening and advises 

against blanket routine mental health screening for all adults or adolescents, citing insufficient 

evidence to support its use in settings where appropriate case management and follow-up care are 

not in place (5). 

However, if poor mental health is suspected, literature reports the use of the following validated 

instruments to prompt diagnostic evaluation, early referral and timely intervention: 

https://doi.org/10.1002/wps.20996
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Geriatric Anxiety Inventory-Short Form (GAI-SF) 

The GAI-SF is a five-item self-report tool designed specifically for older adults, including those with 

mild cognitive impairment (85) and was derived from the 20- item GAI long form (85).  

An Australian study tested the feasibility of general practice nurse (GPN)-led screening for clinically 

significant symptoms of anxiety (CSSA) in older people by integrating GAI-SF into the 75+HA. Results 

showed that the application of the GAI-SF into the 75+ HA was feasible to administer (2 mins) and 

readily accepted by patients and clinicians (86).  

Patient Health Questionnaire (PHQ-9) 

The PHQ-9 is a validated and widely used tool for screening, diagnosing and monitoring depression in 

adults. It assesses the frequency of depressive symptoms over the past two weeks. This tool has good 

sensitivity and specificity, making it effective for identifying patients who may be experiencing 

depression. This test takes less than 5 minutes to administer (11). Some of the abbreviated versions of 

this tool include the PHQ-4 and PHQ-2, which combine depression and anxiety screens for broader 

coverage with administration time being less than 2 minutes and still maintaining good diagnostic 

capabilities (11). These shorter forms are ideal for use in time-constrained consultations. 

Generalised Anxiety Disorder 7-item scale (GAD-7) 

The GAD-7 is a short, self-administered tool used to identify symptoms of generalised anxiety disorder. 

It also has strong utility in detecting panic disorders, social anxiety and post-traumatic stress disorder 

(PTSD). 

This is a self-administered form that takes less than 5 minutes to complete and has high clinical utility 

in both diagnosis and monitoring (11). An ultra-quick variation of GAD-7 is the validated two-item tool, 

GAD-2, for rapid screening, often used alongside PHQ-2 as a combined mental health screener in 

primary care (87).  

Table 3.3. RACGP recommendations for mental health assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 10th 
Ed  

Be alert to possible anxiety disorders in those 
aged 18–64 years, including pregnant and 
postpartum women (particularly in people 
with a history of an anxiety disorder, possible 
somatic symptoms of an anxiety disorder, in 
those who have experienced traumatic or 
adverse childhood events or in those with 
insomnia). 

• If present, it is conditionally 
recommended to consider asking 
patient about their feelings of anxiety 
and their ability to stop or control the 
worry using GAD-2 scale.  

Be alert for the various symptoms of 
depression (e.g. low mood, substance use, 
insomnia, anhedonia, suicidal thoughts, 
fatigue and persistent somatic complaints) in 
the adult population.  

Opportunistically 
 

 

 

 

 

18-64 years 

 

 

 

 

 

 

 

 

 

 

 

Conditional 
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• If present, use one of the validated 
mental health assessment tools to 
undertake further assessment 

Universal screening for Aboriginal and Torres 
Strait Islander peoples is not recommended; 
instead GPs are encouraged to in Aboriginal 
and Torres strait Islanders to use, using one 
of the ‘social and emotional wellbeing’ or 
mental health assessment tools (such as 
Here and Now Aboriginal Assessment 
(HANAA) tool or PHQ-9) to guide the 
conversation.  

For further information, refer to the Mental 
health and substance use - Red Book and the 
Prevention of depression - National guide to 
a preventive health assessment for 
Aboriginal and Torres Strait Islander people. 

Silver Book 
5th Ed 

Depression screening tools: 

• Geriatric Depression Scale to identify 
depression in older people in hospitals, 
residential aged care and community 
settings. 

• Cornell Scale for Depression in 
Dementia, designed for the assessment 
of depression in older people with 
dementia who can at least 
communicate basic needs. 

• Psychogeriatric Assessment Scales, 
designed to gather information on the 
major psychogeriatric disorders: 
dementia and depression. 

Anxiety disorder screening tools: 

• Depression Anxiety Stress Scales-21 
(DASS21), a shorter version of the 42-
item DASS that was designed to 
measure three related negative 
emotional states of depression, anxiety 
and tension/stress. 

• Kessler 10 (K10) questionnaire, a 10-
item questionnaire to measure distress 
based on questions about anxiety and 
depressive symptoms in the past four 
weeks. 

Questions to consider during suicidal risk 
assessment should include: 

• If suicidal thinking is present, how 
frequent and persistent is it? 

• If the person has a plan, how detailed 
and realistic is it? 

• What method has the person chosen 
and how lethal is it? 

• Does the person have the means to 
carry out the method? 

• Has the person ever planned or 
attempted suicide? 

• Has someone close to the person 
attempted or completed suicide? 

Opportunistically 

 

 

 

 

Not 
specified  

 

Practice point 



   

 

 
75 

For further information on assessing and 
managing mental health conditions, refer to 
the part. A Mental Health section in the 
Silver Book  

 

Alcohol, tobacco and other drugs 

Health professionals across all settings play a pivotal role in identifying and addressing the harms 

associated with alcohol, tobacco and other drug use. In Australia, screening and brief interventions, 

particularly in primary care, form a cornerstone of early intervention and are key components of the 

National Framework for Alcohol, Tobacco and Other Drug Treatment 2019–2029 (88). These early 

intervention strategies aim to provide individuals with timely access to information, advice, support 

and referrals to specialised services when needed. 

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)  

The ASSIST, developed by the World Health Organization, is a comprehensive screening tool used to 

assess substance use across a range of categories, including tobacco, alcohol, cannabis, opioids and 

other substances.  

The ASSIST comprises eight questions, producing risk scores for each substance, categorised into low, 

moderate or high risk (89). These scores guide appropriate next steps and the level of intervention - 

from brief intervention or referral to specialist care. This screening test takes 5 to 10 minutes to 

complete and can be easily administered by a nurse or general practitioner, either on paper or digitally 

using eASSIST (89). 

Recent Australian research has confirmed that the ASSIST tool demonstrates moderate to excellent 

reliability for most substances except tobacco, making it a practical and evidence-based tool for alcohol 

and substance use screening in busy practices (90). 

Tobacco, Alcohol, Prescription Medication and Other Substance Use (TAPS) Tool 

Another tool in increasing use is the Tobacco, Alcohol, Prescription Medication and Other Substance 

Use (TAPS) screening tool. The TAPS tool is a two-step screening instrument designed to assess use of 

both licit and illicit substances  

• TAPS-1: A brief 4-question screen to identify possible substance use concerns (91).  

• TAPS-2: A follow-up assessment used when TAPS-1 results are positive, exploring frequency, 

risk level and problematic use (91).  

While TAPS is effective in distinguishing between licit and illicit drug misuse, its two-step nature may 

be too time-consuming for some primary care workflows (92). TAPS-1 alone has been validated as a 

standalone rapid screen in a study involving 2,000 participants. This 4 item screen can be self-

administered or conducted in interview format, making it a flexible option for early identification of 

tobacco, alcohol and substance use in general practice consultations or that can also be completed in 

waiting areas (91).  
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Table 3.4. RACGP recommendations for tobacco, alcohol and substance use screening 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red book 10th 
Ed  

Alcohol use: 

• It is conditionally recommended to screen 
adults aged over 18, including pregnant 
women for alcohol use. 

• The Alcohol Use Disorder Identification 
Test – Consumption (AUDIT-C) is a brief 
screening tool to identify frequency and 
amount of alcohol consumption over the 
past year., it consists of the consumption 
questions from the full alcohol use 
disorders identification test (AUDIT).  

For more information, refer to the Mental 
health and substance use section - Red Book  

 

Every 2 
years 
(practice 
point) 

 

 

18+ years 

 

Conditional 

Smoking and vaping:  

• It is strongly recommended to ask 
patients whether they are currently 
smoking and document their smoking 
status. Also ask about and document the 
use of vaping products. 

For more information, refer to the Mental 
health and substance abuse section - Red Book  

 

Every 
opportunity  

 

10+ years 

Strong 

 

Polypharmacy 

Polypharmacy, defined as the concurrent use of five or more medications, is common among older 

adults and individuals managing multiple chronic conditions (93). As people age, the risk of 

polypharmacy increases, especially among those living with multimorbidity, cancer or functional 

decline (93). 

Although often necessary, polypharmacy is associated with significant risks, including: 

• adverse drug events; 

• falls and fractures; 

• frailty and cognitive impairment; 

• hospitalisations and 

• increased mortality (93).  

Proactive screening for polypharmacy and potentially inappropriate medications could help reduce 

these risks, improve quality of life and reduce health care costs – particularly in older patients with 

cancer or complex conditions (94). 

Medication Appropriateness Index (MAI) 

The MAI is a comprehensive, clinician-driven tool used to evaluate the quality and appropriateness of 

each prescribed medication (95). It includes 10 criteria covering: 

• indication and effectiveness; 

• dosage and duration; 

• drug–disease and drug–drug interactions; 
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• cost-effectiveness; 

• duplication of therapy; 

• patient instructions and adherence factors (94, 95).   

The MAI is highly patient centred and considers not only prescribed medications but also over-the-

counter and complementary therapies. It supports a nuanced review of each drug but does not assess 

medication underuse (94). However, its application can be time-consuming and requires considerable 

clinical judgement (94). 

STOPP/START 

The STOPP (Screening Tool of Older Person’s Prescriptions) and START (Screening Tool to Alert to Right 

Treatment) criteria are complementary tools designed to improve medication regimes in older adults 

(95). STOPP identifies potentially inappropriate medications that may increase the risk of harm while 

START criteria highlight medications that are essential for managing specific conditions (95). 

These tools are valued for their clear, structured criteria which support quick and effective clinical 

decision-making, particularly in identifying drug interactions and inappropriate prescribing (95). One 

of their key advantages is efficiency; screening typically takes up to two minutes per review (94) and 

offers a strong focus on drug-drug and drug-disease interactions (94, 95). However, like the MAI, the 

STOPP/START tools have limited capacity to assess medication underuse comprehensively and their 

accuracy depends on regular updates to reflect current evidence (94, 95). 

Beers Criteria 

The Beers Criteria, developed and updated by the American Geriatrics Society, is one of the most 

widely adopted tools for identifying potentially inappropriate medications in older adults, particularly 

those 65 and over (96). 

The updated 2023 Beers Criteria offers a clear, evidence-based list of potentially inappropriate 

medications that should generally be avoided in older adults, except in specific cases such as hospice 

or end-of-life care (96). While being user-friendly and evidence-based, the Beers Criteria does not 

account for the individual’s complexities in the decision making process and should be used as part of 

a broader clinical judgement that considers patient-specific goals, values and comorbidities (96). 

Table 3.5. RACGP recommendations for assessing polypharmacy 

Guidelines Recommendations  Frequency Target population Recommendation 
grade 

Silver Book 
5th Ed  

To identify inappropriate prescribing, 
these tools are recommended (6), 
however, it is recommended to not 
substitute these tools for good clinical 
decision making, they are only prompts 
for potentially identifying inappropriate 
prescribing: 

• Beers criteria  

• McLeod criteria, provides a list of 
medications where the risks may 
outweigh the benefits for elderly 
patients. However, evidence 
suggests that its sensitivity is lower 
than Beer (97).  

• STOPP/START 

Not 
specified 

 

 

 

Older adults (age 
group not specified) 

 

Practice point  
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• Australian Inappropriate 
Medication Use and Prescribing 
Indicators tool, this tool is based on 
specific indicators like drug choice, 
dosage, and duration to evaluate 
the appropriateness of prescribed 
medications (6).  

• Medication Appropriateness Tool 
for Comorbid Health conditions 
during Dementia (MATCH-D), this 
criteria provide expert consensus 
guidance about medication use for 
people with dementia (98). 

For further information, refer to part A. 
Polypharmacy - Silver Book  

 

Screening for wider determinants of health 

Social determinants of health 

Medical professionals are well trained in the biological aspects of health but may have limited 

understanding of how social factors influence health outcomes. Most medical education and practice 

tends to overlook the role of social determinants of health on overall health and wellbeing (99). There 

is increasing awareness that healthcare providers should recognise how factors such as housing, 

income, education and social support can affect both physical and mental health of an individual (99).  

Screening for social determinants of health can help identify patients who may need additional 

support. This allows clinicians to provide more effective care, including timely referrals to legal, 

housing or social services (99,100). By doing so, health services can deliver more holistic, person-

centred care, especially for those who are marginalised or underserved (100). 

PRAPARE 

The Protocol for Responding to and Assessing Patients' Assets, Risks and Experiences (PRAPARE) is a 

US based screening tool that has been identified in international literature for gathering information 

on social determinants of health (101). It includes 15 core questions and 5 optional questions, covering 

questions related to race and ethnicity, veteran status, emotional and social wellbeing, living 

conditions, income, education and access to health care and other essential services (102). This tool 

has been translated in over 25 languages to extend accessibility.  

Social determinants data from PRAPARE was specifically designed to be entered directly into electronic 

health record systems as structured data (101). The questionnaire is typically completed by clinical or 

non-clinical staff during a patient visit; a paper version is also available for patients to complete (101).   

Studies assessing the use of PRAPARE in general practice or large hospital settings have reported that 

integrating PRAPARE into electronic health record systems can provide valuable insights into patients’ 

social needs and has resulted in better-targeted support and improved referrals to community and 

social services (103,104).  

While this tool has been extensively validated for reliability and accuracy in large-scale studies across 

diverse populations, evidence supporting its validation, cultural suitability and integration within 

Australian general practice remains limited. 
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Social Determinants of Health Screening Tool (SDoHST) 

Developed in Adelaide, SDoHST is the first validated tool designed to measure social determinants of 

health in Australia (105). It consists of a 12-item questionnaire that focuses specifically on identifying 

health-related social needs such as housing instability, food insecurity, transport difficulties, utility 

support, and personal safety (105). The tool is brief, easy to use, and provides a standardised way to 

assess these needs in clinical settings (105). 

SDoHST has undergone validation via focus group discussion and interviews with patients and key 

stakeholders, ensuring its relevance and practicality in Australia (105). Based on stakeholder feedback, 

it also includes questions addressing cultural, linguistic, and spiritual needs, making it more inclusive 

and responsive to diverse Australian populations (105). However, this tool has not yet been tested in 

large-scale quantitative studies to confirm its statistical reliability and validity.  

Health literacy  

Health literacy describes the capacity of an individual to access, understand, navigate and use 

information about their health and wellbeing, including information about maintaining their health 

and wellbeing and information about health treatment and managing health conditions (106). The 

Australian Commission on Safety and Quality in Health Care identifies two components of health 

literacy: individual health literacy and the health literacy environment – that is, the infrastructure, 

policies, processes, materials, people and relationships that make up the healthcare system and affect 

the way that people gain access to, understand, appraise and apply health-related information and 

services. 

Health literacy is a critical component of patients’ capacity to make informed decisions and to manage 

their health and work with their health care providers to optimise their health and wellbeing. This 

capacity is influenced by the awareness and understanding of health literacy of health care 

professionals and clinical service settings, particularly by the ways in which clinical information and 

advice is communicated and by the enablers or barriers imposed on patients’ capacity to navigate 

health service needs and system arrangements for their health care. 

Age, education, disability, culture and language and Aboriginal and Torres Strait Islander status all 

influence individual health literacy capability (106,107).). The Safety and Quality Commission says that 

health service organisations have a responsibility to build a health literacy environment that supports 

effective partnerships with consumers. 

In primary care services, screening for health literacy has not been widely considered in research or 

literature.  Whilst there have been a number of tools to assess the health literacy of patients developed 

in recent decades, these have commonly assessed comprehension of written information without 

inclusion of verbal communication and information and with little attention to capacity to recall and 

use information, either written or verbal. There has been limited take-up of these in practice.  

The Brief Health Literacy Screen (BHLS)  

BHLS was developed some years ago for use in both acute and community health care settings to 

identify patients affected by limited health literacy (108). The screening tool was designed to be 

comprehensive, including questions about both written and verbal information and about subsequent 

recall of information provided in a consultation. A small comparative trial of the BHLS and another 

assessment tool, the Test of Functional Health Literacy in Adults (TOFHLA) was conducted across four 
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primary care clinics in West Virginia (109). This study found that the BHLS took much less time to 

administer and score and did not require the patient to be able to read and that it provided useful 

indications of a patient’s limitations and needs.  

The Centre for Health Literacy Research and Practice at Tufts Medicine (110), a health service in 

Massachusetts, provides an online Health Literacy Tool Shed with a large number of health literacy 

measurement tools. Many of these are not easily accessible and not validated in Australia.  The Centre 

provides the Brief Health Literacy Screen as a four-question test:  

• How often do you have somebody help you read hospital materials? 

• How confident are you filling out medical forms by yourself? 

• How often do you have problems learning about your medical condition because of difficulty 

understanding written information? 

• How often do you have a problem understanding what is told to you about your medical 

condition? 

Health Literacy Questionnaire (HLQ) 

In Australia, health literacy assessment tools have been developed to support organisational 

assessments of support for health literacy for consumers. One of the tools that assesses individual 

health literacy capacity is the Health Literacy Questionnaire (HLQ) (111). This tool was used in the 

National Health Literacy Survey undertaken in 2018 (112). 

Health Literacy Universal Precautions Toolkit 

An Australian online health literacy information service, the Canberra Health Literacy Hub (113), 

considers that health assessment tools in clinical practice are rarely useful or practical and can be 

counter productive. The Hub advocates that a universal precautions approach be taken in clinical 

settings, focusing on helping all patients understand health information. This approach is supported 

by the Health Literacy Universal Precautions Toolkit, produced by the Agency for Healthcare Research 

and Quality (AHRQ) (114). The Toolkit is designed for ‘busy healthcare providers’. It includes 23 

separate tools and a guide providing ‘Practical Ideas for Primary Care Practices’ The Guide provides a 

step-by-step- resource to improving health literacy capacity within a primary care practice team, to 

working with patients to identify health literacy needs and support patient engagement and includes 

advice on linking patients to non-medical and community support (also often referred to as social 

prescribing) and to medicine, literacy and math resources to support their engagement in their health 

needs and health care (115). 

Screening for common age-related changes and conditions 

Hearing and vision loss 

Older adults living with dual sensory impairment, which refers to combined hearing and vision loss, 

are especially vulnerable to fragmented care, often facing systemic barriers when accessing health 

services (116). Research shows that 50 to 60 % of hearing and vision impairments are preventable or 

treatable, highlighting the importance of early detection (117).  

Chadha et al. recommend that adults aged over 50 have their vision screened at least once a year and 

their hearing screened every five years for those aged 50 to 64, and every one to three years for those 

65 and older (118). However, the RACGP Red Book advises against population-based vision screening 

in adults, citing insufficient evidence and does not recommend screening for hearing loss in 
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asymptomatic adults aged ≥50 years. Instead, the Red Book recommends opportunistic case finding 

for hearing and vision loss, limited to patients who present with perceived symptoms or observable 

signs of impairment (5).  

Early detection of hearing and vision loss can be easily carried out in community, home or clinical 

settings by any health professional using simple equipment (118), as discussed below:  

Severe Dual Sensory Loss screening tool.  

The Severe Dual Sensory Loss screening tool was developed to support nurses and care assistants in 

identifying hearing, vision and dual sensory impairments in older adults (119).  Developed by Lyng 

and Svingen (120), this tool is a nurse-completed checklist that includes six questions each on hearing 

and vision-related behaviours. A 2014 Norwegian study found the tool to be valid, reliable, brief and 

easy to use in practice. It can be used alone or alongside other diagnostic tools or treatment 

programs, such as those for cognitive impairment or depression (119). The study also reported that 

20% of aged care clients had dual sensory loss. However, no recent studies have evaluated the tool’s 

current use in primary care settings (119).    

Electronic whisper test 

The whisper test is commonly used as a quick hearing check before conducting pure-tone audiometry 

(121). It is simple to perform, doesn’t require formal training and can be done easily in everyday clinic 

settings. However, the electronic whisper test (EWT) provides a more standardised and objective 

alternative. Unlike the traditional whisper test, which can vary depending on the examiner’s voice 

intensity, the EWT uses pre-recorded sounds played at a consistent intensity, making the results more 

reliable and easier to compare (121). The validity of the electronic test has been proven in older adults 

(121) and as well as in children (122). These studies have shown that EWT is quite reliable for ruling 

out hearing loss, though slightly less accurate in confirming it when compared with the gold standard 

pure-tone audiometry test, highlighting that EWT can be useful in initial screening but is not 

recommended for definitive diagnosis.  

App-based visual acuity assessment 

The assessment of distance visual acuity (vision sharpness and clarity) is a core diagnostic measure of 

visual function, which is traditionally measured using a Snellen wall chart (123). While commonly used, 

the Snellen chart requires a 6 metre viewing distance, which isn’t always practical in clinical settings. 

A smaller 3-metre version is also available and often used in primary care but its use remain challenging 

as these charts are usually fixed to walls, are  bulky and lack portability (123).  

In busy settings such as hospital wards or primary care clinics, limited space and resources often result 

in visual acuity being assessed informally or missed altogether, even when its clinically necessary 

(123).To address these issues and to reduce reliance on eye care professionals, mobile technology is 

being studied for vision screening (124). A NSW study assessed two free visual acuity apps: Eye Chart 

Pro (version 1.3 by Dok LLC) and Snellen (version 1.2 by Dr Bloggs Limited) on iPhones and iPads, 

comparing them with the traditional 3-metre Snellen chart. The results supported the validity of these 

mobile tools, showing consistent performance across devices with different screen sizes, making them 

suitable for use in primary care (123). A meta-analysis of 22 studies examining the diagnostic value of 

mobile apps for testing visual acuity further supported the use of app-based tests and considered them 

to be effective tools for detecting visual impairment when needed, offering a convenient option for 

on-demand screening within busy practices (124). 
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Table 3.6. RACGP recommendations for assessing hearing and vision loss 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 10th 
Ed  

Screening for hearing loss is not 
recommended in asymptomatic adults aged 
≥50 years.  

N/A N/A Generally not 
recommended 

Screening for hearing can be done in patients 
who present with conditions that may be 
associated with aw455hearing loss or those 
with questions, concerns or perceived 
hearing loss in adults, assessment tools 
recommended are: 

• Audiometry - considered best 
practice for thorough hearing 
assessment.  

• Using a single question - “do you 
have difficulty with your hearing?” 

Handicap hearing inventory screening tool  – 
a 25-item extensive screening tool which 
assesses the perceived impact of hearing 
difficulties on daily life For specific 
recommendations for Aboriginal and Torres 
Strait Islander people, refer to Hearing loss - 
National guide to a preventive health 
assessment for Aboriginal and Torres Strait 
Islander people. 

Opportunis-
tically 

Adults Practice point 

 Visual acuity and Glaucoma screening is not 
recommended in the general population 
(adults) 

N/A N/A Generally not 
recommended 

Opportunistic case finding is recommended 
to identify people aged >50 years at high risk 
of glaucoma and refer to an 
optometrist/ophthalmologist for further 
assessment. For more information, refer to 
Miscellaneous, Vision - Red Book and 
Chapter 6: Eye health - National guide to a 
preventive health assessment for Aboriginal 
and Torres Strait Islander people 

50+ years As required Conditional 

 

Menopause 

The average age for Australian women to reach menopause is between 51 and 52 years (125). 

However, the experience of menopause and perimenopause varies widely between individuals, with 

symptoms lasting from a few months to several years (126). 80% of women report experiencing 

physical and/or emotional symptoms during this transition (126). Despite this, these symptoms are 

often overlooked in general practice settings (127,128). GPs are well-positioned to identify the early 

signs of perimenopause and menopause, helping to improve quality of life for women (127).  

A comprehensive assessment can help the management of acute symptoms associated with 

menopause and perimenopause (such as hot flushes); address complications like osteoporosis; reduce 

risk factors for related issues (including fractures and thromboembolism) and ensure that broader 

preventive health needs are met (129).  
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Starting July 1, 2025, new Medicare-funded health assessment item 695 will be available for 

perimenopause and menopause health assessments to support patients experiencing premature 

ovarian insufficiency, early menopause, perimenopause and menopause. These assessments aim to 

improve access to care and symptom management for women going through these life stages (130). 

The assessments can be billed annually for eligible patients and will typically include collection of 

patient history (menopausal status, wellbeing and treatment contraindications), basic physical exam 

(BP, BMI), clinical investigations/referrals as needed, e.g. cervical screening, mammography, bone 

densitometry and discussion of pharmacological and non-pharmacological management options and 

creating management plans (130).  

Although structured assessment is essential for effective care, relatively few tools have been 

developed and integrated into these assessments to assist in identifying and managing menopausal 

and perimenopausal symptoms. Among the more commonly identified tools in the literature are the 

Menopause-Specific Quality of Life Questionnaire and the Greene Climacteric Scale, however, these 

tools are often lengthy and may not be practical for use in busy general practice settings (128). Other 

tools that are quick to administer and that have been gaining some traction are: 

Menopause Quick 6 Tool (MQ6) 

This tool was developed for use by both healthcare providers and women attending primary care 

clinics, particularly those presenting for chronic disease management (131). It is a short, six-item 

questionnaire that is freely available and easily fillable either online or in the waiting room prior to a 

consultation. The tool uses a binary format, focusing on the presence or absence of symptoms rather 

than rating their severity, allowing for a quick and practical assessment (131,132). It takes 

approximately two minutes to complete and is written in plain language, making it suitable for use 

during any clinical encounter, including routine health checks (128). The MQ6 includes common 

menopause-related questions such as changes in menstrual patterns, hot flushes, vaginal dryness, 

bladder issues or incontinence, sleep disturbances, and mood changes (128). Several international 

studies have found this tool to be valid and effective for use in primary care settings (132).  

AMC Menopause Assessment 

The AMC Menopause Assessment Tool, developed by the Australian Menopause Centre, is a user-

friendly, web-based screening tool designed to help women identify potential menopausal or 

perimenopausal symptoms (133). Adapted from the Practitioner’s Toolkit for Managing Menopause 

by Monash University and the Greene Climacteric Scale, the tool provides a practical starting point for 

women to reflect on their symptoms (133). While it is not a substitute for a comprehensive medical 

evaluation, it can support more informed and focused conversations between patients and their 

primary care providers (133). 

Table 3.7. RACGP recommendations for assessing menopause 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 10th 
Ed  

The onset of menopause is an opportunity 
for a routine health assessment, education 
and primary prevention in regard to general 
health and wellbeing, including 
cardiovascular, bone and mental health. 

Not specified 45+ years Practice point 
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Blood tests for the diagnosis of menopause 
are typically not required.  

If early or premature menopause is 
suspected, blood tests to exclude other 
causes of oligomenorrhoea or amenorrhoea 
are appropriate 

For further information on menopause 
management, refer to the Reproductive and 
Women’s Health - Red Book 

Not specified Before 45 
years 

Practice point 

Nocturia  

Nocturia is defined as a type of low urinary tract symptom where an individual needs to regularly wake 

during the night to urinate (134). This condition can significantly affect a person’s physical and 

emotional quality of life, including their ability to function or perform at work, due to disrupted sleep 

patterns (135). While the prevalence of nocturia increases with age - affecting over 70% of people aged 

70 and older, it is not limited to older adults. Up to 30% of individuals aged 20 to 40 also report waking 

at least once per night to urinate (136).  

Patients rarely present to their GP with nocturia as the primary concern, instead, they may report 

symptoms such as fatigue-related symptoms (137) or some may avoid mentioning it due to 

embarrassment, lack of awareness about treatment options, or the belief that it is simply a normal 

part of ageing (136). For this reason, proactive screening may support more targeted and effective 

treatment approaches (138).  

Voiding/Bladder Diaries 

A bladder diary is the most common tool used to record how much urine a person passes or leaks 

during the day and overnight. It is typically completed by the patient over three days period and then 

reviewed by a clinician to identify patterns or contributing factors to nocturia and determine 

appropriate management strategies (139). Bladder diaries provide relatively objective information 

about a patient’s fluid intake and voiding habits and are valuable for identifying potential causes of 

lower urinary tract symptoms and informing behavioural modifications and evaluating treatment 

outcomes (140). However, their effectiveness relies heavily on the accuracy and completeness of the 

data provided. Completing a bladder diary requires significant patient effort, which may lead to 

incomplete entries (140). International research has shown that a three-day bladder diary is a feasible, 

reliable, and valid assessment tool for both men and women with low urinary tract symptoms, 

including nocturia (141,142). A Spanish study also assessed the reliability of the first day of the three-

day diary for evaluating symptoms in women with nocturia, confirming its readability and supporting 

its potential use as a simplified follow-up tool (140). 

TANGO-SF 

As nocturia can be a symptom of multiple underlying conditions and is encountered across various 

healthcare disciplines, effective management requires a comprehensive assessment to identify all 

potential causes, both within and beyond the lower urinary tract (143). The 57-item patient-completed 

screening questionnaire known as Targeting the Individual’s Aetiology of Nocturia to Guide Outcomes 

(TANGO), has been developed (144) which supports GPs in evaluating possible contributors to nocturia 

such as increased overnight urine production, sleep disturbances, overactive bladder (OAB) and 

voiding dysfunction, while also helping to assess the impact of nocturia on a patient’s quality of life 
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(138).  However, due to its length and complexity, completing the full TANGO tool can be time-

consuming in busy practices. To address this, TANGO was modified as a short form (TANGO-SF) by 

Bower et al. (144) which consists of 22 questions grouped across four key domains:  

• Cardio/metabolic - conditions contributing to 24-hour polyuria and nocturnal polyuria. 

• Sleep – sleep quality, time to first void, other causes of night-time waking and sleep-disordered 

breathing. 

• Urinary tract – relevant lower urinary tract symptoms. 

• Wellbeing – general health, falls, daytime fatigue, and reduced motivation (143).  

A Melbourne study (145) confirms the reliability of TANGO-SF and acceptable content validity, 

supporting its practical use in clinical settings (145,146).  

Age-related musculoskeletal diseases 

Sarcopenia, osteoporosis and osteoarthritis are among the most prevalent musculoskeletal disorders 

that negatively impact healthy ageing (147,148). Each condition independently contributes to declining 

musculoskeletal health, leading to limited movement, reduced functional capacity]. and an increased 

risk of physical decline and frailty (149,150). These disorders are common with age and women tend 

to be disproportionately affected, showing higher rates of osteoporosis and osteoarthritis, along with 

lower average muscle mass and strength, compared to men (148). These conditions can occur 

together, as they share overlapping risk factors such as ageing, hormonal imbalances, genetic 

predispositions and unhealthy lifestyle habits that promote chronic systemic inflammation (150). 

Sarcopenia is characterised by loss of muscle function with ageing and is a major component of frailty 

(151). This condition not only involves reduced muscle mass but also poor mobility and lower strength, 

especially in the arms and legs (152), leading to disability and increased risk of mortality (151), 

prompting the need for early detection and management. 

Osteoporosis is characterised by a reduction in bone density and strength, which increases the 

likelihood of fractures, especially in older individuals and postmenopausal women (150). 

Osteoarthritis (OA), a progressive joint disease, causes cartilage breakdown, changes in bone structure, 

and inflammation that result in pain, stiffness and loss of joint mobility (153,154). OA has also been 

linked to an increased risk of falls, fractures (155) and frailty (156,157). While commonly seen in people 

over 50, OA can also develop in younger individuals, especially those with prior joint injuries such as 

ligament or meniscus damage (154). Early recognition and management of OA symptoms are essential 

for preserving mobility, alleviating pain and preventing further physical decline (158). 

Given the ageing global population, addressing these musculoskeletal disorders through early 

prevention and management is vital to support healthy ageing and reduce associated health and 

economic burdens (150). 

Physical performance assessment 

Sarcopenia is often diagnosed by measuring lean muscle mass (e.g. values below the 20th percentile 

for young, healthy adults) (152). However, muscle strength and mass don't always match, so it's also 

important to assess physical performance and muscle function (152), such as gait speed (walking 

speed) or grip strength (152). These physical functions are also commonly assessed to screen and 

predict frailty, falls and fracture risk (151).  
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FRAX 

To assist GPs, who are often the first point of contact for patients with osteoporosis, the RACGP 

provides Guidelines for osteoporosis management and fracture prevention in postmenopausal women 

and men over 50 years (updated in 2024) (159). These recommend that adults over 50 who experience 

a minimal trauma fracture should be presumed to have osteoporosis and assessed for fracture risk to 

guide timely bone mineral density testing and treatment (159).  

RACGP recommends using the FRAX tool to calculate absolute fracture risk.  

The FRAX tool estimates an individual’s 10-year risk of experiencing a hip fracture or a major 

osteoporotic fracture (160). It has undergone extensive validation through calibration and 

discrimination across 26 studies in nine different countries. Compared to other risk assessment tools 

such as QFracture and the Garvan Score, FRAX is more widely validated, making it the most frequently 

used tool for assessing fracture risk in clinical practices (160).  

DXA scanning 

RACGP’s osteoporosis guidelines further recommend bone mineral density (BMD) assessment for 

adults over the age of 50 who have chronic conditions, specific medical diagnoses, or take medications 

associated with increased fracture risk, using dual-energy X-ray absorptiometry (DXA) (158).  

The FRAX tool is often used as an initial step to estimate a person’s 10-year probability of hip or major 

osteoporotic fractures based on clinical risk factors alone (159). If the initial FRAX score suggests 

moderate or high fracture risk, a DXA scan is recommended to obtain BMD measurements. Once the 

BMD score is available, the FRAX score can be recalculated to provide a more accurate estimate. This 

updated score, incorporating both clinical and BMD data, supports more informed decisions regarding 

the need for osteoporosis treatment (159). 

Referral for DXA scanning is advised, ideally at two skeletal sites, the lumbar spine and hip, unless 

contraindicated (e.g., hip prosthesis) (159).  

Osteoarthritis screening and management resources 

OA is typically diagnosed through a combination of a comprehensive patient history, physical 

examination and imaging (158). Some resource tools have been developed to guide clinicians on early 

detection and management of OA, such as the RACGP clinical guidelines for managing knee and hip 

OA (161) and the Canadian-based Osteoarthritis (OA) Tool. 

Osteoarthritis Tool is a freely available comprehensive, visual clinical resource developed by the 

Arthritis Alliance of Canada, the Centre for Effective Practice (CEP) and the College of Family Physicians 

of Canada (CFPC) to support primary care providers in the diagnosis and management of patients with 

hip, knee, or hand osteoarthritis. Designed to promote evidence-based, patient-centred care, the Tool 

guides clinicians through a structured assessment process, including (162): 

• comprehensive patient history to understand symptom onset, progression, and impact on 

daily activities; 

• basic measurements, including BMI, height, weight and blood pressure, to inform diagnosis 

and treatment decisions; 
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• hip and knee examination assessing joint alignment and deformities, gait patterns, 

functional strength (e.g., sit-to-stand test), range of motion (flexion and rotation), joint 

swelling and potential leg length discrepancies; 

• meniscus testing using the Thessaly test, a recommended physical exam to detect potential 

meniscal tears in the knee; a positive result warrants further imaging and full meniscal 

evaluation, which may alter the pain management approach accordingly (162). 

These assessments help determine the clinical stage of OA (early, moderate or advanced) and inform 

appropriate management pathways based on severity and joint location. The Tool also provides criteria 

for diagnostic imaging, specialist referrals and methods for evaluating treatment response, ultimately 

facilitating effective and goal-oriented osteoarthritis care (162). 

Similar to the OA Tool, the RACGP Guideline emphasises a symptom- and sign-based clinical diagnosis 

focused on identifying characteristic features of OA, such as activity-related joint pain and morning 

stiffness. It also places greater reliance on clinical judgement and recommends against routine imaging 

unless the diagnosis is unclear or red flags are present, warranting further investigations.  

Table 3.8. RACGP recommendations for management of knee and hip osteoarthritis  

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Guideline for 
the 
management of 
knee and hip 
osteoarthritis 
(2nd Ed) (161) 

Take a holistic health history covering: 
symptom impact on daily life and function, 
pain assessment, red flags (e.g. infection, 
cancer history, weight loss), medication use, 
sleep quality, psychological factors, health 
beliefs, modifiable risk factors (e.g. obesity, 
inactivity), and comorbidities. 

Perform a targeted physical examination to 
assess for joint malalignment or deformity, 
bony enlargement, effusion, tenderness, 
restricted movement, crepitus, gait 
abnormalities, and limited range of motion in 
the hip and knee. 

Order additional tests if symptoms are 
atypical: X-rays for alternative diagnoses, MRI 
or ultrasound for suspected serious pathology, 
and lab tests if inflammatory or autoimmune 
conditions are considered. 

Not 
specified 

 

 

 

 

 

 

 

 

Not 
specified 

Not available 

 If a patient meets all three of OA criteria (age 
45 years or older; activity-related joint pain, 
morning stiffness lasting no more than 30 
minutes), a GP can: 

• Diagnose OA clinically (without needing X-
rays, MRIs, or blood tests). 

• Begin treatment and education based on 
that clinical assessment. 

• Reserve imaging or specialist referral only 
if there are atypical features or red flags 
(e.g., trauma, rapid swelling, systemic 
symptoms). 

Not available 

Red Book 10th 
Ed  

Screening for osteoporosis with bone mineral 
density (BMD) measurement in the general 
population is not recommended at any age. 

N/A N/A Not 
recommended 
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Use FRAX® to assess fracture risk in adults aged 
50+ with relevant risk factors (e.g. family history 
of hip fracture). 

• If risk of major osteoporotic fracture is 
greater than 10%, refer to DXA screening 

• If risk of major osteoporotic fracture is less 
than 10%, DXA is not recommended 

Do not 
routinely 
repeat BMD 
and FRAX® 
within 2 
years 
except in 
special 
circum-
stances 

50+ years Conditional 

 

Frailty  

Frailty is a complex, multidimensional syndrome characterised by a decline in physical and cognitive 

reserve and capacity to maintain function, leading to increased vulnerability to stressors and adverse 

health outcomes (163). Physical decline is a key predictor of frailty, which is why musculoskeletal 

conditions are important to consider (152).  

Frailty becomes increasingly prevalent with age and is associated with higher risk of falls, prolonged 

hospital stays, poor recovery from illness or surgery and increased mortality (163). In Australia up to 

half of older adults are considered frail, with prevalence expected to rise as the population ages (164). 

Early identification of frailty in primary care is critical for initiating timely interventions, preventing 

progression from pre-frailty to frailty, and optimising healthy ageing trajectories (165).  

Various screening tools have been developed to assess frailty in older adults, ranging from simple, 

quick assessments to more comprehensive evaluations. However, there is no universally 

recommended screening tool for use in primary care and hospital settings (165). National frailty 

guidelines for Australian clinical practice are currently in development.  

Frailty Index and Electronic Frailty Index (eFI)  

The Frailty Index has demonstrated good predictive ability, acceptable validity and diagnostic accuracy 

(166). It can be calculated electronically using records and a small set of questions or measures (166). 

Its electronic version, the eFI, leverages routinely collected data in electronic health records to 

automatically generate frailty scores (167). It uses 36 variables to classify individuals into either fit, 

mild, moderate or severe frailty (168). These variables include: 

• clinical signs (e.g. tremors); 

• symptoms (e.g. vision impairment); 

• chronic diseases; 

• disabilities; 

• laboratory abnormalities (104, 105).  

This method not only streamlines the screening process but has also been found to identify more cases 

of frailty compared to traditional screening tools. Nurses can implement eFI by extracting patient 

information from medical records, a process that is generally considered practical and straightforward. 

However, challenges can arise in more complex cases, particularly when patients have multiple chronic 

conditions or when relevant information is scattered across different sections of the medical record, 

making it harder to locate in a summary form (167). Despite this challenge, eFI has shown strong 

predictive validity for outcomes of hospitalisation, residential aged-care admission and mortality in 

older adults (168). 
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FRAIL Scale (FS)  

The FRAIL Scale is one of the most widely used frailty screening tools in Australian primary care. It 

assesses five core domains: 

• fatigue; 

• physical strength (resistance, ability to climb stairs); 

• mobility (ambulation); 

• illnesses (5 or more chronic conditions); 

• loss of weight (170).  

This simple questionnaire is quick to administer during routine consultations and demonstrates 

predictive accuracy comparable to more complex tools, including the Tilburg Frailty Indicator (171). It 

has also shown predictive value for 12-year mortality risk (172), making it a practical first-line 

screening option. 

Gait speed and hand grip 

These two measures are part of the Fried Frailty Phenotype (FFP), which classifies individual as frail if 

they meet at least three out of five physical criteria:  

• low grip strength (weakness); 

• slow gait speed (slowness); 

• unintentional weight loss (≥5% over the past year); 

• low physical activity (173).  

Gait speed and hand grip strength are particularly valuable due to their strong individual predictive 

power (173). Both these measures are quick and practical to use in clinical settings. Grip strength can 

be assessed in about 2 minutes using a dynamometer, and gait speed takes less than 5 minutes to 

measure (173). These tools are both simple and scalable for early frailty screening in primary care. 

Edmonton Frail Scale (EFS) and Reported Edmonton Frail Scale (REFS) 

The Edmonton Frail Scale (EFS) is a brief, feasible, screening tool and is well-suited to non-geriatric 

providers (172). EFS evaluates frailty across ten domains, including: 

• cognition; 

• social support; 

• medication use; 

• functional performance and 

• timed up-and-go (mobility) (172).  

A variation of EFS is the Reported Edmonton Frail Scale (REFS), which replaces the timed up-and-go 

mobility task in the EFS with three self- physical performance questions, allowing it to be administered 

in under 10-minutes by any trained healthcare professional (174). 

Both EFS and REFS have demonstrated strong predictive validity for 12- and 24-year mortality (172). 
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Table 3.4. RACGP recommendations for frailty assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 10th 
Ed  

Consider frailty in health assessments for all 
elderly patients age of 75, using valid rapid 
assessment tool(s)Consider frailty as part of 
health assessments in patients aged 65-74, 
with one or more risk factors associated with 
frailty.  

Annually 
 
 
 
1-3 years 

75+ years 
 
 
 
65-74 years 

Practice point 
 

 

Silver Book 5th 
Ed 

Common validated assessment tools for frailty 
include: 
- Fried frailty indicators (also known as 

Fried Phenotype or Hopkins tool): 
o Unintentional weight loss (≥4 

kg/year) 
o Self-reported exhaustion 
o Weak grip strength 
o Slow walking speed 
o Low physical activity 

- Frailty index 
- Clinical frailty scale 
- Edmonton frail scale 
- Speed gait  
- TUG test 
For more information on frailty management, 
refer to part A. Frailty section - Silver Book 

Annually 

 

 

 

 

75+ years 

 

Practice point 

 

Falls risk 

Falls are a leading cause of injury and death in older Australians. According to the AIHW, in 2022–23, 

falls were the most common cause of injury-related hospitalisations and in 2021–22, the leading cause 

of injury-related deaths, with adults aged 85 and over being the most affected (175).  

Beyond physical harm, falls have long-term impacts on an older person’s confidence, independence 

and quality of life (176). Approximately 20% to 39% of people who experience a fall develop a fear of 

falling, which can lead to activity avoidance, further physical decline and social isolation (176).  

Primary care providers play a vital role in early risk identification, implementing evidence-based 

screening and referring to appropriate falls prevention programs to help maintain safety and 

independence in older adults (176).  

Timed Up and Go (TUG) Test 

The TUG test is a commonly used, quick, screening tool to assess mobility and balance in community-

dwelling older adults (87). It involves timing how long it takes for a person to: 

• stand up from a standard chair; 

• walk three metres; 

• turn around; 

• walk back and (177). 

The test is simple and quick to perform, typically taking just a few minutes and only requires a 

stopwatch and a clear space of at least four metres (177). Completing this test in 12 seconds or more 

generally indicates an increased risk of falling.  
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While the TUG test is widely used due to its time-efficiency, evidence shows varied accuracy for TUG 

to predict fall risk (177).  

Gait Speed Test 

Gait speed is a validated indicator of overall functional status and fall risk in older adults. It involves 

timing how quickly a person walks a set distance (e.g. 4 or 6 metres) (177).  

Studies show that the decline in gait speed, over a period of 12 months, increases the likelihood of 

adverse health outcomes (increased risk of falls, hospitalisation, disability and mortality). This 

highlights that gait speed can be a valuable indicator of overall function and mobility in older adults, 

particularly when integrated into broader frailty or mobility assessments (178).  

However, contrasting studies have found that the test offers only moderate accuracy when used on its 

own and also has some practical challenges, such as limited physical space in smaller clinics or 

community settings can make it difficult to carry out the test consistently (177).  

Falls History (FH) 

The FH is a simple, two-question screening tool (179). It asks about the person’s own perception of 

their fall risk and whether they have experienced any recent falls (179).  

The tool is quick and easy to administer during routine consultations and requires no physical 

equipment or testing. Studies have shown that this tool offers strong predictive validity as a first-line 

screen (177,179), making it a useful starting point for identifying people who may be at higher risk.  

This tool is ideal for opportunistic screening in time-pressured or resource-limited settings, helping 

people who require more detailed falls risk assessment or referrals (177).  

Table 3.10. RACGP recommendations for falls risk assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 10th 
Ed  

• GPs should routinely ask about falls in 
interactions with community-dwelling 
older adults, asking whether they have 
experienced a fall in the past year. 
Screening for falls in Aboriginal and Torres 
Strait Islander people is from the age of 
≥50 years. 

• Older adults who had a single, non-severe 
fall but also have gait and or balance 
problems should be considered as being at 
‘intermediate risk’ 

• Older adults at high risk should be offered 
a multifactorial falls risk assessment. Tools 
that assess more than one fall risk factor, 
such as the 3 Key Questions (3KQ), have 
higher sensitivity. The 3KQ are: 

o Have you fallen in the past year?  
o Do you feel unsteady when 

standing or walking? 
o Do you have worries about 

failing? 
For further information on falls prevention, 
refer to section Injury Prevention - Red Book. 
 

Annually 

 

 

 

 

Annually 

 

 

Annually 

65+ years Strong 
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Silver Book 5th 
Ed  

Several office tests can help assess fall risk. If 
available, a physiotherapist is ideal for tests like 
gait and balance assessment, These tests 
include: 

o observing the patient’s gait 
o Romberg test which is a test for 

proprioception. 
o TUG test 
o Single-leg stance in which patient 

stands on one leg on a firm surface 
with their eyes open for 10 seconds. 

o Sternal push which evaluates the 
ability of the patient to respond to an 
external stress. 

o Shoulder tug test involves the patient 
standing with feet close together and 
eyes open. The examiner, standing 
behind, gives a warning and briefly 
tugs both shoulders backward. 

o tandem gait or heel–toe walking 
o functional reach 
o ability to multitask: 1) Walk and talk: 

Does the person need to stop walking 
to engage in conversation? 2) 
Perform simple arithmetic while 
walking: Does gait speed slow 
significantly? 

For further information on assessing falls risk 
and prevention, refer to part A. Falls - Silver 
Book 

Not 
specified 

 

 

 

 

65+ years 

 

Practice point 

 

Cognitive impairment 

Cognitive impairment is a common and growing concern in older adults, encompassing a spectrum 

from mild cognitive impairment (MCI) to more severe conditions such as dementia (180). It is a leading 

contributor to disability and dependency in later life, impacting quality of life, decision-making and the 

ability to manage other health conditions.  

While there is ongoing debate about when cognitive abilities begin to decline, long-term studies have 

shown that decline can begin as early as middle age and it typically accelerates with advancing age 

(180). In Australia, an estimated 7.7% to 33.3% of adults aged 65 and over are living with some level 

of cognitive impairment (180). 

The RACGP advises against population-based cognitive screening, citing limited evidence of clinical 

benefit and highlighting potential harms, including overdiagnosis, unnecessary anxiety and 

inappropriate follow-up (5). Chambers et al. (181) further suggest that dementia testing in 

asymptomatic patients could lead to potential consequences including risk of inaccurate labelling, 

stigma and unintended impacts on a person's daily life, such as early loss of employment, restrictions 

on driving, reduced independence and diminished ability to manage financial or healthcare decisions. 

The RACGP encourages a case-finding approach, where cognitive assessment is considered if there are 

concerns raised by the patient, family, or clinician, or if the person has known risk factors such as 

memory loss, behavioural changes, concerns raised by family members, a history of repeated head 

trauma, Down syndrome, elevated cardiovascular risk, or depression (5). 
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In such cases, validated screening tools may be used as part of a broader clinical assessment, including 

in the 75+ health check. 

Clock Drawing Test (CDT) 

The Clock Drawing Test (CDT) is a well-established and easy-to-administer cognitive screening tool 

(182). The test involves asking the person to draw a clock face showing a specific time, testing memory, 

planning, spatial awareness and executive function (182). The CDT takes only a few minutes, requires 

minimal equipment or training and is particularly useful in detecting moderate to severe cognitive 

impairment (119, 120). 

The CDT is less sensitive to early or mild cognitive impairment and can give false positives in patients 

where performing CDT may be affected by poor vision or motor issues (183).  

General Practitioner Assessment of Cognition (GPCOG) 

The GPCOG is a validated screening tool designed for use in primary care. It comprises two parts: a 

brief cognitive test for the patient and, if necessary, an informant questionnaire is completed by 

someone who knows the patient (184). The patient assessment takes less than five minutes, while an 

informant interview takes about 2 minutes to complete (184). This test has been validated and can be 

easily administered by any primary care worker (183,184). 

The GPCOG has a high diagnostic accuracy and is well-suited for general practitioners due to its time 

efficiency (183). However, because most of the assessment tasks rely on writing or drawing, similar to 

CDT, the tool's effectiveness can be influenced by the patient’s physical capabilities, such as vision or 

hand dexterity (arthritis or tremor) (183).  

6-item Cognitive Impairment Test (6-CIT) 

The 6-Item Cognitive Impairment Test (6-CIT) is a concise, verbally administered six-question screening 

tool that evaluates memory, orientation and attention in older adults (183).  

The 6-CIT takes under 5 minutes, is suitable for telephone or face-to-face settings, making it well-suited 

for busy clinical settings. This test is well-validated across multiple settings and is practical and 

effective, particularly for rapid screening of cognitive dysfunction in busy practices (183).  

Mini-cog 

The Mini-Cog is a freely available screening tool that combines a three-item recall test with a clock 

drawing test (CDT), offering a quick and effective screen for dementia as it takes about three minutes 

to complete (185). It has demonstrated high sensitivity and specificity for dementia detection, meaning 

it is effective in identifying individuals who may have cognitive decline, while minimising false positives 

(186).  

This tool is both quick and practical and does not require extensive training or licensing, making it ideal 

for busy or resource-limited healthcare settings (186). 

Mini-Mental State Examination (MMSE) 

MMSE is the most widely used standardised tool for global cognitive screening, taking about 5-10 

minutes and useful for baseline and serial assessments. MMSE assesses the following aspects of 

cognitive function: 

• orientation; 
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• immediate and delayed recall; 

• attention and calculation; 

• language and visuospatial skills (187).  

Evidence supports the validity and clinical use of MMSE, however, some studies suggest the tool is not 

able to diagnose changes in specific cognitive domains and, therefore, should not replace a complete 

neuropsychological assessment (187). The MMSE is also subject to copyright restrictions. 

Standardised Mini-Mental State Examination (SMMSE) 

The RACGP Red Book recommends the use of the Standardised Mini-Mental State Examination 

(SMMSE) as a cognitive screening tool for assessing dementia (5). This recommendation replaces the 

Mini-Mental State Examination (MMSE) due to copyright restrictions (5). The SMMSE offers a 

structured, consistent format for evaluating dementia symptoms but should be used in conjunction 

with comprehensive history-taking and functional assessment (188).  

Table 3.11.  RACGP recommendations for cognitive and dementia assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red Book 
10th Ed  

Screening for dementia in general population 
is not recommended 

N/A Older adults Not recommended 
(strong) 

GPs should be alert to the symptoms and signs 
of dementia,  

Opportunis-
tically  

Not specified Conditional 

If any symptoms are found over several 
consultations, performing a comprehensive 
physical examination or administering one of 
the following cognitive tests is recommended: 

• Standardised Mini-Mental State 
Examination; 

• General Practitioner assessment of 
Cognition; 

• Clock drawing test; 

• Rowland Universal Dementia 
Assessment Scale (RUDAS): for detection 
of dementia across cultures); 

• Kimberley Indigenous Cognitive 
Assessment (KICA) tool as a component 
of dementia assessment for Aboriginal 
and Torres Strait Islander peoples living 
in remote areas; 

• Modified KICA, which may be used as a 
component of dementia assessment in 
more urban Aboriginal and Torres Strait 
Islander peoples.  

For more information on assessing and 
managing dementia, refer to Mental health 
and substance use, Dementia – Red Book. 
Dementia section - National guide to a 
preventive health assessment for Aboriginal 
and Torres Strait Islander people and the 
Best-practice guide to cognitive impairment 
and dementia care for Aboriginal and Torres 
Strait Islander people attending primary care. 

N/A Not specified Practice point 

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/preventive-activities-in-general-practice/about-the-red-book
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Silver Book 
5th Ed  

The following six steps should be included in 
consultation with symptomatic patients: 

• Cognitive function test (as listed above) 

• Pathology tests: routine haematology, 
biochemistry, including electrolytes, 
calcium, glucose, renal and liver function 
tests, thyroid function test and B12 and 
folate levels. 

• Imaging including chest x ray may also 
be necessary to exclude chest pathology 
causing delirium. 

• Assessment for depression (assessment 
tools discussed above) 

• Medication review (assessment tools 
discussed above) 

• Functional assessment (assessment tools 
discussed above) 

Not 
specified 

 

 

 

65+ years 

 

Conditional 

 

Cancer  

Cancer remains a major cause of illness and death in older Australians. In 2024, about 2,800 out of 

every 100,000 people in their 80s are expected to be diagnosed with cancer. Nearly 9 in 10 (about 

88%) diagnoses occur in people aged 50 and over (189). However, incidence is also rising in younger 

age groups, particularly those aged 30 to 49 years (189).  

Cancer screening plays a crucial role in detecting disease at an early stage, often before any symptoms 

appear, leading to more effective treatment, higher survival rates and better quality of life (190). While 

free national screening programs are available in Australia, GPs play a critical role in cancer detection, 

as they are often the first point of contact for patients with potential symptoms (191).  

National Cancer Screening Register (NCSR) 

The National Cancer Screening Register (NCSR) provides a central, secure, digital platform that 

supports Australia's cervical and bowel cancer screening programs. The national lung cancer screening 

program is to be integrated from July 2025 (192).  

Linked with key national health infrastructure, including Medicare, the Healthcare Identifiers Service, 

myGov and major pathology laboratories, the NCSR allows GPs to: 

• access patients’ screening histories and test results; 

• receive prompts for follow-up; 

• identify patients due or overdue for screening (56). 

Clinicians can access the register via a secure provider portal or compatible clinical software, 

streamlining workflows and enabling opportunistic screening during routine consultations (192,193). 

National Bowel Screening Program Kits (iFOBT) 

Healthcare providers can now order and distribute free bowel screening (iFOBT) kits in bulk from the 

National Cancer Screening Register (NCSR) to give directly to eligible patients. This "alternative access 

to kits" model complements the usual mail-out system and aims to improve awareness, increase 

participation and reduce barriers to participating in the bowel cancer screening program (194). 

NHMRC recommends the following for iFOBT screening (195): 

• Average risk: Begin iFOBT screening from age 50–74 years. 
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• Moderately risk: Screening age 40 years. 

• High risk: Screening from 35 years. 

Electronic Cancer Decision Screening Tools (eCDSTs) 

eCDSTs help GPs make informed decisions by providing recommendations, prompts or alerts using 

patient-specific data entered into the system or pulled from the electronic health record. These tools 

can be used during consultations or run continuously in the background to support more personalised, 

data-driven decisions (196). They include: 

CRISP  

The Colorectal Cancer Risk Predictor (CRISP) is a web-based tool that estimates an individual’s absolute 

risk of developing colorectal cancer over 5 years (197). A Melbourne study evaluated the impact of 

colorectal cancer risk assessment using the CRISP tool and found that the use of this risk assessment 

and decision support tool led to higher overall colorectal cancer screening rates, especially for those 

who were due for screening (197). 

 Despite CRISP’s strong accuracy in predicting cancer risk, an Australian simulation study with GPs, 

practice nurses and practice managers found that GPs generally viewed integration pf CRISP into 

routine screening was time-consuming and often preferred other screening methods, such as 

colonoscopy for average-risk patients, considering them more effective. However, CRISP's potential in 

colorectal screening was recognised and there was overall agreement among participants that practice 

nurses have more capacity and time to use CRISP effectively (198). 

iPrevent  

iPrevent is an evidence-based breast cancer risk assessment tool that provides personalised risk 

estimates and management advice aligned with Australian Guidelines. Unlike BreastScreen, which 

targets women aged 50-74, iPrevent is particularly useful for women under 50, addressing a known 

screening gap in this age group (199). This tool shows good accuracy in predicting 10-year and lifetime 

breast cancer risk by gathering information on lifestyle, medical and family history to deliver a series 

of appropriate risk management options for women depending on their risk level (199). 

iPrevent is a user-friendly online tool that allows patients to complete a questionnaire (~30 mins) prior 

to consultation, generates a personalised report including personalised risk estimates and a 

management plan. The report is then reviewed during follow up (200). 

First Primary Melanoma Risk Tool 

This tool was developed by the Melanoma Institute Australia to assist clinicians in shared decision-

making with patients about sun protection behaviours, skin surveillance and preventive strategies for 

melanoma (201). It is intended for individuals who have not previously been diagnosed with a primary 

melanoma (201).  

The tool is based on a published risk prediction model (202) which uses a range of risk factors such as 

age, sex, skin type, number of moles, family history, sun exposure and history of sunburn to predict 

the likelihood of developing a first primary invasive melanoma (201).  

By providing a quantitative risk estimate, the tool can help clinicians identify patients at higher risk, 

guide tailored prevention advice, support more appropriate scheduling of skin checks or referrals to 

dermatology and promote risk-appropriate sun protection strategies (201).  

https://doi.org/10.1186/s13063-018-2764-7
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RACGP endorses the use of risk prediction tools developed by Melanoma Institute Australia, as well as 

the Melanoma Risk Predictor and Keratinocyte risk score developed by QIMR Berghofer Medical 

Research Institute (5).  

Table 3.12. RACGP recommendations for breast, cervical, colorectal, skin and prostate cancer screening  

 
Guidelines Recommendations  Frequency Target 

population 
Evidence 
grade 

Red Book 10th 
Ed 

Breast cancer 

• For asymptomatic, average-risk or 
slightly higher-risk women, screening 
mammograms and active recalls for 50-
74 year old women is recommended.  

• For women at potentially high risk or 
carrying a mutation, offer referral to a 
familial cancer clinic for risk 
assessment, possible genetic testing 
and a risk reduction management plan. 

For quick risk prediction of breast cancer, 
RACGP has recommended the use of 
iPrevent. For more information on assessing 
and managing breast cancer, refer to Breast 
Cancer – Red Book and Prevention and early 
detection of breast cancer chapter- National 
guide to a preventive health assessment for 
Aboriginal and Torres Strait Islander people. 

 

Every 2 years 

 

 

 

 

 

 

 

 

50-74 years 

 

 

 

 

 

 

Conditional 

Cervical cancer 

• Women and people with a cervix who 
have ever had sexual contact and are 
eligible should have a screening test, 
either self-collected or clinician-
collected. 

Women aged 75+ who have never been 
screened or not screened in the past five 
years can request a cervical screening test. 
For more information on cervical cancer 
assessment and management, refer to 
Cervical Screening– Red Book and 
Prevention and early detection of cervical 
cancer chapter -   National guide to a 
preventive health assessment for Aboriginal 
and Torres Strait Islander people,  

 

Every 5 years 

 

 

25-74 years  

 

 

 

75+ 

 

Strong 

Colorectal (bowel) cancer 

• iFOBT is recommended for those at 
average risk of colorectal cancer. 

• For people at moderately increased risk 
of colorectal cancer colonoscopy should 
be offered starting either at age 50 or 
10 years before their first-degree 
relative was diagnosed. 

For more information on colorectal cancer 
assessment and management, refer to 
Colorectal Cancer – Red Book and 
Prevention and early detection of colorectal 
(bowel) cancer chapter - National guide to a 
preventive health assessment for Aboriginal 
and Torres Strait Islander people. 

 

Every 2 years 

 

Every 5 years 

 

 

 

 

Not specified 

Conditional 

https://publications.qimrberghofer.edu.au/p/qimr/qskinriskcalculator
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Prostate Cancer 

Offer men the opportunity to discuss the 
potential benefits and harms of PSA testing 
as a screening test for prostate cancer. If 
consent is obtained, PSA testing is 
conditionally recommended to: 

• men at average risk, aged 50-69, every 
2 years; 

• men at moderate risk, due to their 
family history, aged 45-69, every 2 
years; 

• men at high risk, due to their family 
history, aged 40-60, every 2 years. 

For more information on screening and 
managing prostate cancer, refer to the 
Prostate Cancer - Red Book and the National 
guide to a preventive health assessment for 
Aboriginal and Torres Strait Islander 
people, Chapter 19: Prevention and early 
detection of cancer – Early detection of 
prostate cancer. 

 

Every 2 years 

 

 

 

 

 

 

Conditional 

Skin cancer: 

• For individuals with average and below 
risk, skin checks are not recommended.  

• Opportunistic examination of the skin is 
recommended for individuals at above-
average risk of developing melanoma or 
keratinocyte cancer. 

• Regular skin checks for those at high 
risk.  

Individuals at very high risk of developing a 
new primary melanoma should be checked 
regularly by a clinician with six-monthly full 
skin examination supported by total body 
photography and dermoscopy. For more 
information on scare cancer screening and 
management, refer to Skin Cancer – Red 
Book, and for specific recommendations for 
Aboriginal and Torres Strait Islander people, 
refer to the national guide to a preventive 
health assessment for Aboriginal and Torres 
Strait Islander people. 

 

 

 

No more than 
once every 12 
months 

 

 

Every 12 
months  

Every 6 
months 
(practice 
point) 

Not specified Conditional 

Cardiovascular diseases 

Cardiovascular disease (CVD) remains one of the leading causes of morbidity and mortality in Australia 

(203). Data from the 2022 National Health Survey conducted by the Australian Bureau of Statistics 

indicate that approximately 1.3 million adults, or 6.7% of Australians aged 18 years and over, reported 

living with heart, stroke or vascular conditions, while 3.0% reported having coronary heart disease, 

including angina and myocardial infarction (204). 

The prevalence of CVD increases with age, affecting nearly 28% of adults aged 75 years and older (204). 

This age-related increase is attributed to structural and functional changes in the cardiovascular 

system, which collectively elevate CVD risk and related complications. As a result, older adults bear a 

significant burden of disease, disability, hospitalisation and poor quality of life due to cardiovascular 

disease (205).  
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Tailoring cardiovascular risk screening to a person’s age, clinical profile and social context during 

routine health checks can improve detection and promote timely, comprehensive preventive care and 

improve heart health outcomes (206). Tools that integrate individual data into risk models, such as 

digital decision support tools, can help primary care clinicians quickly assess a patient’s CVD risk and 

guide personalised care (207). Two notable tools in Australian primary care include the Framingham 

Risk Score (FRS) and the Australian CVD Risk Calculator (AusCVDRisk).  

Framingham Risk Score (FRS) 

The Framingham Risk Score is one of the earliest and most widely validated tools for assessing 

cardiovascular risk. Developed from the Framingham Heart Study cohort in the United States, it 

estimates the 10-year probability of a cardiovascular event such as myocardial infarction or stroke. The 

model includes conventional risk factors: such as  

• age and sex; 

• total and high-density lipoprotein, cholesterol; 

• systolic blood pressure (treated or untreated); 

• smoking status and 

• presence of diabetes (208).  

The FRS is supported by a Class I recommendation in the American College of Cardiology (ACC) and 

American Heart Association (AHA) guidelines for risk assessment in asymptomatic adults (209). The 

Framingham Risk Score can be efficiently administered as it is integrated into many clinical software 

programs, enabling automated calculations using existing patient data, enhancing both the accuracy 

and efficiency of risk stratification in routine care (209).  

AusCVD Risk Calculator 

In Australia, GPs have traditionally used a heart disease risk calculator based on the Framingham Risk 

model, which came from an older U.S. study of mostly white participants, using data from the 1960s 

to 1980s. This tool has since been found to underestimate cardiovascular risk in today's Australian 

population and to miss important factors like socioeconomic disadvantage, which increases the risk of 

heart attack and stroke (210). To address these issues, the National Heart Foundation of Australia, on 

behalf of the Australian Chronic Disease Prevention Alliance, led the development of the 2023 

Australian Guidelines for Assessing and Managing Cardiovascular Disease Risk, with a new risk 

calculator: the Australian CVD Risk Calculator (AUSCVD Risk) (210). 

The updated tool is based on the PREDICT equation from New Zealand (209), which includes additional 

risk modifiers such as: 

• ethnicity; 

• social deprivation index; 

• atrial fibrillation; 

• diabetes-specific markers and 

• use of current cardiovascular medications (210). 

The AUSCVD Risk Calculator estimates a person’s five-year risk of hospitalisation or death due to heart 

disease, stroke, or other cardiovascular events. It provides a percentage risk score and includes 

optional inputs to refine risk estimates for people with type 2 diabetes (211). AUSCVDRISK is also used 

as part of Medicare-funded Heart Health Checks, a 20-minute consultation designed to assess a 

patient’s likelihood of developing cardiovascular disease (212). These checks are recommended every 
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two years for both men and women aged 45 years and over, or 30 years and over for Aboriginal and 

Torres Strait Islander peoples (212). 

AUSCVD Risk calculator is endorsed by the RACGP and recommended by the Australian guideline for 

assessing and managing cardiovascular disease risk (211). However, the AUSCVD risk calculator is only 

designed for individuals aged up to 79 years. Since its risk estimates are based on data from a younger 

age group (30–79 years), it may not provide accurate predictions for those aged 80 and above. For 

people in this older age group, cardiovascular risk should be assessed and managed based on individual 

clinical judgment.  

The calculator is easy to use in clinical practice and is readily available online. However, unlike previous 

calculators that were integrated into most clinical software systems, this tool requires manual entry of 

patient information, which may increase the administrative burden in busy primary care practices and 

limit its uptake unless better integration into clinical workflows is achieved (213).  

Table 3.5. RACGP and National CVD screening recommendations 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

Red book 10th Ed 
(5) 

Opportunistic screening for 
hypertension in the general population 
from age 18 years is recommended.  

Opportunis-
tically 

18+ 

 

Strong 

Assessing cardiovascular disease (CVD) 
risk in all people using the AUSCVD Risk 
Calculator 

Every 5 
years 

45-79 Strong- 

In adults with low CVD risk, blood tests 
(for lipid levels) results within five years 
may be used for review of CVD risk, 
unless there are contrary reasons to 
review more regularly.  

 Not specified N/A 

Routine measurement of cholesterol 
before the age of 45 is not 
recommended.  

  Generally not 
recommended 

CVD risk 
assessment 
guidelines (214) 

Assess CVD risk for all people without 
known CVD using AUCVD RISK 

 45-79 years 
 

Conditional  

Assess CVD risk in people with diabetes 
without known CVD using AUSCVDRISK 

 35-79 years 
 

Conditional  

For First Nations people without known 
CVD: 

• assess individual CVD risk factors 
from age 18 to 29 years; 

• assess CVD risk using the AUSCVD 
RISK from age 30 to 79 years. 

  Practice point 

 

Chronic Obstructive Pulmonary Disease  

Chronic Obstructive Pulmonary Disease (COPD) is more prevalent among older Australians, with rates 

rising significantly with age. While the overall prevalence of COPD in Australia is estimated at around 

2.5%, data from the Australian Bureau of Statistics show that 7.0% of people aged 65 and over have 

COPD (215). Older age is a recognised risk factor for COPD, largely because the disease develops 

gradually over time. Long-term exposure to risk factors such as cigarette smoke, biomass fuels and 

certain occupational hazards contributes to its onset (216). Emerging evidence also suggests that 

https://www.cvdcheck.org.au/overview
https://www.cvdcheck.org.au/overview
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biological ageing processes may interact with, or even accelerate, the cellular mechanisms that lead to 

COPD, indicating that normal ageing itself may play a role in disease development (216). 

Despite its burden, COPD often remains underdiagnosed or misdiagnosed in primary care (217). This 

is largely due to inconsistent use of spirometry, ‘a universally advocated tool’ recommended in clinical 

guidelines for confirming COPD and enabling timely intervention (217). Barriers to the routine use of 

spirometry include limited time during consultations, staffing shortages, variability in equipment 

quality, insufficient training and a lack of clinician confidence in interpreting results (218).  

While spirometry remains the gold standard, alternative symptom-based questionnaires, which can 

assess COPD risk factors such as smoking history and symptoms commonly associated with COPD, may 

be helpful as an initial screening tool to identify patients who may be at risk, particularly in settings 

where access to spirometry and other respiratory function test devices are limited. These symptoms-

based screening tools could also be readily implemented as self-administered questionnaires or as part 

of nurse-led screening in primary care settings. 

COPD Population Screener Questionnaire (COPD-PS) 

A Clinician Working Group, based in the US, developed a simple, self-administered tool called the 

COPD-PS to help identify people in the general community who may be at higher risk of developing 

COPD (219). The tool includes five short questions: 

• one related to age; 

• one related to smoking habits; 

• three about common COPD symptoms such as breathlessness, a persistent phlegmy cough, 

and difficulty with physical activity (219).  

The tool has been tested in various countries and has shown moderate to good accuracy in identifying 

people who are likely to have or develop COPD (219–221). However, the use of COPD-PS has not yet 

been validated in younger adults as it has been studied only in patients 50 and older (221,222).  

The COPD Diagnostic Questionnaire (CDQ) 

CDQ is one of the most widely used screening tools in clinical practice (223). It consists of eight 

questions covering demographics, smoking history and respiratory symptoms and is designed for use 

in people aged 40 and over who have a history of smoking but no previous diagnosis of a respiratory 

condition. The aim of the CDQ is to help identify individuals in the general population who may have 

airflow limitation, facilitating early detection of COPD (224). 

Participants receive a score out of 38 and are then grouped into three risk categories: decreased 

likelihood (score <16.5), intermediate likelihood (≥16.5–<19.5) and increased likelihood (≥19.5) of 

having airflow obstruction (224). Research suggests that individuals in the increased likelihood group 

should be referred for spirometry while those in the decreased likelihood group are unlikely to need 

further testing in most cases (224). 

Although the CDQ showed high accuracy in its initial development, later studies have reported mixed 

results (225). A 2022 study found the tool to be reasonably good at identifying people who may have 

COPD, with sensitivity ranging from 79.7% to 93.9%. However, its specificity was low (24.4% to 46.8%) 

meaning it may produce false positives. Overall, the CDQ has demonstrated moderate accuracy and is 

best used as a preliminary screening tool to guide further investigation (224). 
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PRECURSOR (predicting your patient’s risk of airway obstruction) 

Developed in Australia, the PRECURSOR risk prediction model is based on a questionnaire for adults in 

their 40s that provides data to estimate their risk of developing COPD in their 50s (221). This model 

was developed and validated using data from two of the world’s largest general population respiratory 

cohorts and is specifically designed for younger adults who may not yet show obvious symptoms (221). 

It is currently being adapted into a web-based format, to enable people in their 40s to complete it 

online, potentially via an invitation sent through SMS, email or post (221). Once completed, a summary 

report could be sent directly to their general practice for follow-up  (221). This model offers a promising 

way to identify those at high risk of developing COPD over the next 10 years, enabling earlier 

monitoring and intervention long before symptoms become apparent (226). This tool has been 

proposed as a standardised risk assessment for COPD for ‘younger’ high-risk individuals that could be 

used in the 45- to 49-year-old health check or as a standalone tool for adults aged in their 40s (221). 

Table 3.14. Recommendations for primary care on COPD by Lung Foundation Australia 

Guidelines Recommendations  Frequency Target 
population 

Recommendation 
grade 

COPD-X Concise 
Guide, 
(endorsed by 
RACGP) (227) 

 

Begin with a thorough history and 
examination for COPD, document history 
of: 

• respiratory symptoms (including 
exertional breathlessness, cough, 
sputum, chest infections, or 
exacerbations); 

• smoking and vaping; 
• occupational exposures 

environmental exposures; 

• premature birth childhood and 
respiratory problems; 

• asthma; 

• age of onset of symptoms; 

• family history. 

N/A 

 

N/A Strong  

• Use the Lung Foundation Australia’s 
2-minute Lung Health Checklist to 
identify patients needing spirometry. 

• Share the link for completion at 
home, in the waiting room, or during 
consultations. 

• Incorporate the checklist into Health 
Assessments or Care Plan visits.  

• Consider identifying high-risk patients 
(e.g. over 35 with a smoking history 
and no spirometry) or link it to a CPD 
Measuring Outcomes audit. 

Opportunist-
ically  

N/A N/A 

Perform or arrange spirometry for people 
aged 35+ with any of the following:  

• current or past smoking; 
• new or persistent cough; 

• mucus production; 

• breathlessness; 

• chest tightness or wheeze; 

• recurrent chest infections; 

• or relevant occupational exposure. 

N/A 35+ Strong  
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For more information on COPD 
assessment and management, refer to 
COPD-X Handbook 

Palliative care needs 

As patients reach the advanced stages of chronic or life-limiting illnesses, they often experience a high 

burden of pain, physical and psychological and spiritual symptoms. At this stage, individuals with any 

progressive condition may benefit from palliative care (228). The goal of palliative care is to prevent 

and relieve suffering and help people live as fully and as comfortably as possible with a life-limiting or 

terminal illness (228,229).  

Early identification of palliative care needs and timely initiation of supportive interventions are 

associated with: 

• improved symptom control; 

• better care coordination; 

• enhanced patient and caregiver satisfaction; 

• reduced unplanned hospital admissions (89). 

Advance care planning (ACP) discussions, which are a key part of palliative care, should be routinely 

integrated into general practice, particularly during structured health assessments such as the 

75+health Assessment (75+HA).  

A qualitative study exploring the barriers and enablers to implementing ACP in primary care found that 

practice nurses and GPs see real value in incorporating these conversations into existing consultations. 

Embedding ACP into Medicare-funded assessments like the 75+HA not only creates a natural 

touchpoint for these discussions but also helps address financial barriers by allowing the activity to be 

reimbursed under current item numbers (230). 

Routine screening for palliative care needs can support early recognition of functional, decline, frailty, 

and disease progression, allowing for timely referrals to specialist services and ensuring more older 

adults engage in advance care planning and receive appropriate end-of-life care (231).  

Surprise Question (SQ) 

The SQ (Surprise Question) is a quick, intuitive screening prompt that asks the clinician: “Would you 

be surprised if the patient were to die in the next 6-12 months?”. If the answer in “no”, this may 

indicate a need for further palliative assessment. 

The SQ has been found to identify unmet palliative care needs in 41% to 79% of patients with advanced 

progressive diseases (232). However, the tool’s subjectivity and variability in clinician judgment can 

limit its standalone accuracy (232). 

SPICT (Supportive and Palliative Care Indicator Tool) 

The SPICT is a more structured and evidence-based tool used to identify people with deteriorating 

health and one or more life-limiting conditions who may benefit from a palliative approach to care 

(231). SPICT helps clinicians assess: 

• functional decline; 

• escalating illness burden; 

• increased need for care or support and 
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• clinical indicators of poor prognosis (e.g. frequent hospitalization, weight loss and 

multimorbidity) (91). 

Compared to the SQ, SPICT offers greater accuracy and encourages a patient-centred, multifactorial 

assessment (232). SPICT is freely available online, along with a detailed user guide and is widely used 

internationally across primary, aged care and community settings (231).   

Table 3.15.  RACGP recommendations for palliative care needs assessment 

Guidelines Recommendations  Frequency Target 
population 

Recommendati
on grade 

Silver book (5th 
Ed)  

Assess general features of decline:  

• deteriorating health status;  

• increasing care needs;  

preference for no further life-prolonging 
treatments Assess clinical indicators:  

• disease progression (e.g., cancer, 
heart failure, dementia, COPD) and  

• its clinical manifestations. 

Assess palliative care needs using: SPCIT 
and/or Surprise Question  

For more information on identification, 
assessment and management of palliative 
care needs, refer to part A. Palliative and 
end-of-life care – Silver Book 

N/A 

 

 

 

 

Age not 
specified  

 

 

Practice point 

 

Carer needs assessment 

Carers provide an estimated 75% to 80% of care to older adults living in the community (233). In 

Australia, around 2.65 million people (about 11% of the population) act as informal carers (234). These 

are people who care for someone within an existing relationship, such as a family member, friend or 

neighbour (235). Most informal carers are unpaid, although some may receive income support or 

access other assistance services (235).  

While much of the research on caregiving focuses on the carer role in helping a person with activities 

of daily living, a less explored but critical part of the carer role is navigating the healthcare system 

(233). Recognising the vital contribution carers make, several professional organisations have called 

for greater support and formal inclusion of carers within healthcare settings (233). 

A UK study exploring the views of health and social care providers for older adults found that, although 

the role of primary care in supporting carers is recognised, most participants felt that current support 

is lacking (236). Some positive practices were identified by the participants of this study such as the 

use of carer champions, carer registers, quicker referrals to social care and more carer-aware cancer 

and dementia services. However, overall support for carers was seen as inconsistent, with much of the 

burden falling on social care services. Stakeholders agreed that primary care, in collaboration with 

other health and care services, has an important role in more proactively identifying and supporting 

carers (236). 

Some of the brief and validated carers’ needs assessment tools identified in literature are: 

https://www.spict.org.uk/usingspict/
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Zarit Burden Interview (ZBI) 

The Zarit Burden Interview (ZBI) is one of the most commonly used tools for assessing caregiver burden 

(237). Originally developed as a 29-item questionnaire, it was later shortened to 22 items, with further 

research supporting further shortened versions, including 12-item and 4-item formats (237,238). 

Higginson et al. validated the shorter ZBI versions in carers of people with advanced cancer, dementia, 

and acquired brain injury (239). A German study also tested the ZBI-7 and ZBI-1 in primary care and 

found both to be reliable and valid (238).  These shortened versions, especially the ultra-short ZBI-1, 

offer a quick measure of caregiver burden and these versions can be self-administered by carers or 

completed by health professionals in clinical settings (238). According to the American Psychological 

Association, the ZBI has been translated into several languages, including Chinese, French, Japanese, 

German, Hebrew, Spanish, Korean, Hindi, and Portuguese. However, the Chinese version showed poor 

validity and the Hebrew version had lower reliability than the English version. Information on other 

translations is limited (240). 

Carer Support Needs Assessment Tool (CSNAT) 

CSNAT is a brief, evidence-based tool designed to directly measure the support needs of carers. A 

validation study has shown that CSNAT is easy to understand and shows content validity and that it 

effectively captures the key areas where carers may need help (241). The tool is suitable for both 

research and everyday use in palliative care due to its comprehensive yet easy-to-administer format. 

According to the CSNAT-I website, this tool is available in 19 languages (242) and encompasses 15 

broad domains (broad areas of support needs) to help practitioners identify areas where carers require 

additional assistance, both in caring for someone at home and in managing their own health and 

wellbeing (243). This tool also serves as a prompt for meaningful, needs-based conversations between 

carers and practitioners, helping to tailor support to an individual’s situation (243). 

Barriers and enablers to effective screening for healthy ageing 

Implementing quality improvement strategies in primary care 

Quality improvement (QI) is defined as “a process of approaching systemic problems in healthcare” 

(244). In general practice, care is delivered by a wide range of staff with different roles and training, all 

working within a system that utilises electronic medical records and other technologies – how staff, 

systems and patients interact with each other can directly shape the quality and outcomes of care 

(244). QI aims to improve these processes so that care becomes more reliable, consistent and patient-

focused (244). QI strategies include academic detailing (evidence-based clinical education), practice 

facilitation, data analysis and reflective practices to promote shared responsibility for improved 

patient care (244–246). There is strong evidence that QI leads to safer, more effective care, especially 

when the whole practice team is involved (245). For example, to address low cancer screening rates in 

the United States, a study assessed the impact of QI strategies in primary care practices across multiple 

primary care clinics in New York. The study found that, when practices participated in academic 

detailing and project facilitation, rates of breast and colorectal cancer screening increased significantly 

after the intervention when compared with the pre-intervention screening data (extracted from 

primary care electronic medical records) (246). 

The RACGP Standards for General Practices (5th edition) (5) encourage practices to regularly review 

their systems, processes and structures as part of QI efforts to help identify areas for change and 

support better, safer care (244). Additionally, practices can also participate in programs like the 
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Practice Incentives Program Quality Improvement, which provides financial support for ongoing QI 

activities (247).  

Incorporating patient-centred tools  

In primary care, Patient-Reported Measures (PRMs) and Patient Activation Measures (PAMs), play a 

significant role in facilitating person-centred care and can be used to benchmark quality improvement 

in healthcare.  

Patient reported measures (PRMs) and activation measures (PAMs) are surveys/tools that collect 

information directly from patients about their healthcare experiences, health outcomes (248) and 

knowledge skills and confidence in managing their health (249).  

PRMs are of two main types: Patient-Reported Experience Measures (PREMs), which capture patients’ 

perceptions of their interactions with healthcare services (248) and Patient-Reported Outcome 

Measures (PROMs), which assess a person’s views on their quality of life, daily functioning, symptoms 

and overall health and wellbeing (250).  

In addition to standard screening tools, practices may benefit from incorporating validated patient 

measures to support proactive and person-centred care planning. Routinely collecting and integrating 

PROMs, PREMs and PAMs into electronic health records can enable clinicians to actively use this data 

in day-to-day practice to enhance clinical interactions, support shared decision-making and facilitate 

more tailored, patient-centred care (250). At a broader level, aggregated patient data can be used for 

systematic evaluation, quality improvement and benchmarking across and with other services (251). 

These activities support a shift toward value-based healthcare by driving improvements in care 

delivery and outcomes. Evidence shows that such mechanisms can help raise care standards within 

and across practices and healthcare institutions (251). 

In primary care, these measures can be used at various stages of the care journey, such as before 

consultations (for example, via tablets in waiting rooms or online platforms), during assessments to 

guide discussions, or after visits to monitor outcomes and progress over time. 

PREMS in primary care 

The RACGP Standards for general practices (5th edition) (252) provides for practices to collect 

feedback from patients, carers and other relevant parties in line with the RACGP’s Patient Feedback 

Guide (253). Practices are also expected to analyse and respond to this feedback and communicate 

back to patients how their input has been used to improve quality (253). As well, the Australian 

Commission on Safety and Quality in Health Care has developed the Australian Hospital Patient 

Experience Question Set as a free patient experience measure tool for hospital settings (250). 

However, there is currently no nationally endorsed or standardised PREM specifically designed for use 

in primary care in Australia.  

The RACGP recommends several options for gathering patient experience data (253). These include 

the use of commercial tools approved by the RACGP, such as Insync’s Patient Satisfaction Instrument 

(PSI) and CFEP Survey’s Patient Accreditation Improvement Survey (PAIS), both of which are fee-based. 

Alternatively, practices may choose to develop their own feedback tools using the RACGP Toolkit for 

developing practice-specific questionnaires (253).  
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A validated PREM tailored for Aboriginal and Torres Strait Islander people accessing primary health 

care is also in development (254). The purpose of this PREM is to support primary healthcare services 

in delivering more culturally responsive, person-centred care and to improve health outcomes for 

Aboriginal and Torres Strait Islander people (254). 

PROMS in primary care 

To strengthen patient-clinician collaboration, the Australian Commission on Safety and Quality in 

Health Care has published a list of validated Patient-Reported Outcome Measures (PROMs) for 

assessing both general health and specific high-burden conditions (250). These tools are readily 

available on the Commission’s website, allowing primary care clinicians to choose tools that best align 

with their clinical context and the specific needs of their patients. Additionally, the International 

Consortium for Health Outcomes Measurement (ICHOM), an independent non-profit based in Boston, 

has developed 46 concise, evidence-based standardised sets of patient-centred outcome measures 

(255). These sets prioritise both clinical and quality-of-life outcomes across the life course, from 

childhood through advanced age and include outcome measures for areas such as cardiometabolic 

health, cancer, mental health, urology, infectious disease, and vision. Examples of some of these sets 

are presented in Box 3.16. (255). 

Box 3.1. ICHOM sets of patient-centred outcome measures  

Life-Course Standard Sets 

1. Overall Adult Health Standard Set 

• Population: Adults aged 18+ 
• Domains covered: General health, functioning, mental health, social support, quality of life 

• PROMs used: PROMIS Global Health v1.2, WHO-5 Well-being Index, WHO Disability Assessment Schedule 
2.0.  

2. Older Persons Standard Set 

• Population: Adults aged 65+ or those with frailty or multimorbidity 

• Domains covered: Functioning, cognition, falls, mobility, social isolation, carer needs 

• PROMs used: UCLA 3-item Loneliness Scale, 36-Item Short Form Survey Instrument Version 1 (SF-36), 
Adult Social Care Outcomes Toolkit, Zarit Burden Interview 4-item screening questionnaire, Canadian 
Study on Health & Aging Clinical Frailty Scale 

Condition-Specific Standard Sets 

3. Dementia Standard Set 

• Population: People living with dementia and their carers 

• Domains covered: Cognitive decline, behavioural symptoms, mood, functional ability, carer impact 

• PROMs used: Neuropsychiatric Inventory (NPI), Bristol Activity Daily Living Scale (BADLS). Clincal 
Dementia Rating  

4. Diabetes Standard Set 

• Population: Adults with type 1 or type 2 diabetes 

• Domains covered: Glycaemic control, acute events, complications, service use, diabetes distress, 
depression 

• PROMs used: WHO-5 Wellbeing Index, PHQ-9 

 

PAMs in primary care 

The active involvement of patients in medical discussions and decision-making has long been 

recognised as essential (255). Active involvement, or referred to as patient activation in literature, is 
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the heart of personalised care, and is defined as “an individual's knowledge, skill and confidence for 

managing their health and health care” (256).  

Research shows that people with higher activation levels tend to have better health habits, manage 

long-term conditions more effectively and have better overall health outcomes (257). Those with lower 

activation levels are less likely to follow healthy behaviours and are more likely to experience poorer 

health and frequent hospital visits (258).  

Despite growing consensus on the value of patient activation and engagement in delivering high-

quality, person-centred care, it remains limited and underutilised in primary care QI initiatives (258). 

A key barrier to this is the lack of experience and systems in place to support and measure activation 

effectively (258).  

Whilst many patient activation tools have been developed and validated, there are no nationally 

consistent tools to measure the behaviours of patients in response to their care (259). Over 600 peer-

reviewed, published studies worldwide support the use of PAM survey (the PAM) as a validated scale 

(259) to measure an individual’s self-efficacy skills (i.e. the confidence to exert control over motivation 

and behaviour) and subsequent capacity and willingness to engage in health and self-care (260).  

There are two versions of the PAM, a 10 and a 13-item survey that provide a quick assessment of a 

person’s activation level (259). Based on survey responses, individuals are placed into one of four 

activation levels (259): 

• Level 1: Disengaged and overwhelmed (low activation). 

• Level 2: Becoming aware but still struggling. 

• Level 3: Taking action. 

• Level 4: Maintaining behaviours and striving for improvement (high activation). 

The PAM has been used to inform clinical practice through the provision of information, tailored 

support, interventions and health coaching to patients based on their activation level (260). 

Other tools to measure patient activation are discussed in Chapter 9 of this review. 

Continuous care and improved referral pathways 

Inadequate follow-up care or support after initial screening or treatment can leave patients feeling 

disengaged and unsupported (261). Evidence shows that coordinated and continuous care is 

associated with better health outcomes, including improved chronic disease management and lower 

hospitalisation rates (262). Fragmented care can lead to delayed diagnoses, medication errors, 

unnecessary repeat investigations and high healthcare costs (263). This fragmentation is commonly 

experienced by patients living in rural and remote areas (262) and those from culturally and 

linguistically diverse backgrounds (264). 

Fragmented care occurs more often when healthcare professionals practice disease-centric care, work 

in silos (265) or have low engagement and confidence to explore the social determinants of health in 

their routine practice, missing the opportunity to collaborate with other care providers or to link at-

risk patients with social services (266). Without clear, coordinated continuous care pathways, including 

referral to specialists or developing follow-up care plans, screening becomes a disconnected process, 

particularly for older adults or those with multiple health and social needs, leading to gaps in care and 

poorer health outcomes. Continuous care requires deliberate effort to guide patients through the 

complex healthcare system, from the first consultation through to follow-up (261). Clinical guidelines, 
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such as the RACGP Standards for General Practice (5th Edition) (252) and the Red Book (5), recommend 

that, when a screening result is positive, GPs should promptly organise a follow-up appointment and 

clearly explain the result and the next steps. Using proactive strategies such as recalls and reminders 

increases the likelihood that patients will return to the practice, for example, to review test results or 

take part in preventive health activities like cancer screening (252). While a positive screening result 

does not confirm a diagnosis, it indicates the need for further investigation, such as referring a patient 

for a colonoscopy after a positive bowel cancer screen (5). 

Referrals are part of continuous care, particularly for patients with complex health needs and, 

therefore, strengthening referral pathways is essential (267). Well-designed referral pathways can 

enhance multidisciplinary care planning, support consistent clinical standards, improve patient and 

provider communication, and reduce unnecessary variation in care delivery (268). The RACGP 

recommends early referral for formal assessment and specialist care where needed (5), as well as 

ongoing monitoring through routine consultations (252). GPs are further encouraged to connect 

patients with community-based services beyond general practice, such as aged care or allied health 

supports (252). Warm referrals, where a primary care clinician directly introduces the patient to 

another service provider, such as a behavioural health clinician, are also increasingly being 

incorporated for integrated care (269). This approach to care helps build patient trust, improves 

engagement within services and has been shown to increase attendance and overall satisfaction with 

behavioural and community health services (269,270). 

Follow-up care should be tailored to each individual’s needs, taking into account gender, cultural 

background and social factors (252). The RACGP emphasises the importance of providing culturally 

safe care, which may include access to a clinician of the same gender and for Aboriginal and Torres 

Strait Islander patients, involving a trusted support person such as Aboriginal and Torres Strait Islander 

health workers, practitioners or nurses (252). 

Health literacy, language, and cultural barriers in screening process 

Many patients face significant barriers to engaging with health information, particularly those with low 

health literacy or from CALD backgrounds (271,272). Patients from CALD backgrounds may find 

screening processes intrusive, particularly when sensitive or culturally stigmatised topics are involved. 

Others may distrust the process due to past experiences of racism or systemic oppression (273). 

Cultural safety in clinical practice is key to overcoming these barriers and includes respectful 

communication, shared decision-making and involving family members in care when appropriate 

(274). Additionally, using trained interpreters and translated materials/tools/resources can also 

improve patient understanding and healthcare engagement. Soled et al. (2020) advocate for 

reconceptualising the use of interpreters as collaborative partners who can “provide valuable insights 

that extend beyond language interpretation at the bedside and who can function as both language and 

cultural interpreters and know these patient communities well” (272). In Australia, GPs can access the 

free Translating and Interpreting Service, though longer consultation times may be needed to use this 

service effectively, requiring additional funding support (275). 

Health systems and information have become increasingly complex and around 60% of Australian 

adults are estimated to have low individual health literacy, limiting people’s ability to make informed 

decisions, adhere to treatment or access services effectively (276). While many screening tools, 

identified in this chapter, are translated into multiple languages, few are designed with health literacy 
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in mind, often assuming a baseline level of medical knowledge and language proficiency that is not 

generalisable to all patients.  

To address health literacy more systematically, the Australian Commission on Safety and Quality in 

Health Care recommends that practitioners ensure that all health information is in clear language, 

focused and usable during clinical interactions (276). The Canberra Health Literacy Hub further 

recommends that, instead of assessing each patient’s health literacy, practitioners should assume that 

all patients may have difficulty understanding and focus on finding out what they already know, sharing 

clear information, supporting their understanding of their health and treatment options, and helping 

them navigate the health system (113). 
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Background 

Promotion of healthy ageing is reliant on development of preventive and person-centered health care, 

particularly in primary and community health care (1). General practitioners (GPs) are typically the first 

point of contact in the primary care setting although, in some communities and particularly in rural 

and remote regions, nurses, including nurse practitioners, may be the principal primary care provider 

(2). Regardless of provider type, supporting older people to maintain optimal health relies on primary 

health care prevention, early identification, timely intervention and functional support (3,4). As 

outlined in Chapter 1, general practice is well positioned to support healthy ageing by providing 

proactive, lifelong care that prevents or delays the onset of chronic conditions, promotes and supports 

positive behavioural change and coordinates services across care settings. Through multidisciplinary 

team-based models, general practice can deliver comprehensive care across the ageing lifecourse, 

addressing not only clinical health needs but also the social and personal factors that influence 

wellbeing, from preventive care through to end-of-life support (4). 

Partnering with consumers, whether through co-design, shared decision-making or systematic 

feedback collection, enhances the relevance, acceptability and sustainability of primary care strategies 

for healthy ageing. Embedding the perspectives of older people and their carers in health care ensures 

interventions address what matters most to those they aim to serve (5,6). 

Findings from the 2024 Commonwealth Fund International Health Policy Survey of Older Adults across 

10 countries highlight the role of continuity of care in improving preventive health outcomes. The 

survey reported that older adults with a regular and identifiable source of care were more likely to 

receive recommended immunisations, including those for influenza, pneumonia and respiratory 

syncytial virus. Regular engagement with a primary care provider was also associated with the uptake 

of health-promoting behaviours such as healthy eating and physical activity (7). 

This chapter presents evidence-based, person-centred interventions in primary and community health 

care that promote healthy ageing throughout adulthood. The approach aligns with both the UN 

Decade of Healthy Ageing: Plan of Action (2021-2030) and Australia’s National Preventive Health 

Strategy, each of which emphasise the importance of maintenance of functional ability, strengthening 

of preventive action and support for ageing in place (3,8). 

A significant policy and practice development relevant to the role of primary care in healthy ageing is 

the growing emphasis on interventions supporting reablement and restorative care. These time-

limited, function-focused interventions aim to restore or maintain independence following illness, 

injury or hospitalisation. Typically, less intensive than clinical rehabilitation, these programs are 

delivered in community settings and led by allied health professionals, nurses and care workers (2). 

This also reflects a broader shift toward comprehensive, multi-dimensional healthy ageing 

interventions (MHAIs). A review by Seah et al. (9) found that effective multi-dimensional healthy 

ageing interventions address physical, mental and social health by acknowledging the interaction 

between physiological changes, personal beliefs, social participation and environmental supports. 

Health education programs for older adults were associated with improvements in quality of life and 

life satisfaction, while combined assessment and education programs facilitated positive health 

behaviours. Group-based education programs in particular, offer older adults opportunities to benefit 

from peer support and adopt health-promoting behaviours. The review also highlighted the 
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importance of social and environmental contexts, including resilience, autonomy and connectedness, 

as critical to intervention success (10). 

The Royal Australian College of General Practice (RACGP) Green Book (Putting prevention into practice: 

Guidelines for the implementation of prevention in the general practice setting, 3rd edition) is a resource 

for general practitioners and general practices supporting integration of preventive health into usual 

health care. The Green Book complements the RACGP Red Book (Guidelines for preventive activities in 

general practice, 10th edition) by focusing on how to implement evidence‐based preventive strategies 

(11,12). The Green Book draws on implementation science and practical experience and emphasises 

team‐based care, data‐driven quality improvement and partnerships with community and allied health 

providers to strengthen prevention across the practice population. It acknowledges that while clinical 

knowledge is essential, successful preventive care depends on practice culture, leadership and the 

ability to adapt strategies to context‐specific needs, capacity and resources (11,12).  

The RACGP Handbook of Non-Drug Interventions (HANDI) complements these resources by providing 

evidence‐based guidance on non‐pharmacological treatments for common health conditions, 

supporting clinicians to offer effective, low‐risk alternatives or adjuncts to medication where 

appropriate (13).  

This chapter presents a curated selection of interventions that:  

• are person-centred and culturally responsive; 

• are prevention-focused, evidence-informed and adaptable to local contexts;  

• are scalable and feasible within primary care settings; 

• are integrated with community-based and multidisciplinary systems of care. 

This chapter is structured in two parts. The first section focuses on behavioural and social domains that 

are often referred to as the pillars of healthy ageing, including physical activity, nutrition, sleep, 

cognitive health, social connection and alcohol and other drug use. Each domain is examined in terms 

of relevant interventions, implications for primary care and opportunities for early prevention and 

management. All content presented is based on published evidence and does not constitute clinical 

guidance or the views of the authors or affiliated organisations.  

The second section discusses interventions relevant to common age‐related conditions and 

physiological transitions such as osteoarthritis, menopause and nocturia, hearing and vision loss, 

cardiovascular disease, frailty, dementia and COPD, which affect function and quality of life across mid 

to later life. This includes consideration of complex, multifactorial states often described as geriatric 

syndromes. This aligns with the life stages of ageing in adulthood and with WHO recommendations to 

act early, preserve intrinsic capacity and maintain independence through later life.  

Immunisation for healthy ageing – a preventive health priority 

Vaccination remains one of the most effective and cost-efficient public health strategies, preventing 

an estimated 2.5 million deaths globally yearly. Australia’s comprehensive National Immunisation 

Program (NIP) has led to the near elimination or significant reduction of vaccine-preventable diseases 

such as tetanus, diphtheria, Haemophilus Influenzae Type B and Poliomyelitis. By promoting herd 

immunity, vaccines not only protect individuals but also reduce community transmission, which is 

particularly critical for vulnerable populations such as older adults (14,15). Immunisation contributes 

to healthy ageing by preserving functional independence, reducing preventable hospitalisations and 

mitigating complications from infectious diseases. 
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The Australian Immunisation Handbook (2024) provides national clinical guidance for vaccine 

administration, supported by tools such as the Handbook app and the Australian Immunisation Register 

(AIR). These digital resources help primary care providers manage vaccination records, plan catch‐up 

schedule, and ensure continuity of care (14). 

In July 2025, the Department of Health, Disability and Ageing released the Infectious Respiratory 

Disease: Vaccination Eligibility and Access for Older People toolkit to support communication with older 

adults, particularly those in aged care (16). 

Priority vaccines for middle and older adulthood 

As adults reach middle and older age, immunisation assumes increased relevance in protecting against 

morbidity and supporting health system sustainability.  

Vaccines that contribute to healthy ageing include: 

• Influenza: Annual influenza vaccination reduces the risk of severe illness and complications in 

older adults. The 2025 ATAGI guidance recommends age-appropriate quadrivalent or high-

dose/adjuvanted formulations for those aged 65 years and over (17). 

• Pertussis (Whooping Cough): Booster doses are recommended at ages 50 and 65, particularly 

for adults who are in close contact with infants, work in healthcare, or provide caregiving. 

Pertussis outbreaks continue to occur cyclically in Australia and can result in significant 

morbidity in both older adults and infants (14). 

• Pneumococcal Disease: Vaccines such as Prevenar 13 and Pneumovax 23 provide protection 

against pneumonia, meningitis, and bacteremia. Under the NIP, vaccination is funded for 

adults aged 70 and over and for Aboriginal and Torres Strait Islander people aged 50 and over 

(14). 

• Shingles (Herpes Zoster): Shingles can cause debilitating post-herpetic neuralgia, particularly 

in older adults. From November 2023, the recombinant zoster vaccine Shingrix replaced 

Zostavax on the NIP for eligible high-risk populations (14). 

• COVID-19: Ongoing COVID-19 vaccination remains critical for older adults, given increased 

risks of severe disease and hospitalisation. The 2025 ATAGI statement recommends a single 

annual booster dose for adults aged 65 years and over, and for younger adults at higher risk 

due to medical conditions or immunocompromise. mRNA vaccines, including updated 

formulations, are preferred for booster doses (18). 

Adults with chronic conditions, immunosuppression or occupational exposure may require additional 

vaccines such as tetanus, hepatitis A and B, measles–mumps–rubella (MMR) or varicella. Where 

immunity status is uncertain, laboratory testing can guide targeted catch‐up immunisation (14). 

Socio-economic value of adult immunisation 

Adult immunisation programs are not only clinically effective but also deliver substantial socio‐

economic returns. El Banhawi et al. (19) call for a shift in policy focus from reactive treatment to 

proactive prevention, with vaccination as a cornerstone. Immunisation supports population health 

while reducing health system burden, preserving workforce productivity and promoting health equity 

(19). 
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Programs targeting influenza, pneumococcal disease, respiratory syncytial virus (RSV) and shingles 

generate significant healthcare savings by reducing hospital admissions and emergency care use. These 

programs can yield a return on investment of up to 19 times their cost, with an estimated societal value 

of US$4,637 generated per vaccinated adult. This return is comparable to that achieved by childhood 

immunization programs (19). 

Adult immunisation can reduce health disparities by delivering proportionally greater health and 

economic benefits to socioeconomically disadvantaged and underserved groups. Increasing vaccine 

coverage in adulthood supports equitable access to preventive care and reduces disparities in disease 

burden (19). 

In addition to direct benefits, El Banhawi et al. (19) highlight the broader impacts of immunisation, such 

as reduced antimicrobial resistance, lower caregiver burden and sustained community workforce 

capacity. These non‐clinical benefits are often underrepresented in economic evaluations but should 

be included in policy assessments to fully reflect the value of adult vaccination (19). 

Primary care serves as the frontline of adult immunisation and plays a pivotal role in its successful 

implementation.  

General practitioners and practice nurses are ideally placed to (15): 

• assess immunisation status opportunistically during consultations; 

• use the AIR to verify vaccine history and initiate catch-up plans; 

• provide patient-centred education to address vaccine hesitancy; 

• embed vaccination into chronic disease management and healthy ageing plans; 

• use GP clinical decision support software to support proactive vaccination by prompting care 

gaps, generating reminders and improving recall rates (20). 

The literature highlights the need for primary care providers to stay informed about changes to 

immunisation schedules, eligibility updates and the introduction of new vaccines. Emerging evidence 

also suggests broader preventive effects of some vaccinations, such as a potential association between 

zoster vaccination and reduced dementia risk. Integrating immunisation into healthy ageing strategies 

has been identified as a key approach to reducing preventable illness, supporting independence and 

enhancing quality of life, particularly among underserved populations (15,21). 

Evidence-based immunisation Interventions 

The 4 Pillars™ Practice Transformation Program 

The 4 Pillars™ Practice Transformation Program is a well‐established, evidence‐based intervention 

designed to increase adult immunisation rates in primary care. Developed in the United States for 

family medicine settings through over two decades of implementation research, the program addresses 

both structural and behavioural barriers to vaccination. Two large randomised cluster trials have 

validated its effectiveness in increasing uptake of influenza and pneumococcal vaccines in adult 

populations (22,23). 

The 4 Pillars program consists of four interdependent pillars: 

• Convenient vaccination services: Practices improve accessibility by offering services such as 

standing orders, walk-in vaccination clinics, flexible appointment times and extended hours. 
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• Patient communication: Staff deliver tailored education and reminders through various 

channels, including print, electronic, and interpersonal communication, to enhance awareness 

and motivation. 

• Enhanced office systems: Practices use tools such as electronic health record prompts, 

performance dashboards, and regularly updated guidelines to support workflow integration. 

• Motivation through an immunisation champion: A designated staff member leads the 

program, coordinates team activities, and ensures accountability for outcomes. 

The program is designed to be locally adapted. Each participating practice receives structured support, 

including provider education, practice facilitation and access to a web‐based dashboard for tracking 

performance. 

The 4 Pillars™ Program provides a practical, scalable framework for improving adult immunisation rates 

in general practice. Its relevance to the Australian context includes: 

• reducing missed opportunities for adult vaccination during routine care; 

• supporting team-based care through clear roles and shared accountability; 

• aligning with digital health infrastructure such as the Australian Immunisation Register; 

• contributing to national quality improvement initiatives and benchmarks. 

By integrating vaccination into existing workflows and using adaptive implementation strategies, the 4 

Pillars™ Program enables sustained improvements in vaccine uptake. Its strong evidence base and 

flexible delivery model make it a viable candidate for broader implementation in Australian primary 

care (23). 

Multi-faceted practice level approaches promoting vaccination uptake 

Other systematic reviews of immunisation strategies for older adults, including provider reminders, 

standing orders and patient outreach, offer broader generalisability (24,25). Findings from a Cochrane 

systematic review by Thomas & Lorenzetti, reinforce the importance of multi‐faceted, system‐level 

approaches in improving influenza vaccination rates among people aged 60 years and older in the 

community (25). Effective strategies included client reminders—particularly personalised letters or 

postcards, education delivered by healthcare providers and interventions that enhanced access such 

as home visits and offering vaccines free of charge.  

Patient reminder and recall systems 

Patient reminder and recall systems are effective interventions to increase immunisation rates in 

primary care. A Cochrane systematic review by Jacobson Vann et al. (2018) found that all types of 

patient reminders—such as telephone calls, letters, texts and postcards, were associated with 

improved vaccine uptake, with increases ranging from 5 to 20 percentage points compared to no 

intervention. Telephone reminders were the most effective individual strategy, followed by letters. 

Combined approaches, particularly those integrating patient and provider reminders, showed the 

strongest effects, although fewer studies examined this model. The review highlighted the importance 

of tailoring reminders to local systems and infrastructure, including leveraging billing systems and 

immunisation registries. These findings support the use of structured reminder and recall systems as a 

key quality improvement strategy in general practice (26). 
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Provider recommendations and education 

Recommendation from a healthcare provider is one of the most influential factors in older adults' 

vaccination decisions. Australian research has demonstrated that general practitioners and practice 

nurses are central to vaccine decision‐making among older people (27). The perceived authority and 

trust in these professionals underscore their role in both advising and educating patients. A recent 

Cochrane Review of communication strategies for older adult vaccination found that providers must 

balance public health goals with respect for individual autonomy (28). Communication should support 

informed decision‐making, not solely persuasion and must account for varying levels of patient 

engagement and decisional capacity. The provider's role in vaccine communication must be clearly 

defined, supported by training in shared decision‐making and embedded into routine clinical practice. 

The review also identified key barriers, including limited time, misinformation and inconsistent access 

to patient immunisation history. Addressing these challenges requires investment in provider 

education, communication resources, and structural supports that enable consistent, evidence‐based 

vaccine conversations in primary care settings (28). 

Opportunistic and onsite vaccination 

Integrating opportunistic vaccination into routine primary care visits is a practical and effective 

strategy for increasing vaccine uptake among older adults. Vaccination offered at the point of care, 

during health assessments, chronic disease management appointments or other general consultations, 

has been shown to address both access and equity barriers. Opportunistic delivery aligns well with 

time-limited clinical environments, where patients may be unlikely to return for scheduled vaccination-

only visits (29). A recent scoping review of pneumococcal vaccination interventions found that 

opportunistic approaches in primary care, particularly when linked to routine clinical interactions, 

supported higher vaccination rates in older adults (30).  

The RACGP further notes that embedding vaccination into standard care pathways supports timely, 

person-centred delivery while enabling general practice teams to address information gaps and 

hesitancy in real time. Clear communication, proactive offer of vaccines and access to accurate patient 

records are essential components of successful opportunistic vaccination models (31). 

Addressing financial and structural barriers to adult vaccination 

Reducing financial and structural barriers is essential to achieving equitable vaccine uptake among 

older adults. The Australian National Immunisation Program (NIP) provides free influenza, 

pneumococcal and zoster vaccines to individuals aged 65 years and older, which directly removes cost 

as a barrier and has been associated with higher vaccination coverage (32). Complementary initiatives, 

such as free community-based vaccination days coordinated by the Immunisation Coalition during 

Immunisation Action Week, increase accessibility by offering convenient, no-cost options in local 

settings (33). These efforts align with global strategies to promote vaccine equity, which emphasise 

removing barriers related to cost, access and awareness to ensure that all individuals regardless of age, 

location or socioeconomic status, can benefit from vaccination (34). 

Shingles vaccination: a preventive health and cognitive protection strategy 

Shingles (herpes zoster) is a reactivation of the varicella-zoster virus, primarily affecting individuals 

over 50 years of age. It presents as a painful blistering rash, often accompanied by debilitating nerve 

pain known as post-herpetic neuralgia. Approximately one in three people will develop shingles in their 
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lifetime, with the risk and severity of the condition increasing with age. Complications can include 

ophthalmic involvement, neurological disorders and chronic pain. In 2016 alone, shingles caused 2,677 

hospital admissions and 27 deaths in Australia, with the highest rates among those aged 80 and older 

(35). 

Prevention through vaccination is a public health priority. Since 1 November 2023, the non-live 

recombinant zoster vaccine (Shingrix) has been available under the National Immunisation Program 

(NIP) for eligible high-risk populations, replacing the previously used live vaccine (Zostavax). Shingrix is 

now provided free of charge to people aged 65 and over, First Nations people aged 50 and over and 

immunocompromised adults aged 18 and older (30). 

Zoster vaccination significantly reduces the risk of developing shingles and its complications. Beyond 

these benefits, emerging evidence suggests that shingles vaccination may have off-target protective 

effects against dementia. A large natural experiment conducted in Wales used a regression 

discontinuity design to evaluate the impact of herpes zoster vaccination on dementia diagnoses. The 

study found a 20% relative reduction in new dementia diagnoses over a seven-year follow-up among 

those vaccinated (36). The effect was more pronounced in women. Complementary mortality data 

from England and Wales estimate that approximately one in twenty dementia-related deaths may 

have been prevented through vaccination, with no corresponding increase in deaths from other causes 

(37). While population-based studies suggest a potential protective association between shingles 

vaccination and reduced dementia risk, these findings remain observational and causality has not been 

established (38). Proposed mechanisms include reduced neuroinflammation triggered by varicella-

zoster virus reactivation and broader immune-modulating effects that may support cognitive health. 

Shingles vaccination represents a valuable dual-purpose strategy for healthy ageing, preventing herpes 

zoster and its complications while potentially reducing the risk of dementia. With robust evidence 

supporting its effectiveness in lowering the incidence of shingles and post-herpetic neuralgia and 

emerging findings indicating cognitive protection, the vaccine offers substantial individual and 

population health benefits. The implementation of Shingrix through the National Immunisation 

Program strengthens this opportunity, particularly for older adults and high-risk groups. Primary care 

providers play a pivotal role in maximising uptake by integrating shingles vaccination into routine 

preventive care, reinforcing its relevance not only for infectious disease control but also for long-term 

cognitive health (35,39). 

Promoting overall health and wellbeing in ageing – interventions for 

modifiable risk factors 

Maintaining overall health and well‐being throughout adulthood is pivotal to healthy ageing. The World 

Health Organization (WHO) defines healthy ageing as not merely the absence of disease or infirmity, 

but as the process of developing and maintaining functional ability that enables wellbeing in older age 

(40). This includes the capacity to meet basic needs, learn and grow, make decisions, build and maintain 

relationships and contribute to society (7). Promoting health and wellbeing in older age therefore 

involves addressing the broader range of factors that shape health outcomes, including behavioural, 

psychosocial and environmental determinants. 

The Ottawa Charter for Health Promotion emphasised the importance of enabling people to increase 

control over and improve their health through supportive environments, health literacy and 

community action (41). These principles provide a foundation for a life course approach to healthy 
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ageing. Interventions to maintain and improve health and wellbeing for healthy ageing should begin in 

mid‐life to reinforce protective behaviours and address emerging risk factors for poor health and 

wellbeing in later life. This should be sustained through older adulthood to maintain autonomy, 

purpose and social connection (41). 

Psychological wellbeing, social participation and emotional support are equally important to functional 

health, particularly in mitigating the impacts of isolation, loss and age‐related decline. Evidence from 

integrated reviews highlights that health interventions are more effective when they also support self‐

efficacy, cultural identity and meaningful roles in family or community life (3,10). 

Social determinants, such as income, education, housing and access to health services, profoundly 

influence older adults’ capacity to maintain wellbeing. These factors intersect with biological ageing 

processes and contribute to inequities in healthy ageing outcomes (42). A particular focus on the social 

determinants of health – those social and economic factors that can adversely affect the health of 

individuals is increasingly being considered as an important adjunct to primary health care. Known as 

social prescribing, this additional component of primary health care refers to the practice of connecting 

individuals to a range of non‐clinical supports, including community‐based programs and services, to 

address factors that are considered to be affecting a person’s health and wellbeing (43,44). 

Evidence from recent reviews highlights the value of moving beyond disease‐focused approaches 

toward integrated, preventive and person‐centred models of care that support health and wellbeing 

across the life course (9,10). Models that consider the whole person and account for cumulative life 

course exposures have been associated with improved functional ability, greater independence and 

enhanced quality of life in older adults (45). 

As previously stated this chapter presents a curated selection of interventions that contribute to 

wellbeing across physical, cognitive, emotional and social domains, including physical activity, nutrition, 

sleep, cognitive health and social connection, as well as targeted approaches for common age‐related 

conditions. 

Physical activity 

Physical activity is a cornerstone of healthy ageing, contributing not only to disease prevention but 

also to the promotion of well-being, social connection and functional independence in later life. 

Regular movement supports physical and cognitive health, improves mood and energy levels and 

enhances sleep quality. It is strongly associated with reduced risks of cardiovascular disease, type 2 

diabetes, some cancers, osteoporosis, depression and cognitive decline. For adults aged 65 years and 

over, engaging in at least 30 minutes of moderate-intensity physical activity on most days can 

substantially improve quality of life and enable continued independence (46). 

Beyond chronic disease prevention, physical activity supports functional capacity. Evidence shows that 

structured programs that include resistance and balance training are effective in maintaining strength 

and mobility in older age and in reducing frailty and sarcopenia and preventing falls (47,48).  

Falls remain a major contributor to injury, hospitalisation and disability in older Australians, with one 

in three adults over 65 experiencing a fall each year (49). Maintaining functional reserves through 

regular physical activity reduces this risk. Strengthening physical resilience also supports older adults 

in recovering from illness or injury, maintaining social engagement and remaining active in their 

communities. 
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Primary care practitioners are well‐placed to promote physical activity among older adults, through 

identifying and addressing barriers, offering brief interventions, referring to allied health or 

community‐based programs. Linking individuals to culturally appropriate and locally accessible services 

can support behaviour change. Such approaches reinforce autonomy and vitality across the later life 

course (50,51). 

Evidence-based physical activity interventions 

Evidence-informed interventions have demonstrated efficacy in promoting physical activity among 

older adults. This section summarises established interventions relevant for implementation through 

a primary care lens.  

Resistance and multicomponent physical activity training programs are effective in addressing 

sarcopenia and frailty. Interventions targeting progressive overload, balance and gait retraining show 

significant benefits in preserving muscle mass, reducing frailty markers and enhancing activities of daily 

living (52,53). These programs can be adapted for home or community settings and delivered by 

trained health or fitness professionals. However, supporting adherence and resourcing ongoing 

supervision can be challenging (53). 

Physical activity interventions aimed at falls prevention typically include balance training, lower limb 

strengthening and task-specific functional exercises. Group-based models offer added social benefits, 

while home-based models enhance accessibility. The ProAct65+ trial offers high-quality evidence on 

comparative effectiveness, outlined below. 

ProAct 65+ trial  

Falls are a significant risk to the health and independence of older adults, with primary care settings 

playing a central role in prevention strategies. Structured strength and balance programs have been 

developed to address this risk, including the Falls Management Exercise (FaME) program and the Otago 

Exercise Programme (OEP) (54–56).  

The ProAct65+ trial was a large, pragmatic cluster randomised controlled trial conducted across UK 

general practices. The trial aimed to evaluate whether the two evidence-based exercise interventions. 

FaME and OEP, could increase physical activity levels and reduce falls in community-dwelling older 

adults compared to usual care (54). 

Participants were randomised at the general practice level into one of three arms: 

• Falls Management Exercise (FaME) Program: A supervised, group-based exercise program 

delivered in community settings. FaME targets multiple components, including strength, 

balance, flexibility, endurance, and functional mobility. 

• Otago Exercise Programme (OEP): A home-based, individually tailored program, supported by 

health professionals. OEP consists of strength and balance exercises and a structured walking 

plan. 

• Usual care: Participants received standard health and falls prevention advice without 

additional exercise intervention. 

The primary outcome was the proportion of participants achieving at least 150 minutes of moderate‐

to‐vigorous physical activity per week at 12 months post‐intervention (68).  Results of the intervention 

were: 
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• Physical activity: At 12 months, nearly half (49%) of participants in the FaME program met the 

recommended physical activity levels, compared to 43% in the OEP group and 38% in usual 

care. Participants in the FaME group were more likely to reach the activity target than those 

receiving usual care, and this difference was statistically significant. 

• Falls prevention: Both exercise programs lowered falls over 12 months compared to usual 

care. FaME reduced falls by 27%, a statistically significant effect, while OEP showed a smaller 

reduction that was not significant. 

• Balance confidence and attitudes: Both FaME and OEP improved participants’ balance 

confidence and exercise expectations at 12 months  

• Bone health sub-study: A nested bone health study found no significant change in bone 

mineral density or bone strength parameters at 24 weeks in either intervention group, 

suggesting the exercise intensity and duration were insufficient to affect skeletal outcomes 

(69). 

A subsequent implementation study (56) assessed the effectiveness of FaME when delivered at scale 

across 10 local authorities in England: 

• significant improvements were observed at program completion in functional measures 

(timed-up-and-go, functional reach), balance confidence, and concern about falling. 

• minutes of strength and balance activity increased by 55% and remained elevated at the six-

month follow-up. 

• falls incidence decreased but was not statistically significant. 

• most functional gains were not sustained at six months post-program and only 41% of 

participants completed ≥75% of classes. 

The ProAct65+ trial demonstrated that FaME and OEP are feasible to implement in general practice 

settings, with FaME showing significant improvements in physical activity levels and fall reduction at 

12 months and OEP showing a smaller but positive effect on falls reduction (54).  

PACE walking intervention 

The PACE (Pedometer and Consultation Evaluation) study (57) was a randomised controlled trial 

involving 988 participants aged 60–75 who attended three general practices in the UK between 2011 

and 2012. The aim was to determine whether a primary care, nurse‐led walking intervention could 

sustainably increase physical activity levels. Participants were randomly assigned to an intervention 

group and a usual care control group (57). The PACE intervention was delivered by practice nurses 

during extended consultations. 

The intervention group participants were provided with: 

• pedometer: to track daily steps with a simple pedometer, encouraging self-monitoring;   

• accelerometer: to measure the intensity and duration of physical activity, with data reviewed 

during consultations; 

• nurse consultations: four individualised consultations with practice nurses trained in 

behavioural change techniques to support goal setting, action planning, and overcoming 

barriers; 

• patient handbook: a structured 12-week walking guide, reinforcing the importance of regular 

moderate-intensity physical activity; 
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• personalised walking/physical activity plan: to develop a tailored walking plan to increase 

activity levels gradually; 

• physical activity diary: to record daily steps, goals, and reflections, promoting accountability 

and self-motivation. 

 Results of the intervention were: 

• Intervention participants increased their average daily steps by 1,037 steps at 3 months and 

658 steps at 12 months compared to controls. This equates to approximately 40 additional 

minutes of walking per week at 12 months. Moreover, participants in the intervention group 

spent significantly more time in moderate-to-vigorous physical activity in ≥10-minute bouts at 

both 3 and 12 months. 

• No statistically significant changes were observed in BMI, blood pressure, or other clinical 

endpoints. However, modelling based on established risk estimates suggested that the 

observed increase in walking could lead to a 5.5% reduction in coronary heart disease risk and 

a 9.1% reduction in type 2 diabetes risk, if sustained. 

• No adverse events were reported. The intervention was well accepted, with 87% of 

participants attending all four nurse consultations and high compliance with accelerometer 

wear. 

Nutrition 

Nutrition is a critical determinant of health, functional capability and quality of life in older adults. 

Adequate nutrition supports resilience against illness, preserves muscle mass and physical function, 

enhances cognitive health and underpins independence in daily life. However, malnutrition, 

dehydration and obesity are significant and growing challenges among ageing populations (58). 

Malnutrition remains common yet under-recognised, leading to increased risk of frailty, sarcopenia, 

infection, hospitalisation and early mortality (59). Sarcopenia, the loss of muscle mass and strength, 

contributes directly to physical impairment, frailty and greater dependency, and impairs the body’s 

ability to respond to stress and disease (58). 

At the same time, obesity is an escalating concern among older Australians. Overweight and obesity 

are increasingly affecting older Australians with serious implications for health, independence and 

quality of life.  

In 2022, the proportion of adult men and women who lived with overweight or obesity generally 

increased with age (60) : 

• the proportion of men increased steadily from 42% of those aged 18–24 to a peak of 81% in 

those aged 65–74; 

• the proportion of women increased from 41% of those aged 18–24 to a peak of over 70% in 

those aged 55–64 and 65–74; 

• obesity is also more common in older age groups with 41% of men and 37% of women aged 

65–74 living with obesity compared to 15% of men and 16% of women aged 18–24 years.  

In older age groups, this pattern contributes to elevated risk for chronic diseases such as type 2 

diabetes, cardiovascular conditions, osteoarthritis and dementia, as well as a number of types of 

cancer. Excess body weight also heightens the likelihood of functional decline, falls and reduced 

mobility, factors that compromise autonomy and increase reliance on health and aged care services. 
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The burden of diseases attributable to being overweight and obesity is particularly high among 

socioeconomically disadvantaged older adults, who face a 2.2 times greater disease burden compared 

to those in the highest socioeconomic areas. Addressing overweight and obesity in later life is critical 

to preventing avoidable hospitalisations, supporting healthy ageing and reducing system-level costs 

(71). 

Nutritional interventions for older adults should consider the dual challenges of malnutrition and 

obesity, ensuring that both undernutrition and excessive weight gain are proactively addressed. This 

requires emphasis on balanced, personalised dietary support, aiming to meet energy, protein, fluid 

and micronutrient needs without promoting excess caloric intake. Oral nutrition interventions such as 

dietary counselling, food fortification and, where appropriate, oral nutritional supplements should be 

tailored to individual circumstances, taking into account functional status, co-morbidities and personal 

preferences (58). 

In primary care, dietary management is important in tertiary prevention for older adults with 

established chronic conditions such as type 2 diabetes. The RACGP–Diabetes Australia Handbook on 

Management of Type 2 Diabetes recommends an individualised approach that incorporates culturally 

appropriate nutrition advice, supports gradual and sustainable dietary changes and integrates medical 

nutrition therapy with overall care planning. For older adults, this includes strategies to optimise 

glycaemic control while maintaining adequate nutritional intake to prevent sarcopenia and 

unintentional weight loss. Collaborative care involving GPs, practice nurses, and accredited practicing 

dietitians is essential to monitor progress, adjust meal plans to functional abilities and comorbidities 

and address barriers such as food insecurity or limited cooking capacity. Such integrated, patient-

centred nutritional care can improve metabolic outcomes, enhance quality of life, and reduce the risk 

of diabetes-related complications in later life (62). 

Beyond physiological outcomes, oral nutrition plays an important psychological and social role. Eating 

enables sensory enjoyment, social connection and emotional wellbeing, all of which contribute to 

better health outcomes and improved quality of life (58). Nutritional support should be embedded 

within a multimodal and multidisciplinary approach, linked to broader goals of maintaining 

independence, supporting rehabilitation, enhancing social participation and reducing morbidity and 

mortality across the ageing population (58). 

Evidence-based nutrition and malnutrition interventions 

Individualised nutritional support in older adults 

The EFFORT (Effect of early nutritional support on Frailty, Functional Outcomes and Recovery) trial 

provides compelling evidence for the benefits of individualised nutrition care in hospitalised older 

adults. Conducted across eight Swiss hospitals, this multicentre randomised controlled trial included 

2028 medical inpatients at nutritional risk (63). Participants were assigned to either standard hospital 

food or a protocol-guided, individualised nutrition intervention delivered by trained dietitians. 

The intervention group received tailored nutritional plans targeting specific protein and energy goals, 

adjusted for comorbidities, functional status and patient preferences. Results demonstrated a 35% 

reduction in severe adverse clinical outcomes, including mortality, ICU admission and major 

complications within 30 days compared to the control group (63). Additionally, participants showed 

improved functional status and higher daily caloric and protein intake, with no significant increase in 

adverse events. 
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Multidisciplinary and multimodal interventions 

Evidence shows that comprehensive, multifaceted approaches such as community‐based programs 

and multidisciplinary discharge planning teams improve nutritional status and functional outcomes for 

older adults (64). Transitional care interventions can prevent the ‘nutritional gap’ that often arises post‐

hospital discharge. However, implementation in primary care is frequently hindered by inadequate 

training, misconceptions about malnutrition and low awareness among both clinicians and the public. 

Systematic screening using validated tools, combined with professional education, would support early 

identification and effective intervention. A coordinated primary care approach, underpinned by 

multidisciplinary collaboration, is central to improving health outcomes for older adults at risk of or 

experiencing malnutrition  (64). 

The European Society for Clinical Nutrition and Metabolism (ESPEN) highlights the need to strengthen 

clinical nutrition in primary care through structured, system‐level actions. These include embedding 

routine malnutrition screening using validated tools such as the Malnutrition Universal Screening Tool 

(MUST), applying the Global Leadership Initiative on Malnutrition (GLIM) criteria for diagnosis and 

ensuring access to ongoing assessment and treatment. Despite its potential, nutritional care remains 

inconsistently implemented due to barriers such as inadequate education, limited dietetic support and 

a lack of referral pathways. ESPEN advocates for a strategic roadmap that integrates nutrition education 

into medical training, equips primary care teams with appropriate tools and formalises 

multidisciplinary collaboration. These initiatives aim to reduce hospitalisations, improve recovery 

following discharge and enhance quality of life for high‐risk groups, including older adults and those 

with chronic or post‐acute conditions  (65). 

Nutrition education for professionals and caregivers 

Improving nutrition knowledge among healthcare professionals, informal caregivers and older adults 

themselves is essential to promoting healthy ageing and preventing malnutrition. Research highlights 

persistent knowledge gaps in geriatric nutrition, with no significant differences observed between 

healthcare and non-healthcare professionals (66). One study found that healthcare professionals have 

lower awareness of the role of nutrition in disease prevention and management compared to 

laypeople, indicating the need for formal, targeted education that covers age-related metabolic 

changes and the dietary needs of older adults (66). 

The Aged Care Quality and Safety Commission (2021) emphasises that all workers supporting older 

people, regardless of clinical training, require access to evidence-based nutrition resources and 

support to identify and respond to malnutrition risks (67) . Dietitians Australia (2024) outlines the 

specialised role of Accredited Practising Dietitians in aged care and advocates for multidisciplinary 

collaboration, nutrition screening and capacity-building of generalist staff to strengthen nutritional 

health care (68). 

Ongoing professional development, the integration of dietitians into aged care teams, and the use of 

digital tools such as mobile applications and online training modules are critical enablers of better 

nutrition care. Educational strategies should address common misconceptions and build 

understanding of the social and medical determinants that shape dietary health in later life (64,65). 
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Oral nutritional supplements and food fortification 

When dietary counselling and other interventions fail to achieve nutritional requirements, the use of 

oral nutritional supplements and fortified foods becomes an important alternative, particularly for 

malnourished or at-risk older adults. The Australian Prescriber emphasises that oral nutritional 

supplements can effectively increase protein and energy intake and support weight gain when used 

alongside dietary modifications (69). WHO guidelines similarly recommend oral nutritional 

supplements combined with dietary advice to improve nutritional status in undernourished older 

individuals (70). A pilot study of a “med-pass” protocol in residential aged care administering small, 

energy-dense supplements alongside medication rounds showed high compliance and improvements 

in weight, BMI, fat and muscle mass and reduced malnutrition risk scores (71).   

Home-delivered meals 

Home‐delivered meal programs play an important role in supporting the nutritional status of older 

adults living in the community. Evidence shows that such services can lead to modest but clinically 

relevant improvements in dietary intake, nutritional status and quality of life. However, the long‐term 

impact on functional outcomes and health service use remains under‐researched. While home‐

delivered meals may not fully address underlying malnutrition, they represent an important 

component of a broader, coordinated nutrition strategy tailored to older individuals at nutritional risk 

(72). 

Individual dietary counselling 

In a three year (2004‐2007) study in Finland of the inclusion of dietary counselling as part of a 

comprehensive geriatric assessment (CGA) of people aged 75 and older, dietary counselling was found 

to be associated with improved nutritional status. The intervention provided tailored nutritional advice 

based on each participant’s baseline assessment, aiming to improve energy intake, protein 

consumption and overall dietary quality without relying on supplements (73). The intervention 

comprised:  

• two face-to-face counselling sessions with a nutritionist to develop, review and adjust dietary 

plans; 

• personalised meal plans to increase meal frequency, energy, and protein intake using regular 

foods; 

• telephone follow-up every two months to monitor progress, reinforce goals and provide 

additional support; 

• family and caregiver involvement during counselling sessions, particularly for patients with 

cognitive impairment, to ensure adherence and understanding; 

• dietary adjustments made during the second session based on patient feedback and evolving 

nutritional needs (73).  

Results of the intervention included: 

• significant improvement in nutritional status: MNA (Mini Nutritional Assessment) scores 

increased by 1.8 points in the intervention group compared to controls. Whereas, serum 

albumin levels rose by 0.8 g/L, indicating improved protein status;  

• behavioural improvements: Increase in the number of meals consumed per day, higher intake 

of protein-rich foods, and enhanced self-perception of their nutritional status.  
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Primary care role in nutrition for healthy ageing 

Primary care is the most accessible level of health care for provision of support of nutritional health 

among older adults and to reduce risks for malnutrition, frailty and obesity.  GPs, practice nurses, and 

allied health professionals are ideally placed to identify nutrition‐related risks, initiate timely 

interventions and support long‐term wellbeing through collaboration with community‐based services 

(58,73,74). 

Primary care is positioned to refer or connect older adults to community nutrition services including 

home‐delivered meal programs (such as Meals on Wheels), culturally tailored food support, local 

cooking groups and structured shared meal programs. These services not only enhance nutritional 

intake but also address food insecurity and social isolation, two key factors contributing to malnutrition 

and functional decline in older adults (75). Shared meal programs have shown promise in improving 

the health and wellbeing of community‐dwelling older adults. These programs provide not only 

nutritious meals but also the opportunity for commensal eating, shared meal occasions that promote 

social interaction and emotional connection. Participation in shared meals has been associated with 

improved dietary intake, expanded social networks and enhanced perceived wellbeing, even when 

direct physical health improvements are less evident (76). As loneliness and social isolation are known 

risk factors for poor health outcomes, shared meal programs offer dual benefits: nutritional support 

and social connection. 

In Australia, the development of home and community care services has a long history with major 

policy milestones such as the Delivered Meals Subsidy Act (1970), the Home and Community Care 

Program (1980‐2010s) and the more recent Commonwealth Home Support Program. These initiatives 

have progressively expanded access to nutrition support, personal care and home services to enable 

older adults to maintain independence and age in place (77). 

Meals on Wheels is a national network of community-based organisations delivering an estimated 10 

million home-delivered and centre-based meals annually to over 50,000 clients across Australia (58). 

Meals on Wheels services are often tailored to meet the cultural, dietary and functional needs of local 

populations, providing an essential link between clinical care and the broader social determinants of 

health. 

Primary care providers can: 

• actively refer patients at risk of malnutrition or social isolation to appropriate meal services 

and community nutrition programs; 

• incorporate participation in shared meal programs or meal delivery services into care 

planning.; 

• educate carers and families, particularly for older adults with cognitive or functional 

impairments. Providing advice on preparing high‐protein meals, recognising early signs of 

malnutrition and supporting adequate hydration are essential components of preventive care 

(58). 

The RACGP recommends that adults be supported to adopt dietary patterns aligned with the Australian 

Dietary Guidelines. This includes consuming five or more servings of vegetables and two servings of 

fruit daily, alongside a varied intake of foods from the five core food groups: vegetables and legumes; 

fruits; wholegrain cereals; lean meats and alternatives; and mostly reduced‐fat dairy or alternatives. 

Patients should also be encouraged to limit foods high in saturated fat, added salt and added sugars, 
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as well as discretionary foods such as processed snacks, confectionery and sugar‐sweetened beverages. 

Nutrition advice should be delivered opportunistically in primary care, with an emphasis on practical, 

culturally responsive and age‐appropriate guidance to support chronic disease prevention and healthy 

ageing (78). 

Emerging or innovative approaches 

Photo-based communication intervention 

A photo-based communication intervention (61) was developed to promote diet-related discussions 

among older adults living with multiple chronic conditions. Participants received training to use 

smartphones to capture photographs of factors influencing their dietary habits, including meals, 

shopping habits, kitchen environments and social eating situations. These photos, combined with 

personal narratives, were shared with primary care clinicians during consultations. The impact of the 

intervention was evaluated through post-visit interviews with both patients and clinicians, using 

thematic analysis to assess changes in communication and care planning  (79). 

Key outcomes included: 

• High engagement: 93% of older adults and 86% of clinicians expressed willingness to use 

photo-sharing in future clinical visits.  

• Enhanced communication: Photographs facilitated deeper understanding of patients’ dietary 

habits, cultural food practices and environmental influences on nutrition.  

• New insights uncovered: Patients shared information not previously disclosed during standard 

consultations, enriching clinical understanding.  

• Influence on care planning: Clinicians reported modifying care recommendations based on the 

new insights gained from the photos and discussions.  

Home-based eHealth intervention 

The Home-Based eHealth Intervention was designed to improve dietary intake and physical activity 

among older adults attending 17 primary health care centres in Portugal who were experiencing food 

insecurity. The project comprised a 12 week intervention with 31 participants. Delivered via an 

interactive television application, the program provided weekly thematic content focused on nutrition 

education, affordable meal preparation and home-based exercise promotion  (61). The content 

included: 

• nutrition and diet tips; 

• low-cost healthy recipes; 

• physical activity program with structured guidance encouraging home-based exercise for 30 

minutes, three times a week.  

Key outcomes included: 

• 40% reduction in food insecurity among participants;  

• significant decrease in fatigue levels;  

• improved physical function as measured by the Health Assessment Questionnaire; 

• increased exercise regularity, with participants achieving a rise from 32% baseline to 58% 

adherence at three months.  
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Sleep 

Sleep undergoes marked changes with ageing, reflecting both biological shifts and broader lifestyle 

transitions. While healthy older adults may report fewer sleep complaints, objective measures show 

that sleep becomes increasingly fragmented with reduced slow-wave and REM sleep, increased sleep 

latency and greater nocturnal awakenings. Sleep efficiency declines gradually with age and older adults 

tend to experience circadian phase advancement, leading to earlier sleep and wake times. Hormonal 

shifts including reduced melatonin and growth hormone secretion and altered cortisol and thyroid 

rhythms, further disrupt sleep quality in later life (80). 

Daytime napping becomes more frequent with age, often driven by excessive daytime sleepiness, 

which may be linked to underlying comorbidities, medications or poor nocturnal sleep. Despite these 

age-related changes, sleep patterns typically stabilise after the age of 60 among healthy older adults. 

However, for many, sleep disturbances persist, especially when compounded by chronic conditions, 

psychiatric illness, environmental disruptions or social isolation. These factors are not intrinsic to 

ageing but are common contributors to disrupted sleep among older populations (80). 

Poor sleep quality has significant implications for healthy ageing. A systematic review by Casagrande 

et al. (2022) demonstrated that compromised sleep is prevalent in older adults and is significant among 

those with mild cognitive impairment and Alzheimer’s disease. Individuals with mild cognitive 

impairment and Alzheimer’s disease exhibited lower sleep efficiency, increased sleep latency, reduced 

REM and slow-wave sleep, and greater sleep fragmentation than healthy peers. Importantly, 

longitudinal data suggest that deteriorating sleep quality may precede and predict cognitive decline. 

Sleep disturbances have been associated with impaired memory consolidation and reduced clearance 

of neurotoxic metabolites, including beta-amyloid, contributing to the neurodegenerative processes 

characteristic of Alzheimer’s disease (81). 

Sleep should be recognised as a core pillar of healthy ageing. Interventions that support circadian 

regulation, improve sleep hygiene and address comorbid conditions can support cognitive function 

and overall wellbeing in later life (80,81). 

Obstructive Sleep Apnoea (OSA) is characterised by repetitive episodes of upper airway obstruction 

during sleep, leading to intermittent hypoxia and sleep fragmentation. Risk factors such as increased 

age, obesity, craniofacial changes and comorbidities including hypertension and type 2 diabetes 

increase its prevalence in older populations (82). Untreated OSA is associated with significant health 

consequences including cognitive impairment, cardiovascular disease, and increased risk of falls (83).  

Management of OSA in older adults involves tailored interventions aimed at reducing airway 

obstruction and improving sleep quality. Continuous positive airway pressure (CPAP) remains the gold 

standard treatment, effectively reducing apnoeic episodes, improving oxygenation and enhancing 

daytime alertness and cognitive outcomes. For patients unable to tolerate continuous positive airway 

pressure, alternative therapies such as mandibular advancement devices, positional therapy and 

weight management strategies may be appropriate. Multidisciplinary approaches involving sleep 

specialists, primary care providers and allied health professionals optimise treatment adherence and 

address comorbidities common in older populations, such as cardiovascular disease and frailty. Early 

initiation and ongoing support for OSA treatment are crucial to mitigate adverse health outcomes and 

improve quality of life in older adults (83–85). 
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Evidence-based sleep interventions  

Continuous Positive Airway Pressure (CPAP) therapy in older adults 

Continuous Positive Airway Pressure (CPAP) therapy delivers pressurised air via a mask to maintain 

airway patency during sleep, effectively reducing apnoeic events, improving oxygenation and 

enhancing sleep quality. Evidence indicates that sustained continuous positive airway pressure use in 

older populations can improve daytime functioning, reduce cardiovascular risks and enhance overall 

quality of life (84–87). 

Sleep Association Australia provides an RACGP-endorsed clinical resource for primary care 

management of obstructive sleep apnoea and insomnia. The resource includes recommendations on 

diagnosis, treatment options such as continuous positive airway pressure (CPAP), and patient 

education resources (88).  

Cognitive Behavioral Therapy for Insomnia (CBT-I) and Tai Chi Chih (TCC)  

Cognitive Behavioral Therapy for Insomnia (CBT-I) is a structured, non-pharmacological intervention 

that targets the behavioural and cognitive mechanisms contributing to chronic insomnia. In a 

randomized controlled comparative efficacy trial, Irwin et al. (2014) evaluated CBT-I against Tai Chi 

Chih, a gentle meditative movement intervention and a sleep education seminar in a sample of 123 

community-dwelling older adults with primary insomnia. Participants attended weekly two-hour group 

sessions over four months, with follow-up assessments conducted at 7 and 16 months (89). 

CBT-I includes the following components:   

• sleep education and psychoeducation on sleep–wake physiology; 

• stimulus control to strengthen the association between bed and sleep ; 

• cognitive restructuring to challenge maladaptive beliefs about sleep; 

• sleep hygiene strategies;  

• a behavioural activation and mood-enhancement module to address comorbid depressive 

symptoms and support daytime functioning (89).  

This multicomponent approach yielded the highest rates of insomnia remission, with CBT-I participants 

nearly twice as likely to achieve diagnostic remission compared to those in the Tai Chi Chih and sleep 

education groups. Improvements in sleep latency, efficiency, and wakefulness after sleep onset were 

sustained over time, alongside moderate to large improvements in fatigue and depressive symptoms. 

A clinically significant and novel finding was the reduction in systemic Inflammation, measured via 

high-sensitivity C-reactive protein (CRP). At the 16-month follow-up, the CBT-I group exhibited a 50% 

reduction in the proportion of participants with elevated CRP. Remission of insomnia was directly 

associated with lower C-reactive protein levels, suggesting that effective sleep interventions may yield 

broader physiological benefits, including reduced cardiovascular and metabolic risk. 

While not effective in achieving remission of clinical insomnia, Tai Chi Chih produced short-term 

improvements in sleep quality, depressive symptoms and fatigue when compared to the control group. 

These gains were not maintained at the 16-month follow-up and Tai Chi Chih did not impact 

inflammatory biomarkers. 

This trial highlights the sustained efficacy and systemic health impact of CBT-I for treating insomnia in 

older adults. Beyond resolving sleep complaints, CBT-I appears to modulate inflammatory pathways 
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relevant to chronic disease and ageing, making it a powerful, multidimensional strategy for promoting 

healthy ageing in clinical practice (89). 

Given the prevalence of sleep disturbances in older adults and their association with fatigue, cognitive 

decline and mood symptoms, timely and proactive identification in primary care of sleep health risks 

in individuals and their management is important (80,89). 

Cognitive Behavioral Therapy for Insomnia (CBT‐I) is a recommended first‐line, non‐pharmacological 

intervention. Primary care teams can refer patients to trained CBT‐I practitioners or incorporate brief 

behavioural strategies within routine care. Group‐based programs and digital CBT‐I platforms may 

expand access, especially in settings with limited psychological services (89). 

A growing body of evidence supports the integration of Tai Chi into primary care and community‐based 

strategies for promoting health among older adults. A scoping review of 27 meta‐analyses identified 

moderate to high‐quality evidence that Tai Chi can lead to significant improvements in balance, 

mobility, cardiorespiratory fitness, strength, cognition, proprioception and sleep, and can reduce the 

incidence of falls and nonfatal stroke (90). These findings indicate the potential utility of Tai Chi as a 

low‐cost, accessible intervention for older adults across diverse health profiles. In primary care settings, 

providers have incorporated movement‐based therapies such as Tai Chi into multidisciplinary and 

preventive care approaches, particularly in programs targeting chronic disease management, fall 

prevention and cognitive health (90).  

Brief Behavioural Therapy  for Insomnia in general practice  

Brief Behavioural Therapy for Insomnia is a structured, evidence-based intervention developed to 

address the limitations of traditional Cognitive Behavioural Therapy for Insomnia (CBTi) within 

Australian general practice. While CBTi is the first-line treatment for chronic insomnia recommended 

by the RACGP, the resource-intensive nature of traditional CBTi makes it less feasible in general 

practice. Brief Behavioural Therapy for Insomnia  offers a practical alternative, distilling the most 

effective behavioural components of CBTi into a brief, four-session model that can be delivered by 

general practitioners or practice nurses with minimal training (91). 

Brief Behavioural Therapy for Insomnia targets chronic insomnia, defined as difficulties initiating or 

maintaining sleep or early morning awakenings with associated daytime impairment that persist for at 

least three months. The core therapeutic components include stimulus control therapy and bedtime 

restriction therapy which leverage the homeostatic sleep drive and circadian processes. These are 

delivered alongside psychoeducation about sleep regulation and the four key behavioural rules for 

improving sleep: getting out of bed at the same time each morning, delaying bedtime until sleepy, 

avoiding non-sleep activities in bed and getting out of bed during extended wakefulness at night (91). 

The Brief Behavioural Therapy for Insomnia model has demonstrated effectiveness across various 

patient populations including older adults, individuals with comorbid depression or hypnotic-resistant 

insomnia and those withdrawing from sedative–hypnotic medications. Notably, Brief Behavioural 

Therapy for Insomnia is associated with sustained improvements in insomnia severity, reduced 

reliance on medication and enhanced self-management of future insomnia episodes. Importantly, it 

does not require access to overnight sleep studies and is well-suited to both in-person and telehealth 

delivery, either individually or in group settings (91). 

Australian studies have highlighted the feasibility of delivering Brief Behavioural Therapy for Insomnia 

in primary care, including by practice nurses, which supports wider implementation aligned with 
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RACGP clinical guidance. Given its brevity, scalability, and cost-effectiveness, Brief Behavioural Therapy 

for Insomnia represents a valuable intervention model for addressing the high burden of insomnia in 

ageing populations (91). 

Studies report that Brief Behavioural Therapy for Insomnia facilitates the adoption of behavioural 

strategies to address chronic insomnia and supports reductions in sedative–hypnotic use (91). The 

approach aligns with RACGP guidance recommending non‐pharmacological interventions as first‐line 

treatment for insomnia and is supported by practical tools such as the HANDI platform, the SA Health 

Insomnia Management Kit, and standardised sleep diaries. 

Literature also supports the integration of Brief Behavioural Therapy for Insomnia into routine care as 

a cost‐effective and scalable model, particularly suitable for ageing populations with high rates of sleep 

disturbance. Screening for insomnia and comorbid mood symptoms using validated tools can assist 

with identifying appropriate candidates for Brief Behavioural Therapy for Insomnia. Where complexity 

or treatment resistance is identified, referral to psychologists with sleep expertise for full CBTi remains 

an evidence‐based option (91). 

Box 4.1. Sleep management resources for primary care 

Resources for primary care providers   

• RACGP HANDI: Brief behavioural therapy for insomnia in adults (92).  

• SA Health – Insomnia management kit (93) 

• Sleep diary template (94) 

 

Cognitive health 

Cognitive health, the ability to think clearly, learn and remember, is essential for older adults to 

maintain autonomy, perform daily activities and experience a good quality of life. It is one pillar of 

broader brain health and is vital to the capacity for independent living, decision-making, medication 

adherence, financial management and social participation (95). 

While some degree of cognitive change is a regular part of ageing, age-related cognitive decline is 

heterogeneous with wide onset, rate and severity variability. This decline disproportionately affects 

processing speed, executive function and episodic memory (95,96). More severe impairment can 

progress to dementia which poses profound personal, social and economic challenges. Experts expect 

the global burden of dementia to increase substantially over the next 25 years, making the promotion 

of cognitive health in older age a global public health priority (97,98).  

Although genetics and age influence some aspects of cognitive decline, modifiable lifestyle and 

environmental factors are significant in their influence on cognitive health. These factors include 

physical activity, nutrition, social engagement, educational attainment and mental stimulation (99). 

The concept of cognitive reserve, the brain’s resilience to neuropathological damage, is strongly 

shaped by these intra-individual variables which can buffer against the clinical expression of decline 

(96). 

Recent research has highlighted that the efficacy of cognitive interventions is shaped by individual 

characteristics such as age, sex, baseline cognitive status and even neuroimaging markers of brain 

network connectivity (95). Women may benefit more from exercise interventions, while those with 
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mild impairment may show better outcomes from cognitive training and neuromodulation than those 

with advanced cognitive decline. Importantly, some interventions that are not directly cognitive in 

focus such as mindfulness practices, therapeutic music and social meal programs, may still yield 

indirect benefits by improving mood, social connection and executive functioning, particularly in 

individuals with early-stage or more advanced cognitive impairment (95,100). 

Safeguarding cognitive health requires a lifespan approach that integrates risk reduction, early support 

and person‐specific interventions grounded in both clinical and social determinants of health (101). 

Evidence-based cognition interventions  

Home-based cognitive behavioural program to address fall concerns 

In a randomized controlled trial undertaken in the Netherlands, a home based cognitive behavioural 

program was assessed for its capacity to reduce the fear of falling and promote safe activity 

engagement among frail, community-dwelling older adults. Community nurses trained in behaviour 

change techniques delivered the program over seven structured sessions. The program included three 

home visits (60–75 minutes each) and four telephone calls (35 minutes each). Sessions focused on 

building confidence, managing fear of falling and encouraging safe behaviours. Participants set 

individual goals, completed reflective homework and practiced previously avoided activities like stair 

walking or leaving the house (102). Trial outcomes showed that participants in the intervention group 

had:reduced concerns about falling, sustained for up to 12 months; 

• decreased activity avoidance due to fear of falling; 

• lower disability levels; 

• fewer reported indoor falls.  

Emerging or Innovative Approaches 

Maintain Your Brain (MYB) Online lifestyle intervention 

Maintain Your Brain is a large-scale, online, multidomain lifestyle intervention designed to reduce 

dementia risk by targeting multiple modifiable factors: physical inactivity, poor diet, cognitive inactivity 

and anxiety and depression (95). 

The intervention was delivered entirely online through a custom-built web application. Participants 

engaged in personalised modules addressing exercise, nutrition, cognitive training and mental health, 

depending on individual risk profiles. MYB aimed to offer an accessible, scalable solution by enabling 

users to complete the intervention at home without direct supervision, supporting behaviour change 

through educational content, goal-setting and interactive tasks (95). The intervention group showed 

greater global cognitive function improvements than the control group. The following cognitive 

domain improvements were observed: 

• complex attention; 

• executive function; 

• learning and memory. 

The intervention demonstrated the effectiveness of a personalised, multidomain approach for 

dementia risk reduction in a younger, community-recruited population.  

Findings from the Maintain Your Brain intervention suggest that scalable, online programs may 

complement existing preventive strategies in primary care, particularly in settings with limited access 



   

 

 
145 

to specialist or in-person services. Literature also points to the importance of primary care in 

facilitating early identification of cognitive and mood-related changes and enabling timely access to 

preventive resources (103,104). 

Primary care relevant strategies described in the literature include: 

• Integrating brief, validated screening tools such as the General Practitioner Assessment of 

Cognition (GPCOG) and the Patient Health Questionnaire (PHQ-9) to detect early cognitive or 

psychological symptoms (105). 

• Using culturally competent approaches to initiate conversations about memory concerns and 

mental wellbeing which may help reduce stigma and promote early intervention (106). 

• Providing information or referring individuals to evidence‐based digital interventions like MYB, 

community‐based programs, or multidisciplinary care pathways, where appropriate (103,107). 

Social isolation and loneliness in ageing   

Social isolation and loneliness are major public health challenges that affect older adults across diverse 

settings. Social isolation refers to the objective absence of social contact, while loneliness reflects the 

subjective experience of feeling disconnected or lacking companionship. Both are linked to a range of 

negative outcomes, including increased risks of depression, anxiety, cognitive decline, functional 

deterioration and premature mortality (104). 

The experience of social isolation becomes more common in older age due to life transitions such as 

retirement, bereavement, declining mobility, chronic illness and reduced access to transport. The 

prevalence is even higher among older people in lower-income households. A recent European survey 

showed that older adults living in poorer households reported loneliness at rates 10 percent higher 

than their wealthier peers (105). 

Despite the well-documented impacts, interventions often fail to systematically identify or target older 

adults who are lonely or socially isolated. Many programs use broad risk criteria such as age or living 

alone, without formally assessing social isolation. This can lead to a mismatch between individuals and 

interventions. Older adults may withdraw from programs that do not meet their needs or respect their 

desire for privacy and autonomy (105). 

Research highlights the need for interventions that are sustained, accessible and tailored to older 

people’s physical, emotional and social capabilities. Effective strategies include fostering community 

connections, providing shared-interest group activities, offering transportation support and involving 

professionals with strong relational skills. Programs built on participatory design approaches tend to 

achieve greater relevance and acceptability (105). 

A wide range of interventions have been developed to address loneliness and social isolation, 

operating at individual, community and system levels. 

 Reviews such as Poscia et al., 2017 and Thompson et al., 2023, (106,107) highlight that the most 

effective interventions are: 

• multi-component: targeting more than one factor (e.g., social, cognitive, behavioural); 

• community-based: embedded within existing services and designed in collaboration with older 

people and community organisations; 

• productive: involving active participation rather than passive attendance.  
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Examples of promising approaches include:  

• intergenerational reminiscence therapy, which fosters connection through shared memory 

and storytelling (108). 

• participatory arts programs, particularly for those with sensory impairments, which promote 

creativity, confidence, and community ties (109). 

• technology-based supports, such as computer training, video interaction and digital 

communication platforms, which can reduce isolation when adequately tailored and 

supported (110).  

• volunteering and peer support models, where older adults contribute or mentor others, 

fostering purpose and reciprocal engagement (111).  

Thompson et al. (2023) identify four key functions for primary care professionals in identifying and 

responding to social isolation among older people: 

• identifier/referrer: detecting signs of isolation and making appropriate community referrals 

• assessor: conducting structured assessments of social support needs 

• responder: contributing to patient engagement in interventions 

• supporter:  assisting in the design and delivery of community-led initiatives (107). 

Social prescribing has developed in recent decades as a component of primary health care enabling 

primary care providers to connect patients with non-clinical health-related needs to be connected with 

community-based supports tailored to their interests, needs and capabilities. Pilot programs in 

Australia have shown that social prescribing can improve uptake of community-based activities and 

help address the broader social determinants of health (112,113).  

Recent policy discussions in Australia, including a national roundtable convened by the Australian 

Social Prescribing Institute of Research and Education (ASPIRE), have reinforced that primary care is 

the logical starting point for system-wide adoption. The roundtable identified the need for national 

coordination, modest but sustained funding and improved partnerships at local and regional levels. 

The inclusion of dedicated link workers, based in local communities or general practices was 

recognised as critical to effective implementation. These workers assess patients’ social needs, 

connect them to suitable community activities and provide follow-up support, enhancing the 

continuity and personalisation of care (112,114). 

The literature also identifies implementation enablers. These include training for primary care 

practitioners, clear referral pathways and co-designed interventions that are culturally relevant and 

contextually appropriate (106–108). A broader shift toward prevention rather than episodic treatment 

is also necessary to embed social wellbeing into routine care and ensure that interventions are 

equitable and sustainable. 

As part of a comprehensive healthy ageing approach, social prescribing can help restore connection, 

foster community engagement and reduce the burden of isolation in later life. Integrating these 

models more systematically within primary care practice represents a scalable, community-centred 

response to one of the most pressing issues facing older Australians (114). 

Evidence-based interventions for social isolation and loneliness  

Social isolation and loneliness are well‐established determinants of poor health outcomes in later life, 

associated with depression, cardiovascular disease, cognitive decline and increased mortality (115). In 

response, a growing evidence base supports a diverse range of interventions to reduce isolation and 
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enhance social connection among older adults. These include one‐to‐one supports, group‐based 

activities, therapeutic modalities and system‐wide initiatives such as social prescribing (116). 

Gardiner et al. (2018) identified 38 studies in their integrative review, concluding that while many 

interventions reported some success, there was no ‘one‐size‐fits‐all’ model. The most promising 

interventions shared three common features: 

• adaptability to individual needs, allowing flexibility across settings and stages of ageing; 

• productive engagement, involving meaningful, interactive activity rather than passive 

participation; 

• community development orientation, which builds on local assets and fosters neighbourhood 

connections. 

Contrary to earlier assumptions, Gardiner et al. found no consistent evidence that group‐based 

interventions are superior to one‐to‐one or solitary activities. This highlights the importance of offering 

a spectrum of options tailored to personal preferences, cultural contexts and health status (116). 

One‐to‐one interventions offer personalised support for older adults experiencing social isolation or 

loneliness, particularly those with limited mobility or who prefer individual engagement. These 

approaches include volunteer visitor schemes, befriending services and tailored therapeutic support. 

Primary care providers can play a key role in identifying suitable individuals and connecting them with 

appropriate services as part of a broader, person‐centred care approach. 

Regular companionship has been shown to improve quality of life, reduce symptoms of depression and 

promote social participation. The Australian Government Aged Care Volunteer Visitors Scheme  

provides structured one‐on‐one support to older people at risk of social disconnection (117).Previously 

known as the Community Visitors Scheme, Aged Care Volunteer Visitors Scheme offers free, volunteer‐

based visiting services to individuals receiving government‐funded aged care services. This includes 

people living in residential aged care, those receiving a Home Care Package and individuals on the 

National Priority List awaiting placement. The program aims to enhance social connectedness, reduce 

loneliness and recognise the contributions of older Australians to the community (117). Although 

formal evaluation data is pending, anecdotal evidence and long‐standing engagement suggest that the 

program is widely valued by both recipients and volunteers (118). 

Group‐based community interventions reduce social isolation and loneliness by fostering peer 

connection, shared purpose and routine social engagement. These programs typically involve 

structured activities such as physical exercise, creative arts or education, delivered in accessible 

community settings. Evidence suggests they are particularly effective when they build trust over time, 

target specific groups and promote active participation (116,119). Participatory approaches, where 

older adults co‐facilitate sessions or help shape group content, enhance engagement and ensure 

relevance. Program evaluations should embed consumer‐reported outcome and experience measures 

to assess acceptability, perceived benefit, and areas for improvement (120). 

Emerging or innovative approaches 

School of Health for Older People 

The School of Health for Older People is a structured, group-based community intervention developed 

under Barcelona’s Health in the Neighbourhoods strategy. It aims to reduce social isolation and 

loneliness among older adults (65+) in disadvantaged urban areas. Based on an asset-based community 

development approach, the program promotes health education, peer interaction and social 
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engagement through 22 weekly 90-minute group sessions, covering physical, mental and social health 

(105–107). Sessions are held in accessible community venues and led by local professionals, including 

nurses, social workers and police officers. Topics range from healthy habits and personal safety to 

navigating health and community supports.  

An evaluation in 2022 (107) found that: 

• attendance rates were over 76% in both sites, and 98.6% of participants would recommend 

the program;  

• psychological distress significantly decreased in the intervention group compared to the 

control group; 

• health related quality of life was maintained in the intervention group and declined in the 

control group;. 

• participants in the intervention group reported increased access to companionship and peer 

support (e.g. “someone to relax with” rose from 34.8% to 59.4%); 

• greater neighbourhood engagement: Participants felt more recognised, greeted others more 

often in the neighbourhood and reported a stronger sense of belonging. 

Evidence from this program highlights the value of structured, nurse-led, community-based 

interventions in reducing loneliness and supporting mental wellbeing in older adults. For primary care, 

the evaluation underscores opportunities to strengthen referral pathways, particularly through nurses; 

to use risk indicators such as bereavement, social isolation, or low mobility to inform participation; and 

to align these programs with social prescribing frameworks that integrate non-clinical supports into 

holistic, person-centred care (121,122).  

Life Story Club  

The Life Story Club is a New York-based nonprofit that  organises small social clubs for adults aged 60 

and older to share personal stories (123). The initiative fosters a sense of belonging, supports social 

engagement and enhances purpose and identity through structured, narrative-based interaction. It 

operates both online and by phone, offering inclusive options for individuals with varying levels of 

technological comfort. 

The Life Story Club aligns with emerging models of social prescribing in which healthcare professionals 

refer patients to non-clinical community resources to address psychosocial determinants of health. 

Through its “Story Rx” program, the Life Story Club partners with healthcare providers to connect 

socially isolated patients with its storytelling groups. Once referred, participants receive a welcome 

call, are matched to an appropriate group and attend regular weekly sessions. Monthly reports on 

engagement and attendance are provided back to referring partners. 

Life Story Club also collaborates with libraries, senior centers, naturally occurring retirement 

communities and other community-based organisations to deliver these clubs locally (123–125). 

Program outcomes have included positive psychosocial outcomes among participants:  

• 95% of participants report feeling supported by the group; 

• 70% show reduced loneliness, as measured by the UCLA Loneliness Scale; 

• 92% feel a sense of community; 

• 93% experience mood improvement after sessions. 

The program’s structured format with its emphasis on peer connection and integration with healthcare 

provider networks suggest its potential utility within multidisciplinary primary care models (124,125). 
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Social Prescribing 

Social prescribing as previously mentioned, refers to the practice of connecting individuals to a range 

of non-clinical supports, including community-based programs and services to improve health and 

wellbeing (44,126). This model has been integrated into primary healthcare in the UK and is 

increasingly being considered internationally as a complement to clinical care. Most social prescribing 

programs enable healthcare providers, including GPs, primary care nurses, allied health professionals 

and pharmacists, to refer individuals to a ‘link worker’ or community connector who works with 

referred individuals to co-produces a tailored non-medical intervention to address the individual’s 

health-related social needs  (45). 

Social prescribing interventions typically address factors such as social isolation, loneliness, housing 

and food insecurity and other social determinants that influence chronic disease risk and wellbeing 

(127). Four core categories of social prescription interventions are commonly identified: 

• physical activity; 

• arts and cultural participation; 

• engagement with the natural environment; 

• advice and information provision (45). 

Evidence from systematic reviews and evaluations indicates that social prescribing can yield 

improvements across a range of health and wellbeing outcomes, including: 

• self-reported health status and quality of life; 

• mental health indicators such as reduced anxiety and improved mood; 

• physical health; 

• social connection and reduction in loneliness; 

• enhanced self-care and health literacy (128). 

Reported health system benefits include reductions in unnecessary GP appointments, emergency 

department presentations, hospital admissions and associated healthcare costs (45). 

Evidence-based social prescribing interventions 

LiveUp  

LiveUp is a digital health promotion platform designed to support older Australians in maintaining their 

independence and improving their wellbeing through accessible, evidence-based information and 

tools. Designed in collaboration with healthy ageing experts and funded by the Australian Government, 

LiveUp provides tailored resources and practical guidance to promote functional capacity and optimise 

ageing trajectories across the later stages of life (129). 

The platform responds to evidence indicating that a significant proportion of the ageing experience, 

up to 75 percent, is shaped by modifiable lifestyle factors such as physical activity, nutrition and social 

engagement. Furthermore, the loss of independence remains one of the most significant concerns 

among older adults. LiveUp functions as a digital intervention that aligns with a social prescribing 

model by connecting individuals to community-based activities, assistive technologies and healthy 

ageing strategies. 

LiveUp offers a suite of interactive tools, including a brief quiz and the LifeCurve assessment, which 

helps users understand their current functional ability and identify appropriate next steps for 

improvement (130). Users can access curated physical activity resources, social activities and self-care 



   

 

 
150 

strategies aligned with their ageing goals. Importantly, the platform features a free, confidential LiveUp 

Navigator service enabling older people to receive personalised support, explore community programs 

and co-produce a healthy ageing plan based on their needs and preferences. 

For primary care providers, LiveUp presents a scalable and accessible tool that complements clinical 

care by guiding patients toward preventive and health-enabling behaviours. It supports patient 

empowerment and health literacy while offering a structured pathway for referring individuals to non-

clinical supports. This aligns with the broader objectives of social prescribing to promote wellbeing and 

reduce avoidable health service use, particularly in older populations. 

Men’s Sheds  

The Men’s Shed network is a nationally recognised model that provides community-based, peer-led 

spaces where older men can connect, contribute and maintain a sense of purpose. Supported by the 

Australian Men’s Shed Association which oversees more than 1,300 Men’s Sheds across the country, 

the initiative promotes men’s health and wellbeing through practical activity, social connection and 

mutual support (131). Originally developed as a response to growing concerns about social isolation 

and disengagement among older men, particularly after retirement, Men’s Sheds offers a culturally 

familiar environment that fosters identity, belonging and community contribution. The majority of 

Shed participants are older males navigating one or more life transitions, such as retirement, 

bereavement or the onset of chronic health issues, often accompanied by reduced social interaction 

and a diminished sense of self-worth (132). 

Evidence indicates that Men’s Sheds play a significant role in addressing the social determinants of 

health. Research highlights that participation enhances self-esteem, strengthens social networks and 

promotes engagement in purposeful activity (132–134). These protective factors can contribute to 

improved mental health, reduced loneliness and increased health literacy. The Australian Men’s Shed 

Association has embedded health promotion into its programming through initiatives such as Spanner 

in the Works? (135), which improves access to male-targeted health information; Living Well (136), 

which supports wellbeing practices based on positive psychology; and Shed Mates (137), which equips 

peer networks to foster mental health support within the Shed community. 

Men’s Sheds have been identified in the literature as a potential non-clinical pathway to support older 

men who may be socially isolated, disengaged from formal health services or experiencing 

psychosocial challenges. Participation in Men’s Sheds has been associated with strengthened social 

networks, regular structured activities and increased exposure to informal health information 

(131,133,134) suggesting that such engagement may be linked to broader benefits for mental 

wellbeing and community connectedness which could have implications for health service utilisation 

and preventive care strategies in older male populations. 

Parkrun 

Parkrun is a free, weekly, community event that enables individuals to walk, jog, run or volunteer in a 

supportive and inclusive environment. Established over two decades ago, Parkrun has grown into a 

global movement with widespread uptake across 20 countries (138). The appeal of Parkrun lies in its 

accessibility, non-competitive format and emphasis on community engagement. Unlike structured 

exercise programs, Parkrun fosters participation across diverse populations, including those 

traditionally underrepresented in physical activity, such as women, older adults and individuals with 

lower baseline activity levels (139). 
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Evidence indicates that participation in Parkrun is associated with improvements in physical fitness, 

mood and overall physical activity levels and in both physical and mental health outcomes (140). The 

most significant health benefits are reported among those who were least active at registration with 

a dose–response relationship observed between frequency of participation and positive outcomes 

(139). Qualitative data further suggest that participants experience psychological benefits, social 

connection and a strengthened sense of identity and belonging within the “Parkrun movement” (139). 

These findings are consistent with broader literature identifying social support, routine and accessible 

locations as critical facilitators of physical activity among older adults (141,142).. The characteristics of 

Parkrun, including its accessibility, routine scheduling and social engagement, align with factors 

associated with sustained physical activity in older populations (141,142)..  

Alcohol and other drugs  

Alcohol and other drug use among older Australians is an under-recognised contributor to health 

burden and health service use. In 2021, Australians aged 50 years and over accounted for more than 

one-third (35%) of the population, reflecting an ageing demographic with complex and evolving health 

profiles. Ageing is associated with physiological changes including altered metabolism, increased 

central nervous system sensitivity and polypharmacy, that heighten susceptibility to alcohol and other 

drug related harms, even at low levels of use. These harms include increased risk of falls, fractures, 

cognitive impairment, sleep disturbances and adverse drug interactions (143). 

The 2022–2023 National Drug Strategy Household Survey (NDSHS) further illustrates the scale of 

alcohol and other drug use in older populations. Daily drinking remains most common among 

Australians aged 70 and over (11.7%), followed by those in their 60s (8.5%) and 50s (6.5%) (144). Risky 

drinking persists across older age groups: in 2022–2023, 33% of those aged 60–69 drank at levels 

associated with long-term harm. Although there has been a slight decline in risky drinking among 

people in their 50s since 2010 (from 36% to 32%), levels in older cohorts have remained relatively 

stable(144). Male older adults continue to drink at riskier levels than females; 44% of men aged 60–69 

reported risky drinking compared with 23% of women of the same age (143). 

Older Australians are also increasingly represented in illicit drug use trends. Among people in their 50s, 

recent use of any illicit drug nearly doubled between 2001 and 2022–2023 (from 6.7% to 13.6%) (144). 

The increase was evident in both males (from 8.1% to 16.1%) and females (from 5.2% to 11%). In those 

aged 60 and above, use increased from 3.9% to 7.8% over the same period. Cannabis remains the most 

commonly used illicit substance in these age groups (143,144). 

In parallel, the non-medical use of pharmaceuticals such as opioids, benzodiazepines and sleeping pills 

is a growing concern. In 2021–2022, people aged 80 and above had the highest prescription dispensing 

rates for these drugs, followed by those aged 70–79 and 60–69 (143). Females over 80 had the highest 

dispensing rates overall. In 2022–2023, 4% of people in their 50s and 3.7% of those aged 60 and over 

reported non-medical use of pharmaceuticals, comparable to the general population prevalence of 

5.3% (143). 

These patterns of use do not occur in isolation. Life events such as bereavement, retirement, chronic 

pain or social isolation may lead to late-onset alcohol and other drug use, while long-term users may 

face new or compounding health risks as they age. In older adults, particularly women, substance 

misuse often reflects a complex interplay of biopsychosocial factors, including prior trauma, mental 

illness and caregiving burdens. These complexities can obscure substance misuse within the broader 

context of ageing and multimorbidity, reinforcing the need for age-sensitive clinical approaches (145). 
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The use of multiple substances, including alcohol, prescription medications and illicit drugs, is 

increasingly recognised as a key risk factor in later life (145). Symptoms of alcohol and other drug-

related harm may mimic, mask or be mistaken for common geriatric conditions such as cognitive 

impairment, depression, frailty or recurrent falls, making detection in clinical settings particularly 

challenging. Identification is further complicated by barriers on both sides of the clinical encounter: 

clinicians may lack the time, training or familiarity with a patient’s psychosocial history, while older 

adults may underreport use due to denial, discomfort or generational attitudes toward substance use 

(143,145).  

Despite these risks, screening and intervention remain limited in primary care. Older adults are less 

likely to be screened for alcohol and other drug use and stigma continues to inhibit open disclosure. 

Sub-populations, including those from culturally and linguistically diverse backgrounds, rural and low 

socioeconomic communities and older women, face disproportionate access barriers and often require 

tailored, culturally appropriate responses (143). 

The National Alcohol Strategy 2019–2028 outlines a national framework for reducing alcohol-related 

harm and aims to achieve a 10% reduction in harmful alcohol consumption by 2025. It identifies four 

priority areas: developing healthier communities, supporting individuals to seek help, improving safety 

and improving treatment access. The Strategy identifies primary care  as important to early 

intervention, treatment and referral. The Strategy highlights the need to strengthen workforce 

capacity in primary care, including improved training, tools and referral systems for general 

practitioners and pharmacists to identify and manage alcohol-related risk. It advocates integrated care 

approaches and promotes consistent screening and brief intervention as part of routine clinical 

practice to ensure timely and equitable access to treatment and support (146). 

Evidence-Based Interventions   

Brief interventions  

Brief interventions are structured, time-limited conversations designed to reduce harmful or 

hazardous use of alcohol and other drugs. In primary care, brief interventions are typically delivered 

following opportunistic or routine screening and include motivational interviewing and the FRAMES 

framework (Feedback, Responsibility, Advice, Menu of options, Empathy, Self-efficacy) (147). They aim 

to enhance awareness of substance-related harm, motivate behavioural change and support patients 

in reducing consumption or associated risks. 

Substantial international evidence supports the effectiveness of brief interventions in reducing risky 

alcohol use, particularly among non-dependent individuals (148,149). Interventions can be delivered 

in person or electronically and typically last between 3 to 15 minutes. Components may include 

personalised feedback, discussion of risks, elicitation of motivation to change and negotiation of a 

reduction strategy. The U.S. Preventive Services Task Force and the Community Preventive Services 

Task Force both recommend the delivery of brief interventions in primary care settings for adults 

engaging in excessive alcohol use (150,151). 

In the Australian context, brief alcohol and substance use interventions are supported by clinical 

guidelines; however, uptake remains limited. General practitioners often view universal alcohol and 

substance use interventions implementation as impractical and favour targeted or context-specific 

approaches, such as during chronic disease management, preventive health assessments or mental 

health consultations (152). Patients also report higher levels of comfort with alcohol-related 
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discussions in these settings, particularly when the clinician uses a collaborative and respectful tone, 

links the discussion to the presenting condition and avoids moral framing (152). 

Evidence suggests that the therapeutic value of brief interventions may stem as much from the quality 

of the clinician–patient interaction as from the formal components of the intervention (152,153). In 

particular, repeated brief interventions delivered within an ongoing clinical relationship may be more 

impactful than one-off sessions (147,153). Brief conversations that raise awareness of alcohol-related 

risks and initiate behaviour change can be seen as part of a longitudinal care strategy. 

e-SBI (electronic screening and brief intervention) presents an emerging opportunity to overcome time 

and workflow constraints. These interventions, delivered via digital devices offer tailored feedback and 

motivational content. Studies indicate that e-SBI is effective in reducing self-reported alcohol 

consumption and alcohol-related harms and can be integrated into general practice workflows without 

increasing clinician burden (151). 

Local implementation studies highlight the value of practice-wide quality improvement approaches to 

support Screening and Brief Intervention delivery. For example, measuring and improving the 

completeness of alcohol use documentation in electronic health records has been used as a catalyst 

for change (153,154). In the CDC-supported Office Champions Project, Screening and Brief Intervention 

implementation in family practices led to increased patient engagement and improved care quality, 

particularly when supported by team-based approaches and staff training (149). 

Medication review and deprescribing 

Deprescribing is a structured, patient-centred intervention that supports healthy ageing by reducing 

the burden and risks associated with polypharmacy in older adults. In primary care, deprescribing 

involves the active withdrawal or dose reduction of medications that no longer provide benefit, pose 

potential harm or do not align with the patient’s current goals of care. This process is particularly 

relevant for older adults with comorbidities, functional vulnerability, and hazardous alcohol or 

substance use, where medication interactions may exacerbate risk (155,156). Shared decision-making 

is central to deprescribing, requiring clinicians to partner with patients and carers to align medication 

management with individual goals, preferences, and quality of life priorities. Involving consumers in 

the design and evaluation of deprescribing initiatives can help identify barriers, facilitators and 

improve communication strategies (157,158). 

In primary care, the RACGP Aged Care Clinical Guide (Silver Book) provides a practical five-step 

framework to guide deprescribing. This includes medication reconciliation, risk–benefit assessment, 

shared decision-making, prioritisation of medicines for cessation and structured monitoring of 

withdrawal effects (159). Integration with multidisciplinary teams such as through Home Medicines 

Reviews  and Residential Medication Management Reviews further strengthens the safety and quality 

of this process (50,160). 

Evidence suggests deprescribing can improve cognitive function, reduce falls, decrease medication 

burden and support treatment adherence (161). Tools such as the PRISCUS 2.0 list, FORTA classification 

and POSAMINO criteria help identify potentially inappropriate medications and drug–alcohol 

interactions that may compromise treatment efficacy or safety in older patients (155,161). For 

individuals consuming alcohol at hazardous levels, targeted medication reviews can identify 

interactions that reduce therapeutic effect or increase adverse outcomes, prompting safer alternatives 

and supporting harm reduction (156). Tools like the Drug Burden Index (DBI) support clinicians in 
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quantifying the cumulative impact of sedative and anticholinergic medications on older adults, helping 

to identify patients at higher risk of adverse outcomes and prioritise deprescribing efforts accordingly 

(162). 

Behavioural and psychological therapies 

Psychosocial interventions are frequently employed in the treatment of alcohol and other drug use. 

These include motivational interviewing, cognitive behavioural therapy and counselling modalities 

adapted for age-specific needs. In primary care, these therapies are often integrated into brief 

interventions or structured referrals (163,164). 

In Australia, counselling remains the most frequent primary treatment type across all age groups. In 

2022–23, 34% of all alcohol and other drug treatment episodes identified counselling as the main 

intervention, with alcohol the most commonly cited principal drug of concern (41%) (164).  

Motivational interviewing, frequently used in primary care and specialist settings, aims to enhance an 

individual’s intrinsic motivation to change behaviour. However, a recent Cochrane review of 93 studies 

found that while motivational interviewing may reduce substance use in the short term compared to 

no treatment, its effectiveness compared to standard or active treatments remains uncertain. The 

evidence for motivational interviewing benefit in reducing substance use in older adults specifically is 

limited and overall certainty was rated as moderate to very low, indicating a need for further targeted 

research (165). 

Cognitive behavioural therapy is another widely used intervention, particularly in the treatment of co-

occurring mental health conditions such as depression and anxiety, which are common in older adults 

with substance use disorders. Cognitive behavioural therapy focuses on modifying unhelpful thought 

patterns and behaviours and can be adapted to the needs of older people. The NSW Health 

Psychosocial Interventions Practice Guide supports Cognitive behavioural therapy  as an evidence-

informed therapy for alcohol and other drug treatment and recommends its delivery through 

structured approaches tailored to the cognitive, emotional and functional profile of older individuals 

(163). 

In primary care, brief lifestyle and psychosocial interventions, including motivational interviewing and 

cognitive behavioural therapy, have been incorporated into stepped care models. A recent review 

identified these approaches as accessible, low-intensity options suitable for general practice. However, 

evidence on their effectiveness in older adults is mixed, with variability in outcomes and limited age-

specific trials (166). 

Community-based support and harm reduction 

Community-based models of alcohol and other drug support and harm reduction are increasingly 

critical as the ageing population grows and alcohol and other drug-related harm among older adults 

becomes more visible. Older adults are a diverse cohort, with different life experiences, health 

conditions and sociocultural contexts, meaning that harm reduction strategies must be responsive to 

heterogeneity in age groups, cultural backgrounds and life stage-specific risks (167). 

Peer-led and outreach-based models show promise in reducing harms associated with alcohol and 

other drug use among older people, though the evidence base remains emergent. In Victoria, lived-

experience-informed consultations conducted by Self Help Addiction Resource Centre (SHARC) and 

Victorian Alcohol and Drug Association Inc. (VAADA) with older service users have informed the 
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development of peer-support and age-relevant recovery tools. These interventions emphasise the 

importance of social connection, shared experience and informal therapeutic environments, 

particularly for older adults who may face stigma or isolation (168). 

Community health services and Aboriginal Community-Controlled Health Organisations (ACCHOs) play 

a pivotal role in delivering culturally safe, holistic harm reduction support. In particular, the Victorian 

Government has supported ACCHOs to develop alcohol and other drug prevention and harm reduction 

pathways that reflect the needs of older Aboriginal Victorians (169). These approaches integrate 

cultural wellbeing, community engagement and flexible service models that reach older clients in 

accessible ways. 

Counselling and psycho-social support remain the most common treatment types across all age 

groups, including older adults. In 2022–23, counselling comprised 34% of all main alcohol and other 

drug treatment episodes nationally. Among those aged 40 and over receiving counselling related to 

another person’s substance use, treatment episodes were more likely to extend beyond one month, 

suggesting the importance of sustained engagement and flexibility in delivery (164). However, many 

psychosocial interventions remain generalist in design and are not tailored specifically for older people. 

Harm reduction services such as Needle and Syringe Programs, assertive outreach and safer use 

education are often geared toward younger populations, despite evidence of growing risk among older 

adults. Data from the Alcohol and Drug Foundation (2024) show a marked increase in alcohol and other 

drug related hospitalisations and medication-related harms among those aged 50 and over. Outreach-

based harm reduction services can help address barriers faced by older adults, including mobility 

issues, digital exclusion and low treatment literacy (164,170). 

The National Centre for Education and Training on Addiction emphasises that the needs of older people 

who use alcohol or drugs remain under-recognised and under-researched (171). Older adults aged 55–

65, 65–80, and 80+ may have vastly different expectations, social roles and vulnerabilities. The 

National Centre for Education and Training on Addiction review notes that cultural background and 

lived experience, including those of Aboriginal and Torres Strait Islander peoples, further influence 

patterns of alcohol and other drug use and service needs. These findings indicate the relevance of age-

differentiated and culturally sensitive approaches in service design and delivery (171). 

Digital health tools and telehealth 

Older adults face unique challenges accessing alcohol and other drug services, including limited 

mobility, transportation barriers and regional workforce shortages. Telehealth and digital therapeutic 

tools can mitigate these obstacles, offering accessible, private and adaptable care models. With 

increasing digital literacy among older Australians and expanded telehealth funding since COVID19, 

these modalities are playing a growing role in substance use care (172,173). 

Engaging older adults in the co-design of digital health interventions has been identified as a key 

strategy to improve usability, accessibility and cultural relevance. Involving consumers throughout the 

design and testing process can help ensure that technologies accommodate varying levels of digital 

literacy, health literacy and functional ability. As demonstrated in the study by Backåberg et al., 

participatory approaches that involve older adults can contribute to more inclusive and effective digital 

solutions, reducing the risk of marginalisation and promoting sustained engagement (174). 

Digital Cognitive Behavioural Therapy has demonstrated sustained clinical effectiveness. Kiluk et al. 

conducted an 8-month RCT comparing digital Cognitive Behavioural Therapy plus weekly remote 



   

 

 
156 

monitoring, clinician delivered Cognitive Behavioural Therapy, and standard outpatient care for 

alcohol use disorder. Participants in the digital Cognitive Behavioural Therapy group increased days 

abstinent from 47.6% at baseline to 75.1% at treatment end and 82.6% at 6-month follow-up, a 

significant improvement and greater increase across the full study period compared to clinician 

delivered Cognitive Behavioural Therapy and standard care (173). Moreover, Gushken et al. evaluated 

self-guided internet based Cognitive Behavioural Therapy added to treatment-as-usual in primary care 

internationally. They found that internet based Cognitive Behavioural Therapy  + treatment-as-usual 

produced greater reductions in alcohol consumption than treatment-as-usual alone (175). 

Older adults with alcohol dependence may prefer treatment through primary care due to accessibility, 

lower stigma and continuity of care (176). However, GPs often face constraints in time and specialist 

training when supporting alcohol use disorders. Internet-based cognitive behavioural therapy has 

emerged as a potential adjunct or alternative, offering structured, evidence-informed modules with 

minimal clinician time. 

Hyland et al. (2025) conducted a pragmatic randomised controlled trial in 14 Swedish primary care 

centres, enrolling 264 adult patients diagnosed with alcohol dependence. Participants were randomly 

assigned to receive internet-based cognitive behavioural therapy plus treatment as usual, or treatment 

as usual alone. The internet-based cognitive behavioural therapy program lasted 12 weeks and 

included motivational interviewing, relapse prevention and behavioural self-control components 

(176). 

 Outcomes of the trial included:  

• both moderate and severely alcohol-dependent participants reduced alcohol consumption 

across the study period; 

• participants with moderate dependence who received Internet-based cognitive behavioural 

therapy + treatment as usual showed a sustained reduction in alcohol use over 12 months; 

• those with severe dependence demonstrated substantial short-term reductions regardless of 

group allocation but tended to relapse after three months unless further support was 

provided; 

• Sociodemographic characteristics and co-occurring conditions (e.g., depression or anxiety) did 

not significantly predict outcomes. 

Interventions for common age-related changes and diseases 

As people age, they experience physiological changes that increase the likelihood of chronic, 

progressive and multifactorial conditions. These conditions, while common, are not inevitable 

consequences of ageing (177). Left unaddressed, they can impair physical function, psychological 

wellbeing and social participation. The rising prevalence of these conditions across Australia’s ageing 

population creates a compelling case for targeted, evidence-based interventions that support healthy 

longevity, autonomy and quality of life (9,177,178). 

Osteoarthritis is the leading cause of pain and disability in older adults, often affecting the hips, knees 

and hands. It reduces mobility, limits daily activities and contributes to physical deconditioning and 

isolation. Management should begin early to maintain joint function and prevent unnecessary 

dependence (3,8,179). 

For women, perimenopause represents a key life stage involving hormonal shifts that can affect mood, 

sleep, cognition and cardiovascular risk. Interventions, including lifestyle changes and hormone 
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therapy where appropriate, can support symptom management and optimise long-term health 

outcomes (180). 

Hearing and vision loss are among the most prevalent sensory impairments in later life. Both are 

associated with poorer communication, reduced social engagement and increased risk of depression, 

falls and cognitive decline (181). Timely intervention can improve function and slow downstream 

complications. 

Nocturia is a common but under-addressed condition in older adults. It affects sleep quality, increases 

the risk of falls and often indicates broader physiological issues such as cardiovascular or endocrine 

disease. Its impact on wellbeing is significant, and it warrants early clinical attention and 

multidisciplinary management (182). 

Cognitive disorders, including dementia, are a growing concern as the population ages. Dementia 

affects memory, executive function and behaviour, with substantial impacts on carers and health 

services. Early intervention enables access to supports, slows progression and allows planning aligned 

with the person’s preferences (182). Depression in older adults is under-recognised and often coexists 

with physical illness. It contributes to reduced motivation, impaired self-care and higher morbidity. 

Timely psychological and social interventions are effective and can reverse or alleviate symptoms 

(183). 

Chronic obstructive pulmonary disease imposes a significant burden due to dyspnoea, fatigue and 

frequent exacerbations. It limits physical activity, contributes to frailty and is often diagnosed late. 

Intervening early in its course helps preserve lung function and improve quality of life (184).  

Cardiovascular disease accounted for nearly one in four deaths nationally in 2022. The prevalence of 

CVD increases markedly with age, with approximately 28% of Australians aged 75 years and older 

affected (185). 

These common conditions do not exist in isolation. They often interact and compound each other, 

contributing to frailty and reduced resilience. Early identification and intervention  can mitigate 

functional decline, reduce hospitalisations and support older people to live independently. (50). 

Menopause 

The menopause transition, which includes the late reproductive stage, marks a significant physiological 

and psychosocial phase in a woman’s life. This can include numerous symptoms that may substantially 

affect quality of life, productivity and health outcomes (186). 

Globally, the number of postmenopausal women continues to rise, with estimates suggesting that 1.02 

billion were postmenopausal in 2021, increasing to a projected 1.65 billion by 2050 (187). Menopause 

typically occurs around the age of 51. However, approximately 7% of women experience it earlier, 

between ages 40 and 45, and 1.9% experience premature menopause before age 40 (187). Women 

frequently begin experiencing symptoms before any changes in menstruation. The Women Living 

Better online survey in 2020 found that women in the late reproductive stage reported symptoms such 

as disrupted sleep, mood changes, anxiety, forgetfulness, fatigue and genitourinary issues, which were 

comparable in burden to those experienced during the menopausal transition (188,189). Despite this, 

most women do not anticipate symptoms before age 50, leading to delayed care-seeking. Without 

anticipatory guidance, many women report feeling confused or dismissed when they present with 

early symptoms (188). 
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An estimated 60% to 86% of women experience bothersome symptoms during the menopause 

transition, including hot flushes, night sweats, vaginal dryness, sleep disruption, reduced libido, joint 

pain and cognitive concerns (187,190). Clinician knowledge gaps contribute to inconsistent care. Few 

medical trainees report feeling adequately trained to manage menopausal symptoms and many do not 

receive formal education on the topic. These care gaps contribute to undertreatment, which may lead 

to increased healthcare utilisation, mental health issues, reduced workplace productivity and 

inappropriate reliance on unregulated over-the-counter supplements (187). 

Social and cultural factors influence how women experience and report menopausal symptoms. For 

example, data from the American Study of Women’s Health Across the Nation, indicate that Black 

women often experience more severe and prolonged symptoms shaped by biological and socio-

structural factors such as systemic racism (187). Cultural norms and beliefs about menopause also 

influence how women perceive symptoms and whether they seek help. 

Women with early or premature menopause require particular attention in primary care. Without 

adequate hormonal support, they face elevated risks of cardiovascular disease, osteoporosis, mood 

disorders, dementia and sexual dysfunction (191,192). The Royal Australian College of Obstetricians 

and Gynaecologists (RANZCOG) advises that clinicians should feel confident discussing menopause, 

offering evidence-based information and tailoring treatment based on symptom burden. From the age 

of 45, women should receive anticipatory education, support for symptom management and advice 

on preventive health, including cardiovascular and bone health (190,192). Primary care provides a 

central access point to improve outcomes for women through timely education, early validation of 

symptoms and personalised management across the stages of reproductive ageing (193). 

Evidence based interventions for menopause in the older women 

Menopausal Hormone Therapy (MHT) 

The 2016 International Menopause Society recommendations emphasised the importance of 

individualised, evidence-based care for women in midlife and beyond with a focus on improving quality 

of life and long-term health outcomes. The recommendations addressed the variability of menopausal 

hormone therapy (MHT) risks and benefits arising from individual factors, particularly age and time 

since menopause (194). 

MHT is generally safe for healthy women under 60 years of age or within 10 years of menopause onset. 

When initiated during this “window of opportunity,” MHT can offer significant benefits with minimal 

risk. Evidence indicates that most of the breast cancer risk associated with MHT arises from the 

progestogen component rather than estrogen alone. The use of modern progestogens, natural 

progesterone, or selective estrogen receptor modulators may optimise metabolic outcomes and 

reduce breast tissue effects (192,195). 

Randomised trials such as the Danish Osteoporosis Prevention Study, the Kronos Early Estrogen 

Prevention Study, and the Early versus Late Intervention Trial with Estradiol, support early initiation of 

MHT to avoid cardiovascular harm and achieve health benefits. These include primary prevention of 

osteoporotic fractures and coronary artery disease, as well as reduced all-cause mortality (194). 

The 2023 Practitioner’s Toolkit for Managing Menopause provides an accessible desk-top resource for 

health care professionals caring for women in mid-life.  Developed by a collaborative network of 

Australian and other researchers, the toolkit provides algorithms to guide clinical assessment and care 

including understanding why women present, issues that may influence shared decision-making and 
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options for treatment including menopausal hormone therapy and non-hormonal options.  The toolkit 

is endorsed by the International Menopause Society, the Australasian and British Menopause Societies 

and other organisations (196).   

Non-Hormonal pharmacological therapies 

Non‐hormonal therapies with demonstrated efficacy for vasomotor symptoms include isoflavones and 

red clover extract. Black cohosh may offer benefit but carries a risk of hepatotoxicity. St John’s wort, 

particularly when combined with black cohosh or passionflower, may improve hot flushes and mood, 

though it can interact with medications. Other natural remedies, including hops, chamomile and 

Korean ginseng, remain widely used but lack strong evidence (197). 

Psychological and behavioural interventions 

Psychological and behavioural therapies are a key component of holistic menopause care. Cognitive 

behavioural therapy (CBT) has been shown in randomised controlled trials to reduce vasomotor 

symptom distress, improve mood and sleep quality, and enhance coping strategies, making it a suitable 

non-pharmacological first-line option, particularly for women with contraindications to MHT(197,198). 

Mindfulness-based interventions (MBIs) have also demonstrated effectiveness in improving a range of 

menopause-related outcomes, including anxiety, depressive symptoms, stress, sleep quality and 

overall quality of life. A 2024 systematic review of 19 randomised controlled trials found that MBIs 

significantly improved these outcomes, particularly when interventions lasted more than eight weeks 

and sessions exceeded 60 minutes (199). Programs such as Mindfulness-Based Stress Reduction and 

Acceptance and Commitment Therapy, especially those incorporating homework assignments, were 

associated with greater reductions in depressive symptoms. MBIs can also be delivered effectively by 

trained non-professionals, supporting their scalability in diverse care settings. 

In contrast, structured physical activity and yoga have not demonstrated consistent benefits for 

vasomotor symptoms. A Cochrane review of five trials (n = 762) found no significant effect of exercise 

or yoga on hot flushes or night sweats (200). Similarly, earlier and subsequent reviews have reported 

only small or inconsistent benefits on somatic and psychological symptoms, often limited by 

methodological weaknesses and variability across studies (197). 

Nocturia  

Nocturia, defined as the need to wake from sleep to void, affects over half of adults aged over 60,  and 

as many as 80% of those aged 80 years and older (59,201). While often dismissed as a benign part of 

ageing, emerging evidence indicates that nocturia is associated with serious health consequences. 

These include impaired sleep quality, increased risk of falls, frailty, depression and reduced health-

related quality of life (59,202). 

Age-related physiological changes contribute significantly to the development of nocturia. These 

include a decline in the kidneys’ ability to concentrate urine, reduced bladder capacity, altered 

detrusor muscle activity and circadian rhythm disruption leading to nocturnal polyuria. In women, 

additional factors such as hormonal changes following menopause, parity and prior hysterectomy 

contribute to nocturia risk. 

Nocturia also acts as a marker of multimorbidity and systemic vulnerability in older adults. Dutoglu et 

al. (2019) demonstrated that ≥2 nightly episodes of nocturia are associated with insomnia, recurrent 
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falls, polypharmacy, urinary incontinence, reduced functional mobility and frailty (201). Furthermore, 

Tikkinen et al. (2010) showed that even two episodes of nocturia per night significantly reduce health‐

related quality of life (59). These findings align with Komleva et al. (202) who in their recent scoping 

review, highlighted a growing recognition that nocturia may not only reflect frailty but also contribute 

causally to its development by disrupting sleep, impairing cognition and reducing physical resilience. 

Sleep disruption, a central mechanism linking nocturia and frailty, compounds risks through fatigue, 

cognitive decline and impaired balance (202). The Komleva review emphasised that circadian rhythm 

disruption may underpin both nocturia and frailty, reinforcing the need to view nocturia not simply as 

a urinary complaint but as a geriatric syndrome requiring holistic management (202). 

Given its high prevalence, complex aetiology and association with multiple adverse outcomes, nocturia 

has been identified in literature as a modifiable factor relevant to healthy ageing. Studies suggest that 

recognising and addressing nocturia in primary care and geriatric settings may contribute to reducing 

functional decline and associated risks (203). 

Evidence-based interventions for nocturia in the older person 

Targeted assessment and management approach for nocturia in primary care 

Bower et al. (2018) recommend an assessment and management pathway using the TANGO tool 

(Targeting the individual’s Aetiology of Nocturia to Guide Outcomes) to identify underlying causes and 

personalise treatment in primary care. Clinicians begin by collecting a detailed history via a nocturia 

screening instrument and eight targeted questions addressing frequency, bother, medication use, 

bladder storage capacity, sleep disorders, diuretic timing, and hormonal factors. A 48–72 hour bladder 

diary (frequency volume chart) supplies objective data to distinguish nocturnal polyuria, overactive 

bladder and reduced bladder capacity (204). 

Following diagnosis, treatment aligns with the identified aetiology. For nocturnal polyuria, evening 

loop diuretics (e.g., furosemide) or low-dose desmopressin may be prescribed, with close monitoring 

for hyponatraemia. Addressing comorbid sleep disorders such as obstructive sleep apnoea or 

insomnia, can also reduce nocturia episodes. Adjusting antihypertensive timing or prescribing topical 

oestrogen for postmenopausal women may benefit selected patients (203,204). 

Primary care can integrate nocturia assessment into routine health care. Using the TANGO framework 

facilitates identification of multifactorial contributors, nocturnal polyuria, bladder dysfunction, sleep 

disorders, and medication effects, without immediate specialist referral (204). Simple tools, such as 

bladder diaries and targeted sleep apnoea screening, inform potential interventions. Regular 

medication reviews should identify and modify agents that exacerbate nocturia. Behavioural advice on 

fluid timing, bladder training, and sleep hygiene complements pharmacotherapy (203). 

When nocturnal polyuria is confirmed, desmopressin or timed diuretics can be effective but require 

electrolyte monitoring in older patients (204). Clinicians should regard two or more nightly voids as 

clinically significant and address nocturia proactively to improve sleep quality, reduce injury risk, and 

help maintain functional independence (59,201). 

Osteoporosis 

Osteoporosis is a chronic condition characterised by reduced bone strength and microarchitectural 

deterioration, leading to an increased risk of fragility fractures. It predominantly affects older adults, 

especially postmenopausal women. In 2022, an estimated 924,000 Australians were living with 
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osteoporosis (205). The condition contributes substantially to morbidity, mortality and healthcare 

costs, with hip, vertebral and wrist fractures being the most common and clinically significant 

consequences (205,206). 

The updated 2024 Australian guideline developed by the RACGP and Healthy Bones Australia includes 

new recommendations related to pharmacological therapies, particularly osteoanabolic treatments 

and emphasises the need for early identification of individuals at very high risk of fracture (207). 

Although widespread population-based screening is not recommended, the guideline supports risk 

stratification using tools such as FRAX to guide treatment decisions. 

Evidence-based interventions for osteoporosis  

Pharmacological Interventions 

Osteoporosis interventions focus on preventing fractures and slowing disease progression through 

pharmacological treatment, physical activity, nutrition, falls prevention and patient education. 

Pharmacological therapies are stratified by fracture risk, with bisphosphonates, denosumab and 

osteoanabolic agents such as romosozumab recommended accordingly (207). The RACGP guideline 

states that calcium and vitamin D supplementation should be reserved for those with documented 

deficiency, as benefits in the general community‐dwelling population are limited. 

Exercise-based interventions 

Exercise is a key non‐pharmacological intervention. Meta‐analyses and randomised controlled trials 

demonstrate that weight‐bearing and resistance‐based exercise improve bone mineral density (BMD) 

in the lumbar spine and femoral neck among postmenopausal women (208). A network meta‐analysis 

by Hejazi et al. (2022) found that combined aerobic and resistance training produced the greatest 

improvements, while whole‐body vibration training showed additional benefits for femoral neck BMD 

and lower limb strength. These improvements are attributed to enhanced osteogenic response to 

mechanical loading and modulation of bone turnover markers (226). 

Falls prevention strategies 

Falls prevention forms a central component of osteoporosis management. Interventions include home 

hazard assessments, strength and balance training, medication reviews and visual assessments. These 

strategies aim to reduce the risk of fractures, particularly in older adults with previous fragility fractures 

or established osteoporosis. Educational interventions targeting adherence to treatment and self‐

management have also been found to improve clinical outcomes (209). 

Multicomponent/combined therapies 

Improving adherence to osteoporosis treatment remains a persistent challenge with educational 

interventions alone showing inconsistent results. A systematic review by Cornelissen et al. (2020) 

examined 15 studies, including 12 randomised controlled trials and found mixed outcomes across 

various intervention types (210). While some educational programs showed promise, particularly when 

combined with counselling or support strategies, the overall evidence for education alone was limited. 

Multicomponent interventions that actively engaged patients through a combination of education, 

counselling, monitoring or interdisciplinary collaboration were more likely to improve adherence and 

persistence with osteoporosis medications. In contrast, interventions focused solely on clinician 

behaviour, such as a brief educational program for primary care providers, did not significantly improve 

patient adherence (210–212). 
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Pharmacist-led models 

A systematic review by Laird et al. (2022) indicated that pharmacist interventions, including medication 

reviews, fracture risk assessments and collaborative care with physicians may help improve treatment 

uptake, patient knowledge and adherence (213). 

Clinical guidelines and primary care tools: 

The 2024 RACGP Healthy Bones Australia guideline highlights the importance of continuity of care and 

annual review of pharmacological therapy. It also addresses risks associated with therapy cessation, 

such as rebound vertebral fractures following discontinuation of denosumab (206,207). The 

Osteoporosis risk assessment, diagnosis and management flow chart is also available through the 

RACGP and provides a practical guide for clinical decision‐making in primary care (214).  

Emerging or innovative approaches for managing osteoporosis in older adults 

Healthy Bones Australia fracture prevention model 

Healthy Bones Australia, established in 2001, aims to address the increasing prevalence of poor bone 

health among Australians and the limited health system focus on osteoporosis prevention. The 

organisation works to raise awareness among both the public and healthcare professionals, and to 

advocate for national strategies to reduce the burden of osteoporosis (215).  

Healthy Bones Australia has implemented a national model that promotes post-fracture care through 

primary care engagement. This model aligns with the Fracture Liaison Service principles, which aim to 

systematically identify, assess and manage individuals with minimal trauma fractures to prevent 

further injury. 

Within this model, general practitioners are supported to implement evidence-based interventions 

including initiation of osteoporosis treatment, patient education, falls risk assessment and referral to 

physiotherapy or allied health services. Educational resources, clinical tools and communication 

templates are provided to streamline care pathways and improve coordination between acute and 

community-based services (206). This model has indicated improved osteoporosis treatment initiation 

rates and reduced rates of subsequent fractures among patients enrolled in post-fracture programs. 

The model supports implementation of the updated national guideline and highlights the capacity of 

primary care to deliver multifaceted interventions tailored to the needs of older adults with poor bone 

health (206). 

The role of primary care in managing osteoporosis incldes identifying at-risk patients, assessing 

fracture risk using tools such as FRAX and initiating evidence-based treatment, including osteoanabolic 

therapies where appropriate (207). Multicomponent interventions combining medication, exercise 

and calcium/vitamin D supplementation are most effective (208). Post-fracture care models involving 

general practitioners, such as those supported by Healthy Bones Australia, improve treatment uptake 

and reduce future fracture risk (206). Collaboration with pharmacists and allied health can further 

support adherence and long-term management (213). 

Osteoarthritis 

Osteoarthritis is a highly prevalent musculoskeletal condition and a leading cause of chronic pain, 

disability and reduced mobility among Australians aged over 45 years. It is characterised by 

degeneration of joint cartilage and underlying bone, most commonly affecting the knees, hips and 

hands. According to the Australian Institute of Health and Welfare (2020), over 2.2 million Australians 
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live with osteoarthritis, with increasing incidence linked to ageing populations and rising rates of 

overweight and obesity (205). 

The disease contributes to significant healthcare burden, including increased hospitalisation rates, 

premature joint replacement and loss of independence. The 2018 National Osteoarthritis Strategy was 

developed by the Australasian College of Sport and Exercise Physicians to provide a coordinated 

national approach to osteoarthritis prevention, early intervention and chronic disease management 

(216). Programs such as the NSW Osteoarthritis Chronic Care Program reflect efforts to embed 

evidence‐based conservative care in clinical and community settings (217). 

Evidence-based interventions for osteoarthritis 

Current national and international guidelines recommend non‐surgical, non‐pharmacological 

interventions as first‐line care for osteoarthritis (218,219). 

These include: 

• structured exercise interventions, such as resistance and aerobic training, which reduce pain 

and improve joint function and mobility. 

• weight management, particularly for individuals with overweight or obesity, to reduce joint 

loading and inflammation. 

• patient education and self-management support, which empower individuals to understand 

their condition and adopt health-promoting behaviours. 

• pharmacological support, using analgesics or anti-inflammatory medications as adjuncts 

where appropriate, with avoidance of long-term opioid use. 

• multidisciplinary team care, incorporating physiotherapists, dietitians, exercise physiologists 

and where necessary, referral to rheumatology or sport and exercise medicine specialists. 

The National Osteoarthritis Strategy highlights the general practitioner’s role in early identification, 

behavioural counselling and referral to allied health services, as well as broader health promotion to 

increase physical activity and improve diet (216). 

Programs such as Healthy Weight for Life and the Osteoarthritis Hip and Knee Service assist general 

practitioners by providing structured education and coordinated care for at-risk individuals. Care 

options include referral pathways to accredited exercise physiologists, physiotherapists, and dietitians 

(216,220). 

NSW Osteoarthritis Chronic Care Program 

The NSW Osteoarthritis Chronic Care Program is a state-wide initiative designed for people with 

moderate to severe hip or knee osteoarthritis who are at risk of surgery. The program provides 

conservative care through a multidisciplinary model, aiming to reduce surgical demand and improve 

function and quality of life (217). 

Patients are referred to the program by general practitioners or specialists and receive coordinated 

support through care planning, physiotherapy, dietetic services, pain education and falls prevention. 

Implementation across multiple Local Health Districts has demonstrated improvements in pain, 

physical function and self-efficacy, alongside reduced demand for orthopaedic services (217). General 

practitioners remain central to the patient journey, referring individuals into the program, monitoring 

progress and supporting long-term behaviour change through shared decision-making and continuity 

of care (217). 
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The Arthritis Movement, formerly known as Arthritis Australia, is a national organisation committed to 

advancing the lives of people affected by arthritis. Through a focus on innovative care, evidence‐

informed support and advocacy, the organisation provides education, resources and services that 

empower individuals to manage their condition and improve quality of life (221).  

Frailty, sarcopenia and falls 

Frailty is a multidimensional clinical syndrome that results from cumulative declines in physiological 

systems, leading to increased vulnerability to adverse outcomes such as falls, hospitalisation and loss 

of independence (222). It is not defined by chronological age but by biological ageing across physical, 

cognitive, psychological and social domains (223,224). Sarcopenia, the progressive loss of skeletal 

muscle mass and strength, is a key biological contributor to frailty. It has been associated with impaired 

balance, decreased mobility and greater risk of disability and falls in older adults (164). 

Falls remain a major consequence of frailty and sarcopenia. In 2022–23 in Australia, there were 

238,055 hospitalisations due to falls, representing 43.4% of all injury admissions. Among those aged 

65 years and over, fall-related hospitalisation rates were 12 times higher than in adults aged 25 to 44 

(225). The same year, there were 6,378 deaths due to falls, with the majority occurring in older adults. 

Age-standardised hospitalisation and mortality rates for fall-related injuries have increased over the 

past decade, with older women more frequently hospitalised than older men (225). These data 

highlight the need for effective, evidence-based strategies to identify and manage frailty and its 

associated risks in primary care. 

The FITTEST Study, led by the Australian Frailty Network, is a trial to evaluate two approaches to 

delivering a frailty prevention program for people aged 65 years and over with mild frailty. The trial 

aims to recruit people over 65 years of age (55 years for those who identify as Aboriginal and/or Torres 

Strait Islander) and will compare a health professional-supported intervention with a self-management 

model, both incorporating evidence-based recommendations across physical activity, nutrition, 

medicine optimisation and social connection (226).  

Meta-analyses have shown that regular, targeted exercise can reduce the risk of falls in older adults by 

up to 50% (227). Programs delivered by trained allied health professionals have demonstrated high 

acceptability and effectiveness when integrated into local community settings. 

Evidence-based and emerging Interventions 

The Frailty Early Intervention Program in primary care 

Australian grey literature illustrates the practical application of multi‐dimensional frailty management 

within primary care. The Frailty Early Intervention Program, developed by the Hunter New England and 

Central Coast Primary Health Network (228), supports general practices to implement structured frailty 

screening and coordinated intervention. The program engaged 19 general practices across regional 

New South Wales, providing training, validated tools such as the FRAIL Scale and resources including 

the Frailty Fundamentals guide (228). Practices embedded routine screening into annual health 

assessments and chronic disease reviews, with subsequent care pathways involving health coaching, 

goal‐setting, physical activity promotion and medication review. This model aligns with the broader 

Healthicare approach, which prioritises early risk identification, team‐based care and patient 

empowerment through context‐sensitive and person‐centred intervention (229). 
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Still Standing Program – Western Sydney 

The Still Standing program is a structured falls prevention and light exercise program for community‐

dwelling older adults. Delivered by accredited exercise physiologists at New Edge Performance, the 

program has been funded since 2017 by the Western Sydney Primary Health Network (WentWest). It 

is specifically designed to reduce falls risk in older people and promote independence through regular, 

supervised exercise. The program focuses on balance, strength, mobility and functional fitness, which 

are all key components in preventing falls and maintaining quality of life (230).  Participants attend 

group‐based sessions that are tailored to their capabilities and delivered in a supportive local setting. 

By offering a no‐cost option through PHN funding, the program has addressed affordability barriers and 

reached a broad population of older adults in Western Sydney. In recent years, demand has outpaced 

funding availability, demonstrating high community interest and engagement. 

Cardiovascular disease (CVD)   

Cardiovascular disease (CVD) encompasses a range of disorders affecting the heart and blood vessels, 

including coronary heart disease, stroke and heart failure. It remains a significant public health 

challenge in Australia, contributing substantially to morbidity and mortality (Australian Institute of 

Health and Welfare (185). 

According to the 2022 National Health Survey conducted by the Australian Bureau of Statistics, an 

estimated 1.3 million adults aged 18 and over (representing 6.7% of the adult population) reported 

having one or more heart, stroke or vascular conditions (231). The prevalence of CVD increases 

markedly with age, with approximately 28% of Australians aged 75 years and older affected (185). In 

2022, the prevalence of CVD among adults aged 75 and over was 28% and among adults aged 85 and 

over, it was 52% (185).  

CVD remains a major public health concern and was the underlying cause of approximately 45,000 

deaths, accounting for nearly one in four deaths nationally in 2022 (185). 

Evidence-based Interventions 

Interventions to prevent and manage cardiovascular disease focus on controlling modifiable risk 

factors, particularly hypertension which remains a leading contributor to morbidity and mortality 

globally and in Australia (232). Elevated blood pressure is strongly and independently associated with 

cardiovascular outcomes, including coronary artery disease, stroke, chronic kidney disease and all-

cause mortality (232). 

Lifestyle modification has a significant role in the prevention and management of CVD. Ghodeshwar et 

al. (2023) highlight that the adoption of multiple healthy behaviours, such as regular physical activity, 

dietary improvements, smoking cessation, stress management and adequate sleep, has a synergistic 

effect on cardiovascular health. These interventions collectively reduce blood pressure, improve lipid 

profiles, support glycaemic control and lower the risk of adverse cardiac events. Importantly, the 

authors emphasise the necessity of long-term adherence, as sustained behavioural change is required 

to realise and maintain cardiovascular benefits (233). Personalised intervention strategies are required 

to take account of individual variability, including genetic predispositions and comorbid conditions to 

enhance intervention effectiveness (233). 
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Emerging or Innovative Approaches 

Heart Foundation’s Walking Wins program 

The Walking Wins campaign, launched by the Heart Foundation in 2024, is a national campaign to 

engage Australians, particularly those at risk of or living with CVD, in regular walking through free, 

accessible programs. These include joining local walking groups, leading groups or following a 

personalised six-week walking plan tailored to individual capabilities and preferences (234). 

Walking Wins offers an evidence-informed, scalable intervention that primary care clinicians can 

recommend as part of preventive and chronic disease management. General practitioners, nurses and 

allied health professionals can refer patients directly to the program, integrating lifestyle advice into 

routine care and encouraging adherence through structured goal setting and community support. The 

program also addresses psychosocial determinants of health, such as social isolation, by facilitating 

group participation and fostering peer connection, factors known to influence both cardiovascular and 

mental health outcomes. Moreover, the campaign’s national visibility and alignment with physical 

activity guidelines make it a valuable adjunct to clinical care and health promotion activities (235). 

The DASH Diet  

The Dietary Approaches to Stop Hypertension (DASH) diet is a well-established, evidence-based 

nutritional strategy for reducing cardiovascular risk, particularly hypertension. Originally developed 

through research supported by the U.S. National Heart, Lung and Blood Institute, the DASH diet 

emphasises consumption of fruits, vegetables, whole grains, low-fat dairy products, lean proteins and 

limited sodium, saturated fats, and added sugars (236).  

Clinical trials provide strong evidence for the cardiovascular benefits of the DASH (Dietary Approaches 

to Stop Hypertension) dietary pattern, particularly in managing elevated blood pressure and systemic 

inflammation. The landmark DASH-Sodium trial demonstrated that the combination of the DASH diet 

with reduced sodium intake significantly lowered systolic blood pressure, with reductions of up to 11.5 

mmHg among participants with hypertension and 7.1 mmHg among those without hypertension (236). 

These effects were observed consistently across subgroups, including men and women, and individuals 

from diverse racial backgrounds. In addition to its antihypertensive effects, the DASH diet has also 

been shown to reduce systemic inflammation. A systematic review and meta-analysis of randomised 

controlled trials found that adherence to the DASH diet significantly decreased serum levels of high-

sensitivity C-reactive protein (hs-CRP), a biomarker of inflammation, by an average of 1.01 mg/L when 

compared to usual diets (237). These findings suggest that the DASH diet offers dual benefits in 

lowering blood pressure and modulating inflammatory processes, both of which are significant in the 

prevention and management of cardiovascular disease among older adults. 

Australian primary care settings are increasingly incorporating the DASH approach into patient 

counselling and care planning for individuals with elevated cardiovascular risk. Educational materials 

provided by HeartSmart Australia outline practical strategies for implementing the DASH diet in 

everyday eating, tailored to the Australian context. These include incorporating high-fibre cereals, 

fresh produce, and lean proteins, while reducing processed and high-sodium foods (238). This aligns 

with the National Heart Foundation of Australia’s dietary recommendations and supports broader 

goals of lifestyle modification within chronic disease management. 

The DASH diet is particularly relevant to older adults given its role in reducing hypertension, a condition 

that affects approximately two-thirds of Australians aged over 65 (185).  
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Hearing and vision loss 

Sensory impairments such as hearing and vision loss are common in older adults and have a substantial 

impact on quality of life, social participation, mental health and functional independence. According 

to the Australian Institute of Health and Welfare (239), over one-third of Australians aged 65 years and 

over experience hearing difficulties, while more than 90% use some form of vision correction (239). 

Age-related hearing loss is a progressive condition often underdiagnosed and undertreated and is 

associated with increased risks of depression, social isolation and cognitive decline (240). Similarly, 

untreated vision impairment is associated with a higher risk of falls, fractures and institutionalisation 

(178). 

Despite the significant burden of sensory loss in later life, hearing and vision health remain under 

prioritised in preventive care. The RACGP recommends regular assessment of vision and hearing 

function in older adults, particularly those aged 65 years and over or presenting with symptoms or 

functional changes or risk factors such as diabetes and hypertension(178,241). Early identification and 

appropriate intervention are necessary to minimise avoidable deterioration and maintain 

independence. 

Evidence-based interventions for hearing and vision  

Interventions for hearing and vision loss are most effective when embedded in routine preventive care 

and tailored to individual needs. For vision, regular eye examinations, timely prescription of corrective 

lenses, cataract surgery and environmental modifications have been shown to reduce functional 

decline and fall risk (178).  

For hearing loss, interventions include audiological assessment, hearing aids, assistive listening 

devices, auditory rehabilitation and environmental adaptations such as communication strategies and 

noise reduction. A systematic review of public health approaches to age-related hearing loss in 

Australia highlighted the effectiveness of integrating hearing assessment and referral pathways within 

primary care, supported by public education and stigma reduction initiatives (240). Evidence suggests 

that early fitting of hearing aids and rehabilitation programs can delay cognitive decline and improve 

quality of life outcomes (239). 

Barriers to optimal management of hearing loss include low uptake of hearing aids due to factors such 

as cost, stigma and limited perceived benefit. Stigma associated with hearing aid use remains a 

significant deterrent with many individuals perceiving hearing aids as stigmatising symbols of ageing 

or disability. Additionally, under-referral for low-vision services contributes to suboptimal 

management of vision impairment. Addressing these gaps requires multidisciplinary collaboration, 

patient education and accessible referral pathways to ensure timely and effective interventions(242–

244). 

National services for sensory health 

Through Hearing Australia’s GP support pathway, clinicians can access decision support tools, printable 

referral forms and resources for conducting hearing checks in line with RACGP recommendations. 

Patients referred to Hearing Australia by their GP can receive a comprehensive hearing assessment, 

device fitting where appropriate and ongoing rehabilitation support, with feedback provided to the 

referring practice to support continuity of care (245).  



   

 

 
168 

Similarly, Vision Australia provides services tailored to people with low vision or blindness, including 

low vision assessments, assistive technology training and occupational therapy. Primary care teams 

can refer patients directly and receive updates through shared care models (246).  

These services offer scalable, evidence-informed approaches to enhance early intervention and reduce 

the long-term impacts of untreated sensory decline. Coordination of care between the GP and the 

services can improve access, streamline referral processes and support older adults to maintain 

function and independence (245–248). 

Chronic Obstructive Pulmonary Disease (COPD) 

Chronic Obstructive Pulmonary Disease (COPD) is a progressive, preventable and treatable lung disease 

characterised by persistent airflow limitation and chronic respiratory symptoms resulting from airway 

and/or alveolar abnormalities. It is commonly associated with long‐term exposure to irritants such as 

tobacco smoke, air pollution and occupational dust (Australian Institute of Health and Welfare (249). 

Management of COPD involves both primary and acute care systems. Relevant vaccinations contribute 

to preventing exacerbations and reducing hospital admissions among COPD patients. 

In 2022, an estimated 638,000 Australians (2.5% of the population) were living with COPD. Prevalence 

increases with age, with higher rates reported among adults aged 65 years and over. COPD contributed 

3.6% of the total disease burden in 2023 and accounted for 50% of the total burden of respiratory 

diseases. The economic impact is substantial: in 2020–21, the Australian health system spent an 

estimated $831.6 million on treatment and management of COPD. In 2022, COPD was the underlying 

cause of 7,691 deaths, corresponding to 29.6 per 100,000 population (249). 

Hospitalisation rates remain high. In 2021–22, there were 53,000 hospitalisations for COPD among 

people aged 45 years and over, equating to 500 hospitalisations per 100,000 population. The condition 

is frequently comorbid with other chronic diseases. In 2022, 87% of people living with COPD also had 

at least one additional chronic condition. The most prevalent comorbidities included mental and 

behavioural conditions (49%), arthritis (45%), asthma (42%) and back problems (42%)(249). Patterns of 

hospitalisation, multimorbidity and disease burden suggest a high level of clinical complexity among 

older adults with COPD. 

Evidence-based Interventions for COPD 

Management of COPD in older adults requires a comprehensive, multidisciplinary approach aligned 

with evidence‐based guidelines. The COPD‐X Plan, developed by Lung Foundation Australia and the 

Thoracic Society of Australia and New Zealand, presents practical, evidence‐based practice information 

across five areas of clinical practice: case finding and confirming diagnosis; optimizing function; 

preventing deterioration; developing a plan of care and managing exacerbations(184,250). Published 

and updated quarterly, the guidelines are accompanied by the COPD‐X Handbook, an accredited RACGP 

resource.   

Pulmonary rehabilitation for COPD includes supervised exercise training, education and psychosocial 

support and has been shown to improve quality of life, reduce symptoms and decrease hospital 

admissions. Evidence supports its inclusion for all patients with moderate to severe disease (184). 
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Smoking cessation is the single most effective intervention to slow disease progression. Intensive 

behavioural support combined with pharmacotherapy, including nicotine replacement therapy, 

varenicline or bupropion, is recommended as first‐line management (184). 

Pharmacological management of COPD should align with disease severity and the individual’s symptom 

profile. Long‐acting bronchodilators, including long‐acting muscarinic antagonists and long‐acting beta‐

agonists are recommended to reduce symptoms and exacerbation risk. Inhaled corticosteroids may be 

considered for patients with frequent exacerbations or elevated eosinophil levels; however, their use 

requires careful consideration due to an increased risk of pneumonia (184,250). The 2024 COPD Clinical 

Care Standard reinforces key elements of best practice, including timely diagnosis with spirometry, 

development of a  personalised action plan, referral to pulmonary rehabilitation and regular review of 

medicines, inhaler technique and vaccination status (250). 

Comprehensive care also includes support for self‐management, facilitated by structured education 

and written COPD action plans. Action plans have demonstrated a reduction in hospital presentations 

and support timely identification and response to exacerbations (184,250). 

COPD Foundation’s smoking cessation program 

The U.S. COPD Foundation delivers a structured smoking cessation support program as part of its 

comprehensive approach to managing COPD. Smoking remains the primary modifiable risk factor for 

both the development and progression of COPD and cessation is a core element of disease 

management (251). The Foundation’s program offers education, tools and patient‐centred support 

tailored for individuals with COPD. This includes access to trained coaches, educational materials on 

nicotine dependence, personalised cessation planning and resources for managing withdrawal 

symptoms. The program also incorporates motivational interviewing techniques and repeated 

engagement, recognising that sustained behavioural change requires ongoing support (251). 

Digital tools form a key component of the intervention, including an online portal with educational 

content and a helpline staffed by respiratory health professionals. The Foundation also provides 

resources for clinicians to use in primary care, supporting consistent messaging and shared decision‐

making with patients. Key elements include reinforcing the benefits of quitting such as improved lung 

function, reduced symptom burden and lower risk of hospitalisation and addressing barriers to 

cessation through tailored strategies. 

COPD management through vaccination in NSW primary care 

Chronic Obstructive Pulmonary Disease (COPD) affects approximately 2.2% of the adult population in 

NSW. In 2022, data from the NSW Health Lumos data program, which links general practice data with 

data from other NSW health services, analysed healthcare utilisation among COPD patients in the 

calendar year 2019. Findings indicated that regular general practitioner visits were associated with 

reduced hospital admissions. However, vaccination rates among COPD patients remained suboptimal 

with barriers including lack of recommendation, knowledge gaps, misunderstandings and cost 

concerns (252). To address these issues, NSW Health collaborated with primary care providers to: 

• reduce clinical variation in COPD management; 

• increase education, resources and support for COPD patients to self-manage their disease; 

• develop optimal care strategies post-discharge and at the end of life (250,252). 
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These initiatives aimed to improve vaccination uptake by integrating vaccination status checks into 

routine care and enhancing patient education(250,252). Integration of vaccination strategies into 

primary care practices is expected to lead to (252): 

• reduced COPD exacerbations; 

• lower hospital admission rates; 

• improved patient quality of life. 

Dementia 

Dementia is a significant and growing public health issue in Australia with widespread impacts on 

individuals, families and the broader health and aged care systems. In 2023, the Australian Institute of 

Health and Welfare estimated that approximately 411,100 Australians were living with dementia, 

including nearly 257,500 women and 153,700 men. This equates to 15 people with dementia per 1,000 

Australians with prevalence rising sharply with age reaching 429 per 1,000 among those aged 90 and 

over(253). 

Two-thirds (67%) of people with dementia reside in the community rather than in residential care. This 

proportion is highest among those with younger-onset dementia and decreases with increasing age 

(253). Many people with dementia continue to live independently, particularly in the earlier stages of 

the condition, supported by tailored interventions, family caregivers and community-based services. 

However, as dementia progresses the demand for formal care increases, especially among older 

women who experience higher prevalence rates than men in advanced age groups (254). 

Projections suggest the number of people with dementia in Australia will more than double by 2058, 

reaching an estimated 849,300, driven by continued population ageing (253). These demographic 

shifts underscore the need for proactive and scalable interventions across the care continuum, with a 

particular focus on primary care as a critical setting for early identification, ongoing management and 

care coordination. 

Although dementia is typically diagnosed in older age, increasing evidence shows that underlying 

neuropathological changes begin up to two decades earlier. The 2020 Lancet Commission on dementia 

prevention, intervention and care emphasises that dementia is often the end-stage of processes that 

begin in midlife or earlier, making prevention a public health priority. Epidemiological research 

indicates that up to 40% of dementia cases worldwide could be prevented or delayed through action 

on modifiable risk factors across the life course (255). 

These modifiable risk factors include low educational attainment, hearing loss, hypertension, obesity, 

diabetes, smoking, depression, physical inactivity, social isolation, traumatic brain injury, alcohol 

misuse and exposure to air pollution. Many of these risks cluster in midlife (ages 45–65), a period 

identified as critical for prevention, although risk accumulation may begin earlier and persist into later 

life. Preventive approaches targeting cardiovascular health, physical and social activity, sensory 

function and mental health have been associated with improved cognitive and general health 

outcomes across the ageing trajectory (255–257). 

Primary care providers, particularly general practitioners and nurses, are well-positioned to identify 

and address modifiable dementia risk factors, provide person-centred care and facilitate access to 

relevant health and community support (182,255,258).  
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Evidence-based interventions for dementia 

Interventions for managing modifiable risk factors 

Dementia prevention is increasingly understood through a life course lens with evidence suggesting 

that up to 40% of dementia cases could be prevented or delayed by modifying key risk factors (255), 

see Figure 4.1. These interventions target pathways including cardiovascular health, neuroplasticity, 

inflammation, social engagement and cognitive reserve. The most promising approaches combine risk 

factor modification, behavioural change and long-term engagement, often in multidisciplinary 

settings. 

Hearing health is among the most significant modifiable midlife risk factors. A meta-analysis conducted 

for the 2020 Lancet Commission estimated a pooled relative risk of 1.94 for dementia associated with 

hearing loss which is highly prevalent in adults over 55 years of age (255). While the effectiveness of 

hearing aids in preventing dementia is not yet confirmed in large-scale trials, early identification and 

support for hearing impairment may reduce risk through improved communication, reduced cognitive 

load and increased social participation. 

Physical activity consistently demonstrates protective effects. Meta-analyses of cohort studies show a 

28–38% reduction in dementia incidence among older adults engaging in regular physical activity 

(259,260). Exercise may influence brain health through improved cerebral perfusion, reduced vascular 

risk and neurotrophic factor expression, with additional benefits for mood, balance and function. 

Dietary interventions, particularly adherence to a Mediterranean diet, have been linked to improved 

cognitive outcomes (261–263). In a randomised trial of older adults at high cardiovascular risk, 

adherence to a Mediterranean diet supplemented with extra virgin olive oil or mixed nuts was 

associated with better cognitive performance over four years. Although no participants developed 

dementia, findings suggest potential for delaying cognitive ageing (261). 

Depression and social isolation are recognised risk factors for dementia, though the direction of 

causality remains contested (264,265). Longitudinal studies indicate that both midlife and late-life 

depression are associated with increased dementia risk, potentially through mechanisms such as 

hippocampal atrophy, chronic inflammation, vascular damage and dysregulation of stress hormones 

(264,266). The timing of depression may be important, with late-life depression potentially 

representing both a risk factor and an early manifestation of dementia. The RACGP recommends that 

GPs remain alert to the various symptoms of depression, including low mood, substance use, insomnia, 

anhedonia, suicidal thoughts, fatigue and persistent somatic complaints and use validated mental 

health assessment tools where indicated to support diagnosis and care planning  (267). 

Social isolation has also been associated with elevated dementia risk. A meta-analysis reported 

increased relative risks for individuals with limited social activity and infrequent social contact, 

highlighting the potential role of social engagement in maintaining cognitive health (268). The 

mechanisms linking social isolation and dementia include reduced cognitive stimulation, increased 

depressive symptoms and negative effects on cardiovascular and mental health. 

Evidence indicates that experiencing depression at various stages of life may elevate the risk of 

developing dementia; however, variability in study design and the overall quality of evidence 

necessitate cautious interpretation of this relationship (265). Adopting a life course perspective in 

managing and preventing depression may help mitigate future dementia risk, especially when mental 

health services are accessible, culturally safe and tailored to the needs of at-risk groups. Targeting 
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modifiable risk factors such as depression, high blood pressure and social disconnection from midlife 

aligns with growing evidence supporting proactive and sustained prevention strategies (264,269). 

Pharmacological therapies 

Pharmacological treatments for dementia provide symptomatic relief but have not been shown to alter 

disease progression. Acetylcholinesterase inhibitors such as donepezil, rivastigmine and galantamine 

and the NMDA receptor antagonist memantine are the main classes of medications used to manage 

symptoms of Alzheimer’s disease. These agents may support cognitive function and daily activities in 

mild to moderate dementia, though their effects are often limited in duration (182,270). 

Antihypertensive medications remain the most consistent pharmacological intervention with evidence 

for reducing dementia risk. Meta-analyses have found a modest but statistically significant reduction 

in dementia incidence associated with blood pressure control, particularly among older adults with 

elevated systolic blood pressure (264,271). 

By contrast, pharmacological agents such as non-steroidal anti-inflammatory drugs, statins, oestrogen 

therapy, vitamins and ginkgo biloba have not demonstrated consistent benefits in preventing or 

treating dementia (264,272). A recent systematic review concluded that pharmacological interventions 

have limited impact on improving quality of life among people living with dementia (273). 

Antipsychotics may be prescribed in the management of behavioural and psychological symptoms of 

dementia when symptoms are severe or cause risk of harm. However, their use is associated with 

increased risk of cerebrovascular events, sedation and mortality, highlighting the need for cautious 

prescribing and regular review (182). 

Cognitive training 

Cognitive training has shown mixed results in dementia prevention. While some interventions improve 

cognitive function in healthy older adults, their effectiveness in reducing dementia incidence remains 

uncertain. Early evidence suggested that high cognitive reserve, comprising education, complex 

occupational roles and cognitively stimulating activities was associated with a 46% reduced risk of 

developing dementia (274). More recent studies have expanded this evidence base. A meta-analysis 

by Wang et al. (2019) of 17 randomized controlled trials found that cognitive training yielded small to 

moderate improvements in global cognition and memory among older adults without dementia, 

particularly when interventions were multidomain and sustained over time (199). Similarly, a recent 

umbrella review by Paggeti et al. (2024) concluded that while cognitive training interventions improve 

cognitive outcomes, their effect on delaying dementia onset remains limited and highly variable across 

populations and delivery formats (275). 

Program intensity, frequency and individual characteristics such as baseline cognitive status and 

comorbidities may influence outcomes. Additionally, cognitive training appears more effective when 

combined with other lifestyle interventions such as physical activity or diet, as demonstrated in 

multimodal studies like FINGER (276). 

Collectively, these findings suggest that effective dementia prevention requires early, sustained and 

multi-domain strategies. While further evidence is needed to determine optimal timing, delivery and 

population targeting, many interventions already confer additional benefits for healthy ageing, 

supporting their broader integration into primary care and population health strategies. 
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Figure 4.1. Life-course model of contribution of modifiable risk factors to dementia. Figure shows potentially modifiable or 

non-modifiable risk factors (277) 

 

Emerging or innovative approaches 

Body Brain Life – A multidomain risk reduction program 

The Body Brain Life program is an Australian multidomain dementia risk reduction intervention 

developed by the Centre for Research on Ageing, Health and Wellbeing at the Australian National 

University. It targets modifiable risk factors through a structured, web-based program integrating 

modules on physical activity, diet, cognitive engagement and health management (278). The program 

uses principles of adult learning and behaviour change to guide participants through goal-setting and 

tailored activities over an eight-week period (279). 

A randomized controlled trial involving 176 community-dwelling adults aged 50–60 years found that 

participants in the BBL group experienced significantly reduced overall dementia risk scores compared 

to a control group receiving health education alone (278). Follow-up results from subsequent iterations 

(BBL-Memory and BBL-Koori) have demonstrated feasibility, cultural adaptability and sustained risk 

reduction in diverse populations, including Aboriginal and Torres Strait Islander communities 
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(280,281). This highlights the potential for digital, scalable and personalised interventions to reduce 

dementia risk in midlife through education, behavioural activation, and lifestyle change. 

Mediterranean and MIND Diets – nutritional interventions for cognitive health 

Dietary interventions are gaining recognition as modifiable approaches to cognitive health. The 

Mediterranean diet, characterised by high consumption of vegetables, fruits, legumes, nuts, fish and 

olive oil, has been associated with improved cognitive outcomes and reduced dementia risk. A Spanish 

randomized trial (PREDIMED) involving older adults at cardiovascular risk found that those following a 

Mediterranean diet supplemented with either extra virgin olive oil or mixed nuts performed better on 

cognitive assessments after four years compared to a control group (261). 

Building on this foundation, the MIND diet (Mediterranean-DASH Intervention for Neurodegenerative 

Delay) was developed to emphasise brain-healthy foods, such as leafy greens and berries, while 

limiting red meat, sweets and fried foods (282). In a prospective cohort study of over 900 older adults, 

high adherence to the MIND diet was associated with a 53% reduction in Alzheimer’s disease risk (283). 

Meta-analyses have since confirmed these associations across multiple populations, showing positive 

effects on global cognition and reduced dementia incidence (284–286). 

General practitioners and practice nurses are often the first point of contact for individuals presenting 

with cognitive concerns, enabling  them to identify symptoms early and initiate appropriate 

assessment and referral pathways (287). 

Although awareness of modifiable risk factors and the importance of a life-course approach to 

dementia prevention is increasing, the integration of risk reduction strategies into routine primary care 

remains limited. Godbee et al. (2024) report that primary care providers recognise the relevance of 

dementia prevention but face barriers such as time constraints, competing priorities, and limited 

access to supporting resources and referral networks (287). 

Several system-level enablers have been identified to support primary care teams in delivering 

dementia-related care. These include targeted education and training to build diagnostic confidence, 

use of clinical decision-support tools such as the NHMRC guidelines and the Cognitive Decline 

Partnership Centre resources, and structured referral pathways to multidisciplinary services including 

memory clinics and allied health. Incorporating dementia prevention into existing chronic disease 

management structures, including the 75+ Health Assessment, may also facilitate more consistent risk 

factor identification and management in older adults (270,287,288). 

Team-based approaches, including nurse-led assessments and care coordination, have been described 

as potential mechanisms to enhance continuity and capacity in primary care dementia care. As noted 

in the literature, strengthening these elements may improve the feasibility of delivering proactive, 

person-centred care across the disease trajectory (287). 

Resources and tools to support dementia care in primary care 

 A range of clinical tools, evidence-based guidelines and decision-support resources are available to 

assist general practitioners, nurses, and allied health professionals in delivering high-quality dementia 

care. These include: 

• Dementia Australia provides a comprehensive suite of clinical decision-support tools, 

screening checklists, care planning templates, and culturally inclusive resources tailored for 
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general practice. These support earlier identification of cognitive impairment and guide 

communication with patients and carers (289). 

• NHMRC Clinical Practice Guidelines and Principles of Care for People with Dementia, 

developed in partnership with the Cognitive Decline Partnership Centre (CDPC), provide 

evidence-based recommendations for diagnosis, pharmacological and non-pharmacological 

interventions, care coordination and carer support (290). 

• Cognitive Decline Partnership Centre (CDPC) Guidelines also hosts a suite of implementation 

resources, including clinical pathways, tools for advance care planning, and training materials 

that support guideline uptake in primary and aged care settings (291). 

Barriers and enablers to dementia care in primary care 

Primary care is a key setting for health promotion, prevention and early intervention for dementia. 

However, implementation is affected by a range of systemic and practice‐level factors. Although 

somewhat dated, Travers, Martin‐Khan and Lie (2009) identified barriers and enablers to the effective 

delivery of dementia‐related prevention and early intervention services in Australian primary care 

(292): 

Barriers included: 

• limited time during consultations, making it difficult to address preventive care alongside 

immediate clinical concerns; 

• fragmented service coordination, particularly between general practice, specialist care 

and community services; 

• inadequate training and limited confidence among GPs and practice nurses in addressing 

dementia prevention or risk factor modification; 

• lack of clear guidelines or frameworks specific to dementia prevention and early detection 

in primary care. 

 Enablers included: 

• practice-level leadership and team-based care, particularly where practice nurses 

supported preventive and screening activities; 

• incentives and funding mechanisms, such as structured health assessments (e.g. the 75+ 

Health Assessment) and care planning items, which support longer and more 

comprehensive consultations; 

• use of screening tools embedded within routine health checks to identify early cognitive 

decline and modifiable risk factors; 

• multidisciplinary collaboration, including clear referral pathways to memory clinics and 

allied health providers. 
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Background 

This chapter reviews published evidence on the role of technology in supporting coordinated, person-

centred primary care, particularly in the context of healthy ageing and reports on relevant emerging 

technologies. While the focus is primarily on digital health technologies, it also acknowledges broader 

technological innovations that support care integration and system improvement. It explores five 

interconnected domains: empowering individuals, enhancing team-based care, practice-level 

improvement, moving from practice to population and integrating digital health. These sections 

present insights from the literature on how technology and digital tools can strengthen care delivery 

across multiple levels of the health system.  

Co-designing digital health tools with consumers, particularly older people and their carers, ensures 

that technology meets real-world needs. Embedding lived experience perspectives from the outset 

helps improve usability, trust, and uptake, especially among those with low digital literacy, complex 

health conditions, or diverse cultural needs (1,2). 

The chapter draws on peer-reviewed and authoritative sources to demonstrate the potential of digital 

tools throughout the care continuum. In some cases, emerging or commercial technologies are 

mentioned to offer additional context or help clinicians access further information. This chapter is 

divided into three parts: 

• Part 1 of this chapter describes the current needs and challenges related to sharing 

information in modern primary health care. 

• Part 2 reviews the literature on digital technologies for promoting healthy ageing in primary 

care as it applies to the care of older patients. 

• Part 3 describes recent digital health tools, products, and enabling technologies that are being 

applied or have potential to be applied in primary health care, with relevance to 

multidisciplinary care, health promotion, disease prevention and effective care. 

Fig. 5.1 illustrates the relationship of digital technology to health care from the individual patient level 

through to national population health information and application and also illustrates the review of 

literature and emerging technologies in this chapter. 

Figure 5.1. Enabling Connected Care: Technology Across the Continuum 
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Part 1: Challenges in information sharing in complex health care 

Preventive and proactive primary care is essential for fostering and supporting healthy ageing. Care 

coordination and continuity of care, built on person-centred care, patient engagement and 

empowerment, are increasingly recognised as necessary for optimal treatment, management and 

support of health conditions as people age. Each of these aspects of primary health care depends on 

the timely provision of shared health information within primary care settings and with other 

healthcare providers. However, across Australia, evidence shows that care remains fragmented and 

gaps in sharing health information between professionals continue to limit patient care coordination, 

quality and safety (3). 

The Australian Institute of Health and Welfare (AIHW) has reported that nearly one in four patients 

aged 45 and over reported that their general practitioner (GP) or usual place of care was not informed 

of their recent visit to the emergency department. Fourteen percent of hospitalised patients indicated 

that their follow-up care needs were not adequately communicated to their GP or primary care team 

(4). These breakdowns disrupt continuity, place additional burdens on patients to act as intermediaries 

and increase the risk of suboptimal care. 

These issues are more pronounced in remote and very remote areas, where patients more often report 

that their GP was unaware of specialist consultations, hospital admissions or changes to medication. 

High staff turnover, limited provider availability and reliance on fly-in, fly-out services further 

exacerbate the communication gap. Allied health professionals who play an essential role in 

multidisciplinary care are not always required to report to GPs unless part of a formal Medicare-funded 

plan. As a result, many aspects of care remain siloed and patients frequently bear the responsibility of 

coordinating their health records (4). 

While national digital platforms like My Health Record aim to support continuity of care, inconsistent 

provider engagement limits their effectiveness. This often means patients must repeat their medical 

history at each new encounter, contributing to inefficiencies, duplicated efforts, and a fragmented care 

experience (5). Survey data also reinforce concerns around uneven delivery of patient-centred care. 

More than one-quarter of patients did not share their health information with their GP. Individuals 

who consulted naturopaths, osteopaths or acupuncturists rated their GP consultations lower in 

patient-centredness, expressing a desire for care that recognised the underlying causes of their 

conditions and respected their preferences and lived experience (5). 

As rates of chronic disease, multimorbidity and complex health conditions continue to rise, particularly 

among older Australians, addressing these gaps in care coordination is increasingly important. High-

quality, person-centred care depends on timely access to relevant information, strong communication 

between providers and active participation by patients in decisions about their care. Without these 

elements, opportunities for prevention, early intervention and coordinated management are often 

missed (4). 

Development of digital technologies used in primary care 

The literature on emerging digital technologies in the care of older people in Australian primary care 

settings describes a digital health development timeline from foundational explorations of telehealth 

and electronic health records (EHRs) to sophisticated integrations of artificial intelligence (AI) and data-

driven care coordination.  
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Early studies focused on the feasibility and opportunities of telehealth and electronic frailty indexes, 

while the COVID-19 pandemic accelerated the adoption and evaluation of virtual care models. Recent 

research emphasises user experience, integration challenges, ethical considerations and the potential 

of AI-driven solutions to enhance personalised care. Policy frameworks and multi-stakeholder 

collaborations are increasingly supporting the scaling and sustainability of these digital interventions. 

Partnering with consumers as co-creators, not just end-users, enables digital health innovations that 

are both clinically relevant and personally meaningful. For example, co-designing telehealth platforms 

with older adults has led to better accessibility features and increased engagement (1,6). 

Table 5.1. Emerging digital technologies in older people care 

Year Range Research Focus Description 

2004–2013 Foundational ICT and 
telehealth 
exploration 

Initial studies examined the potential of information and communication 
technologies and telehealth in improving healthcare access, particularly through 
video consultations and electronic health initiatives in primary care. Emphasis 
was on overcoming geographic and mobility barriers for older adults and 
exploring impacts on traditional care relationships. 

2017–2019 Electronic Health 
Records and Frailty 
identification 

Research focused on the feasibility of deriving electronic frailty indexes from 
primary care records and implementing centralised client management systems 
to support aged care service integration. These studies highlighted data quality 
challenges, workflow adaptations, and the role of ICT in improving care 
coordination and efficiency. 

2020–2021 COVID-19 driven 
telehealth expansion 
and digital 
intervention 
adoption 

The onset of the pandemic catalysed rapid telehealth adoption across primary 
care, leading to qualitative assessments of provider adaptability, sustainability 
challenges, and early digital interventions to promote care coordination. 
Emphasis was placed on system readiness and addressing barriers such as digital 
literacy and technology access among older adults. 

2022 Broad expansion into 
digital health tools, 
AI, and data 
platforms 

A surge in research investigated diverse digital health technologies, including AI 
applications in diagnosis and care management, linked EHR data platforms, 
shared care digital ecosystems, and digital cognitive screening tools. Studies 
addressed implementation challenges, patient engagement and the impact of 
digital tools on quality and integration of care. 

2023–2024 Advanced 
integration, user 
experience and 
ethical implications 

Recent works explore the prioritisation of virtual care initiatives, emphasising 
telehealth and remote monitoring, alongside challenges such as data sharing, 
platform usability and digital literacy. Increasing focus on ethical considerations, 
AI’s transformative role, and tailored digital interventions for frailty and chronic 
conditions. Stakeholder perspectives and co-design approaches inform policy and 
sustainability efforts in Australian primary care. 

 

Uptake of digital technology in Australian primary health care 

The use of digital technologies in primary care in Australia is advanced. Almost 87% of general 

practitioners have reported full clinical digitalisation and 98% regularly use desktop computers (7).  

Additionally, uptake of the Australian Government-supported platform for electronic prescriptions 

(eScripts) in primary health care is increasing despite some barriers (8). Whilst electronic prescribing 

was widely promoted during the COVID-19 pandemic to maintain access for patients, the aims of 

electronic prescribing include convenience and choice for patients, as well as greater efficiency and 

improved safety in prescribing and dispensing medications (9). A small qualitative study of GPs and 

community pharmacists has reported that convenience for both health professionals and patients, as 

well as a simpler process, were strengths of the electronic prescription platform. However, reluctance 
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among some health professionals and patients to change, as well as perceived loss of opportunities 

for best practice care, were identified as barriers (8).  

Digital technologies are increasingly recognised for their ability to promote independence, enable 

timely intervention, improve care coordination and enhance health literacy among older adults 

(10,11). These tools support more person-centred, integrated models of care aligned with the WHO's 

Healthy Ageing Framework and Australia's National Preventive Health Strategy (12,13). 

The literature encompasses a range of technologies, including wearable devices, telehealth platforms, 

EHRs, predictive analytics and shared care tools. Each of these is relevant to strengthening the role of 

primary care in managing chronic conditions, preventing functional decline and supporting ageing in 

place. However, consistent barriers, including digital health literacy, system interoperability, and 

access disparities, are also identified, particularly affecting older adults in rural, remote, and lower 

socioeconomic communities (14,15).  

Key enablers and implementation considerations 

Literature consistently calls for implementation strategies grounded in co-design, equity and 

continuous quality improvement. Key enablers include: 

• Training and digital literacy: Health professionals and patients require support to confidently 

use digital health tools (15). 

• Interoperability: Seamless information sharing between systems remains a significant barrier 

and opportunity, with initiatives such as Sparked (Australia's first ‘Fast Healthcare 

Interoperability Resources’ accelerator) aiming to establish consistent standards (16). 

• Privacy and governance: Protecting sensitive health information remains a cornerstone of 

building public trust in digital health. National legislation and privacy frameworks must 

continue to safeguard data while enabling responsible sharing between providers to support 

more coordinated care (17). 

• Sustainable funding: Digital health infrastructure requires stable, long-term funding. 

Investment in system upgrades, workforce development and innovation is critical to 

embedding digital tools into routine care and scaling their use to improve access and outcomes 

(18). 

Digital health offers significant potential to enhance healthy ageing by improving access to care, 

enabling earlier intervention and supporting more personalised and team-based approaches within 

primary care. The Digital Health Blueprint 2023–2033 emphasises the need for cross-sector 

partnerships, bringing together Government, clinicians, industry, and consumers, to create a 

connected and responsive health system that supports older Australians at every stage of their care 

journey (19). 

Part 2: Digital technologies for promotion of healthy ageing in primary care 

This section provides an overview of the literature on the application of different types of emerging 

digital technologies relevant to the care of older people in Australia in primary care settings. This 

review aimed to taxonomise digital technologies, assess contemporary evidence on the benefits and 

challenges of telehealth and AI, identify adoption barriers and user experiences, synthesise the impacts 

on care coordination and outcomes, and benchmark integration strategies and policies. A systematic 
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analysis of Australian studies employing qualitative, quantitative and mixed methods was conducted, 

focusing on primary care contexts and interdisciplinary collaboration.  

Diverse technologies include telehealth, EHRs, AI, and remote monitoring, with telehealth and EHRs 

being the most prevalent. Adoption barriers encompass digital literacy deficits, sensory impairments, 

privacy concerns, and infrastructural limitations, while facilitators include co-design, training, and 

policy support.  

Evidence suggests improved care coordination, access, and patient satisfaction, although long-term 

clinical outcomes and scalability remain under-evaluated. Integration success depends on 

organisational readiness, interoperability and sustainable funding. Inequities persist across rural and 

socioeconomically disadvantaged populations.  

Lived experience feedback has identified that older Australians and their carers value the transparency 

My Health Record offers but often require clearer onboarding, better language accessibility, and 

tailored support. Ongoing co-design with consumers is critical to refining platform usability and 

ensuring equity in access (20). 

The study of emerging digital technologies for aged care in Australia has become a critical research 

priority, driven by a rapidly ageing population and the rising prevalence of complex chronic diseases.  

(7,21). Over the past decade, digital health innovations such as telehealth, EHRs and remote 

monitoring have evolved from niche applications to integral components of primary care delivery (22) 

(23). The COVID-19 pandemic accelerated this transformation, prompting widespread adoption of 

virtual care modalities to maintain service continuity while minimising infection risks (24,25). This shift 

holds significant practical implications, as approximately 34% of GP consultations transitioned to 

telehealth during the pandemic, highlighting the potential for sustained integration of digital solutions 

in primary care (25). Moreover, digital technologies promise to enhance accessibility, coordination and 

quality of care for older adults, a population often facing mobility and geographic barriers (22,26). 

Emerging evidence suggests that older people’s positive telehealth experiences are strongly linked to 

services co-designed with their input, including support for hearing or cognitive impairment, 

interpreter services, and trusted carer involvement (27,28). 

Despite these advances, challenges remain in understanding the effectiveness, acceptability, and 

equitable implementation of digital technologies tailored to older adults within Australian primary care 

settings (21,29,30). Existing literature reveals a knowledge gap regarding the breadth of digital 

interventions currently in use, their impact on care coordination, and the barriers faced by older users, 

including digital literacy and sensory impairments (21,24,31). Controversies persist around the digital 

divide, with some studies emphasising technology’s potential to reduce health disparities, while others 

caution that inadequate infrastructure and user support may exacerbate inequities (24,32,33). 

Additionally, the integration of AI and electronic frailty indices into primary care remains 

underexplored, despite their promise for personalised and proactive care (34–36). The consequences 

of these gaps include suboptimal adoption of digital tools and missed opportunities to improve health 

outcomes for older Australians (29,30). 

This chapter adopts the conceptual framework from Poli et al (Figure 5.2) (37) integrating digital health 

technologies, primary care delivery and geriatric care principles to examine how emerging digital tools 

support older adults in primary care settings (31,38,39). 
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Figure 5.27. Receiving Care Through Digital Health Technologies: Drivers and Implications of Old-Age Digital Health 

Exclusion 

 

Digital health encompasses telehealth, eHealth platforms, and AI-driven tools that facilitate 

communication, monitoring and decision-making (34,40). Primary care serves as the frontline for 

managing chronic conditions and coordinating multidisciplinary care for older adults (31,39). The 

framework emphasises the interplay between technology usability, care coordination and patient 

engagement, along with their underlying drivers, to guide a systematic evaluation of digital 

interventions (31,32). 

This review provides an overview of different types of emerging digital technologies employed in the 

care of older people within Australian primary care settings, focusing on their implementation, 

challenges and potential for scale-up (21,30). Diverse evidence on telehealth, eHealth, AI and frailty 

assessment tools, in the context of Australian health care (34,36) is considered and implications for 

effective digital strategies to enhance care quality and accessibility for older adults are identified 

(24,26). 

This chapter includes peer-reviewed and grey literature from 2010 onwards, with inclusion criteria 

targeting digital interventions relevant to older adults in primary care (21,30). Analytical frameworks 

included the World Health Organization’s digital health evaluation framework and Donabedian’s 

model of healthcare quality (30,32). Findings from the literature are organised thematically (see 

Appendix) to elucidate technology types, implementation contexts, user experiences and systemic 

barriers, providing a comprehensive synthesis to guide practice implementation and research (21,31). 

The aim of this chapter is: 

• To taxonomise different types of emerging digital technologies currently utilised in Australian 

primary care for older adults. 

• To assess the benefits and challenges associated with telehealth and artificial intelligence 

applications in geriatric primary care. 

• To identify user experiences and barriers influencing the adoption of digital health 

interventions among older populations. 
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• To synthesise evidence on the impact of digital technologies on care coordination, patient 

engagement and health outcomes. 

• To benchmark integration strategies and policy frameworks supporting digital health 

implementation in primary care settings. 

The questions leading to the overview of different types of emerging digital technologies in the care 

of older people in Australia, focusing on primary care settings, were: 

• What innovative digital technologies, including artificial intelligence and telehealth, are 

currently being utilised in the primary care of older adults in Australia, and what are their 

respective benefits and challenges? 

• What are the innovative applications of AI and digital technologies in geriatric care within 

primary care settings, particularly focusing on their implementation, challenges and benefits 

for older adults in Australia? 

• What are the implications of integrating telehealth and artificial intelligence in enhancing 

patient engagement and service delivery for older adults in primary care settings across 

Australia? 

• What are the effectiveness, user experiences, and integration challenges of innovative digital 

technologies, including AI and telehealth, in enhancing the primary care of older adults in 

Australia? 

Integrating digital technologies into primary care - evidence, barriers, and implications for 

practice 

The literature on emerging digital technologies in the care of older people within Australian primary 

care settings reveals a dynamic and rapidly evolving field marked by significant digital innovation 

alongside notable challenges. Digital interventions, such as telehealth, AI applications and EHRs, 

demonstrate potential to enhance care coordination, accessibility and patient engagement. However, 

the evidence base is often limited by methodological constraints, including a predominance of pilot 

studies and limited representation of diverse older populations. Additionally, barriers such as 

technological usability, data integration issues and policy or funding limitations temper the scalability 

and sustainability of these innovations. The synthesis highlights the critical need for robust, inclusive 

research designs and systemic approaches to implementation that address both technological and 

human factors. 

Scope and diversity of digital technologies 

Literature encompasses a wide range of digital tools including telehealth, AI-driven diagnostics, 

electronic frailty indices, remote monitoring and integrated EHRs in the care of older people in primary 

care (24,34,41,42). This diversity allows for tailored interventions targeting various aspects of care such 

as chronic disease management, cognitive screening and care coordination (31,34,43).  

However, many studies focus on pilot or early-stage implementations, and there is limited evidence 

regarding long-term effectiveness and scalability (21,39). There is also a tendency to prioritise 

technology development over integration into routine care, with insufficient exploration of 

interoperability and system-wide adoption (24,39,44). 
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User experience and adoption barriers 

Studies emphasise the importance of user-centred design and co-production with older adults and 

healthcare providers, which enhances the acceptability and usability of digital interventions (24,26,45). 

Telehealth and AI applications have demonstrated to improve access and convenience, especially 

during the COVID-19 pandemic (25,29,46). 

Significant barriers persist, including technological literacy, physical and cognitive impairments, and 

digital divide issues that disproportionately affect vulnerable older adults (14,21,26). Challenges 

related to data sharing, platform user-friendliness and lack of tailored training for providers and 

patients impede widespread adoption (24,25,30). The sustainability of telehealth is also constrained 

by funding models and concerns about maintaining patient-provider relationships (25). 

Impact on care coordination and health outcomes 

Digital tools, such as shared electronic health records, AI-supported risk stratification, and precision 

public health interventions, demonstrate potential to improve care coordination, timely access, and 

personalised care planning (7,34,47). Evidence suggests that telehealth can maintain continuity of care 

and reduce exposure risks for older adults (29). 

The impact on clinical outcomes and health service quality remains mixed and inconclusive, partly due 

to heterogeneity in study designs and outcome measures (30,39). There is limited robust evidence 

linking digital interventions directly to improved health outcomes or cost-effectiveness in primary care 

for older adults (21,39). Data integration challenges and fragmented systems limit the realisation of 

coordinated care benefits (24,44). 

Policy, funding and implementation context 

Australian policy initiatives and pandemic-driven funding reforms have accelerated the adoption of 

digital health, creating a favourable environment for innovation (23,25). Co-designed implementation 

strategies and participatory research approaches promote alignment with user needs and system 

priorities (24,45). 

Persistent issues include inadequate reimbursement models, lack of standardised regulations, and 

insufficient infrastructure support, which hinder sustainable integration of digital technologies 

(25,30,48). The uneven distribution of digital health resources across metropolitan and rural areas 

exacerbates inequities (24,49). Organisational readiness and workforce digital competencies remain 

variable, affecting implementation success (44,50). 

Ethical, privacy and equity considerations 

Some studies acknowledge the importance of ethical data management, privacy protection, and 

equitable access, emphasising the need for transparent and accountable digital health practices 

(14,51,52). The involvement of older adults in design processes supports empowerment and dignity 

(26,52). 

Ethical challenges related to data privacy, potential dehumanisation of care and digital exclusion are 

underexplored and inadequately addressed in many studies (51,52). The digital divide risks 

exacerbating health disparities among socioeconomically disadvantaged and less digitally literate older 
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adults (14,33). There is a lack of comprehensive frameworks guiding the equitable deployment of 

digital health in primary care settings (14,51). 

Future research directions and knowledge gaps 

The literature identifies critical areas for future inquiry, including longitudinal effectiveness studies, 

evaluation of AI integration and strategies to enhance digital literacy among older adults (14,34,35). 

Calls for inclusive research designs and stakeholder engagement aim to improve relevance and uptake 

(24,31,53). 

A paucity of high-quality evidence remains on the comparative effectiveness of different digital 

technologies and their impact on diverse older populations (14). Research often neglects the complex 

interplay between technology, care processes and social determinants of health  (14,30). The need for 

standardised outcome measures and reporting transparency is unmet (14,34). 

Consumer and carer voices must influence the development of the next generation of digital health 

technologies. This involves engaging them in advisory panels, user-testing prototypes and co-creating 

ethical governance frameworks. Incorporating lived experience into technology governance promotes 

person-centred care, protects rights and enhances public trust (54). 

Emerging themes identified from the literature 

The literature on emerging digital technologies in the care of older people within Australian primary 

care settings reveals several major themes. Primarily, telehealth and virtual care have been extensively 

adopted and studied, demonstrating benefits in accessibility and care coordination, while also 

highlighting challenges such as digital literacy and infrastructure gaps. Electronic Health Records (EHRs) 

and data integration technologies are emphasised for their role in improving frailty identification and 

care continuity, though concerns about data privacy and workflow integration persist. Artificial 

intelligence (AI) and advanced monitoring technologies present promising opportunities, albeit with 

underexplored implementation barriers and ethical considerations. Overall, user experience, 

workforce adaptation and policy frameworks emerge as critical cross-cutting factors influencing 

technology adoption and sustainability. 

The following themes emerged from the literature: 

Telehealth and virtual care adoption and sustainability 

Telehealth has been widely implemented in Australian primary care, especially accelerated by the 

COVID-19 pandemic, providing increased access and continuity of care for older adults and others. 

Studies highlight its role in emergency care, chronic disease management and reducing exposure to 

high-risk settings, though challenges remain regarding funding models, patient-provider 

communication, and digital literacy barriers among older populations  (24,25,29,46,48). Hybrid models 

combining telehealth with in-person visits are seen as promising for sustainability (25,29). 

Electronic Medical Records (EMRs) and Electronic Health Records (EHR) 

Electronic Health Records (EHRs) and Electronic Medical Records (EMRs) are often used 

interchangeably yet differ in scope. EMRs are systems used daily by clinicians to collect, manage and 

consult patient information in real time to support care delivery (55,56). By contrast, EHRs extend 

beyond individual providers, enabling interoperability and the secure exchange of health information 

across multiple care settings (56). EHR systems and linked data platforms facilitate the identification 
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of frailty, improve care coordination and support comprehensive health management for older adults. 

Research demonstrates the feasibility of deriving electronic Frailty Indexes from routine data and 

underscores the need for interoperable systems to enable seamless data sharing across care settings 

(36,41,42,49). Privacy, data quality and workflow compatibility are ongoing concerns affecting 

implementation (24,26,44). 

User experience, digital literacy and adoption barriers 

Older adults face specific barriers in adopting digital health technologies due to sensory impairments, 

cognitive challenges and limited technological skills. Stakeholders advocate for user-friendly designs, 

co-production in technology development, tailored training and support to enhance acceptance and 

effective use  (21,24,26,31,33). Providers also require adequate training and resources to integrate 

technologies effectively (25,50). 

Artificial Intelligence and advanced digital tools 

AI applications in primary care and specialist care, such as geriatric medicine, show potential in 

diagnostics, tailored care and predictive analytics. These innovations aim to improve patient outcomes 

while reducing clinician workload. However, widespread clinical implementation remains limited to 

date, with concerns about ethical implications, data privacy and the need for transparent algorithms 

(34,35,57). Emerging technologies like remote monitoring and sensor platforms are also promising, 

achieving data security standards but require further validation and integration strategies to 

demonstrate their effectiveness (24,58,59). 

Care coordination and shared care models enhanced by digital technologies 

Digital shared care models that leverage electronic communication, shared care plans, and telehealth 

enhance collaboration between primary care and specialists. These models address the complexities 

involved in managing multimorbidity and chronic conditions in older adults, improving access and 

reducing system burden (7,23,39). Policy and infrastructure support are essential for successful 

integration (7,30). 

Impact of digital technologies on the quality of home-based primary care 

Digital interventions in home-based primary care, where primary care services are delivered directly 

to a person’s home, particularly for individuals with chronic and complex health conditions such as 

dementia and older adults, have been shown to improve access, patient engagement, and care 

coordination. Positive outcomes include reduced social isolation and improved mental health, 

although evidence of a clinical impact on quality of life is mixed. Challenges include technological 

infrastructure, economic factors and the need for ethical safeguards (32,60–62). 

Policy, organisational factors and implementation challenges 

Successful integration of digital health into primary care relies on supportive policy frameworks, 

sustainable funding models and organisational readiness. Challenges such as data sharing barriers, lack 

of interoperability and misalignment between technology design and clinical workflows impede 

adoption. Ongoing evaluation and stakeholder engagement are essential for scaling up digital solutions 

(24,26,30,44). 
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Ethical, privacy and safety considerations in digital health 

Digital health technologies raise important ethical questions related to privacy, data security and the 

potential for dehumanisation of care. Monitoring technologies and assistive devices pose risks of 

surveillance and data misuse, emphasising the necessity for robust protection measures and user 

control over personal data. Safety concerns also include potential harm from technological 

malfunctions (26,51,52). 

Digital cognitive and frailty assessment tools 

Digital approaches to cognitive screening and frailty assessment are feasible and acceptable in primary 

care, enabling earlier detection and monitoring. Self-administered online tools and provider-

administered digital tests facilitate routine evaluation, potentially enhancing the timeliness of 

interventions for older adults (36,43,49). 

Workforce adaptation and training for digital care 

Healthcare providers require resilience, flexibility and targeted training to effectively adopt digital 

health technologies. Nursing staff in aged care settings emphasise the need for support to deliver 

compassionate care within technology-enhanced environments (25,50). 

Agreement and divergence across studies 

The reviewed literature generally agrees on the growing adoption and potential benefits of diverse 

digital technologies such as telehealth, electronic health records, AI, and remote monitoring in 

improving primary care for older Australians. There is consensus on key barriers, including digital 

literacy, user-friendliness and equitable access, alongside implementation challenges such as data 

sharing and integration across care settings. However, divergence arises particularly in the extent of 

evidence supporting clinical effectiveness, the prioritisation of specific technologies (e.g., telehealth vs 

remote monitoring), and the readiness of healthcare systems and users for widespread adoption. 

These discrepancies often stem from variations in study design, differences in population focus, and 

the maturity of technologies evaluated. 

Technology uptake and application 

Most studies identify telehealth, EHR, AI, remote monitoring and digital health apps as key emerging 

technologies in Australian primary care for older adults (7,21,24,32). Telehealth is consistently rated 

highly for scalability and current use (24,25). 

Some studies prioritise remote monitoring and AI differently; while remote monitoring is important 

for managing chronic diseases, it is sometimes deprioritised compared to telehealth due to perceived 

complexity and costs (24,34,57). The potential of AI application is viewed as promising but still in the 

early stages (34,35,57). 

Variations stem from differences in technology maturity, stakeholder perceptions, and specific care 

settings (e.g., emergency versus chronic care). Additionally, diverse study aims (e.g., implementation 

versus effectiveness) also influence the focus. 

Adoption barriers and facilitators 

Common barriers include digital literacy deficits among older adults, sensory and cognitive 

impairments affecting usability, infrastructure limitations and lack of integrated data systems (24–
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26,32,52). Facilitators involve co-design with end-users, training and hybrid service models combining 

digital and in-person care (25,26). 

Some studies emphasise privacy and security concerns more strongly as barriers, especially with 

monitoring technologies (24,52), while others note disparities in prioritisation of funding and resource 

allocation as critical (7,24). 

Clinical and patient outcomes 

Several studies report that digital interventions, especially telehealth, achieve similar or improved 

health and behavioural outcomes compared to in-person care and enhance healthcare accessibility 

(21,29,31,63). Positive impacts include better care coordination, increased patient engagement and 

improved management of chronic conditions (7,23,32,38). 

There is divergence regarding the strength of evidence for long-term clinical outcomes, with some 

reviews noting a lack of high-quality randomised control trial (RCT) data and unclear impact on quality 

of life or mortality (7,14,34,64). Some report digital tools do not yet demonstrate significant 

improvements in clinical endpoints (30,32). 

The swift adoption of technologies during the COVID-19 pandemic shortened the timeframes for 

comprehensive evaluation. Variability in outcome measures and heterogeneity of interventions also 

contribute to inconsistent results. 

Integration and implementation strategies 

There is agreement on the importance of integration of health information systems, interoperability 

and co-production involving older adults and healthcare professionals to support adoption and 

sustainability (7,24,26,44,45). Emphasis on policy frameworks supporting digital health 

implementation and funding models is common (7,24,25). 

Divergence exists in the readiness of the Australian primary care infrastructure and workforce for 

digital integration; some highlight successful systems (e.g., carelink+), while others point to persistent 

fragmentation and workflow mismatches (24,44,45). 

Differences stem from study settings (single provider vs. system-wide), a focus on technology versus 

processes, and stakeholder engagement levels, which influence the success of integration. 

User experience and accessibility 

There is consensus that usability and ease of use are critical to adoption among older adults and that 

sensory impairments and cognitive barriers necessitate tailored designs and training (24–26,33). 

Digital health literacy and trust in technology influence usage patterns (26,33). 

Some discrepancies in perceptions of telehealth acceptability exist: while many older adults value 

telemedicine’s convenience, concerns about loss of face-to-face contact and communication 

challenges are highlighted (29,31,46). Accessibility issues vary by geography and socio-economic 

status, with some studies reporting no effect of remoteness on frailty identification, while others 

emphasise disparities (49). 

Variation arises from heterogeneous populations studied (urban vs rural, community vs residential), 

differing digital platforms used and the timing relative to pandemic shifts in care delivery models. 
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Theoretical and practical implications 

The synthesis of literature highlights the evolving conceptualisation of digital health as a socio-

technical system, emphasising the interaction between technology, users, and healthcare contexts. 

This aligns with theories advocating for co-production and participatory design in digital health 

innovation, especially for older adults, underscoring the importance of addressing social determinants 

and user-centred challenges (24,26,52). 

Evidence from studies on electronic Frailty Index implementation supports the theoretical framework 

that frailty can be effectively identified through routinely collected primary care data, reinforcing the 

validity of data-driven approaches in geriatric assessment and risk stratification (36,49). The 

integration of AI in primary care and geriatric medicine challenges traditional care models by 

introducing predictive analytics and decision support, which theoretically expand the scope of 

personalised and preventive care but also raise concerns about ethical, privacy and implementation 

complexities (34,35,57). Telehealth and virtual care findings contribute to the theoretical 

understanding of hybrid care models, where digital and in-person services coexist, necessitating 

frameworks that accommodate flexibility, accessibility and equity in healthcare delivery for older 

populations (25,29). 

The literature reveals a gap between rapid technological adoption and the evidence base supporting 

clinical outcomes, suggesting a need for theoretical models that integrate implementation science with 

health technology assessment to better capture the impact pathways of digital interventions (7,30). 

The role of digital shared care models in enhancing care coordination supports theories of integrated 

care, emphasising collaboration across primary and specialty providers facilitated by digital tools, 

which may improve system efficiency and patient-centeredness in aging populations (7,39). 

Policymakers and healthcare organisations should prioritise co-design and participatory approaches 

involving older adults and frontline providers to ensure digital health technologies are user-friendly, 

address real-world needs and mitigate barriers related to digital literacy and accessibility (24,26,52). 

The demonstrated feasibility of deriving the electronic Frailty Index eFI from Australian primary care 

records suggests that routine implementation could enable the early identification and management 

of frailty, informing targeted interventions and resource allocation across diverse geographic and 

socioeconomic contexts (49). 

Telehealth services require sustainable funding models and ongoing provider training to maintain 

accessibility and quality, particularly for vulnerable older populations and to support hybrid care 

delivery that balances digital and face-to-face interactions (25,48). 

The integration of AI and machine learning into primary care decision-making holds promise for 

enhancing diagnostic accuracy and personalised care, but it necessitates robust governance 

frameworks that address data privacy, ethical use, and clinician-patient relationships (34,35). 

Digital shared care platforms should be developed with interoperability and data-sharing capabilities 

to support multidisciplinary collaboration, improve care coordination and reduce duplication of 

services, which is critical in managing complex chronic conditions among older adults (7,44). 

Addressing challenges such as data quality, privacy concerns and technological infrastructure is 

essential for the successful scaling and sustainability of digital health interventions in primary care and 

aged care settings, requiring continuous evaluation and adaptation (24,44,52). 



   

 

 
204 

Limitations of the identified literature 

Several studies focus predominantly on specific Australian states or regions, which limits the 

generalisability of findings to other states, territories or private sectors. This geographic concentration 

diminishes external validity and may overlook regional differences in technology adoption and 

healthcare delivery (24,44). Many studies identified also had minimal involvement of older adults as 

direct consumers or participants, often relying on healthcare providers’ perspectives. This 

methodological constraint limits the understanding of user-specific challenges and preferences, 

reducing the applicability of findings to end-user experiences (24,26). In general, there was lack of 

diversity study populations, for instance, study samples often overrepresent younger, more affluent 

and digitally literate older adults, with limited inclusion of those with lower socioeconomic status, 

cultural and linguistic diversity, or advanced age. This sampling bias undermines the inclusivity and 

equity considerations critical to digital health interventions (14,32). 

A large proportion of virtual care initiatives remain at the pilot or early implementation stage, limiting 

evidence on their long-term effectiveness, scalability, and sustainability. This restricts the robustness 

and external validity of conclusions regarding the impacts of digital technology (21). Insufficient 

evidence on clinical outcomes was also observed throughout the literature - many digital health studies 

emphasised process or soft outcomes rather than rigorous clinical endpoints, limiting the ability to 

ascertain true health benefits or harms. This gap affects the strength of evidence supporting 

technology adoption in primary care 14,30). 

Diverse study designs, variable outcome measures and inconsistent reporting standards across studies 

complicate and limit synthesis and comparison of findings and weakening the overall evidence base 

(14,30,34). There are limited longitudinal and large-scale studies which restricts understanding of long-

term impacts, cost-effectiveness and sustainability of digital health technologies in primary care for 

older adults (21,34,39). 

Potential opportunities 

Develop evidence on long-term effectiveness and scalability of digital health interventions 

As most studies to date have focussed on pilot or early-stage implementations with limited evidence 

on long-term clinical outcomes and scalability in primary care for older adults (21,39), a longitudinal, 

large-scale study evaluating sustained clinical effectiveness, cost-effectiveness, and scalability of digital 

health technologies in Australian primary care settings is desirable. Robust evidence on long-term 

impacts is essential to justify investment and guide sustainable integration of digital tools for older 

adults (21,39). 

Integration and interoperability of digital health systems 

Fragmented systems and lack of interoperability hinder seamless data sharing and coordinated care 

among providers in primary care and aged care (24,26,44). The development and evaluation of 

interoperable digital platforms that enable secure, real-time data exchange across primary care, aged 

care, and specialist services, with a user-centred design, will advance integrated, coordinated primary 

health care for older people (24,44). 

Digital literacy and accessibility barriers among older adults 

Sensory impairments, cognitive decline and low digital literacy limit older adults’ ability to use digital 

health technologies effectively (14,24,26). Addressing usability and literacy barriers is critical to 
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equitable adoption and maximising the benefits of digital health for older populations (14,24). 

Investment in the design and evaluation of tailored digital literacy programs and age-appropriate 

interfaces, using co-design methods with older adults, including those with impairments, would 

enhance usability and accessibility. 

Ethical, privacy, and data security concerns in digital health adoption 

Privacy risks, data misuse, and surveillance concerns are underexplored and inadequately addressed 

in current digital health implementations (51,52). Ethical safeguards are necessary to protect 

vulnerable older adults and foster trust essential for digital health uptake (51,52). Comprehensive 

ethical frameworks and privacy-preserving technologies should be developed in collaboration with 

older adults to ensure their involvement in governance and consent processes, thereby ensuring trust 

and control over their data. 

Inclusion of diverse and vulnerable older populations in research 

Underrepresentation of culturally and linguistically diverse groups, socioeconomically disadvantaged 

and cognitively impaired older adults in digital health studies (14,24) is a significant limitation in the 

applicability of current evidence to practice. Inclusive research designs should be prioritised, engaging 

diverse older populations, evaluating differential impacts and tailoring interventions to address health 

inequities. 

Evaluation of AI applications 

AI tools show promise but lack rigorous validation, standardised reporting and guidance for ethical, 

bias-aware implementation in primary care (34,35,57). Clinical trials and implementation studies of AI 

tools should be undertaken to assess the capacity to enhance diagnosis and management without 

harm or bias. 

Sustainability and funding models for digital health in primary care 

 Current funding and reimbursement models inadequately support ongoing use and integration of 

telehealth and digital interventions (25,30,48).  An investigation should be undertaken into sustainable 

funding frameworks that incentivise quality outcomes and support hybrid care models combining 

digital and in-person services. 

Impact of digital health on patient-provider relationships and communication 

Concerns exist about the loss of personal contact, communication barriers, and the potential 

dehumanisation of care with digital modalities (29,65). Hybrid care models that balance digital and 

face-to-face interactions could be tested to examine their effects on therapeutic relationships and to 

develop communication training for providers. 

Standardisation of outcome measures and reporting in digital health research 

Heterogeneity in study designs and outcome metrics limits comparability and synthesis of evidence on 

digital health effectiveness (14,21,34). Development of consensus-based core outcome sets and 

reporting standards for digital health interventions targeting older adults in primary care could be 

undertaken. 
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Limited research on digital health for home-based primary care quality improvement 

Digital interventions in home-based primary care show promise but lack a comprehensive evaluation 

of impacts on care quality and equity (32,61). Optimising digital tools for home-based care could 

improve outcomes and reduce inequities. 

Part 3: Digital tools and enabling technology in prevention, treatment and 

management 

In Australian primary care, digital technologies are applied across self-management, shared electronic 

records, telehealth and remote monitoring, and decision-support systems. Adoption has accelerated 

since the COVID-19 pandemic, but the strength of evidence remains variable; benefits are reported for 

access, coordination and medicines safety, while long-term effectiveness, cost-effectiveness and 

equity of use in older populations are inconsistently demonstrated. This section summaries the 

intended function, implementation context and evidentiary strength for selected tools and identifies 

implications for practice and policy. Part 3 discusses evidence of innovation and implementation of 

digital health technologies through a multilevel lens, examining tools that support individual clinician 

workflows, enhance multidisciplinary collaboration and enable population-level data sharing. 

Emerging technologies such as AI medical scribes, integrated preventive care platforms and data-

sharing initiatives. 

Empowering individuals: digital tools for self-management and preventative care 

The integration of digital health technologies into primary care is reshaping the role of patients in 

managing health, particularly for older adults with chronic illness (66). Digital tools, including mobile 

apps, wearable devices, tailored health communication platforms, and electronic health records, are 

increasingly adopted into primary care to support self-management and preventive care. These 

technologies offer flexible, patient-directed access to information and feedback, fostering autonomy, 

engagement and health literacy (11,66–68). 

Self-management is broadly defined as the actions individuals take to handle symptoms, treatment, 

physical, and emotional management, and lifestyle changes associated with living with a chronic 

condition (68) . Within the literature, self-management is recognised as a concept that intersects with 

preventive care, with digital health tools positioned to support both proactive health behaviours and 

chronic disease management. This is reflected in evidence that individuals are expected to be “digitally 

engaged in their own medical care and preventive health efforts” (68). Building on this, van Olmen et 

al. (2022) emphasises that digital self-management tools can improve specific health behaviours such 

as physical activity and medication adherence, while also enhancing subjective well-being (68).  

Digital tools are reported to augment traditional self-management approaches by improving 

accessibility, customisation and patient-provider communication. These interventions can facilitate 

early detection of functional or cognitive decline, improve recall and adherence and provide timely 

education outside of consultations. Effective implementation requires integration into clinical 

workflow and co-designed with patients to ensure usability, trust, and relevance, especially for older 

adults  (11,67). 

The following section outlines examples of digital tools currently applied in Australian primary care, 

including electronic health records, health education platforms, and screening applications. These 
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tools are discussed in terms of their contribution to enhancing health engagement, supporting 

preventive care, and facilitating the management of chronic conditions among older adults. 

My Health Record - enabling consumer health information access 

Digital health records are increasingly recognised as enablers of person-centred care, particularly in 

supporting continuity of care, enhancing medication safety and reducing duplication of tests and 

procedures (69,70). These types of records, such as the Australian My Health Record (MHR), can assist 

in preventive care and early intervention by consolidating health information in a single, accessible 

platform (68). For example, for people aged 45–49 years, information generated through the 

Medicare-funded 45–49 year old health check can be uploaded into MHR, enabling both consumers 

and clinicians to review risk factors for chronic disease and support follow-up care (71–73). The MHR 

achieves this by enabling consumers and clinicians to review test results, referrals, and care plans 

associated with this health check, facilitating follow-up actions and continuity of care (70,74).  

My Health Record is part of Australia’s broader digital health strategy, including the National Digital 

Health Strategy and related policies emphasising interoperability, consumer empowerment and 

improved care coordination (75). The system is designed to provide individuals with a degree of control 

over their centralised health information with the intended aim to provide health professionals with 

access to key clinical information and enable consumers to share relevant records across different 

providers. While individual users have significant say in managing their record – including opting out - 

some aspects are automated or controlled by healthcare providers and the system itself (7).  

Shared documents may include discharge summaries, shared health summaries, event summaries, 

specialist letters, pathology and radiology results, PBS and MBS claims data, and consumer-entered 

information. In this way, the system is intended to improve continuity of care, reduce safety risks 

associated with incomplete patient histories, and lessen administrative burden for clinicians and 

patients (76,77). To date, approximately  24.53 million Australians have an active MHR, with over 1.9 

billion documents uploaded in the system (78,79).  However, specialist engagement lags behind that 

of general practice and there are issues with technical usability. As well, consumer use is low with only 

24% of records actively reviewed by patients (80). These findings align with the global literature on 

shared care records, which emphasises the importance of user-centred design, semantic 

interoperability, and data governance frameworks to support uptake (75,81). 

Walsh et al. (2021) highlight that while My Health Record offers significant potential to enhance health 

literacy through increased transparency and accessibility of personal health data, system-level 

challenges remain (82). These include usability barriers, especially for populations with low health 

literacy or digital literacy and the need for ongoing policy support to improve accessibility features, 

culturally appropriate resources and privacy protections. The study underscores the importance of 

continuous policy-driven investment to improve interface design, user support and tailored 

communication to ensure equitable benefits across diverse population groups (82). 

To maximise its impact, governments have supported national rollout campaigns, tailored consumer 

resources and targeted digital literacy initiatives. These efforts aim to build trust, address privacy 

concerns and ensure equitable uptake across diverse populations. The Australian Digital Health Agency 

and Services Australia have collaborated with community organisations to ensure culturally responsive 

materials are available in multiple languages and accessible formats (75). 
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Evidence suggests that digital health records can enhance the accessibility of screening information, 

including participation in bowel cancer screening and immunisation history, which is pertinent to mid-

life health management (79). Additionally, MHR provides access to Medicare Benefits Schedule (MBS) 

and Pharmaceutical Benefits Scheme (PBS) claims information, supporting shared decision-making and 

medication reconciliation (69). 

Further highlighted by van Olmen et al. (2022), patient-accessible digital health tools, including 

electronic personal health records, can support self-management, particularly when combined with 

structured health interventions. Access to health information has been linked to increased patient 

engagement, improved understanding of one’s medical history, and better management of chronic 

conditions  (67,68). However, the same review identifies gaps in evidence concerning long-term 

outcomes related to self-management, well-being and digital tool use. 

The Australian Digital Health Agency (2023) reports that MHR can support individuals in tracking their 

own health data, preparing for medical consultations and managing their health across multiple 

providers. For people managing complex health needs, MHR provides a single source of information 

that may reduce medication errors, prevent adverse events and streamline care (74,78). 

Wearable devices and self-management 

Wearable health devices are a rapidly evolving area of digital health with significant potential to 

support self-management in older adults (83). Wearables encompass a range of devices, including 

smartwatches, fitness trackers, biosensors and wearable bio-MEMS (biomedical 

microelectromechanical systems), designed to monitor health parameters, provide continuous 

feedback (84,85), and can provide real-time data to healthcare providers to enable timely 

interventions (86,87). 

Wearable activity tracking (WAT) devices are used to monitor physical activity, heart rate, sleep 

patterns, oxygen saturation, and gait stability, delivering real-time data to users and clinicians. These 

technologies support the self-management of chronic conditions, such as hypertension, diabetes, and 

cardiac arrhythmias, and can assist in fall detection and emergency response (88). Evidence suggests 

that WATs can facilitate positive behaviour change when supported by effective motivational 

strategies, but their long-term utility depends on improvements in design, data accuracy and privacy 

protections to ensure user engagement and trust (84,89,90). 

Some devices also incorporate motion tracking technologies that support rehabilitation and mobility 

assessment, contributing to frailty prevention strategies (85). Others are similar to portable 

diagnostics: these technologies enable on-the-spot health assessments, reducing the need for 

frequent hospital visits and allowing for more personalised care (86). 

Studies suggest that wearable devices can support the early detection of health deterioration, facilitate 

preventive interventions and enhance adherence to healthy behaviours, including physical activity and 

medication management (90,91). For example, continuous monitoring of cardiovascular parameters 

enables the early identification of arrhythmias or hypertension, potentially reducing the risk of 

hospitalisation (92). 

Despite the potential of these technologies and devices, the literature highlights barriers to 

widespread adoption of wearable technology among older adults (83). Usability concerns, digital 
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literacy gaps, privacy issues and the need for device calibration and accuracy are consistently noted 

challenges (90–92).  

While these technologies offer significant benefits, they also raise ethical and social concerns. Issues 

such as privacy, data security and the potential for increased social isolation due to reduced human 

interaction are critical considerations. Moreover, the digital divide can exacerbate inequalities, as not 

all older adults have equal access to or familiarity with these technologies (52,93). Therefore, it is 

essential to involve older adults in the design and implementation of these technologies to ensure they 

meet their needs and preferences (86,94). Co-design approaches and personalised support have been 

recommended to enhance the acceptability and effectiveness of wearable technologies in this 

population (90). This is illustrated in the ACTIVATE trial, a randomised controlled study by Lynch et al. 

(2019), which combined a Garmin Vivofit 2 activity tracker with health coaching. The intervention 

group significantly increased their moderate-to-vigorous physical activity by 69 minutes per week and 

reduced sedentary time by up to 42 minutes per day compared with controls, demonstrating the value 

of personalised support in improving health behaviours among cancer survivors (95). 

Figure 5.3. Categorization of challenges to wearable applications (83) 

 

Patient engagement tools  

Software programs and mobile applications (apps) designed to support patient self-management are 

rapidly emerging through commercial innovation and production. Some examples of these are 

outlined here. 

GoShare Healthcare 

Go share is a digital health platform designed to strengthen patient self-management by delivering 

timely, credible and tailored health education via email or SMS (96,97). Developed by Healthily, an 

Australian company specialising in patient education, GoShare Healthcare is described as a 

customisable content distribution platform for health professionals to provide patients with evidence-

based resources tailored to the needs of individual patients and carers (96). These resources are 

intended to complement in-person consultations and support ongoing engagement in health care. 

Another Healthily product, GoShare Plus, enables practices to collate patient lists and generate 



   

 

 
210 

bundled content for delivery by sms to selected patient cohorts (98). GoShare Plus was used during 

the COVID-19 pandemic for a culturally tailored campaign involving community leaders from 

Aboriginal and Torres Strait Islander and culturally and linguistically diverse (CALD) communities 

shared video messages encouraging vaccination. 21 general practices across regions from Far North 

Queensland to South Australia sent 16 customised information packages to 10,978 patients due for a 

vaccination or booster. The campaign achieved SMS open rates ranging from 15 to 47 percent, and the 

development of a follow-up 'nudge' function ensured additional outreach to patients who had not 

initially opened the message (99). 

Box 5.1. GoShare in Western Sydney Primary Health Network (WentWest)  

WentWest funded access to the GoShare and GoShare Plus digital education platforms for all general practices in the 
region. These platforms allow health professionals to distribute tailored health resources to patients via email or SMS, 
supporting education and preventive care. A campaign conducted in collaboration with one general practice used 
GoShare to identify patients eligible for a Home Medicines Review (HMR). According to a practice report, 17% of 
recipients contacted their GP and were subsequently referred for a medication review; however, the basis for this 
figure, including the sample size and calculation, is not fully explained in the available documentation (97). WentWest 
has supported ongoing adoption of GoShare across general practices, linking its use to quality improvement activities 
associated with Medicare Benefits Schedule (MBS) items, including the 45–49 and 75+ health assessments, GP 
Management Plans, and Team Care Arrangements. 

 

The NIH Toolbox 

The NIH toolbox has been developed by the National Institutes of Health (NIH), United States of 

America (USA) to provide brief multi-dimensional measures to assess cognitive, emotional, motor and 

sensory functions for children and young people and adults through to age 85. The tools are designed 

to be administered using a digital tablet and facilitates both professional and patient administration. 

A scoping review of the use of the toolbox in clinical populations found that the tools for measurement 

of neurologic disorders were the most widely used. The review authors concluded that the NIH Toolbox 

measures were useful for research in clinical populations and for implementation in busy clinical 

settings as part of routine practice (100).  

MyCog 

Development of the neurologic tool, MyCog, was supported by the National Institute on Aging and the 

National Institute of Neurological Disorders and Stroke, USA, to provide a short, standard set of 

cognition screening measures for use in diverse population groups and settings. This is now available 

as a smartphone-based self-administered cognitive screening tool (MyCog Mobile) designed to 

support early detection of cognitive decline in adults aged 65 and over (101,102). The mobile app 

enables older adults to complete a brief cognitive assessment on their personal device before their 

annual wellness or primary care visit. This is intended to address a key barrier to routine screening in 

primary care, time constraints, while empowering patients to participate proactively in their health 

management. The app was developed in collaboration with clinicians, practice administrators and 

older adults and the proposed implementation model allows MyCog Mobile to be integrated into 

standard primary care processes with screening results available to clinicians before consultations. This 

is designed to enhance workflow efficiency and facilitate the longitudinal tracking of cognitive function. 

Clinical validation and large-scale pilots are in progress (103). 

The past decade has seen a significant digital transformation in healthcare, characterised by the rapid 

adoption of eHealth technologies. eHealth, broadly defined as the delivery and support of health 
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services through secure information and communication technologies (ICT), includes mobile health 

(mHealth) applications, telemedicine, EHRs, and cloud-based shared care systems (80). These 

technologies provide the infrastructure to support shared care models that enhance coordination 

between general practice, allied health, specialists and patients (80,104,105). 

Shared Electronic Health Records 

Shared EHRs are positioned as a key enabler of digital team-based care, intended to provide real-time 

access to patient data across multidisciplinary teams and thereby support more coordinated models 

of care (104).  Evidence suggests that shared EHRs can lead to improved clinical outcomes, such as 

better glycaemic control and weight reduction in diabetes management (80). 

Key components that support shared EHR success include (80): 

• semantic interoperability -consistent terminology and structured data capture; 

• adherence to FHIR (Fast Healthcare Interoperability Resources) standards for data exchange;  

• data stewardship and governance -robust policies on privacy, access, and ethical data use.  

Effective communication and structured collaboration are essential for delivering coordinated care to 

older adults with complex or chronic conditions. The literature consistently highlights the role of digital 

solutions in enhancing team-based care through shared information systems, real-time 

communication tools and interoperable health records (104–106). 

Australian guidelines emphasise that multidisciplinary care requires clear communication pathways 

between GPs, allied health providers, non-GP specialists and community services (80,107,108). The 

National Safety and Quality Health Service, Communicating for Safety Standard outlines the need for 

structured communication tools during referrals and handovers to reduce fragmentation and ensure 

patient safety (109). Digital platforms that support these processes include secure electronic 

messaging, electronic referrals and shared documentation systems, which standardise information 

flow between providers. 

Shared care models rely on collaborative treatment planning where tasks and responsibilities are 

clearly documented and accessible to all relevant clinicians. The Royal Australian College of General 

Practitioners’ Shared Care Position Statement outlines that shared care arrangements should include 

electronic care planning, secure messaging and coordinated follow-up systems to support continuity 

of care (108).  

The RACGP Silver Book (Part B) recommends team-based care approaches for managing frailty, 

cognitive decline and multimorbidity. This guidance emphasises the importance of timely, 

collaborative decision-making supported by digital tools (110). Multidisciplinary team meetings, virtual 

case conferences and remote monitoring dashboards are increasingly utilised to facilitate shared 

decision-making, reduce duplication, and improve patient outcomes. 

Despite progress in digital integration, barriers persist. Evidence highlights challenges such as 

inconsistent adoption of secure electronic messaging, interoperability issues between software 

systems, and concerns regarding data governance and patient privacy (104,111). Successful 

implementation requires co-design with clinicians and patients to ensure usability and acceptability 

across various care settings (19,105,108). 
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HealthPathways 

HealthPathways is a web-based clinical decision support and referral management platform that 

assists GPs, nurses and allied health providers in delivering locally relevant, evidence-based care. It 

was first developed in New Zealand and has since been adapted for use across more than 40 regions 

in Australia, including urban, regional and remote settings (112,113). HealthPathways offers region-

specific clinical and referral guidance tailored to the local service landscape. Each pathway includes: 

• clinical assessment and management protocols; 

• referral criteria and service directories; 

• patient information and health literacy resources. 

This enables GPs and allied health professionals to navigate the complexity of local care systems, 

reduce inappropriate referrals and improve continuity of care (112,114). 

Clinicians access HealthPathways through secure logins during consultations to assist with diagnosis, 

treatment, and referrals, thereby streamline care coordination across primary and secondary services 

(112,115). 

HealthPathways is described as a trusted and practical resource that provides locally relevant 

information and can influence clinical decision-making (109). Stokes et al. (2018) found that GPs using 

this tool improved their knowledge of local services and informed their clinical management decisions. 

However, implementation was constrained by minimal end-user engagement, inadequate promotion 

and communication, and limited organisational readiness and incentives to support sustained uptake. 

Clinician trust was shaped by the degree of involvement in pathway development, the transparency of 

processes, and the perceived accuracy and relevance of information (116). While HeathPathways has 

been widely adopted across Australia, New Zealand and the United Kingdom, there is limited direct 

evidence of its impact on patient outcomes such as hospital or emergency department utilisation 

(116).  Qualitative evaluations indicate that the tool can improve referral quality promote timely access 

to secondary care, and enhance integration between primary and secondary clinicians, provided that 

local implementation factors are addressed (116).  

The RACGP provides specific guidance for integration of HealthPathways into general practice 

workflows, promoting its use as part of team-based care models and supporting the management of 

complex and chronic conditions (114). 

HealthPathways has demonstrated multiple benefits: 

• improved referral quality and reduced inappropriate referrals to secondary care; 

• increased clinician confidence in managing complex patients within primary care; 

• enhanced collaboration between GPs, allied health providers, and specialists; 

• support for preventive care through structured pathways for chronic disease management, 

screening, and immunisation. 

The development and early implementation of HealthPathways in Canterbury, New Zealand, is 

frequently cited as a leading example of system-level collaboration to support integrated care. In this 

model, primary care management and referral pathways were co-designed by general practitioners 

and hospital specialists, fostering shared decision-making and improving communication across care 

settings (117). The Canterbury experience showed how HealthPathways can serve not just as a clinical 

support tool but as a mechanism to align primary and secondary care and reduce fragmentation. 
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However, subsequent evaluations stress the need for ongoing clinician engagement, local adaptation 

and governance to sustain the model in different contexts (118). 

Telehealth 

Telehealth has become a component of team-based care, particularly in the management of older 

adults and people living with chronic conditions. Its widespread adoption during the COVID-19 

pandemic accelerated the normalisation of remote consultations for follow-up care, results delivery 

and multidisciplinary case conferencing (80,119). Evidence suggests that telehealth reduces travel 

burden, improves access to specialist input and supports patient engagement, particularly in rural and 

remote areas (19, 39, 54-57). It can also reduce healthcare costs and avoid delays in care by facilitating 

timely, team-based decision-making (119,121,122). 

Telehealth supports multiple aspects of team-based care, including: 

• follow-up consultations; 

• results delivery; 

• multidisciplinary case conferencing; 

• remote allied health support; 

• proactive management of chronic and complex conditions. 

A review of virtual care models suggests that telehealth enhances patient engagement and enables 

better health outcomes when integrated into routine primary care and supported by appropriate 

infrastructure and training (123,124). However, barriers such as digital literacy, technological access 

and funding models remain important considerations (78). 

The Medicare Benefits Schedule (MBS) provides support for telehealth, both by video and by phone, 

for specific MBS item numbers and eligible patients, reflecting its importance in delivering accessible, 

person-centred care (119). 

Revised Telehealth Guidelines introduced by the Medical Board of Australia in 2023, emphasise the 

need for safe, patient-centred telehealth practices, including appropriate documentation, clear 

communication and continuity of care (125). 

For practical guidance on implementing telehealth in general practice, the RACGP provides detailed 

guidelines and resources, available at RACGP Telehealth Guidelines (126). 

Software programs to support telehealth consultations are also emerging. The Patient Consult 

Summary application is a collaborative project developed to improve the patient experience in 

telehealth consultations. Led by the Digital Health Cooperative Research Centre (DHCRC) as the major 

funder, it was delivered in collaboration with Monash University, Monash Health, Healthdirect 

Australia, the University of Melbourne, and the Victorian Department of Health. It was designed to 

address gaps in communication and continuity of care in virtual settings. (127,128). The application 

enables clinicians to create a plain-language consultation summary during the telehealth encounter, 

which is shared with the patient prior to the consultation’s conclusion. This summary provides clear 

explanations of medical terms, actionable care instructions and follow-up plans. The aim is to reduce 

the common problem of patients forgetting or misinterpreting advice given during consultations, a 

particular concern in telehealth settings where non-verbal cues may be limited (127,128). The Patient 

Consult Summary is currently undergoing pilot testing across Victorian health services and may have 

potential for broader national application as part of Australia’s digital health transformation agenda.  
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In addition to publicly funded initiatives, commercial providers are offering app-based telehealth 

services. Australian Pharmaceutical Industries, a national wholesale and retail distribution company, 

has established InstantScripts, described as an online medical clinic, which provides fee-based, non-

MBS eligible virtual consultations with medical and other health professionals on a fee-for-service 

basis. The app-based service also provides prescription services and health assessments via an app-

based model (129). InstantScripts provides access to general practitioners for prescription renewals, 

minor illness management and health advice without in-person visits. 

As telehealth has become a vital component of primary care, Virtual Reality (VR) and Augmented 

Reality (AR) are also emerging as tools for enhanced remote consultations and follow-ups with 

potential to benefit older adults with mobility issues (21). Virtual Reality (VR) and Augmented Reality 

(AR) technologies are used for rehabilitation and cognitive therapies, providing engaging and effective 

treatment options for older adults (86) (93). 

Practice-level improvement: software enabling preventive and proactive care 

Shifting from reactive treatment models to proactive, prevention-focused care is a key priority for 

primary care, especially in the context of an ageing population and rising rates of chronic disease. 

Practice-level improvement is supported by digital tools that facilitate systematic risk identification, 

preventive outreach and coordinated management (130,131). 

The World Health Organization (WHO) has urged national health systems to shift towards preventive 

and anticipatory care models to address the needs of older populations (131–133). This shift requires 

structured, data-driven approaches that facilitate early detection of risk factors, prompt lifestyle 

interventions, and continuous monitoring of health status over time. Proactive care models decrease 

the likelihood of acute episodes and support functional ability in later life (131–133). However, 

evidence shows that translating these benefits into practice is inconsistent, with multiple studies 

reporting gaps in the delivery of preventive care at the practice level. Common barriers include limited 

time during consultations, lack of systematic prompts for prevention, and insufficient population-level 

data use (134,135).  

A range of evidence-based electronic products are emerging in response to the growing focus on 

preventive health in primary care. Some examples of these are discussed.  

Clinical decision support for preventive and proactive care  

Primary Sense: is an Australian developed clinical decision support platform that was developed by 

the Gold Coast Primary Health Network and is now being increasingly supported by Primary Health 

Networks (PHNs) across Australia. The platform utilises evidence-based algorithms and de-identified 

data to deliver real-time medication safety alerts, patient care prompts and practice reports. The 

platform is integrated with the Johns Hopkins University ACG® population health analytics tool. The 

platform provides up-to-date reports on patients most likely to benefit from specific interventions or 

services and identifies potential medication safety issues.  

ePREVENT-360 – leveraging digital innovation to prevent chronic disease in primary care 

The ePREVENT-360 research project, launched in 2025, has developed a digital tool designed to 

support preventive care in general practice (136). Funded by the RACGP Foundation and the Hospital 

Contribution Fund (HCF) of Australia Ltd. Research Foundation through a 2023 grant, the project is a 

collaboration between the University of Wollongong and In2Health, an Australian digital health 
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company. A pilot of the tool aims to evaluate the feasibility of In2Health’s digital prevention platform, 

designed to identify chronic disease risk and deliver tailored interventions supporting proactive and 

personalised preventive care (74,75). Targeting adults aged 30 to 65, In2Health uses a clinically 

developed online health check that evaluates 128 risk and protective factors across 21 chronic 

conditions, including mental health. The platform generates a personalised health dashboard for 

patients, summarising risk scores, suggested screening and lifestyle recommendations, enabling 

patients to engage more actively in their health before attending a consultation. For clinicians, 

In2Health produces concise summaries of risk scores and evidence-based recommendations to inform 

and streamline care delivery. By integrating prevention into existing workflows, the platform supports 

GPs and nurses in delivering comprehensive risk assessments with minimal additional burden. Future 

system updates will enable integration with commonly used practice management software (136).  

A distinctive feature of In2Health is its emphasis on sustained engagement. Patients receive quarterly 

"pulse check" assessments, allowing them to track progress over time and prompting timely updates 

to their personalised action plans. The platform also sends goal-setting reminders and screening 

nudges, supporting ongoing behaviour change between visits. These functions help to address time 

pressures in primary care while aligning with preventive care item numbers under the Medicare 

Benefits Schedule.  

Through the patient-facing Thrive app, In2Health empowers patients to take ownership of their health 

and increases practice capacity to deliver preventive care. This model can improve health outcomes, 

enhance patient and clinician satisfaction and promote system-level sustainability by reducing the 

burden of preventable chronic disease.    

A pilot of the tool aims to assess the feasibility of In2Health’s digital prevention platform, which is 

designed to identify the risk of chronic diseases and provide tailored interventions to support proactive 

and personalised preventive care (137). The ePREVENT-360 study is anticipated to inform future 

implementation by examining consumer and clinician perspectives, as well as their engagement and 

uptake of the platform (136,137). 

AI-enabled scribes in primary care 

AI-enabled scribes are being increasingly developed and tested to streamline clinical documentation 

by reducing administrative burdens and supporting more meaningful patient interactions in healthcare 

settings. These systems utilise ambient AI to passively and automatically listen to patient–clinician 

conversations and generate structured clinical notes letters, and summaries during or immediately 

after the consultation (138,139).  

A recent systematic review by Sasseville et al. (2025) reports the potential of AI scribes to streamline 

clinical documentation. The review analysed eight studies across various clinical settings and found 

consistent evidence of time savings, reduced clinician cognitive load and improved workflow efficiency. 

Clinicians reported high levels of satisfaction with AI scribes, particularly in primary care and allied 

health environments where documentation tasks can be repetitive and time-consuming (140). 

In Australia, allied health professionals participating in a 2024 study found that AI scribes enhanced 

both workflow and patient rapport (138). By reducing the need to concentrate on typing or navigating 

screens, clinicians could maintain better eye contact, listen actively, and foster more collaborative 

conversations with patients. Patients also expressed positive perceptions of these tools, noting that 

consultations felt more personal and less transactional. 
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However, while AI scribes reduce the documentation burden, they are not yet fully autonomous. 

Clinicians must verify and edit AI-generated notes to ensure clinical accuracy and safety (138,139). This 

underscores the importance of maintaining professional oversight to prevent potential errors, 

especially in sensitive or complex clinical discussions. 

The National Digital Health Strategy 2023–2028 positions AI as a vital enabler of smarter, more 

connected care (75). AI scribes support this initiative by facilitating improved care coordination, 

increasing clinical efficiency, and helping to reduce burnout associated with administrative overload. 

Their use complements other digital tools such as electronic health records, telehealth, and secure 

messaging systems (75,138,140). 

Nonetheless, challenges persist. These encompass concerns regarding data privacy, medico-legal 

liability, interoperability with existing clinical systems, and equitable access, particularly for smaller 

practices or those with limited digital capabilities (139,140).  

The Australian Institute of Digital Health, a membership body of health informatics and digital health 

professionals and organisations, has produced a guide to AI scribes in healthcare to resource 

professionals and services considering the application of AI scribes in their practice (141).   

Commercial products are also emerging. An example of these is Heidi Health, an Australian-developed 

AI-powered medical scribe platform that integrates ambient artificial intelligence into general practice 

and multidisciplinary care settings. It aims to reduce clinical documentation burden, streamline 

workflows and improve communication across healthcare teams. Heidi operates by transcribing 

consultations in real-time, auto-generating structured clinical notes, referral letters, care plans, 

certificates, and billing documentation, while preserving the clinician’s focus on patient engagement 

(138,142). The platform uses a large language model to interpret conversations during consultations, 

summarising key clinical elements and producing drafts that clinicians can review and finalise. 

Clinicians can personalise documentation through reusable templates and specialty-specific tools, 

aligning with practice preferences and team-based care protocols (142).  

Heidi Health aims to support multidisciplinary team coordination by embedding its AI scribe 

functionality within electronic medical record systems such as Best Practice (Bp Premier) and 

MediRecords (142,143) to enable real-time synchronisation of appointment lists, automatic note 

creation and direct upload of structured notes into the patient’s longitudinal health record (142). The 

product operates under data privacy and compliance provisions and is described as minimising post-

visit tasks and helping multidisciplinary teams to access consistent and up-to-date information. 

(75,142).  

A regional pilot conducted by the Hunter New England and Central Coast Primary Health Network 

(PHN) demonstrated significant benefits of Heidi Health for clinicians and patients. Practices reported 

a 51% reduction in documentation time, a 61% reduction in after-hours administrative load and a 45% 

improvement in clinician work-life balance (144–146). Clinicians also reported 38% higher satisfaction 

with their clinical notes, citing improved quality, accuracy and alignment with multidisciplinary 

workflows (147,148).  

These outcomes echo broader findings from AI scribe research, which show improved patient-clinician 

communication, reduced clinician burnout and enhanced continuity of care when documentation is 

streamlined at the point of care (138,140). 
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From practice to population: data-sharing, collaboration and system integration 

Primary care data, while routinely collected, remains a largely untapped resource for population health 

monitoring and quality improvement in Australia. According to the AIHW, there are significant gaps in 

the availability and linkage of general practice data at a national level. Current systems lack 

interoperability, resulting in fragmented information flows that inhibit effective service planning and 

outcome measurement (149). 

A 2020 report by the Melbourne Academic Centre for Health identified structural and technological 

challenges in the capture and use of primary care data in Australia. These include inconsistent data 

standards, limitations in practice software and the absence of standardised mechanisms for consent 

and data sharing. The report also noted that while data is collected within general practices, it is often 

not linked with other health datasets, limiting opportunities for comprehensive population-level 

analysis (115). 

The Australian Government Primary Health Care 10-Year Plan 2022–2032 emphasised the importance 

of digital health integration in supporting prevention, early intervention and system sustainability. The 

plan outlined a pathway for enhancing digital capabilities, fostering data integration and improving 

real-time information sharing across services (3). 

National programs such as Primary Health Insights and initiatives supported by the Medical Research 

Future Fund (MRFF) are also supporting improved data utilisation. In 2024, the MRFF allocated over 

$22 million to research aimed at enhancing the utilisation of primary care data to support innovative 

models of care and reduce fragmentation (149). These projects focus on developing secure data 

environments, enhancing collaboration between clinicians and researchers and building capacity for 

data-driven healthcare delivery. 

A 2024 article in the Australian Journal of General Practice reinforces the potential of general practice 

data to support both individual patient care and broader health system improvement. The authors 

highlight the value of structured, high-quality data for informing research, service delivery and 

population health management. However, they also note that significant challenges remain in areas 

such as coding consistency, workflow integration and clinician engagement with data-sharing 

processes (150). 

These findings reflect a broader shift towards learning health systems where data is continuously 

collected and analysed to inform policy, guide practice and support health system improvement 

(3,115). Current national strategies, including the National Digital Health Strategy 2023–2028, further 

emphasise the importance of integrated digital infrastructure to enable better use of health 

information at the individual, service and population levels (75). 

One example of a data curation and sharing platform relevant to primary care is the National Cancer 

Screening Register (NCSR).  

The National Cancer Screening Register (NCSR) 

The National Cancer Screening Register (NCSR) is a centralised digital platform designed to support 

Australia’s national population-based cancer screening programs. (151,152). 

The NCSR offers a unified, real-time electronic record for each individual participating in these 

programs. Its primary functions include sending invitations and reminders for screening, recording test 
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results, monitoring follow-up activities, and providing healthcare providers with access to screening 

histories through secure portals or integrated clinical software systems (153). 

Healthcare providers can interact with the NCSR via the Healthcare Provider Portal or through clinical 

software integration, including platforms such as Best Practice and Medical Director. This integration 

enables GPs, practice nurses and other authorised users to (153): 

• register patients for screening programs; 

• submit and access screening test results; 

• update patient contact information and clinical details; 

• record patient participation decisions (e.g., opting out or deferral). 

This system reduces administrative burden and facilitates timely follow-up of screening and diagnostic 

processes, particularly for patients at higher risk or who require further assessment. Educational 

resources and software integration guides are available to assist healthcare providers in maximising 

the benefits of the NCSR (154). 

The NCSR also plays a role in addressing inequities in cancer screening participation. Special initiatives 

such as outreach to under-screened populations in regional and remote Australia are supported 

through data-informed strategies to improve uptake (155). For example, the Achieving Cervical 

Screening Equity in Regional and Remote Australia initiative utilises NCSR data to identify service gaps 

and target interventions aimed at improving outcomes for Aboriginal and Torres Strait Islander women 

and other priority groups  (156,157). The NCSR aligns with the priorities set out in the National Digital 

Health Strategy 2023–2028, which emphasises system interoperability, better use of real-time data 

and population-level health improvements through digital transformation (75). By consolidating 

national screening data and linking clinical practice with program administration, the NCSR supports 

preventive care at both the practice and population levels. 
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Appendix 5. Descriptive summary of the studies reviewed 

This section maps the research landscape of the literature on overview of different types of emerging 

digital technologies in the care of older people in Australia, focusing on primary care settings, 

encompassing a diverse range of digital health innovations including telehealth, electronic health 

records, artificial intelligence, remote monitoring, and integrated care platforms. The studies 

predominantly employ qualitative, quantitative, and mixed-method approaches, with a strong focus 

on Australian primary care and aged care contexts, reflecting interdisciplinary collaboration among 

healthcare providers, policymakers, and researchers. This comparative analysis addresses key research 

questions by synthesizing evidence on technology typologies, adoption barriers, clinical outcomes, 

implementation strategies, and user experience, thereby informing future digital health integration for 

older Australians. 

Appendix 5.1 Examples of emerging digital technologies from the included studies 

Study Technology typology Barriers and 
facilitators 

Clinical and Patient 
Outcomes 

Integration and 
Implementation 
Strategies 

User Experience 
and Accessibility 

(Pu et al., 
2023) (24) 

Telehealth, remote 
monitoring, virtual 
emergency care 

Sensory 
impairments, staff 
training, data 
sharing challenges 

Telehealth 
prioritized; remote 
monitoring needs 
more evidence 

Co-production 
approach; focus on 
scalability and cost 

User-friendliness 
issues; digital 
literacy required 

(Homewood 
et al., 2024) 
(7) 

Shared electronic 
health records, 
telehealth, patient 
portals 

Rural access 
barriers; need for 
clinician-patient 
collaboration 

Improved care 
coordination and 
chronic disease 
management 

Emphasis on 
interoperability and 
policy support 

Patient-centric 
interfaces; digital 
divide concerns 

(Andrade et 
al., 2023) (47) 

Digital messaging 
integrated in clinical 
software 

Delivery mode 
impacts uptake; 
digital messaging 
more effective 

Earlier primary care 
appointments 
during COVID-19 

Integration with GP 
software systems 

Facilitates timely 
care; requires 
provider 
engagement 

(Andrew et 
al., 2024) (41) 

Linked EHR data 
platform with AI NLP 

Data quality and 
linkage challenges 

Enables population 
health research and 
service redesign 

Multi-agency data 
linkage; governance 
frameworks 

Supports research 
access; privacy 
considerations 

(Ashley et al., 
2023) (25) 

Telehealth 
consultations in PHC 

Funding models, 
provider support, 
hybrid models 

Sustained telehealth 
use; improved 
access 

Policy changes post-
pandemic; hybrid 
service models 

Provider resilience; 
need for training 
and support 

(Ambagtsheer 
et al., 2019) 
(42) 

Electronic Frailty Index 
from EHRs 

Data extraction 
complexity; EHR 
variability 

Accurate frailty 
identification; 
informs 
interventions 

Feasibility in rural 
primary care; 
minimal 
infrastructure 
changes 

Automated; 
requires data 
completeness 

(Raven et al., 
2013) (22) 

Video-based 
telehealth 
consultations 

Technological 
infrastructure; 
professional role 
shifts 

High patient 
satisfaction; limited 
cost-effectiveness 
evidence 

Integration in rural 
and remote primary 
care 

Challenges in role 
adaptation; 
improves access 
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(Savira et al., 
2022) (21) 

Videoconference, 
telephone, apps, 
monitoring systems 

Physical, cognitive 
impairments; 
staffing and 
legislative issues 

Similar or better 
outcomes than in-
person care 

Pilot stage initiatives; 
need for embedded 
evaluation 

Barriers include 
motivation and 
sensory 
impairments 

(Silva et al., 
2024) (32) 

Video communication, 
apps, health 
monitoring 

Access to 
technology; 
economic and team 
management 
challenges 

Positive impacts on 
access and care 
coordination 

Policy emphasis on 
equity and safety 

Communication 
challenges; need 
for tailored ICT 

(Sturgiss et 
al., 2022) (23) 

Telehealth, point-of-
care testing, e-
prescriptions 

Rapid 
implementation 
challenges; need for 
evaluation 

Supports continuity 
of care during 
pandemic 

Federal government 
digital health 
response 

Acceptability and 
feasibility under 
study 

(Fisher et al., 
2022) (48) 

Telehealth in general 
practice 

Infrastructure gaps; 
privacy concerns; 
funding 

Increased access; 
reduced infection 
risk 

Permanent 
telehealth 
integration; training 
needed 

Need for tailored 
training; hybrid 
models preferred 

(Neves & 
Burgers, 
2022)(40) 

Patient access to 
records, big data, 
virtual care 

Infrastructure, 
privacy, and equity 
challenges 

Potential for safer, 
equitable care 

Calls for stakeholder 
involvement and 
regulation 

Digital literacy and 
support critical 

(Jimenez et 
al., 2021) (39) 

EHRs, monitoring tech, 
online portals 

Limited maturity; 
policy and financial 
support needed 

Improved continuity 
and patient 
satisfaction 

Multicomponent 
interventions; 
evidence gaps 

Mixed cost 
impacts; requires 
stakeholder 
advocacy 

(Fava & 
Lapão, 2024) 
(30) 

Telemedicine, decision 
support, self-care 
platforms 

Lack of training; 
reimbursement 
issues 

Mixed results on 
service quality and 
clinical outcomes 

WHO 
encouragement; 
implementation 
barriers 

User involvement 
lacking; digital 
literacy issues 

(Moyle et al., 
2022) (26) 

Aged care 
technologies, digital 
management systems 

Poor integration; 
user training; 
privacy concerns 

Technology often 
unmet user needs; 
need for co-design 

Calls for streamlined 
administration 
systems 

Ease of use and 
training critical; 
human connection 
valued 

(Bail et al., 
2023) (45) 

Co-designed health 
information system 

Staff acceptance; 
workflow adaptation 
challenges 

Improved efficiency 
and resident-
focused care 

Participatory action 
research; tailored 
implementation 

Positive staff 
feedback; requires 
ongoing support 

(Haydon et 
al., 2021) 
(158) 

Telegeriatric video 
consultations 

Mobility issues; 
need for integrated 
systems 

Increased access to 
specialist care; 
stakeholder 
acceptance 

Centralized team 
implementation; 
training emphasized 

Hardware 
limitations; mobile 
solutions suggested 

(Karunanithi 
& Zhang, 
2018) (58) 

Sensor-enabled home 
monitoring platform 

User autonomy; 
technology 
acceptance 

Supports 
independent living; 
pilot studies positive 

Consumer-directed 
care; regional and 
remote validation 

Unobtrusive 
sensors; shared 
data with carers 

(Lewis et al., 
2022) (49)  

Electronic Frailty Index 
from GP records 

Data completeness; 
socioeconomic 
disparities 

High frailty 
prevalence; informs 
targeted 
interventions 

Feasible in routine 
practice; supports 
policy planning 

Automated; 
requires data 
quality and 
completeness 

(Thompson, 
2024) (43) 

Digital cognitive 
screening tools 

Space, time 
constraints; patient 
preference 

Feasible and 
acceptable; 
preference for home 
screening 

Integration with PCP 
visits; multiple 
administration 
modes 

Self-administered 
preferred; 
coordination 
challenges 
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(Khanassov et 
al., 2023) (29) 

Telemedicine in 
primary care 

Visual contact loss; 
communication 
barriers 

Maintains 
continuity; 
convenient for 
minor issues 

Hybrid approach 
recommended; 
provider and patient 
perspectives 

Hybrid model 
preferred; sensory 
and language 
barriers 

(Fjellså et al., 
2023) (31) 

eHealth in care 
coordination 

Capacity loss; 
system support 
needed 

Supports 
participation and 
information needs 

Emphasizes patient 
involvement; system 
support crucial 

Digital engagement 
varies; loss of 
control concerns 

(De Santis et 
al., 2023) (14) 

Mobile/non-mobile 
health promotion tech 

Digital divide; ethical 
data concerns 

Potential health 
benefits; unclear 
clinical impact 

Calls for tailored tech 
and outcome 
evaluation 

Human support 
essential; digital 
competence 
variable 

(Nautiyal et 
al., 2022) (63) 

Various digital 
healthcare tools 

Limited high-quality 
evidence; 
demographic focus 

Improves elderly 
healthcare access 
and quality 

Systematic review 
highlights research 
gaps 

Need for broader 
demographic 
inclusion 

(Siette & 
Adam, 2024) 
(53) 

Digital tools for brain 
health 

Implementation gap; 
clinician 
engagement needed 

Supports lifestyle 
interventions; 
dementia risk 
reduction 

Tailored digital 
solutions; shared 
decision-making 

Personalised; 
requires clinician 
and patient buy-in 

(Isaradech & 
Sirikul, 2024) 
(59) 

Digital tools for frailty 
diagnosis 

Knowledge gaps; 
need for integrated 
platforms 

Exercise improves 
frailty; digital tools 
promising 

Calls for personalised 
prevention and 
therapeutic 
platforms 

Emerging evidence; 
need for integrated 
approaches 

(Rahimi et al., 
2021) (34) 

AI in community 
primary care 

Reporting variability; 
implementation 
gaps 

Facilitates diagnosis 
and management; 
bias concerns 

Need for 
development 
guidance; risk of bias 
highlighted 

Diverse AI 
methods; ethical 
and practical 
challenges 

(Kaymakçı & 
Kasap, 2024) 
(35) 

AI in primary care Data privacy; 
integration and 
ethical challenges 

Enhances 
diagnostics, 
administration, 
personalised care 

Emphasizes ethical 
AI use and human-
centered care 

Risk of over-
reliance; 
transparency 
needed 

(Efendioğlu, 
2024) (57) 

AI in geriatric medicine Limited clinical 
adoption; potential 
for improvement 

Supports dementia, 
delirium, falls 
management 

Emerging 
applications; 
requires further 
validation 

Potential to 
improve care; 
integration 
challenges 

(Hirmas et al., 
2024) (60) 

Digital health 
initiatives mapping 

Fragmented 
evidence; need for 
comprehensive 
synthesis 

Broad range of 
innovations; 
caregiver support 
focus 

Calls for coordinated 
research and policy 
frameworks 

User engagement 
and accessibility 
emphasized 

(Luo et al., 
2022) (36) 

EHR-based frailty 
assessment tools 

Clinical workload; 
validation needs 

Enables frailty 
screening; supports 
clinical decisions 

Development and 
validation ongoing; 
primary care focus 

Data-driven; 
requires clinical 
integration 

(Vandersman 
& Tieman, 
2024) (50) 

Technology in end-of-
life care 

Ambivalence; 
training and support 
needs 

Enhances care 
planning and 
coordination 

Nurses' role critical; 
sector readiness 
required 

Openness to tech; 
need for support 
and education 

(Fasoli et al., 
2023) (52) 

Emerging technologies 
in aged care 

Privacy, safety, and 
ethical concerns 

Cost-efficiency and 
infection prevention 
benefits 

Ethical 
considerations; need 
for user control 

Privacy risks; 
training and 
mediation 
important 
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Background 

Consumer and carer engagement has been widely recognised in literature as a significant component 

of high-quality, person-centred healthcare (1). In the context of healthy ageing, engagement refers to 

the involvement of older adults, carers and families in healthcare decisions, service planning and 

system governance. Evidence indicates that such engagement can support improved care 

coordination, responsiveness to individual preferences and enhanced health outcomes (2,3). 

In Australian health policy, consumer engagement in their healthcare is formally recognised and 

supported in national frameworks. The Partnering with Consumers Standard, one of the eight National 

Safety and Quality Health Service (NSQHS) Standards, outlines expectations for health services to 

involve consumers in governance, shared decision-making, health literacy and service design (1). 

Complementing this, the Australian Charter of Healthcare Rights affirms consumer rights to access, 

respect, partnership and information, providing a legal and ethical basis for engagement across health 

system levels (4). These frameworks identify partnership as a shared responsibility between 

consumers and providers, including within primary care. 

Informal carers play an integral role in supporting older adults navigate the health system. Carers 

frequently contribute to medication management, appointment attendance and advocacy in clinical 

settings, particularly in the presence of cognitive decline or multimorbidity (2). Data from the 2024 

Carer Wellbeing Survey indicate that many carers of older Australians experience elevated 

psychological distress, reduced workforce participation and challenges in accessing and coordinating 

health services (5). Evidence indicates a link between carer inclusion in engagement strategies and 

improved outcomes and care continuity in primary and community care contexts (2,6). 

A national research report by National Seniors Australia and EveryAGE Counts examined co-design 

approaches as a mechanism for strengthening consumer and carer engagement. Unlike consultation, 

which often involves one-off feedback, co-design entails the active and sustained involvement of 

consumers and carers in developing models of care, tools and service innovations (3). Drawing on 

survey responses from more than 4,500 older Australians, the report highlights strong consumer 

expectations for genuine co-design processes in developing improvements to the aged care system, 

outlining what constitutes genuine co-design, that report identifies several guiding principles including 

equity in participation, reciprocal learning and iterative feedback (3). Building on this, further literature 

highlights that co-design is an established approach for advancing healthy ageing, particularly through 

the development of accessible, person-centred and age-friendly primary care services (2,4,7). 

This chapter reviews evidence relevant to consumer and carer engagement in healthy ageing across 

three interrelated levels: engagement in direct care, involvement in service design and improvement, 

and participation in system-level governance. Across these levels, five cross-cutting domains - 

personalised care, health literacy, shared decision-making, partnerships and organisational culture are 

applied. This approach enables a comprehensive exploration of how engagement at multiple levels 

supports healthy ageing outcomes in primary care and community-based contexts. 

Across the literature, there is consensus that co-design, shared decision-making and authentic 

partnerships are critical levers for transforming health outcomes and enabling person-centred, age-

friendly care (1,8).  
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Direct care level: participation in personal health and care decisions 

At the direct care level, consumer and carer engagement centres on interactions between older 

people, carers and primary care professionals. The literature highlights the importance of enabling 

older adults and their informal carers to participate meaningfully in healthcare decisions, particularly 

in the context of supporting healthy ageing in primary care. 

Personalised care 

Personalised care is central to effective engagement at the point of care. Personalised care emphasises 

respect for the unique circumstances, values, identity and goals of each individual. This requires 

moving beyond standardised approaches and actively involving older people and, where appropriate, 

their carers in planning and decision-making about their care (9). 

The Victorian Partnering in Healthcare Framework explicitly prioritises personalised care and states 

that personalised care is achieved through treating people with dignity and compassion, tailoring care 

to individual needs and preferences and enabling shared planning and goal-setting (9). For older adults 

in primary care, effective care planning incorporates not only clinical appropriateness but also 

attention to cultural safety, communication needs and individual preferences (6,9,10). Farmer et al. 

(2018) reinforce this by identifying personalised care as a core enabler of shared decision-making, 

noting that failure to recognise individuals' values and goals can undermine engagement efforts (6). 

For older adults, particularly those managing multiple chronic conditions or navigating frailty, the 

benefits of personalised care include greater satisfaction, increased adherence to treatment and 

improved functional outcomes (6). 

A qualitative evidence synthesis conducted by Merner et al. (2023) demonstrates how co-design 

methods can be used to embed personalised care principles in clinical practice by drawing together 

consumer and provider perspectives on partnering to improve health service design, delivery and 

evaluation. The review emphasises that effective partnerships require addressing power imbalances 

and can strengthen the person-centredness of health service culture and design (10). 

The Australian Charter of Healthcare Rights affirms every person’s right to be treated as an individual, 

with care that reflects personal beliefs and cultural identity (4). This is particularly relevant in primary 

care settings that support diverse populations, including older people from culturally and linguistically 

diverse backgrounds, Aboriginal and Torres Strait Islander communities and those living with disability 

(4,9,10). 

Health literacy     

Health literacy is an enabler of older adults’ participation in their own health and care decisions. 

Limited health literacy is relatively common among older people and can be associated with lack of 

familiarity with medical terminology and health information, sensory decline or cognitive changes, and 

can impede comprehension, reduce confidence and restrict meaningful involvement in care planning 

(4,11,12). 

In primary care, low health literacy can diminish the effectiveness of engagement strategies and 

compromise autonomy, particularly when an individual has multiple chronic conditions (6,13). To 

address this, clinicians and care teams are increasingly using health literacy-sensitive practices that 

simplify, personalise and visually present information (14,15). 
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Evidence supports the use of co-designed communication aids that make care decisions more 

accessible. These include medication reminder tools, condition-specific visual diagrams and digital 

literacy support materials which have shown promise in improving shared understanding between 

older adults, carers and healthcare providers (15,16). Such approaches not only facilitate 

comprehension during consultations but also reinforce the capacity for informed decision-making 

between visits (17–20). 

Tailoring communication to individual preferences, using plain language and involving carers where 

appropriate, supports health literacy and promotes trust, agency and autonomy which are recognised 

as core elements of quality care at the point of decision-making (7,9,11,21). 

It is essential that health literacy approaches are inclusive of Australia’s diverse populations.  For 

Aboriginal and Torres Strait Islander peoples and individuals from culturally and linguistically diverse 

(CALD) communities, equitable communication requires approaches that are grounded in cultural 

respect, community engagement and reciprocal exchange (22). Research highlights that limited 

engagement with CALD consumers is linked to increased vulnerability to safety events in healthcare, 

underscoring the need for culturally responsive communication and system-level accountability (8). 

For Indigenous communities, co-designing interventions with community members and incorporating 

First languages, where possible, strengthens autonomy and ensures cultural relevance (22). These 

approaches reflect principles of cultural safety and humility, acknowledging the importance of power 

balance, mutual learning and trust in creating environments where people feel heard and respected 

(23,24). Tailoring messages to reflect cultural concepts of health and wellbeing, incorporating 

preferred languages and visual supports and creating safe spaces for dialogue improve understanding 

and support informed participation in health decisions (25,26). 

Shared decision-making 

Shared decision-making is increasingly recognised best practice to support autonomy, person-centred 

care and improved health outcomes for older adults. It involves a collaborative process in which 

clinicians and consumers work together to make health decisions, combining clinical evidence with a 

person's values, goals and preferences (1,9,27). 

Safer Care Victoria (2019) identifies several key enablers of shared decision-making within clinical 

settings. These include the routine use of decision aids in practice, provision of reliable and balanced 

information on treatment options and associated uncertainties, clear documentation and 

communication of consumer preferences, and the integration of shared decision-making within clinical 

roles and performance expectations. To support effective implementation, services must foster 

respectful and psychologically safe environments, address inherent power imbalances and uphold the 

principle of "nothing about us without us" in all care decisions. Tailored approaches are particularly 

important to ensure that shared decision-making is inclusive, culturally responsive and accessible to 

diverse groups, including older adults and their carers (9). 

While there is no single agreed-upon model for shared decision-making, it typically includes three core 

phases: choice talk, option talk, and decision talk (28). These phases guide clinicians to present choices 

clearly, explain the potential risks and benefits of each option and support older adults to deliberate 

and select the option that aligns best with their values. Effective shared decision-making relies on two-

way communication, mutual respect and recognition of both clinical and lived experience expertise 

(7,28). 
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Older adults and carers commonly report being excluded from decision-making regarding treatments, 

medications, referrals and lifestyle changes, especially in general practice and community settings. This 

exclusion may limit adherence, reduce satisfaction with care and compromise outcomes (6,13). Tools 

such as question prompt lists and decision aids have been shown to enhance consumer engagement 

and understanding. Available in print or digital formats, decision aids support shared decision-making 

by providing structured information on options, risks and benefits, alongside exercises designed to 

help clarify preferences (1,29). 

A Cochrane review found that compared to usual care, the use of decision aids improves individuals’ 

knowledge, accuracy of risk perceptions, alignment of choices with personal values and participation 

in decision-making (29). The Royal Australian College of General Practitioners (RACGP) guidelines also 

reinforce the importance of shared decision-making in preventive activities, noting that decisions 

around screening and treatment should reflect individual risk profiles and preferences (30). 

The practice of shared decision-making contributes to safer and higher-quality care. According to the 

Australian Commission on Safety and Quality in Health Care, shared decision-making is integral to 

patient-centred care and strengthens the therapeutic alliance, reduces decisional conflict and 

enhances satisfaction with services (1). However, shared decision-making does not occur simply 

through the use of decision aids, it requires deliberate, skilled communication and a commitment to 

partnership between health professionals and consumers (1,9,28,31). 

Carer involvement and partnerships   

Carers are critical enablers of healthy ageing, yet their involvement in direct care planning is frequently 

overlooked. Mylek et al. (2023) reported findings from the Carers Australia 2024 Carer Wellbeing 

Survey, identified that only 38% of carers felt adequately included in health-related discussions, 

despite playing essential roles in medication management, transport and communication (5). Evidence 

suggests that formal inclusion of carers in care planning, particularly at the general practice level can 

support continuity, reduce avoidable hospital admissions and improve carer wellbeing (5,32). 

Research by Layton et al. (2023) demonstrates how co-designing carer-specific health and wellbeing 

clinics can address the distinct needs of older carers, particularly when they are supporting people with 

complex or chronic conditions (2). The Australian Helping Hand Consumer and Carer Engagement 

Framework (2018) advocates for purposeful and consistent engagement with carers at all levels of care 

delivery, especially in planning and evaluation. It argues that carers provide a unique perspective on 

the older person’s needs, preferences and experiences - perspectives which, if captured systematically, 

can significantly improve the quality and safety of care (33). 

State and national guidelines also recognise the structural supports needed to elevate carer 

engagement (34–36). Victoria’s framework on consumer and carer participation in the health system 

outlines expectations for service providers to involve carers in shared care planning and clinical 

handover (35,37). Similarly, the National Carer Strategy emphasises carer recognition and inclusion in 

service delivery with principles that prioritise meaningful partnership and timely access to information 

(34). 

Despite these frameworks, operationalising carer inclusion remains inconsistent. Integration into 

practice often relies on local champions, ad hoc tools and service-level protocols. Strengthening the 

systemic recognition of carers as partners in care requires alignment across policy, workforce 

development and funding incentives (33,34). 
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Healthcare culture 

A health service’s culture significantly shapes how consumer and carer engagement is enacted in 

primary care. Cultural norms including language, leadership behaviours and day-to-day routines can 

either support or undermine efforts to embed person-centred principles. In general practice and other 

community-based settings, a culture that values the voices of patients, carers and families enhances 

trust, continuity and shared decision-making (38,39).  

Co-design work by the New South Wales (NSW) Agency for Clinical Innovation (31) highlights the 

central role of staff capability and everyday practices in embedding engagement, particularly in 

frontline care. Similarly, the Partnering in Healthcare Framework in Victoria underscores how primary 

care organisations can foster cultures of collaboration through training, leadership and structural 

supports (9). This requires active support from practice managers, GPs, nurses and administrative staff, 

who collectively create an environment in which patients are seen as partners, not passive recipients 

of care (1,9,40). 

Creating a culture of engagement also involves recognising and addressing power differentials that 

may silence marginalised populations. The World Health Organization (2021) states that when 

engagement strategies do not consider local cultural contexts, they risk reinforcing systemic inequities, 

especially among vulnerable groups facing multiple pressures such as economic stress, housing 

instability or discrimination. In primary care this requires that patient and carer involvement efforts be 

inclusive, culturally safe and responsive to social complexity (40). 

The literature further indicates that traditional, clinician-led approaches to quality improvement may 

not fully capture or prioritise consumer and carer experience. A shift toward authentic engagement, 

particularly in practices serving Aboriginal and Torres Strait Islander peoples, rural communities and 

those from CALD backgrounds, requires re-examining entrenched routines and assumptions 

(8,31,39,41). Qualitative approaches and lived experience narratives are particularly valuable in 

capturing the nuances of engagement and identifying culturally adaptive solutions in care delivery 

(5,10,40,42). 

Service level: participation in design and quality improvement 

At the service level, consumer and carer participation plays a critical role in shaping how care is 

delivered, evaluated and improved. This level of engagement moves beyond individual consultations 

to influence broader decisions about program design, information systems and continuous 

improvement initiatives. Involving older adults and their carers in the design and governance of 

services ensures that care models are culturally safe, age-friendly and responsive to the priorities of 

the populations they serve (9). 

There is growing recognition that health services deliver better outcomes when people who use them 

are involved in their design and improvement (1). Evidence demonstrates that service-level 

partnerships with consumers can increase access, improve health literacy and self-efficacy and ensure 

that health services are responsive to the needs of diverse populations, particularly older adults and 

those with complex care needs (43,44). However, there is a noted deficit in the formal adoption of 

these principles in generalist primary care settings. While co-design is increasingly cited as good 

practice, implementation in primary care tends to be uneven and under-evaluated outside of 

Aboriginal-specific services (45,46). A 2022 review of engagement approaches in aged care noted a risk 

that co-design is “uncritically promoted as an ideal” without sufficient attention to its practical 
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challenges in implementation and evaluation (47). Moreover, embedding co-production and 

strengths-based practice requires services to devolve power, accept risk and invest in trust-building 

infrastructure, factors that may be constrained by time and funding pressures (48). 

To address these challenges, national initiatives are emerging to support consistent and evidence-

based application of consumer and community involvement (CCI). To address these challenges, 

national initiatives are emerging to support the consistent and evidence-based application of 

consumer and community involvement. The Consumer and Community Involvement: Implementation 

Research for Impact (CCIRI) program, funded by the Medical Research Future Fund and delivered 

through the Australian Health Research Alliance, represents a key national effort to embed consumer 

and community involvement across health and medical research and healthcare improvement. The 

project applies implementation and behavioural science to strengthen CCI within systems, 

organisations and individual practice, supported by strategies such as policy development, education 

and training programs, and co-design tools, including a national digital knowledge hub. Framed as an 

exemplar of large-scale systems change, CCIRI seeks to generate broader organisational and policy 

learning to build sustainable, partnership-based models of care and research throughout Australia 

(49). 

Personalised care 

Safer Care Victoria identifies “Personalised and Holistic Care” as an essential component of the 

Partnering in Healthcare Framework, emphasising that consumer values, priorities and cultural context 

must guide service design, pathways and evaluation (9). Co-design initiatives that incorporate 

consumer perspectives, particularly those of Aboriginal and Torres Strait Islander peoples have 

demonstrated the capacity to shape services that are not only responsive to individual and community 

needs but also structurally and culturally appropriate (50). 

Within National Aboriginal Community Controlled Health Organisations (NACCHOs), the integration of 

Elders and community voices into planning and quality improvement processes reflects a long-standing 

practice of self-determination in health care design (51). These efforts align with emerging evidence 

underscoring the importance of community-led health improvement and two-way learning, principles 

often underrepresented in mainstream continuous quality improvement (CQI) frameworks (50). 

Aboriginal and Torres Strait Islander primary health care services include macro- and meso-level 

system features, such as policy support and interdisciplinary teams with micro-level relational 

dimensions, including staff commitment, cultural humility and community trust-building. These latter 

elements are considered critical in high-functioning Aboriginal and Torres Strait Islander primary 

health care settings but are less commonly emphasised in other primary health care service settings 

(50,52). 

Cultural respect emerges as a central theme across the CQI literature, particularly in Indigenous 

contexts, where it facilitates mutual learning, enables culturally appropriate care and builds 

sustainable service-user relationships (50). The literature highlights that respect is not merely an 

interpersonal construct, but a systemic condition required for effective CQI implementation. Respect 

supports continuity, cultural safety and embeddedness within the community, especially when 

combined with place-based workforce design and knowledge exchange (50). 

Frameworks like He Pikinga Waiora developed for Māori health contexts in New Zealand, offer useful 

models as they embed self-determination, co-design and high-engagement strategies into their 

structural design. These approaches are increasingly recognised as applicable to Australian Aboriginal 
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health services, especially where relational accountability and cultural responsiveness underpin 

service transformation (50,53). 

While national policy frameworks promote consumer engagement and co-design, implementation 

remains inconsistent and insufficiently evaluated outside of NACCHOs (46,54). The 2021 Australian 

Health Consumer Sentiment Survey reported that over 20% of respondents experienced disrespect or 

discrimination when accessing care, with higher rates among people identifying as Aboriginal and/or 

Torres Strait Islander, those from CALD backgrounds and individuals with chronic conditions (54). The 

same survey found that people with lower health literacy and limited capacity for self-care, including 

younger people, those on low incomes and individuals with mental health conditions, may require 

additional support to navigate the health system and maintain their wellbeing (54). Literature suggests 

that constraints such as funding models, workforce capacity and limited access to co-design 

infrastructure contribute to the uneven uptake in primary health care of consumer engagement 

practices (55,56).  

Health literacy 

Health literacy is increasingly recognised as both a determinant and an outcome of effective consumer 

participation in healthcare design and delivery, particularly in primary care settings (9). The literature 

distinguishes between individual health literacy, referring to a person's ability to access, understand 

and use health information and organisational health literacy, which focuses on how well health 

services enable that process (57,58). 

Several studies and frameworks emphasise the importance of consumer involvement in developing 

written and digital materials to improve health literacy. Co-design processes have been shown to 

increase the relevance, cultural safety and accessibility of materials such as care plans, educational 

brochures and navigation tools (9,57). Safer Care Victoria (2019) includes consumer involvement in 

health information development as a key domain of health literacy-responsive care (9). 

Evidence supports a range of health service practices aimed at improving organisational health literacy. 

These include the use of plain language, teach-back methods, simplified consent forms and culturally 

tailored communication (57,59). Implementing these practices can improve medication adherence, 

reduce hospitalisations and support chronic disease self-management, particularly in older adults 

(9,57). However, their uptake in primary care remains inconsistent, with known barriers including 

limited workforce training, time constraints and system fragmentation (57). 

Building on this, evidence advocates for a systems-level approach that integrates health literacy into 

continuous quality improvement processes (57). Strategies identified in the literature include 

incorporating health literacy into accreditation standards, monitoring it through consumer-reported 

measures, and embedding it in executive-level governance and staff performance expectation (57). 

Safer Care Victoria (2019) similarly highlights the need to align health literacy initiatives with broader 

patient safety and quality frameworks (9). 

The literature emphasises that health literacy should be embedded into continuous quality 

improvement systems at the service level. Bush et al. (2014) argue for a shift from deficit-based 

screening models to system-wide approaches that frame health literacy as an asset (57). This approach 

aligns with principles of person-centred care, equity and shared accountability, particularly for older 

adults with complex health needs. 
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Internationally, the United States Centers for Disease Control and Prevention (CDC) provide a 

complementary framework that operationalises organisational health literacy through the Ten 

Attributes of a Health Literate Organization. These include embedding health literacy into mission and 

planning, preparing the workforce and designing accessible communications and environments (60). 

The CDC's tools support practical quality improvement initiatives in primary care, such as simplifying 

workflows, standardising plain-language protocols and routinely involving consumers in evaluation 

processes. 

Together, these frameworks advocate for strategic leadership, staff capability-building and consumer 

co-leadership as key enablers of sustainable, health-literate organisations. 

Shared decision-making 

Shared decision-making extends beyond the clinical encounter to encompass consumer participation 

in the design, governance and continuous quality improvement of primary care services. The literature 

shows that embedding shared decision-making  at the service level fosters a culture of partnership 

where patients’ lived experiences and preferences actively shape healthcare delivery and policy (1,9). 

In primary care, where patient-centredness and continuity of care are foundational, involving 

consumers in organisational decision-making can enhance relevance, accessibility and responsiveness 

of services to community needs (30). 

The Partnering in Healthcare Framework developed by Safer Care Victoria (2019) identifies core 

elements for operationalising shared decision-making at the organisational level, including shared 

governance, transparent communication and routine use of decision aids (9). This framework 

advocates for consumers’ inclusion in advisory committees and policy development groups, ensuring 

that quality data such as patient-reported experience measures (PREMs), reflect patient priorities and 

guide service improvement (9). By positioning consumers as co-owners of quality, primary care 

organisations can move away from tokenistic engagement toward authentic partnership models that 

respect ‘nothing about us without us’ principles (1). 

The RACGP’s guidelines for preventive activities in general practice (the Red Book) reinforce that 

shared decision-making is integral to delivering preventive care and managing chronic conditions. The 

Red Book states that shared decision-making promotes better alignment between clinical evidence 

and patient values, which is particularly relevant in primary care contexts characterised by 

multimorbidity and complex care decisions (30). The guidelines recommend integrating decision aids, 

question prompt lists and decision coaching into routine practice, not only at the point of care but also 

within service design and patient education initiatives to empower consumers in navigating healthcare 

choices. 

Joseph-Williams et al. (2021) present a practical implementation model emphasising a three-step 

communication process - choice talk, option talk and decision talk, that facilitates patient engagement 

by clarifying options, supporting deliberation and eliciting informed preferences. Although this model 

was developed with clinical encounters in mind, its principles can be extrapolated to service-level 

shared decision-making by ensuring organisational communications and policies transparently outline 

care options and actively solicit consumer input (61).  

The NSW Agency for Clinical Innovation (2025) highlights organisational enablers necessary to support 

shared decision-making, including consumer education, workforce training and embedding shared 

decision-making metrics in performance frameworks (62). These align with Australian Commission on 
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Safety and Quality in Health Care’s Partnering with Consumers Standard, which mandates that health 

services adopt governance processes that embed consumer participation in quality and safety 

initiatives (9). Primary care providers are encouraged to institutionalise shared decision-making not 

only through clinician-patient interactions but by creating systemic supports that ensure consumer 

voices inform continuous quality improvement (63). 

Fuehrer et al. (2021) emphasise that effective shared decision-making is rooted in authentic patient-

provider relationships characterised by respect, engaged curiosity, focused listening and mutual 

participation. These interpersonal elements are fundamental to creating the trust and rapport 

necessary for consumers to confidently express preferences and participate in decisions about their 

care and service delivery. Within primary care settings, fostering such relationships at both individual 

and organisational levels is critical to overcoming challenges such as patient hesitancy, low health 

literacy and perceived power differentials. 

Collectively, the literature indicates that for shared decision-making to be meaningfully integrated at 

the primary care service level, organisations must prioritise: 

• Structural inclusion of consumers in governance and quality improvement committees (9). 

• Systematic use of decision aids and educational resources tailored to patient needs (30,61,62). 

• Embedding shared decision-making within performance frameworks to track and incentivise 

consumer participation (62). 

• Workforce training to develop clinicians’ skills in facilitating shared decision-making and 

building authentic connections (63). 

The literature consistently describes that implementing these elements can facilitate a transition from 

traditionally provider-led care models to more equitable structures where consumers actively 

contribute to service planning and quality improvement (1,9). Within primary care where services 

serve as the first point of contact and coordinator of ongoing care, this shift supports delivery models 

that are more responsive to individual preferences, health literacy needs and the complex care 

requirements of ageing populations (30,63). 

Partnerships 

Partnerships with consumers and carers at the service level underpin sustained improvements in care 

design, delivery and coordination. In the context of healthy ageing, these partnerships are particularly 

relevant when navigating transitions between general practice, hospital services and aged care 

services. Co-design initiatives led by Primary Health Networks have engaged carer networks in the 

development of navigation tools for people living with dementia, aiming to ensure that service 

touchpoints align with the priorities and lived experiences of those receiving and providing care (54). 

The Partnering in healthcare framework developed by Safer Care Victoria (2021) provides a structured 

approach to embedding consumer partnership in service-level decisions. The Partnering in Healthcare 

framework (9) supports the implementation of system-level priorities and connects with foundational 

resources such as the Department of Health’s Public Participation Framework (64) and Stakeholder 

Engagement Toolkit (65). These frameworks advocate for structured, collaborative approaches to 

quality improvement, recognising consumers and carers as partners in driving safer, person-centred 

care. 

The ACSQHC (2021) highlights that partnership at the service level is critical to ensuring health services 

are person-centred, safe, and responsive to consumer needs (1). The Commission's Partnering with 
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Consumers Standard identifies structural elements required to facilitate consumer involvement in 

governance, design and evaluation activities. Within primary care settings, this includes mechanisms 

such as consumer advisory panels, experience-based co-design projects and carer engagement forums, 

which promote accountability and continuous improvement. 

Further, Davidson et al. (2023) further illustrate the significance of including carers as active 

contributors to care planning and service coordination in primary care. The qualitative study highlights 

the roles carers play in advocating for patients, coordinating appointments, interpreting health 

information and contributing to clinical decisions. The findings emphasise that carers are not only 

support persons but also possess vital contextual knowledge that can shape the design of services to 

better meet patient needs. Importantly, the study underscores the value of formal care planning 

processes that involve both patients and carers and the need for primary care teams to support carers 

through education, emotional support and resource provision (66,67). 

The literature also affirms that collaborative partnerships enhance communication, trust and shared 

accountability across care teams. As identified in Australia’s Primary Health Care 10 Year Plan 2022–

2032, partnerships that include consumers and carers in service development are essential for 

addressing fragmentation and improving equity in access and outcomes (68). Furthermore, inclusive 

and culturally responsive engagement approaches can ensure that design and quality improvement 

efforts reflect the preferences of diverse population groups, particularly those at higher risk of poor 

health outcomes in later life. National Aboriginal Community Controlled Health Organisations 

(NACCHOs) exemplify this approach through community-led governance and culturally safe care, 

highlighting the importance of embedding local voices and self-determination in service planning and 

delivery (51). 

Interprofessional collaborative practice strengthens the integration of care by promoting shared 

decision-making, clearly defined roles and mutual accountability among primary and secondary care 

providers. Mitchell et al. (2020) identified that successful implementation of interprofessional 

collaborative practice in integrated primary–secondary care models require aligned leadership, 

sustained communication structures and joint care planning. These mechanisms help embed 

collaboration across organisational boundaries and ensure that patient care is coordinated, continuous 

and responsive to complex health needs (69). 

Patient engagement in service design and quality improvement within primary care is increasingly 

recognised as essential to enhancing safety. Patients bring a unique perspective, identifying safety 

incidents and risks that may be overlooked by clinicians or administrative systems (70). In primary care, 

patient-reported incidents often relate to administrative processes, access and delays, alongside 

diagnostic and assessment errors. These incidents are not only associated with physical harm but also 

with emotional harm, including distress and anxiety, highlighting the importance of patient-centred 

safety strategies (70). 

Simple patient feedback mechanisms such as short surveys, can provide actionable insights for service-

level improvements. Incorporating these tools into routine practice enables targeted interventions 

that improve safety performance and patient experience. Furthermore, identifying patients at higher 

risk, such as frequent attenders with lower safety ratings, supports proactive and personalised safety 

planning. By embedding patient engagement into service design and quality improvement processes, 

primary care teams can strengthen safety, responsiveness and trust (70,71). 
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The literature confirms that partnering with consumers and carers at the service level contributes to 

more integrated and person-centred care systems. In primary care, such partnerships form a 

foundational component in responding to the complex needs of ageing populations, facilitating health 

system navigation and guiding continuous quality improvement processes (1,66,68). 

Health service culture 

Establishing a health service culture that values and systematically supports consumer and carers as 

partners is necessary to embed service-level participation as a sustained and measurable practice. The 

Australian NSQHS emphasise the importance of creating enabling environments in which consumers 

and carers actively participate in governance, policy, planning and quality improvement activities (58). 

As part of the Partnering with Consumers Standard, health services are required to develop, document 

and regularly review strategies that promote consumer engagement in safety and quality systems (1). 

Research highlights that health services with inclusive and transparent leadership, adequate resource 

allocation for engagement and systems to evaluate the impact of consumer involvement are more 

likely to sustain genuine co-design practices (9,68). Within primary care, this culture may manifest 

through mechanisms such as patient advisory groups, participation in quality improvement 

collaboratives, use of structured patient feedback systems and involvement in practice accreditation 

processes (30,54). Notably, the presence of leadership that models partnership-based behaviours and 

champions the consumer voice contributes to normalising engagement across all levels of practice (9). 

The Primary Health Care 10 Year Plan 2022–2032 reinforces the need for cultural change within health 

services to support consumer-centred models of care and drive equity and service improvement 

through participation (68). Such a shift is particularly pertinent in primary care settings, where ongoing 

relationship-based care offers an ideal platform for embedding patient perspectives into continuous 

service development and evaluation. 

System level: participation in governance and policy 

System-level participation refers to the involvement of older adults and carers in shaping the design, 

governance and policy directions of healthcare systems, particularly through mechanisms established 

by governments, regulators and peak bodies. This level of engagement is vital for creating equitable, 

responsive systems that reflect the lived experience of older people and their diverse needs. It shifts 

participation from service delivery to structural influence, helping to reorient systems toward 

prevention, rights-based care and consumer-led quality improvement (44). 

Governments and statutory bodies have increasingly recognised the importance of embedding 

consumer voices in strategic governance. The Australian Government’s reform of the aged care sector, 

including the proposed new Aged Care Act and associated rules, aims to enshrine principles of 

transparency, dignity and co-design (72). A critical analysis by Carney et al. (2024) of the Australian 

Government introduction of a supported decision-making framework through the recent Aged Care 

Act found the process to have been deficient and argues that such reforms must move beyond 

tokenistic inclusion to deliver meaningful accountability and uphold human rights (73). 

Frameworks such as the Aged Care Diversity Framework (74) and resources by COTA Australia 

(2023)(44) advocate for inclusive engagement practices that prioritise cultural safety, gender equity 

and accessibility for all communities, including Aboriginal and Torres Strait Islander peoples, LGBTIQ+ 

individuals and those from culturally and linguistically diverse backgrounds. 
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Personalised care 

Consumer participation at the system level is key to shaping policies that uphold person-centred care. 

Recent consultations led by the Consumers Health Forum (54,75) demonstrated that the involvement 

of older adults has led to the inclusion of diverse perspectives in the development of healthy ageing 

policies, aged care reform directions and broader health strategies. For example, targeted consumer 

engagement has influenced the National Dementia Action Plan and the National Preventive Health 

Strategy to better reflect lived experiences and expectations around autonomy, respect and tailored 

support (75,76). 

Additionally, the "Guidance for the New Regulatory Model for NATSIFAC Providers" emphasises the 

co-design of culturally safe services and the inclusion of Aboriginal and Torres Strait Islander elders in 

policy and regulatory development (77). This reinforces a rights-based, person-first orientation within 

system-level frameworks. 

Health literacy 

Health literacy enables individuals to access, interpret and act on health information, directly 

influencing outcomes and care engagement. Fitzpatrick (2023) emphasises that digital 

communications can play a transformative role in health literacy by bridging information gaps, 

simplifying complex language and supporting shared decision-making between practitioners and 

patients (78). 

The National Digital Health Strategy 2023–2028 reinforces this approach, prioritising the integration 

of digital tools to enable more informed and active participation in health and care. Within this context, 

national platforms such as My Health Record (see Chapter 5) illustrate how digital systems can 

strengthen consumer and carer engagement by facilitating information access and continuity of care. 

System-level efforts are increasingly directed at reorienting services toward prevention and self-

management by embedding health literacy into every digital touchpoint (79). 

Through secure information-sharing features, My Health Record also enables nominated carers to 

assist in care coordination, reducing fragmentation and duplication. In this way, digital tools 

operationalise the broader goal of health partnerships, extending team-based care to include patients 

and carers as active contributors to decision-making and health management (80). 

While digital tools offer significant promise, access remains uneven. Fitzpatrick (2023) warns that 

without careful design and system-level intervention, digital innovations risk excluding those with low 

literacy, older adults unfamiliar with technology and people from CALD backgrounds (78).  

Clarity, simplicity and cultural relevance are essential features of health communication at the system 

level. Health information must be designed to accommodate diverse literacy levels, languages and 

preferences. The ACSQHC highlights the importance of plain language, visual aids and consistent 

terminology across digital and print formats (1). 

Shared decision-making 

System-level implementation of shared decision-making is evident in the co-development of national 

standards. For example, the inclusion of older Australians in shaping the Aged Care Quality Standards 

and the National Safety and Quality Health Service (NSQHS) Partnering with Consumers Standard has 

advanced a rights-based approach to care that centres on dignity, autonomy and person-centred 

planning (58,81). These standards now require services to actively partner with consumers in 
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governance, planning and evaluation processes, moving beyond tokenistic consultation to meaningful 

co-design. 

Policy structures have further institutionalised consumer input through representative bodies such as 

the Aged Care Council of Elders, which provides advice to government on quality, safety and equity in 

aged care reforms and the Independent Health and Aged Care Pricing Authority, which incorporates 

consumer perspectives into complex funding and pricing decisions (73). These bodies serve not only 

as advisory groups but as mechanisms of participatory governance, ensuring that resource allocation, 

care models and performance measures reflect lived experience. 

In addition, national frameworks such as the Australian Charter of Healthcare Rights and the Charter 

of Aged Care Rights affirm the legal and ethical imperative of involving individuals in decisions about 

their care. System-level policy now recognises that shared decision-making is central to safety, quality 

and satisfaction, particularly for older people and carers who navigate multiple services across primary, 

acute and community care (4,58). 

Digital infrastructure also plays a growing role in enabling shared decision-making. Tools like My Health 

Record, patient portals and decision aids are being supported by government policy to facilitate 

transparent information exchange and shared goal-setting (79,80). 

Partnerships 

Partnerships between consumers, policymakers and service providers have evolved from episodic 

consultation to embedded governance. This evolution reflects a systemic commitment to shared 

leadership, where consumers, particularly older adults and carers, participate as decision-makers in 

the governance and development of health and aged care systems. The Australian Commission on 

Safety and Quality in Health Care mandates that all accredited services demonstrate evidence of 

consumer partnerships in governance and policy development (58). This includes representation on 

boards, quality and safety committees and co-design panels that shape accreditation standards and 

service delivery models. 

The Council on the Ageing (COTA) Australia (2023) (44) emphasises that partnerships must not only 

include consumer input but also amplify consumer leadership. A COTA national consultation found 

that older people value opportunities to co-lead system reviews, shape strategic reforms and deliver 

sector education from a lived experience perspective. These partnerships provide a foundation for 

aligning national reforms with the complex and intersectional realities of ageing, including cultural 

diversity, disability and geographic variation (44). 

The Aged Care Council of Elders and other national bodies exemplify formalised partnership models in 

which older Australians contribute to strategic oversight, ensuring that policies reflect the values of 

dignity, autonomy and equity (73). These arrangements position older people not as stakeholders to 

be consulted, but as structural contributors to aged care governance. 

Effective health system-level partnerships to support healthy ageing require coordination across 

primary, community and acute care sectors, especially for older adults with complex and multi-sectoral 

needs. As highlighted by Lepage et al. (2022), healthcare managers act as institutional entrepreneurs 

by establishing new collaborative mechanisms such as co-located teams, shared care coordinators and 

formalised information-sharing agreements. These partnerships strengthen system coherence and 

create more seamless experiences for patients and carers. 
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For consumers, inter-organisational partnerships can offer access to a broader care team spanning 

health, social and community services. Wankah et al. (2022) demonstrate how such partnerships are 

underpinned by system-level policies that mandate and enable collaboration through regulatory 

reforms, funding mechanisms and strategic directives that foster integrated care. New roles, such as 

liaison nurses and embedded social workers, can be established through targeted investment driven 

by health policy priorities. Policy frameworks can promote co-produced care plans, joint training and 

shared governance, which improve service coordination and support person-centred, timely care for 

older adults. This alignment between policy and practice enhances trust, reduces fragmentation and 

ensures that partnerships deliver tangible value to patients and carers navigating complex systems 

(82). 

Patient engagement plays a pivotal role in governance and policy for safe healthcare delivery. Patient-

reported data provide complementary intelligence to existing safety monitoring systems, offering early 

warnings about potential systemic risks (70). Analysis of patient feedback across multiple services can 

identify patterns in safety incidents, informing evidence-based policy decisions and resource 

allocation. Integrating patient perspectives into governance structures fosters a culture of shared 

responsibility for safety, with patients contributing to the development of safety frameworks, 

accreditation standards and policy reforms. System-wide adoption of patient engagement 

mechanisms supports continuous learning, enhances transparency and ensures that safety initiatives 

are grounded in the lived experience of healthcare users (70,71). 

Health service culture 

System-level policies strongly influence the culture of healthcare organisations by setting clear 

expectations for consumer partnership and participation. The Australian Charter of Healthcare Rights 

affirms individuals’ rights to partnership, respect and information and this is increasingly being 

operationalised through national and state-level policy frameworks (58). These frameworks position 

consumer engagement not as peripheral but as central to quality and safety standards across health 

and aged care. 

In Victoria, Safer Care Victoria plays a pivotal role in shaping health service culture by supporting 

healthcare organisations to partner meaningfully with consumers in the design, governance and 

evaluation of care. Safer Care Victoria’s Partnering in Healthcare framework provides a structured 

approach to embedding consumer voices at all levels of care delivery and improvement. It positions 

partnership as a core enabler of cultural change, equity and safety across the health system (9). 

Embedding a rights-based approach into governance requires more than aspirational statements; it 

demands structures that support transparency, enforceability and redress mechanisms (73). The  Aged 

Care Act 2024 reflects this shift through principles of transparency, accountability and dignity, to 

ensure that consumer participation becomes foundational, not discretionary (73). 

Culture, as Brown and Turner (2025) argue, must be recognised as a strategic priority in system reform. 

It influences how change is enacted, how values such as person-centred care are realised and how 

effectively services engage with consumers and carers. When system-level policies embed 

expectations for co-design and lived experience leadership, they reinforce cultures of inclusion, 

respect and responsiveness (83). 

Health services that cultivate such cultures actively support consumer voices in planning, delivery and 

governance. This cultural alignment fosters trust and contributes to safer, more equitable care for 
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older adults and their carers (44). By aligning organisational culture with policy mandates and human 

rights standards, systems can better navigate complexity while remaining anchored in partnership 

(83). 

Patient advocacy  

The "Putting Patients First" framework developed by Brickley et al. (2021) offers a practical model for 

integrating patient-centred care into general practice. This framework, co-designed with patient 

advocates and general practitioners, emphasises the importance of collaboration, system 

consideration and optimising the general practice environment. By adopting this model, healthcare 

providers can enhance the patient experience, ensuring that care is not only clinically effective but also 

aligned with patients' values and preferences (84). Implementing such frameworks at all levels of 

healthcare delivery can lead to more holistic, person-centred care that truly reflects the needs and 

desires of patients. 

Patient advocates play a pivotal role in advancing healthcare quality and safety across all levels of the 

system by amplifying the patient voice and bridging gaps between healthcare providers, policymakers 

and communities. The patient experience forms a core dimension of healthcare quality that extends 

beyond clinical outcomes to include emotional and psychosocial well-being (85). Engaging patient 

advocates as expert community members facilitates meaningful participation in service design and 

quality improvement, ensuring care is tailored and responsive to lived experiences. At the system and 

governance levels, organisations such as the Australian Patient Advocacy Alliance (APAA) aim to use  

collaborative advocacy efforts to influence health policy to better reflect the needs of people with 

chronic and complex conditions (86). Incorporating patient experience data and insights from 

advocates into governance structures fosters transparency, accountability and a culture of continuous 

improvement to enhance safety, equity and effectiveness across the continuum of care. This 

multidimensional approach ensures that healthcare systems not only listen to patients but partner 

with them actively, driving sustainable improvements from bedside care through to national health 

strategies (71,84,85). 
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Background: Life course approach and models of care for healthy ageing 

This chapter discusses the literature on models of healthcare that are relevant to establishing a 

comprehensive approach in primary care to preventive and proactive healthcare, supporting the 

optimal health of individuals (healthy ageing) across the life course of ageing.  

Given the focus of this evidence review on healthy ageing throughout the life stage of adulthood, the 

approaches to care have been drawn from literature addressing or applicable to prevention, 

treatment, management, and care coordination for healthy ageing across the adult life span, from 

early to mid-adulthood, later adulthood, to advanced older age. A life course approach describes this. 

Whilst a life course approach commonly describes accessible, preventive and personalised healthcare 

from conception through to the end of life (1), for this review, the focus is on the life stages of 

adulthood, from early ageing through to advanced older age. This includes end-of-life care models for 

when that is the required care.   

Primary care holds a central position in promoting healthy ageing due to its accessibility and role in 

preventive care. Early adulthood and middle age are pivotal periods for implementing interventions 

that can delay or prevent the onset of age-related conditions (2). As outlined in Chapter 4: 

Interventions, effective strategies in these life stages include promoting physical activity, addressing 

multiple risk behaviours, and supporting lifestyle modification programs. These approaches are often 

strengthened using behaviour change techniques, digital health tools, and community-based supports. 

Integrated care is well established as a systematic approach to ensuring comprehensive care, care 

coordination and continuity of care for individual patients for patient cohorts and across services and 

settings. An Integrated Model of Care aims to improve patient outcomes, efficiency, and the 

satisfaction of both health professionals and patients (3). It brings together multiple specific models of 

care tailored to particular diseases, populations and care settings. It can bring together a range of 

specific condition models of care to encompass care across the life course: prevention, diagnosis, 

treatment, rehabilitation and palliative care and is seen as improving access, quality and continuity of 

care, particularly for people with multiple morbidities and complex care needs.  

Contemporary models of care increasingly recognise that sustainable improvements depend on active 

partnerships with consumers and carers, integrating lived experience into governance, service design, 

and evaluation (4). Co-design approaches and patient-reported measures (PROMs and PREMs) (5) offer 

essential insights into outcomes that matter most, ensuring that models of care are responsive, 

equitable, and person-centred. 

The literature is discussed in two sections. The first section considers the types of models of care and 

two conceptual frameworks relevant to this review: the first being the concept of integrated care 

between primary care and other relevant health services, as well as other service sectors, which 

focuses on the prevention and promotion of health at different stages of ageing. The second is an 

overarching conceptual framework for a life course approach to healthy ageing in primary care, aiming 

to provide preventive and proactive, holistic, comprehensive, and integrated care to all adults across 

the various stages of adult ageing. Building a life course approach to healthy ageing in primary care 

would comprise a range of specific models of care specific to the population profile and health needs 

of the primary care service’s patient population and connected local community.  
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The second section of this paper discusses a selection of specific care models that can be considered 

when designing and implementing a life course approach to care in primary care settings.  

 To inform this synthesis, a comprehensive review of the literature was undertaken using databases 

including PubMed, CINAHL, Scopus, and the Cochrane Library. The search focused on preventive and 

integrated primary health care models and their effectiveness in promoting healthy ageing across early 

adulthood, middle age, older age, and end of life. Additional targeted searches were conducted using 

the AI-powered academic engine Semantic Scholar, which employs natural language processing to 

refine and prioritise relevant results. Across five focused searches, 945 papers were identified, 624 

screened, 566 deemed eligible, and 258 included in this review. 

Models of care in healthcare 

A model of care in healthcare is a comprehensive framework that outlines how health services are 

delivered to individuals or specific population groups as they progress through stages of a condition or 

health event (7).  

A model serves as a guide to care provided, detailing the best practices, organisational structures, 

processes and principles that shape care delivery in various settings and contexts. 

A model of care is adaptable to different health care contexts and can be designed for specific clinical 

specialties, patient populations or service delivery platforms (e.g. primary care, palliative care, digital 

health). Effective models of care are typically flexible, locally adapted and emphasise strong integration 

between service providers to ensure continuity and quality of care. 

Models of care should be based on a theoretical foundation and be built on a conceptual or evidence-

based framework that guides care delivery, such as patient-centred approaches or life-course-based 

approaches (7–9).  

 Three key components can be identified as central to models of care that promote healthy ageing 

across the adult life course: 

a) Delivery-oriented organisational approach or structure: This specifies how care teams are 

organised, including task delegation, governance and responsibility for patient care (7,8,10), 

as well as models such as Nurse-Led Models or Virtual Care Models that utilise technology as 

new delivery methods.  

b) Outcomes-focused practical methods and activities/interventions: In models of care, these 

detail the active methods and processes for delivering care, such as care plans, follow-up 

procedures and integration of services (7,10,11) to focus on specific health states (chronic 

disease management; frailty, etc.). 

c) Integration within setting or context: Models of care can be designed specifically for different 

settings or contexts, such as Hospital in the Home models (12), or Interdisciplinary care teams 

to manage chronic conditions (13,14). 
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Figure 7.1 Key components for models of care for healthy ageing 

 

 

Successful models require systematic planning, development, implementation and ongoing evaluation 

to ensure sustainability and effectiveness (8,14). 

Integrated models of care in primary health care 

Preventive and integrated primary health care models are increasingly recognised as essential for 

promoting healthy ageing across the adult life course.  Although evidence is strongest among older 

adults, a growing body of research demonstrates their value in earlier stages of adulthood. (15,16).   

Integrated models of care that promote and support healthy ageing in primary care involve 

coordinated, person-centred care across multiple health and service settings. These models link 

primary care with acute care, residential aged care, mental health services, and community pharmacy. 

In addition to clinical evidence and service planning priorities, model development should integrate 

structured co-design with consumers and carers, using methods such as experience-based co-design 

and analysis of PROM/PREM data to shape priorities and evaluate success (3). 

Primary care is the central platform for integration of care to meet a person’s health needs. Valentijn 

et al. proposed a conceptual framework for integrated care in primary care that emphasised the 

person-centred and population-based purpose of integrated care (17,18). The framework was 

developed in recognition that integrated care is increasingly seen as necessary to address the needs of 

people with multiple health conditions (multiple morbidities) requiring a complex set of healthcare 

responses.   

The framework was based on the premise that the characteristics of primary care – particularly first 

point of contact, continuous, comprehensive and coordinated care for individuals support better 

health and deliver greater equity in health than health systems that are hierarchical and specialised 

(19,20). Notably, the framework is intended to facilitate integration of care across the three 

dimensions of integrated care: the micro level (clinical integration); at the meso level (professional and 

organisational integration) and at the macro (system integration) level (18) Figure 7.2.  
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Figure 7.2 Conceptual framework of Integrated Care based on the integrative functions of primary care 

 

 

The framework proposed in this study brings together primary care capacity to integrate the 

biomedical, psychological and social dimensions of health and well-being, through both a person-

focused and population-based approach to care, together with the system-level dimensions of 

integrated care. The authors describe this as follows:  

• At the micro level, clinical integration emphasises a person-focused perspective, ensuring that 

service users receive continuous care. Health professionals must take proper account of the 

needs of individuals, ensuring that the services provided are matched (both horizontally and 

vertically) to their needs.  

• At the meso- and macro-levels, integrated care is enabled when care between levels is 

coordinated and supported by system arrangements and by health professional roles and 

responsibilities and focussed on the person and their health needs.  

• Functional and normative integration encompasses all levels of health services, through the 

micro-, meso- and macro-levels and delivers and enables connectivity within a system for 

individual health care and for connected, integrated health care services for all individuals (18). 

These conceptual underpinnings and principles of integrated care are expanded on in Amelung et al 

(2021) (21) highlighting that integrated care prioritises people-centred approaches, fosters genuine 

partnerships between patients and providers, and responds to the social determinants of health by 

engaging community resources to promote health and prevent avoidable disease.   

An integrated model of care for healthy ageing in primary healthcare, based on these principles, would 

encompass several specific models of care that provide tailored approaches to prevention, diagnosis, 

treatment, rehabilitation, and palliative care for diverse target populations. These would be combined 

with system-level approaches to integration to provide and support relevant connections between 

types and levels of health services, as well as social services as appropriate, for specific models or care 
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approaches. This is illustrated in the following figure developed by the NSW Health Agency for Clinical 

Innovation Aged Health Network.  

Figure 7.3. Aged health service settings model  

Health care for older people requires multiple interactions between them, their carers and families and the health system, 

across all levels of health care and in all relevant settings: inpatient, outpatient and community. Appropriate care 

coordination and transitions between service settings reduce the risks of siloed decisions on treatment and care; 

uncoordinated, overlooked or omissions of relevant information and duplicated assessments and interventions. Primary 

health care is central to and an essential facilitator of continuity of care for the older person across different health and 

aged health services and settings (22). 

An integrated model of care for healthy ageing in primary care would comprise of practice-based 

selected models such as those focused on maintaining the health of a healthy adult entering mid-life 

as well as on those with established risk factors for poorer health in older age, with models of care 

tailored to maintaining optimal health of older people with frailty, chronic health conditions, cognitive 

impairment or palliative care needs. These would include the concomitant system-level services and 

sector integration arrangements required for these models of care (22). 

Contemporary and continually evolving digital technology applications are essential for the complex 

requirements of integrated care across the adult life stages of ageing in primary care.  Digital enablers 

such as electronic communication systems, shared care plans, and telehealth facilitate collaboration 

between primary care and other health and community services. These tools help address the 

complexities of managing multimorbidity and chronic conditions in older adults by improving access, 

supporting patient engagement, and reducing system burden (23–25).  

The implementation of an integrated approach to health care requires a systematic approach to 

ensuring comprehensive care, care coordination, and continuity of care for individual patients, patient 

cohorts, and across services and settings. An Integrated Model of Care aims to improve patient 

outcomes, efficiency, and the satisfaction of both health professionals and patients (3). It can bring 

together a range of specific condition models of care to encompass care across the life course: 

prevention, diagnosis, treatment, rehabilitation and palliative care and is seen as improving access, 

quality and continuity of care, particularly for people with multiple morbidities and complex care 

needs.  
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Implementation governance should include consumer and carer representatives with decision-making 

authority, ensuring that lived experience perspectives inform service rollout, adaptation and 

continuous improvement (26). 

Evaluation frameworks should incorporate patient-reported outcome measures (PROMs) and patient-

reported experience measures (PREMs) (5) to capture the outcomes that matter to consumers, track 

improvements over time, and identify equity gaps. 

The World Health Organisation Europe published ‘Integrated Care Models: an overview’ in 2016 (27) 

to promote conceptual clarity and provide information on existing integrated care models. The WHO 

Europe definition of Integrated care proposes that: 

“Integrated health services delivery is defined as an approach to strengthen people-centred health 

systems through the promotion of the comprehensive delivery of quality services across the life-course, 

designed according to the multidimensional needs of the population and the individual and delivered 

by a coordinated multidisciplinary team of providers working across settings and levels of care. It should 

be effectively managed to ensure optimal outcomes and the appropriate use of resources based on the 

best available evidence, with feedback loops to continuously improve performance and to tackle 

upstream causes of ill health and to promote well-being through intersectoral and multisectoral 

actions” (21). 

The WHO overview report on Integrated Models of Care concludes that integrated care models need 

to be applied within a context, with the design of such models based on population needs, aligned with 

health system functions and operationalised with a strong management strategy (21).  

In a recent comprehensive overview of integrated care, the emergence of support for integrated care 

as the optimal approach to health care has been described as arising from efforts over recent decades 

to reorient the historical single episode, reactive provision of primarily acute health care to individuals 

towards coordination of care for the rising numbers and proportions of older people living longer with 

chronic health conditions (the Chronic Care Model) (28) and to increase capacity to promote better 

health and provide preventive health care in primary health care (the Primary Health Care model)  

(21,29).  These models, however, have mainly retained an episodic and largely specific setting 

approach to health care, despite growing evidence that better outcomes are achieved through the 

integration of health care across health services and settings, as well as with other preventive and 

community-based services. Neither the Chronic Care Model nor the Primary Health Care model had 

been effective in reducing duplication and inefficiencies in the use of resources. Individuals needing 

health care were still presented with fragmentation of the health care they required (21). A rise in 

clinical navigation services had also occurred in response to the need to reduce these gaps and to 

improve efficiency and coordination of care for individuals.  

Integration of evidence-based programs in primary health care for older people, such as those outlined 

in the WHO Integrated Care for Older People (ICOPE) model (30,31), has been shown to improve older 

adults' physical and mental (intrinsic) capacities, including locomotor, psychological and cognitive 

functions that enable a person to function and engage with their environment. Intrinsic capacity is 

influenced by factors such as the presence of diseases, injuries, and age-related changes, as well as the 

environment in which older people live. ICOPE programs have been shown to empower older adults 

to actively participate in their own care, leading to improved health outcomes and increased 

adherence to self-care practices (32).  
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Integrated care models may aim to bridge gaps between primary, hospital, and social care systems. In 

PRISMA (Canada), care was coordinated across agencies using case management and shared 

assessments (33). In Australia, HealthOne NSW brought together general practice, community health 

and aged care services through co-location and data sharing (34). These models reduce duplication, 

enhance continuity and support ageing in place. 

Another integrated care model relevant to a model of care for healthy ageing is the geriatric co-

management model in primary care, which involves collaboration with geriatric specialists and has 

been effective in managing complex chronic care needs. This model helps prevent hospital 

readmissions and delays the need for institutional care, thereby supporting healthy ageing in the 

community (35).  

In Australia, the RACGP’s Aged Care Clinical Guide (the Silver Book) (36) provides evidence-based 

guidance and resources for the care of common clinical conditions in ageing for people in both 

community settings and residential aged care settings. GPs provide care to almost all residents in aged 

care facilities. The Silver Book provides guidance on both general and organisational approaches to 

care across health care settings and systems (community and residential care). The Silver Book 

considers common clinical conditions, particularly multimorbidity, palliative and end-of-life care, 

deprescribing, medication management and polypharmacy, dementia and behavioural and 

psychological symptoms of dementia, osteoporosis, frailty and falls, pain, mental health, dermatology, 

and incontinence. While not a model of care in itself, the Silver Book underpins key elements of primary 

care-led models by promoting consistent, evidence-based approaches across settings, facilitating 

coordination between GPs, nursing staff, allied health professionals, and aged care providers. In 

Canada a similar resource was developed, the Care of the Elderly Health Guide (37). 

Other Australian approaches to integrated care for older people include the Framework for Integrated 

Care for Older People with Complex Health Needs, published by the NSW Agency for Clinical Innovation 

in 2014 and updated in 2021 (38) and the NSW Health Integrated Care strategy, which includes tools 

and resources to support primary, integrated and community health care for people living with or at 

risk of long-term health conditions or who have complex needs (39).  

A review of integrated healthcare in rural Australia for older people with preventable chronic 

conditions (15) considered integrated health care models using the European Sustainable Integrated 

Chronic Care Model for Multimorbidity (SELFIE) framework (40) as a synthesising tool for the review. 

The SELFIE framework is a response to the policy challenge posed by the increasing prevalence of multi-

morbidity in populations. SELFIE developed a framework for integrated care models emerging in 

Europe and applied a systems approach to the components of these, considering both the core 

elements and the micro-, meso- and macro-levels of the health system as described by the WHO. This 

framework is discussed later in this chapter. Fifteen integrated healthcare models were identified in 

the NSW review, which found that care coordination and multidisciplinary teams bridging gaps 

between health and social services for patients were common to these models. Despite funding 

difficulties and limited technology use, several models have shown positive patient and healthcare 

outcomes.   

An earlier review by the National Ageing Research Institute (NARI) into the integrated care, health and 

housing needs of older Australians that was undertaken for the Royal Commission into Aged Care 

Quality and Safety, considered that different models of integrated person-centred care need to be 

considered across a continuum of needs in older age, with each model appropriate for different levels 
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and types of need. The review found that clinical models of care for older people in Australia were 

primarily based in primary care and aimed for integration with secondary health and social care. This 

review found that care coordinators were better placed to lead such models than general practitioners. 

These models are commonly focused on people with complex medical needs and on people with 

advanced frailty and/or dementia. The review identified the stepped nature of care needs, from older 

people with low needs and a high capacity for self-management to those with complex needs and 

limited self-management capacity.  

The NARI review emphasised the importance of integrated care as a community-focused approach, 

that is, addressing the needs of a local community rather than being limited to design for individual 

clients. The review cited Aboriginal Community Controlled Services and culturally specific service 

providers as models of integrated care that are community-focused, serving communities rather than 

individuals alone.  Co-design with diverse communities, guided by cultural safety principles, ensures 

models of care are tailored to local contexts and address structural barriers to access. 

A life course approach to healthy ageing for adults  

The terms "lifespan" and "life course" refer to different aspects of human development and ageing 

(41). Lifespan refers to the duration of an individual's life, from birth to death, and is often associated 

with biological or chronological age. Lifespan is often divided into distinct age groups (see Figure 7.4) 

for descriptive purposes. Life course, on the other hand, is a broader concept that examines the 

sequence of social roles, statuses and experiences individuals have throughout their lives, considering 

social, historical and cultural contexts and how they affect health and ageing.  

The lifespan perspective, consistent with its origins in psychology, focuses mainly on the individual 

whereas the life course perspective places a stronger emphasis on the broader context in which the 

development of individuals and groups is embedded (41).  

Table 7.1. Lifespan and life course perspectives  

Category Lifespan Life Course 

Focus Primarily concerned with the biological and 
chronological aspects of aging. 

Examines the individual's journey through life, 
considering social, historical and cultural influences. 

Scope The period between birth and death, 
encompassing physical growth, maturation 
and decline. 

Includes social roles (e.g., student, worker, parent, 
retiree), transitions between roles and the impact of 
social structures on individual development. 

Example Studying the maximum lifespan of humans Studying how historical events (like parental 
environment, early childhood) affect people's health. 

Key Concepts Longevity Includes concepts like life stages (e.g., childhood, 
adolescence, adulthood), life transitions (e.g., 
marriage, job change), and life trajectories. 
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Figure 7.4. Person and contextual characteristics relevant to work and careers and normative age-related changes in these 

characteristics (41) 

 

When looking at models of care relevant to healthy ageing, an overarching approach to or model of 

care could, as a minimum, be organised around lifespan phases (early adulthood until very old age) to 

emphasise evidence-informed preventive and therapeutic care. Alternatively, a life course approach 

to healthy ageing could be designed to provide evidence informed health care appropriate for the 

multiple and varied dimensions of health needs through the adult life-course as clinically and socially 

indicated.  

Promotion and support of healthy ageing should begin as early as possible and target all age groups, 

aiming to prevent illness before it occurs, promote optimal health, and reduce the burden of disease 

after onset. Evidence from the WHO shows the potential impact of such measures: at least 80 per cent 

of heart disease, stroke and diabetes, and 40 per cent of cancers, are preventable. Many chronic 

diseases share common causes, including behavioural risk factors, biomedical factors, and broader 

social determinants that influence health across the lifespan (42).  

These findings provide a strong rationale for life course-based models of care, which are grounded in 

the theoretical life-course framework that organises health and social care around the evolving needs, 

experiences and contexts of individuals throughout their lives, rather than focusing only on isolated 

episodes or current conditions. These models emphasise continuous, person-centred and integrated 

care that adapts to life transitions, personal histories and social environments, which makes them 

relevant to an integrated model of care for healthy ageing across the adult life-course.  

Preventive health care 

There is expert consensus on the value of adopting a life course approach to preventive health care, 

including a particular focus on preventable chronic diseases (43–45). Preventive health care involves 

acting early and taking advantage of opportunities to prevent the onset of chronic diseases while 

simultaneously reducing or eliminating behavioural risk factors and other social and environmental 

determinants that contribute to chronic diseases. The scope of action and range of preventive 
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interventions is broad. Prevention can be targeted at individuals, population cohorts, communities, 

and whole populations.  

Prevention can be defined in levels according to a ‘stages of disease’ continuum. Four levels of 

prevention have been well recognised in literature (46) with a fifth level, quaternary prevention, 

developed more recently to address health care harms.  A further level of quaternary prevention has 

been developed more recently to address health care harms (47).   

These categories are not exclusive of each other and a particular preventive intervention may be 

classified differently by different stakeholders.    

The levels of prevention are:  

• Primordial prevention: that is, preventing the emergence of predisposing social and 

environmental conditions that can lead to the causation of disease. This includes population-

based interventions aimed at preventing the development of risk factors that lead to 

preventable illnesses and chronic diseases. Examples of primordial prevention include 

interventions to decrease the number of children who take up smoking, such as the regulation 

of age eligibility for the purchase of cigarettes and plain packaging of tobacco and public 

health campaigns to inform public awareness of health risks and protective health behaviours- 

such as sun safety and skin cancer. Urban design that prioritises safe and inviting 

environments to encourage active lifestyles of residents in communities and local areas is 

another.  

• Primary prevention: the next stage in the intervention chain is to reduce the incidence (i.e., 

the development of new cases) of chronic diseases by eliminating or decreasing specific risk 

factors and other determinants, while promoting factors that protect health. Examples of 

primary prevention include vaccination programs and cardiovascular risk identification and 

management. The RACGP Red Book on preventive health care for individuals supports 

including immunisations (48). 

• Secondary prevention involves reducing the progression of chronic diseases through early 

detection (typically by screening at an asymptomatic stage) and early intervention. An 

example of secondary prevention is the dietary management and promotion of physical 

activity for individuals at risk of developing diabetes, aimed at reducing or delaying the onset 

of the disease and national screening programs for some cancers. The RACGP Red Book on 

preventive health care supports screening and case finding delivered by primary care and 

national screening programs. 

• Tertiary prevention: this involves improving function and minimising the impact of established 

disease. It also includes preventing or delaying complications through effective management 

and rehabilitation. An example of tertiary prevention is cardiac rehabilitation for people who 

have established cardiovascular disease and have suffered a heart attack. Tertiary prevention 

in primary care is supported by condition specific clinical guidelines such as the RACGP-

Diabetes Australia Handbook on Management of type 2 diabetes (49) and the RACGP 

Handbook of Non-Drug Interventions (HANDI) (50) which provides guidelines for non-drug 

interventions and therapies for people with common health conditions.  

• Quaternary prevention is particularly relevant to primary care for healthy ageing and to 

integrated care between primary, secondary and tertiary health care and primary care and 

aged care (47).  Quaternary prevention focuses on protecting patients from unnecessary 
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health care, such as polypharmacy, over-diagnosis and over-treatment (51–53). These can 

occur in the context of fragmented and siloed interventions for multiple and complex chronic 

health conditions.  Quaternary prevention and overmedicalization has been identified by the 

World Organisation of Family Doctors (WONCA) as a particular priority in primary health care 

of older adults (54). A particular tool for quaternary prevention of polypharmacy that has been 

developed is the Drug Burden Index (DBI) which estimates the risk of functional impairment 

from medications with anticholinergic and sedative effects in older people with the goal of 

becoming a clinical risk assessment tool (55). 

These categories are not mutually exclusive, and a particular preventive intervention may be classified 

differently by various stakeholders. However, they are useful for framing a lifespan approach to 

healthy ageing in the provision of primary health care for adults in early, mid, and late life.  

Prevention in the context of promoting and supporting healthy ageing should start with public and 

population health measures for the entire population, that is, focusing on primordial and primary 

prevention (56,57).  

Preventive health care to support healthy ageing in the provision of health care to adults (a lifespan 

stage approach) emphasises primary, secondary and tertiary prevention (56,58–60), that is: 

• Immunisations and promotion of health literacy and understanding of maintaining health and 

wellbeing through the adult life course  

• identifying modifiable risk factors in adults in early ageing, ensuring early detection and early 

intervention in potential disease development, and 

• provision of health care aimed at optimising functional ability and minimising the impact of 

established disease.  

A model of care for healthy ageing focussed on the life span stage of adulthood, from early adulthood 

through middle adulthood to older age and very old age, would emphasise prevention and early 

intervention in the risk factors for and indicators of those health conditions commonly associated with 

the early stages of ageing (refer Chapter 4 re common conditions with ageing and common age-related 

conditions and disease) through to quaternary prevention in advanced older age.  

A conceptual approach to this is illustrated in Figure 7.5 which outlines the Living Well approach to 

primary and integrated healthcare for older adults developed by the National Healthcare Group in 

Singapore (61).  The foundation of this model is primary health care given its role in health care as the 

first point of contact and a continuous source of care for individuals. Implementing this model requires 

a shift from a disease-focused approach to one that prioritises wellness, quality of life, and person-

centred care. The aim is to support individuals to live well while managing illness, chronic conditions, 

frailty, and other aspects of advanced ageing, including end-of-life care. Successful implementation 

also depends on the active involvement of families, carers, and communities in the care process. 
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Figure 7.5. Healthy Ageing and Living Well (adapted from National Healthcare Group, Singapore) 

 

Components of a life course approach to healthy ageing for adults  

This chapter discusses the conceptual framework and care components of a life course integrated care 

model in primary health care for adults in early, middle and older age as well as those requiring end-

of-life care. Applying the principles of both integrated care models and life course models of care, this 

includes: 

• screening and early interventions in younger adulthood through to mid-ageing and the onset 

of common conditions occurring with ageing;  

• interventions and continuity of care through middle ageing and older age, with the onset of 

common age-related conditions and diseases, and  

• integrated care of mental health and other complex health conditions  

• palliative care and end-of-life care.  

A life course model of care for healthy ageing adopts a holistic, long-term perspective on health, 

acknowledging that ageing and its related conditions are influenced by a lifetime of biological, 

behavioural and social factors. Instead of responding to illness late in life, this model highlights the 

importance of screening, early intervention, prevention and support throughout all stages of life, from 

early development to advanced old age. 

The life course model highlights the importance of preventive strategies and health-promoting 

behaviours throughout life. Early-life experiences, socioeconomic status and lifestyle choices all 

influence health trajectories, making it essential to address these factors across the lifespan (62–64). 

Interventions targeting modifiable risk factors such as physical inactivity, poor nutrition and social 

isolation can reduce the risk of chronic diseases and cognitive decline (64–66). 

The life course model emphasises multidomain interventions - such as physical activity, cognitive 

training, nutrition, and social engagement to maintain and enhance functional ability and well-being, 

rather than just treating illness (64,67–69). This model values outcomes like quality of life, autonomy 

and social participation, aligning care with what matters most to older adults (68,69). 

Families and community organisations play a crucial role in supporting healthy ageing by providing 

social support, facilitating group learning and encouraging behaviour change (70). Community-based 

programs and group sessions help older adults age in place, maintain independence and foster social 

connections (70,71). 



   

 

 
262 

Socioeconomic factors, such as childhood socioeconomic position and education level, significantly 

influence healthy ageing (72). Higher socioeconomic status and better education are associated with 

a greater probability of healthy survival and ageing (73). Whilst these non-modifiable factors could 

inform screening approaches and risk predictions, modifiable factors across the life course, such as 

diet and exercise, can be targeted to alter the risk of chronic diseases and improve overall health 

outcomes (74,75). 

Integrated life-course care models bring together health professionals, social workers or connectors, 

and community resources to provide personalised, holistic care. These models enhance self-

management, social support, and health outcomes by addressing the diverse needs of older adults in 

a coordinated manner (67,69,71,76). 

Success in the life-course model is assessed by improvements in quality of life, functional ability, and 

social participation, rather than solely by the absence of disease (77–79). This holistic approach 

ensures that care is person-centred and responsive to the changing needs and preferences of older 

adults.  

Hence, a primary care-based life-course model for healthy ageing requires a paradigm shift to 

integrated, wellness-focused care that actively involves individuals, families, communities and a range 

of health services to support quality of life and functional ability throughout the ageing process 

(63,64,66,67,69–71,76). 

Effective implementation of life course models in primary care requires coordination among various 

health professionals across a range of health services and with other sectors, along with supportive 

infrastructure, funding, and essential resources. While life course models of care for healthy ageing 

offer a comprehensive conceptual and design framework, challenges remain in their implementation 

(80). These include the development of policies, systems and services infrastructure that support 

integrated health care between diverse health services (81). 

While primary health care is central to promoting healthy aging, challenges such as limited resources, 

workforce limitations and shortages, and the need for systemic changes of the predominant care 

delivery models persist (82). Addressing these challenges requires concerted efforts to enhance the 

capacity and efficiency of primary health care services, ensuring they can meet the growing demands 

of an aging population (83). 

A life-course approach in primary care, as exemplified by Indonesia's policy for non-communicable 

diseases (NCDs), emphasises a comprehensive strategy that spans various stages of life. This approach 

necessitates multi-sectoral collaboration and long-term planning to effectively prevent and manage 

NCDs, highlighting the importance of integrating health, social, economic, and environmental factors 

(84). 

Implementing life course models of care in primary care requires addressing several structural and 

systemic challenges. These include strengthening interdisciplinary collaboration and communication, 

as well as improving the currently limited connections between diverse health services involved in the 

care of the same individual (86). Building greater capacity for preventive and proactive primary health 

care is critical to reducing preventable reliance on hospital-based curative care and to promoting 

healthy ageing. Achieving this transition will require substantial policy and system reforms to better 

support the needs of a growing ageing population (85). 



   

 

 
263 

Additionally, achieving the ambition of a life course approach to healthy ageing, which aims to 

proactively promote and protect health, will benefit from studies that aim to better understand the 

dynamic relationships between different ageing trajectories and their determinants (87,88). 

The following Table 7.2 summarises evidence on the effectiveness of preventive and integrated 

primary health care models in improving healthy ageing across different adult life stages.  

Table 7.2 Life stages relevant to healthy ageing across the adult life course 

Life Stage Key findings & interventions 

Early Adulthood Evidence is limited; most models focus on older adults with Australian 
examples focused on childhood and early adult prevention. Early 
prevention and risk assessment are recommended (85–87).  

Middle Age Preventive care and risk factor management, such as for cardiovascular 
disease, in primary care can reduce future disease burden and promote 
healthy ageing. Digital tools and non-medical providers enhance capacity 
but systemic barriers persist (89–91). 

Older Age Strong evidence that integrated multidisciplinary care (including physical, 
dietary and cognitive interventions) improves quality of life; reduces frailty, 
falls and hospitalisations and supports independence and quality of life 
(2,68,92–97). 

End Of Life Integrated care models facilitate coordinated, person-centred care. 
Unnecessary interventions are reduced and quality of life is improved. 
Care in residential settings, including integrated oral health care and in 
mental health services for older adults show improved quality of life and 
care coordination (92,94,98–100).  

 

Australian evidence demonstrates the strongest support for integrated and preventive primary health 

care models in older age, with positive effects on chronic disease management, quality of life, and care 

coordination. There is emerging but limited evidence for early adulthood and middle age, suggesting 

the potential for further research into the implementation of integrated care throughout the adult life 

course (95,101). 

Models and approaches to care for lifespan stages and specific conditions 

In this second section, the terms ‘model of care’ and ‘approach to care’ are used. In the context of this 

review, a life course approach in primary care for healthy ageing is discussed as an overarching 

framework for care that encompasses a range of potential models or approaches to care for specific 

conditions and patient and population cohorts.  

The term ‘model of care’ refers to a structured framework for delivering health services to a specific 

population cohort with a particular condition. It is described as defining the way health services are 

delivered, outlining best practice care and services for a condition, an individual, a population, or a 

patient cohort (102). It is described as patient-centric, being flexible for local implementation, 

supporting integrated care and efficient use of resources and having a robust, standardised set of 

outcome measures and evaluation purposes. Models of care are also described as being informed by 

policy, evidence and resources (103).  

An approach to care reflects a more open, inclusive and responsive way of thinking about the provision 

of care. It takes into account values, attitudes, and cultural understandings (104). The term ‘approach 

to care’ prioritises people over systems and adaptability over uniformity, whereas the term ‘model of 
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care’ emphasises the latter of these. An approach to care is intended to guide the behaviour, 

interactions, and decision-making of health professionals and to be applicable across a wide range of 

settings and conditions.  

In particular, models of care define ‘who does what, where and how’, in the delivery of care; an 

approach to care does not define the logistics of the provision of care.   

The discussion in this chapter section will use each term as it is defined in the literature from which it 

is drawn. It is important to note that an approach to care can be applied to several models of care – 

that is, a person-centred approach can be used in a chronic disease management model of care; an 

aged care model and a mental health care model.  

The different applications of a model of care and an approach to care are illustrated in the literature 

as follows. 

Table 7.3. Examples of Approaches to Care and Models of Care 

Health care Approach to Care 
(philosophy/attitude) 

Model of Care (structured framework) References 

Preventive care in 
primary care 

Health promotion – empowering 
healthy behaviours through 
education and prevention. 

Patient-Centred Medical Home (PCMH) – 
coordinated, continuous, team-based 
primary care. 

(105) 

 

Chronic disease 
management 

Self-management support – 
encouraging autonomy, 
education and goal-setting. 

Chronic Care Model (CCM) – proactive, 
team-based care with decision support 
and planned visits. 

(106,107) 

Rehabilitation Restorative / goal-oriented – 
focused on regaining function and 
independence. 

Multidisciplinary Rehabilitation Model – 
coordinated care from various allied 
health disciplines e.g., physiotherapy, 
occupational therapy, speech therapy.  

(108,109) 

Culturally diverse 
populations 

Culturally safe care – respecting 
cultural identity, eliminating 
power imbalances. 

Aboriginal Community Controlled Health 
Services (ACCHS) – holistic, locally 
governed service delivery. 

(110) 

(111) 

Aged care Person-centred care – Tailoring 
care to individual life history, 
goals and preferences. 

Comprehensive Geriatric Assessment 
(CGA) – Multidimensional assessment 
guiding coordinated care. 

(112,113) 

End-of-life care Dignity-conserving / 
compassionate care – supporting 
emotional and spiritual needs. 

Palliative Care Model – interdisciplinary 
approach to end-of-life symptom 
management and support. 

(114,115) 

Healthy lifestyle and preventive care – life stage approach  

Early and middle age are pivotal periods for introducing and implementing interventions that can delay 

or prevent the onset of age-related conditions. General practice has a pivotal role in promoting healthy 

lifestyles and preventive care for adults in the earliest stages of ageing. Typical interventions include 

promoting physical activity, addressing multiple risk behaviours, and implementing lifestyle 

modification programs. These interventions are often enhanced using behaviour change techniques, 

technology and community-based approaches.  

The effectiveness of interventions can vary across different cultural and contextual settings. The 

literature has identified a need for further investigation of effective interventions. In particular, the 

cost-effectiveness of interventions is influenced by recruitment rates and the fidelity of 

implementation. Interventions with high uptake rates are more likely to be cost-effective (116,117). 
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National and state health agencies have established various healthy ageing initiatives that can be 

integrated into general practice to support older adults in maintaining their health, function, and 

independence. These include: 

Preventive health assessments 

Screening and early intervention, creating opportunity The Medicare Benefits Schedule (MBS) supports 

a range of health assessments that enable GPs to identify risks and intervene early to promote healthy 

ageing (118). These include: 

• 45–49-Year-Old Health Check (MBS item 701, 703, 705, 707): Offered once to adults aged 45–

49 at risk of developing chronic disease, focusing on lifestyle risk factors, mental health, and 

metabolic indicators. 

• Heart Health Check (MBS item 699, 177): A cardiovascular disease risk assessment for 

individuals aged 45 years and older (30+ for Aboriginal and Torres Strait Islander people), 

supporting early identification and management of CVD risk (Department of Health and Aged 

Care, 2023). 

• Type 2 Diabetes Risk Evaluation (AUSDRISK tool): An MBS-supported risk assessment tool used 

to evaluate a patient’s risk of developing type 2 diabetes, particularly relevant for people aged 

40–49 with high risk. 

• 75+ Health Assessment (MBS item 701, 703, 705, 707): Annual structured assessment for 

people aged 75 and over to evaluate physical, mental and social health risks, including falls, 

frailty, cognitive decline, and social isolation. 

The integration of practice nurses in these assessments facilitates comprehensive and proactive 

lifestyle support (119).  

Lifestyle counselling in routine practice  

Routine consultations present opportunities for brief lifestyle counselling using motivational 

interviewing techniques. GPs and practice nurses can address smoking, alcohol intake, physical activity 

and nutrition. The integration of digital tools, such as My Health Record and patient-facing health apps, 

enhances monitoring and goal-setting. The RACGP provides smoking, nutrition, alcohol and physical 

activity (SNAP) evidence-based guidelines for GPs and practice staff to work with patients on these 

lifestyle risk factors (120). The SNAP guidelines also address issues related to overweight and obesity.  

The Guidelines include the 5As approach to guide behavioural interventions in primary care. This 

framework supports practitioners to: Ask about current behaviours, Advise on the benefits of change, 

Assess readiness, Assist with appropriate supports, and Arrange follow-up to sustain progress. 

Risk identification and behavioural interventions  

State-funded programs such as Queensland's ‘My Health for Life’ initiative offer structured health 

coaching to support behaviour change in older adults at risk of chronic disease (Health and Wellbeing 

Queensland, 2023). GPs can refer eligible patients, aligning clinical care with community-based health 

promotion efforts (121). Screening tools such as AUSDRISK support the identification of at-risk 

individuals during consultations. 

The American Heart Association (AHA) has provided guidance on health behaviour change programs 

in primary care for cardiovascular disease prevention and risk factor management among middle-aged 
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and older adults. The AHA statement provides key strategies for implementation, including assisting 

patients in adopting health promotion goals and providing follow-up support, aligned with the Five As 

Behaviour Change approach, developed in the USA and now widely used and adapted to address other 

health risk factors for adults (122) (123). 

The 5As are widely used in preventive health care to: 

• encourage lifestyle modifications to prevent chronic diseases such as diabetes, cardiovascular 

disease (124), and cancer. 

• structure brief interventions during clinical encounters, making them more systematic and 

patient-centred (125). 

• promote shared decision-making between patients and healthcare providers. 

• provide a repeatable framework that can be adapted to different clinical settings and 

populations. 

Some examples in literature of the applications of the 5As approach are (126): 

• smoking cessation: clinicians ask about tobacco use, advise quitting, assess readiness, assist 

with a quit plan (e.g., nicotine replacement), and arrange follow-up. 

• obesity management: providers assess dietary and physical activity habits, advise weight loss, 

assess motivation, assist with goal setting and arrange dietitian referrals or check-ins. 

• alcohol use: a brief 5As-based intervention can reduce harmful drinking behaviours in primary 

care. 

Chronic Disease Management plans  

Chronic Disease Management (CDM) items under the MBS have provided for GPs to develop General 

Practitioner Management Plans (GPMPs) and Team Care Arrangements (TCAs).  These plans facilitate 

structured lifestyle interventions and subsidised access to allied health professionals, including 

dietitians, exercise physiologists and physiotherapists (119). These arrangements can support optimal 

health and continuity of care. These are now consolidated into Chronic Condition Management Plans 

that simplify referrals to allied health providers (127). 

Some Australian evidence has shown that ongoing support and follow-up have been shown to be 

crucial for the maintenance of lifestyle changes among patients. The involvement of practice nurses is 

essential for sustaining the implementation of these programs and there is a need for better referral 

services and feedback mechanisms between allied health providers and general practitioners to ensure 

that patients receive continuous encouragement and support (128,129). Mobile health (mHealth) 

behavioural change support interventions can also be delivered through primary care to provide 

continuing support. 

Community engagement approaches to the promotion of healthy ageing 

Community-centred approaches that support healthy ageing are multifaceted strategies rooted in and 

led by the community, integrating various local supports to enhance the well-being of older adults 

within the community. Some examples of these are closely connected to primary care, providing 

integrated health and social support for healthy ageing.  

The Healthy Ageing Promotion Program for You (HAPPY) in Singapore is supported by the Health 

Promotion Board of the Singaporean Ministry for Health to support healthy ageing within individual 

communities and with primary care networks. The program is led by health coaches and trained 
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volunteers, focusing on dual-task exercise, cognition, and social engagement. National screening and 

integration pathways inform referrals of program participants with evident health issues to a general 

practitioner or geriatric service. The program has demonstrated the effectiveness of community-

based, peer-led interventions in achieving improvements in health and well-being (130). 

Aboriginal Community Controlled Health Organisations (ACCHOs) embody community-led approaches 

to healthy ageing. Their role is multifaceted, encompassing health and social care and is grounded in 

the principles of self-determination, cultural safety and holistic health care (131). Examples of ACCHO 

Healthy Ageing Initiatives include Yarnin’ groups and men’s and women’s groups for social connection 

and health education; transport services to improve access to appointments; nutrition and physical 

activity programs tailored to older community members; and on Country programs that support ageing 

in place and connection to land (132). 

The NUKA System of Care is an innovative healthcare system based in Anchorage, Alaska, developed 

and managed by the Southcentral Foundation (SCF) to serve Alaska Native and American Indian people 

(133). The model provides medical, dental, behavioural, traditional and health care support services 

to Alaska Native and American Indian people. It has gained international recognition for its 

relationship-based, customer-owned model of care, which aligns strongly with the principles of healthy 

ageing defined by the World Health Organisation (WHO) that emphasise integrated, person-centred 

care that supports the ability of older adults to do what they value. The NUKA System of Care 

demonstrates how a relationship-based, culturally grounded, integrated healthcare model can support 

healthy ageing by empowering individuals, strengthening community ownership and ensuring 

comprehensive, respectful care. The focus on relationships extends beyond health care delivery. To 

ensure whole-system transformation, each key work system was redesigned – including workforce 

development, compliance, human resources, and finance – to embed an organisation-wide focus on 

relationship-building and shared decision-making (134). The model is reported to have delivered a 44% 

decrease in emergency presentations, a 63% decrease in hospital admissions and a 90% result in 

employee satisfaction (133).  

Multidisciplinary team models of care for healthy ageing 

Multidisciplinary team care is the most frequently used model of health care to strengthen the capacity 

of primary care to address the complex needs of ageing populations. In countries that are members of 

the Organisation for Economic Co-operation and Development (OECD), including Australia, as well as 

in China, a systematic review of literature found that expansion of the multidisciplinary team care 

model was the most frequently described component of primary care transformation initiatives (135). 

These were commonly supported by adapted payment mechanisms with increased access to primary 

care. 

Multidisciplinary team (MDT) models involve collaboration among medical practitioners, nurses, 

specialists and allied health professionals to provide comprehensive care. They are increasingly 

implemented in primary health care to address the rising prevalence of multimorbidity, frailty and 

functional decline in an ageing population. MDT models enable person-centred, coordinated, and 

often preventive approaches by combining the expertise of diverse health professionals (136). 

Recent research, including systematic reviews, randomised controlled trials and cohort studies, has 

evaluated the effectiveness of MDT models in improving clinical, functional and quality-of-life 

outcomes for older adults. Evidence suggests MDT that care, can lead to improvements in functional 
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status, medication management and patient satisfaction, with some studies reporting reductions in 

hospitalisations and healthcare costs (68,137–143). However, the overall impact on broader health 

outcomes, such as mortality, quality of life, and long-term independence, remains inconsistent, with 

several high-quality studies reporting neutral or limited effects (144–148).  

This review synthesises the current evidence base to clarify the strengths, limitations and future 

directions for MDT care in primary care for ageing populations. 

There are four common contributing factors to effective multidisciplinary team care:  

• Team composition: effective MDTs typically included GPs, nurses, pharmacists, social workers 

and allied health professionals, with clear roles and regular communication (141,149–152). 

• Care integration: integration with community and social services, use of shared electronic 

health records and proactive case-finding are associated with better outcomes (138,153–155). 

• Patient engagement: involving patients and caregivers in care planning and decision-making 

improves satisfaction and adherence (51,137,150). 

• Contextual factors: rural vs. urban settings, funding models and workforce sustainability 

influence MDT effectiveness (95,156,157). 

Evidence of effectiveness 

Although there is substantial evidence that multidisciplinary team care in primary care for ageing 

populations can improve functional status, medication management, deprescribing, patient 

satisfaction, and reduce hospitalisations, studies show limited or no measured impact on mortality, 

long-term independence, or overall quality of life (51,144,145,147,148,158–160).  

Implementation factors, such as team composition, care integration, patient engagement and 

contextual adaptation, are critical to success (51,149–152). Barriers including poor communication, 

unclear roles and funding constraints can undermine effectiveness (157,161,162).  

Despite these limitations, MDT care remains a promising approach for addressing the complex needs 

of older adults in primary care, particularly when interventions are tailored, well-integrated and 

patient-centred.  

In Australia, multidisciplinary health care has been funded through GP Management Plans and Team 

Care Arrangements, which enable patients to access various health professionals for coordinated 

health promotion or preventive care via referral from a general practitioner. These care plans, 

however, do not facilitate multidisciplinary team care within a single health setting. At present, 

coordinated care is primarily delivered through GP chronic condition management plans, 

multidisciplinary case conferences, GP mental health treatment plans, and related case conferences 

(163).  

The Health Care Homes trial, undertaken in Australia between 2017 and 2021, supported team-based 

care through shared information and care planning, and incorporated community pharmacists into 

multidisciplinary care services.  The Health Care Homes model featured voluntary enrolment of 

patients to a general practice (their health care home) with a nominated GP as their preferred clinician; 

risk assessment and stratification tools and resources; funding arrangements based on client 

enrolment and risk assessment; training and support for the development of the health care homes 

model in each practice with electronic shared care planning tools providing electronic medical records. 

Implementation outcomes in practices within the trial varied and were considered highly dependent 
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on the personal commitment of individual health professionals within each practice. Outcomes of the 

trial included improved care planning and improved access to multidisciplinary care. However, 

expectations of reduced healthcare costs and lower costs to patients were not met, and there was 

little evidence of improved health outcomes (164).  

Examples of models of multidisciplinary team care 

The following are brief outlines of several general practice or single-organisation-based 

multidisciplinary team care models identified in both international and Australian literature. 

Chronic Care Model (CCM) 

The Chronic Care Model (CCM) is a widely implemented framework that supports high-quality 

management of chronic health conditions. It was developed to provide proactive, planned care with 

community resources and self-management support (165).  Chronic Care MDTs commonly comprise 

general practitioners, nurses, allied health professionals, care coordinators and social workers. In 

Australia, elements of the CCM underpinned the Health Care Homes trial, which targeted patients with 

complex chronic conditions (166). 

Comprehensive Geriatric Assessment in Primary Care 

In the UK, Comprehensive Geriatric Assessment is provided in community settings through integrated 

multidisciplinary primary care teams. The team typically includes a GP, geriatrician, nurse, social 

worker, pharmacist, physiotherapist, and occupational therapist. This model of care has been shown 

to improve functional outcomes, reduce hospital utilisation, and deliver person-centred care (167). 

OPEN-ARCH (Far North Queensland) 

OPEN ARCH is an integrated, community-based model designed to keep older people with complex, 

chronic needs living well at home by bringing together primary care, specialist clinicians, and 

community supports in a single team. At its core is a GP-centred pathway supported by a dedicated 

care coordinator who conducts comprehensive assessments, develops individualised care plans and 

navigates referrals. The multidisciplinary team (MDT) usually includes GPs, geriatricians or aged-care 

physicians (often by outreach or telehealth), nurse practitioners, community nurses, 

physiotherapists/OTs, social workers, pharmacists and local community service providers. The MDT 

meets regularly — either face-to-face or virtually — to review high-risk patients, prioritise 

interventions (such as medication reviews, home modifications, and allied health input), and plan 

timely follow-up. 

In Far North Queensland, this approach is adapted for geography and cultural needs: outreach visits, 

telehealth to link remote communities to specialists, and partnerships with Aboriginal Community 

Controlled Health Organisations to ensure cultural safety and local buy-in. Shared care plans and clear 

communication with hospitals aim to reduce avoidable emergency department visits and admissions, 

speed up discharge support, and improve continuity of care. Success factors include strong care 

coordination, reliable communication systems, local stakeholder engagement and funding 

mechanisms that support time-intensive case management. 

Qualitative evaluations demonstrate better experiences for patients and carers, suggesting that 

enablement models of integration can foster independence and support positive change for older 

adults with complex needs. Understanding these lived experiences is vital to the comprehensive 

evaluation and ongoing refinement of integrated service models (168). 
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Geriatric Evaluation and Management (GEM) 

The Geriatric Evaluation and Management (GEM) model of care includes explicitly specialist 

geriatrician expertise in the MDT, together with general practitioners, nurses and allied health 

professionals, including physiotherapists, occupational therapists and/or social workers. This model of 

care is being increasingly adapted for use in primary and community care. Geriatric evaluation and 

management at home care is provided by some Australian health services. Northern Health in 

Melbourne, Victoria, offers the GEM@Home service, a hospital-in-the-home model delivered by a 

multidisciplinary team comprising geriatricians, nurses, physiotherapists, occupational therapists, 

social workers, and pharmacists. The service has been shown to improve functional capacity, enhance 

medication management, reduce the risk of falls, and prevent or shorten hospital admissions (169).   

Hospital in the home programs 

These programs are widespread and typically involve multidisciplinary teams. In Australia, the 

Transitional Aged Care Program, part of the Australian Government Aged Care initiative, offers time-

limited, multidisciplinary team-based care and support in the home, focusing on functional reablement 

for older individuals transitioning from hospital to home care. Teams usually include nurses, 

physiotherapists, occupational therapists, social workers, and GPs (170).  

Patient-Centred Medical Home (PCMH) 

The PCMH model integrates primary care health professionals, including general practitioners, nurses, 

allied health workers and care managers, to deliver continuous, comprehensive care to patients 

connected to a primary care practice, by enrolment or similar mechanism. This model emphasises 

team-based, accessible services and shared decision-making. The Patient-Centred Medical Home is 

particularly suited to managing complex chronic conditions in older adults (171). The model integrates 

care across primary care, specialist care, mental health and social and community services. Introduced 

in the USA, the model is described by the United States Agency for Healthcare Research and Quality 

(AHRQ) as focused on patient-centred care coordination and is comprised of five components (105):  

• Comprehensive care: in which the PCMH provides for most of an individual’s physical and 

mental health care needs, including prevention and wellness, acute care and chronic care. Care 

is provided through a multidisciplinary and, in larger services, may include health professionals 

located in different settings.  Smaller practices may incorporate virtual team members to 

deliver multidisciplinary, team-based care across all aspects of comprehensive care. 

• Patient-centred care: care that is relationship-based and focused on the whole person and 

their health needs in the context of their culture, values and preferences. The PCMH 

recognises that patients and families are core members of the care team and actively supports 

patient learning about management and organisation of their own care at a level the patient 

chooses.  

• Coordinated care: in which the PCMH coordinates care across all elements of the broader 

health care system, including specialty care, hospitals, home health care, and community 

services and supports. In the Australian context, this approach has limited potential beyond 

individual initiatives and projects that aim to coordinate care across separate parts of the 

health services arrangements. 

• Accessible services: through minimised waiting times for urgent needs, additional time as 

appropriate with patients, out-of-hours telephone or electronic access to a member of the 

care team, and alternative methods of communication such as email and telephone care.  
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• Quality and safety: using evidence-based medicine and clinical decision-support tools to guide 

shared decision making with patients and families; with appropriate performance 

measurement and improvement, measurement and monitoring of patient experiences and 

patient satisfaction and practising population health management.  

This model is commonly supported by a combination of health insurance payments, both public and 

private, that include fee-for-service payments, time and insured person-based payments and 

payments based on health outcomes (performance payments), with funding arrangements aiming to 

promote comprehensive, coordinated and cost-effective health care. 

The NSW Agency for Clinical Innovation describes the Patient Centred Medical Home model along the 

same principles as the AHRQ above and includes (172):  

• dedicated staff to help patients navigate health care services and create care plans; 

▪ a focus on strong, trusting relationships with physicians and the care team, with open 

communication about decisions and health status; 

▪ care that is culturally sensitive and compassionate. 

The Australian Health Care Homes (HCH) Trial, previously mentioned, was based on tailored funding 

arrangements for participating general practices to implement the patient-centred medical home 

service. Time- and enrolled person-based funding (bundled payments linked to the complexity of the 

individual enrolled patient’s health needs) was designed to enable practices to improve population 

health, enhance patient experience, reduce healthcare costs and support health professionals. The 

National Trial featured voluntary patient enrolment, coordinated care planning and team-based care 

with shared care plans for both health professionals and patients (173). The model of care emphasised 

comprehensive care, patient-centredness, coordinated care and accessible services. 

An evidence review by the Sax Institute (174) during the trial found a surprising lack of research into 

how models of patient-centred medical homes have been implemented, with the majority of the 

literature focusing on the components of these models of care and their outcomes. That review 

identified systemic barriers and enablers for implementation of patient-centred medical home models 

of care that comprised:   

• Policy settings and funding incentives to support the model; 

• Strategies to support transformation and change management, including leadership, culture, 

staff experience and resources to provide care planning and continuity of care;  

• Care coordination beyond the practice, including education programs, practice facilitation and 

coaching; learning communities or collaboratives and learning resources such as ‘toolkits’ for 

new and enhanced workforce roles, including medical practice assistants, community health 

workers; embedded community pharmacists and linkages or partnerships enabling 

information sharing and care coordination with community providers, specialist and hospital 

services and   

• Health information technology, including more effective use of health information technology, 

population health management tools, risk stratification tools, and data and performance 

measurement and feedback.  

The authors concluded that implementation of the patient-centred medical home model requires:  

• a strong foundation for successful redesign;  

• commitment to sustained implementation over time; 

• visionary leadership and a supportive culture.  
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In particular, the review determined that there is no one single change strategy for the implementation 

of patient-centred medical homes and that, as the evaluation report of the Australian National Trial 

found, “developmental pathways to success vary by practice” and that implementation of the PCMH 

model needs to be guided by local contexts and circumstances (175).  

Nurse-led models of care  

Nurse-led models of care in primary health care are increasingly recognised as effective in managing 

the complex health needs of older adults in primary care settings. These models are commonly led by 

nurses who are Nurse Practitioners, Advanced Practice Nurses, or Clinical Nurse Specialists, who 

provide assessment, diagnosis, treatment and care coordination for patients with chronic conditions 

and functional limitations  (176,177).   

Nurse-led models of care can encompass comprehensive geriatric assessments (CGA), health 

promotion, self-management education, multidisciplinary collaboration including comprehensive 

geriatric assessments (CGA) and care coordination. These models of care in primary health care 

address the spectrum of health issues for older adults by integrating health promotion, disease 

prevention and comprehensive care management.  

These components are critical for improving health outcomes, reducing healthcare utilisation, and 

enhancing the quality of life for older adults. 

Table 7.4. Components and activities of Nurse-led Models of Care 

Components Activity examples  

Comprehensive geriatric assessments Multidisciplinary and specialist identification of physical, 
psychological, cognitive and social needs of older adults. 

Care coordination and management Integration and coordination of services for seamless care delivery. 

Health promotion and disease prevention Interventions to empower older adults to maintain their health and 
independence. 

Self-management education and support Education to enable older adults to manage their health effectively. 

Multidisciplinary collaboration Collaboration with other healthcare professionals for holistic care. 

Focus on function and quality of life Emphasis on maintaining function and improving quality of life. 

Comprehensive geriatric assessments as part of nurse-led models of care are effective in delaying the 

placement of aged residential care and reducing mortality rates among frail older people (178). They 

are important in identifying key components of care for community-dwelling frail older people, 

emphasising the need for expert consensus on the feasibility and importance of these assessments 

(179). 

Nurse-led care coordination has been demonstrated to improve health outcomes and quality of life 

for older adults (180,181). Nurse-led models of care place a strong emphasis on maintaining and 

improving function, as well as enhancing nutrition and quality of life, for community-dwelling older 

adults (182). Health promotion and disease prevention through nurse-led interventions is effective in 

reducing frailty progression, improving physical functioning and enhancing mental health outcomes 

(182,183). 

Self-management education is a key component of nurse-led models, enabling older adults to take an 

active role in managing their health. Self-management education is effective in reducing healthcare 

utilisation, improving health outcomes and quality of life (178,184). An early example of this approach 

is demonstrated by the Greater Randwick Integrated Health Services Plan (185), which proposes co-

designed service models and coordinated workforce planning to support wellness rather than illness. 
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It represents a foundational workforce-integrated model of care, and while it predates more recent 

national reforms, it draws on two key templates: the Canterbury Model (186) and Integrated Care for 

Older People (187).  

Another approach receiving some attention in the literature is salutogenic-based interventions led by 

nurses and their effect on improving health outcomes for older adults (188). Salutogenic theory was 

initially developed as a population-focused theory of health, focusing on the factors that enable some 

individuals to remain healthy despite challenges and adversity(189). This is discussed further in this 

chapter in respect of integrated care approaches for people living with frailty. 

Nurse-led multidisciplinary interventions are effective in reducing emergency presentations, hospital 

length of stay, complications and anxiety and depression levels (184,190). 

Team-based primary care with Nurse Practitioners (NPs) 

These are team-based models that incorporate nurse practitioners (NPs) or advanced practice nurses 

to improve capacity and continuity in primary care. Nurse practitioners provide assessments, prescribe 

medications and manage chronic illnesses and coordinate the care of older adults (191,192). A 

Cochrane review found that NP care was comparable to physician-led care in terms of clinical 

outcomes and satisfaction (193).   

Silver Chain Group is one of Australia’s largest not-for-profit health and aged care providers (194). The 

Group provides a range of integrated, multidisciplinary, community-based health services, including 

hospital substitution, aged care and palliative care. The service emphasis is on reducing 

hospitalisations, supporting older adults to live independently at home, and providing holistic, person-

centred care in the community (195). Multidisciplinary teams usually comprise nurse practitioners and 

registered nurses, providing clinical and wound care, as well as medication management. General 

practitioners are either integrated or collaborate with the team, and allied health professionals include 

physiotherapists, occupational therapists, social workers, dietitians, and speech pathologists, with a 

care coordinator and care aides or support workers. The Silver Chain range of programs includes 

hospital in the home care; palliative care; restorative and reablement programs, chronic disease 

management with a single point of contact provided for each individual client and their family. The 

Silver Chain community-based MDT care model has been found to reduce hospital admissions and 

emergency department presentations; improve functional independence; produce high levels of client 

satisfaction and preference for in-home care, and provide a cost-effective alternative to institutional 

care (196).  

Integrated primary care and social services for healthy ageing 

Integrated primary care and social services for healthy ageing involve a comprehensive approach that 

combines health and social care to address the complex needs of older adults. This integration aims to 

improve patient outcomes by providing coordinated, person-centred care that enhances functional 

ability and well-being. The key components of integrated care models include preventive health care, 

care coordination, and the alignment of health and social services (197). These components are 

designed to address the multifaceted needs of older adults, particularly those with multimorbidity and 

frailty, and to improve their quality of life.  

The health care of older people who have multiple chronic conditions; and-or are medically complex; 

and-or are frail; is beyond the capacity of traditional, episodic care delivery models.  As well, health 
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and social care arrangements are historical, siloed, dispersed across various locations and sectors, each 

with their own models of care and communication and information systems.  

Older people with complex and chronic conditions have been shown to benefit from coordinated or 

integrated health and social care that is person-centred, more comprehensive, coordinated and 

accessible in the communities in which they live. There is also evidence of benefit to health service 

demand for this cohort of people. A Canadian study in 2013 of the evidence drawn from a long-term 

national research program on integration of aged care to maintain patient autonomy (PRISMA). The 

PRISMA program investigated the implementation and outcomes over time of community-based 

comprehensive geriatric assessment and care services across Canada (198). The 2013 analysis of 

multiple academic reports on the program found that integration of care benefitted the health and 

wellbeing of older adults and produced health system benefits that included reduced avoidable 

demand on emergency services and specialist care. The study established two themes or components 

to the service model that are critical to its effectiveness: design and adaptation of the model to its local 

context and ‘dynamism and adaptability’ achieved by building into the model an intrinsic ability to 

adapt over time to contextual circumstances, including research program constraints (198). 

In New Zealand, the Te Whiringa Ora model of integrated care comprises a community-based, 

multidisciplinary team with a case management approach to care that places the client and their family 

at the centre of their health plan and brokers health and social supports from partner providers. Te 

Whiringa Ora has demonstrated improved access to care and a reduction in hospital admissions and 

length of stay (199). 

Key components of these integrated care approaches are: 

• Integrated care models emphasise preventive healthcare provided close to home, which helps 

reduce hospital admissions and promote healthy ageing (200,201). 

• Effective care coordination involves aligning specialist and generalist care (168), which is 

crucial for managing the complex needs of older adults (187). This includes comprehensive 

assessments and shared care plans among providers (201,202). 

• Integration requires a seamless continuum of care that includes both health and social 

services. This alignment supports the functional ability of older adults and maximises resource 

and information sharing efficiencies (98,200). 

• The focus on "ageing in place" highlights the importance of community-based care settings, 

which are essential for maintaining the independence and well-being of older adults (98,203). 

Impact on patient outcomes 

Integrated care has been shown to reduce hospital admission rates and the length of hospital stays, 

which are critical indicators of improved health outcomes for older adults (204). 

By focusing on optimising physical and mental capacities, integrated care models enable older adults 

to maintain their functional ability and participate in society for longer (200,202). 

There is also evidence that integrated care models improve patient satisfaction by providing more 

coordinated and person-centred care (204,205). 
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Supporting integrated care 

Establishing integrated care for older people between primary care and social services requires several 

mechanisms to ensure coordination, continuity, and person-centred care. These are considered to be:  

• Structural mechanisms: particularly shared governance and policy frameworks; pooled or 

tailored funding arrangements; multidisciplinary teams that are co-located or virtually 

integrated to support collaborative care planning.  

• Operational mechanisms including designated care coordination roles; shared information 

systems and electronic health records; common assessment tools and a single point of access. 

• Cultural and relational mechanisms: person-centred philosophy and practice; a trust-based, 

collaborative culture; inclusive of community and consumer leadership and engagement.  

Social prescribing in primary care to support healthy ageing  

Social prescribing is defined as “a means for trusted individuals in clinical and community settings to 

identify that a person has non-medical, health-related social needs and to subsequently connect them 

to non-clinical supports and services within the community by co-producing a social prescription - a 

non-medical prescription, to improve health and wellbeing and to strengthen community connections 

(206). Link workers co-create a non-medical prescription with individuals to improve their health and 

well-being. 

Engagement in social prescribing is facilitated through referrals from a primary care physician, link 

worker, or self-referral. 

Social prescribing for ageing adults in Canada has shown in a Social Return on Investment (SROI) 

analysis a return of $4.43 per $1 invested through: reduced risk of falling; reduced loneliness; reduction 

in ambulance calls; ED visits, hospital admissions, length of stay; healthcare cost; dementia incidence; 

mortality incidence; coronary heart disease and stroke incidence (207).  

While integrated care and social services models offer numerous benefits, they also present challenges 

to their implementation. These include structural and interdisciplinary tensions, organisational self-

interest, and challenges in record sharing (203). Additionally, financial and organisational barriers can 

hinder the widespread adoption of integrated care models (208). Overcoming these challenges 

requires concerted efforts at the policy, system and clinical levels to ensure that integrated care can 

be effectively implemented and sustained (200,208). 

Reviews and evaluations indicate that integration improves quality of life, reduces hospitalisation and 

enhances service coordination (209,210). However, the integration of tertiary and secondary system 

levels of health care (macro- and meso-level integration) remains underdeveloped (211). 

Evaluation of international models of integrated care suggests that the most effective community-

based integrated models include structural arrangements that connect primary health care services 

with secondary care services (e.g. specialist care) and inpatient care, particularly multidisciplinary sub-

acute care where that is established. In Australia, multidisciplinary sub-acute care encompasses 

geriatric assessment and management (Geriatric Evaluation and Management), rehabilitation, 

psychogeriatric care and palliative care. Sub-acute care is variously implemented across Australia and 

may include hospital-based care and care in residential settings (212,213).     
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The WHO's Integrated Care for Older People (ICOPE) framework provides evidence-based guidelines 

for managing declines in intrinsic capacity at the community level (60). Complementing this, the World 

Bank’s FIRE framework outlines policy levers—financing, innovation, regulation and evaluation - for 

PHC-centred integrated care (214). These frameworks advocate prevention, person-centredness and 

systemic alignment.  

Examples of models of integrated health and social care 

Several international models have implemented integrated care across multiple levels of health care 

for older people. These include: 

Canterbury (NZ) 

A system-wide model with pooled funding and cross-sector collaboration has shown reductions in 

hospital stays and emergency admissions (186). 

Gesundes Kinzigtal (Germany) 

A population-health model integrating care across sectors with shared incentives and EHRs, leading to 

cost savings and better outcomes (215). 

Jean Bishop Integrated Care Centre (UK) 

Delivers proactive frailty care through multidisciplinary teams, reducing hospital use (discussed further 

below). 

The Canadian Program of Research to Integrate Services for the Maintenance of Autonomy (PRISMA)  

This model provides integrated care for older adults by establishing an overarching framework to co-

ordinate existing health and social services using shared and consistent policies, processes, 

information and communication and other resources and tools. This model has shown significant 

benefits in client empowerment and improved satisfaction with care and health service utilisation and 

outcome benefits (198).  

The Te Whiringa Ora model of integrated care 

In a rural area in New Zealand with a largely indigenous population with high levels of socioeconomic 

disadvantage (216). The service is a community-based, multidisciplinary team model centred on care 

coordination with the client and their family. The model is described as providing a ‘web of care’ for 

and with patients and their families and provides coordinated care between general practices, 

hospital, community and cultural services. Coordination of care is facilitated by culturally appropriate 

care coordinators and telephone contact and tele-health monitoring in the home to support self-

management of chronic conditions by individual clients and their families. The Te Whiringa Ora model 

of integrated care  places the client and their family at the centre of their health plan. Te Whiringa Ora 

has demonstrated improved access to care and a reduction in hospital admissions and length of stay. 

Four distinct system and service delivery challenges to implementation of the model have been 

identified: perceived duplication of existing services, patient engagement, practice engagement and 

planning challenges (216). 
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An Australian approach: Indigo 4Ms Framework 

A rural-specific integrated care approach, the Indigo 4Ms Tool, has been developed for small rural 

health services across Australia (217). Based on the 4Ms framework developed by the Institute of 

Healthcare Improvement (218), USA, which proposes four domains of an age-friendly health system: 

“what Matters”, Medication, Mentation (mental wellbeing) and Mobility, the Indigo 4Ms project 

focused on facilitating integrated health and social care. It is intended to prevent, slow, or reverse 

common age-related difficulties, such as hearing, vision, mobility, and memory. The Indigo 4Ms 

framework includes a resource tool for older adults to support the collaborative development of 

personalised health and wellbeing plans with their health care team, alongside a complementary tool 

designed for primary health care workers to guide conversations and plan development. Both tools 

have been implemented in rural communities and health services and are currently under evaluation 

(219).  

Integrated multidisciplinary and system-level care for complex health needs 

The integration of health care for older adults with chronic and complex conditions is a critical area of 

focus internationally and in Australia. Effective models aim to improve patient outcomes and reduce 

healthcare utilisation and enhance the patient experience and that of health professionals. This 

discussion considers several models that have been identified as effective in achieving these goals.  

The SELFIE framework (220) is a response to the policy challenge posed by the increasing prevalence 

of multi-morbidity in populations. SELFIE developed a framework for integrated care models emerging 

in Europe and applied a systems approach to the components of these, considering both the core 

elements and the micro-, meso- and macro-levels of the health system as described by WHO. This 

framework was discussed earlier in this chapter.     

Geriatric consultative models that include geriatric specialists offer an underutilised tool to maintain 

functional health and to prevent avoidable hospital admissions for older adults. These models 

commonly include geriatricians and general practitioners; they may include nurse practitioners and 

can include pharmacists, allied health professionals and social workers. They are described as cost-

effective chronic care management systems that help prevent readmissions and hospitalisations while 

delaying the need for residential care placement (139,221).  

Examples of Integrated multidisciplinary and system-level 

The following are examples of integrated multidisciplinary and system-level care for older adults with 

complex health needs.  

OPEN ARCH: An Australian integrated care model 

The Older Persons Enablement and Rehabilitation for Complex Health Care Needs (OPEN ARCH) model 

of care provides specialist geriatric intervention in primary care for older adults with complex needs in 

Far North Queensland (201). Designed to improve access to comprehensive care in the community for 

older people who would usually require hospital admission, OPEN ARCH is based on a partnership 

between the regional hospital and health service and the North Queensland Primary Health Network. 

The model of care includes multidisciplinary comprehensive geriatric assessment with social care 

coordination for older adults at risk of functional decline and hospitalisation. The aim of the model is 

to enable older adults to stay in their homes with support addressing their complex, chronic, or 

multimorbid health conditions (222).  
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General practitioners refer older persons with a high risk of functional decline or hospitalisation to a 

specialist geriatric clinic for a geriatrician assessment and a care plan coordinated by an Enablement 

Officer, a clinical care coordinator (nursing or allied health professional). The models align specialist 

geriatric care with primary care, facilitating shared medical records and case conferencing with the 

specialist, GP and Enablement Officer. (222,223). 

Outcomes of this model of care have been assessed through a randomised controlled trial and by 

qualitative studies. Outcomes include a stabilising of trends in emergency department presentations 

and hospital admissions by this cohort of patients (224); qualitative patient and carer outcomes that 

include achievement of positive change, improving and maintaining independence and ‘getting by’, 

and favourable cost-effectiveness measures particularly in reduced inpatient stays and improved 

functional independence (168).  

Geriatric Resources for Assessment and Care of Elders (GRACE) 

The Geriatric Resources for Assessment and Care of Elders (GRACE) model (225) aims to enhance the 

quality of primary care for low-income older adults through a multidisciplinary team comprising a 

nurse practitioner and a social worker. The model was developed in Indiana to provide primary care 

services, along with support for older adults living in the community. It is described as “an intensive 

patient-centred medical home (PCMH) model for people with complex needs”. This model of care 

comprises in-home geriatric assessment by the MDT team; development of an individual care plan 

based on geriatric care protocols and patient goals with geriatrician medical input and oversight; 

collaboration with the primary care physician to review and implement the care plan; regular 

interdisciplinary team conferences including a pharmacist and mental health liaison.  The model 

emphasises proactive, ongoing care management and coordination, using an electronic medical record 

system to track patient outcomes and ensure proactive follow-up.  

The model explicitly includes older adults diagnosed with dementia or depression.  

GRACE has been assessed through a randomised controlled trial and additional studies, including 

practical clinical trials and implementation research in diverse healthcare settings. These studies 

consistently demonstrate GRACE’s effectiveness, feasibility, and potential for cost savings, particularly 

for high-risk older adults such as veterans (226).  

Canterbury Integrated Care Model 

 The widely known Canterbury Integrated Care Model was established in New Zealand’s South Island 

by the Canterbury District Health Board (DHB) to develop new models of integrated health care and 

new forms of health purchasing to support these models (186). The development of the Canterbury 

model was prompted by a range of health system pressures in the region including high rates of 

hospital admissions of older people for health conditions that could be managed in the community; 

fragmented and uncoordinated health care services with delayed access to health care; duplication of 

services; siloed services and lack of shared health information and effective communication to support 

patient care. Medical and social support services were not connected, and there were significant gaps 

in care for people transitioning between different services (primary care and aged care) or between 

hospital and home (227).   

The Canterbury model developed an overarching framework with a single budget for all services, 

enabling innovation, collaboration and resource integration (228). A shared electronic record 

aggregates data from all services – including general practice, hospital, pharmacy, laboratory and 
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diagnostic imaging, supporting continuity of care and real-time communication. An online software 

platform, Health Pathways, was developed to support standardised assessment and referral processes, 

supporting consistent practices and streamlining service access.   

Acute demand management was implemented through the establishment of a community-based rapid 

response service, providing multidisciplinary team care with a range of professionals including nursing, 

allied health, specialists and other support. This component of the Canterbury model played a 

significant role in mitigating the impact of the 2011 earthquakes in the region, helping to maintain 

acute care capacity and reduce pressure on emergency departments and inpatient admissions despite 

major infrastructure losses (227).  

The model's benefits included reduced hospital utilisation, with lower admission and readmission rates 

compared to the national average, shorter average lengths of stay, and fewer emergency 

presentations (229). Hospital stays for patients over 75 were shortened, and the proportion of this age 

group admitted to residential care also decreased (227).  

A particular aspect of the Canterbury Integrated Care Model was the incremental development of its 

components, influenced by the need to respond to changing circumstances, particularly following the 

2011 earthquakes (229).  Strong leadership and culture have been identified as central to the 

development and effectiveness of the model, as well as significant investment in skills development 

and implementation science (230).  

The Integrated Multimorbidity Care Model: EU Joint Action on Chronic Diseases and Promoting 

Healthy Ageing across the Life Cycle (JA-CHRODIS) 

JA-CHRODIS is a comprehensive, person-centred, integrated model of care, designed to transition from 

fragmented, disease-specific care to integrated, holistic management, and to support healthy ageing 

by addressing the multiple and complex needs of older adults. The model is adaptable to local area 

health contexts and resource constraints. It emphasises multidisciplinary team care, individualised 

care plans, regular comprehensive assessments and the involvement of social and community 

resources to address both medical and non-medical needs. It is focused on the whole person and on 

maintaining function, independence and quality of life. (231–233). 

The model comprises five core domains: 

• delivery of care; 

• decision support; 

• self-management support; 

• information systems and technology; 

• social and community resources.  

The JA-CHRODIS model aims to reduce care fragmentation by encouraging collaboration between 

primary care and hospital and community care for older adults with multiple conditions It also 

emphasises the support of self-management and active patient participation in care decisions.  

Table 7.5. EU Integrated Multimorbidity model of care - JA-CHRODIS  

Domain Processes and resources supporting Healthy Ageing 

Delivery of Care Individualised care plans, case managers 

Decision Support Multidisciplinary team input, regular assessments 

Self-Management Support Patient education, empowerment 
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Information Systems/Tech Shared records, care coordination 

Social/Community Resources Links to social support, community programs 

Pilot studies in several European regions have demonstrated improved quality of care, enhanced 

patient satisfaction, and improved professional skills in managing multimorbidity (231,233). The model 

is adaptable to different health systems and is being used to guide policy and practice across Europe 

(234). 

Integrated care for older adults living with frailty 

Integrated care models for people at risk of and living with frailty provide coordinated, patient-centred 

care that integrates health and social services to improve outcomes and quality of life. The most 

effective models incorporate multidisciplinary team care, comprehensive assessments and proactive 

management strategies (235). 

Older adults with frailty often face complex care needs due to multimorbidity, polypharmacy, physical 

dysfunction, and social/psychological factors. This complexity frequently leads to fragmented care, 

increasing the risk of poor treatment adherence and adverse drug reactions (202). 

A systematic review of models of care for frailty for the European Joint Action on Frailty Prevention 

(ADVANTAGE JA), published in 2019 (235), found few models of integrated care specifically designed 

to prevent and manage frailty. The review considered that comprehensive assessment and 

multidisciplinary interventions addressing modifiable physical, psychological, cognitive and social 

factors were essential. The available evidence supported a more holistic and salutogenic response to 

frailty, combining a chronic care approach with education, enablement, and rehabilitation to optimise 

function, particularly in the event of sudden deterioration in health or transitions between care 

settings.  

The salutogenic approach to health care 

A salutogenic theory of health care has been proposed over recent decades as a positive, resource 

(strengths) based problem-solving model of health which focuses on health-promoting factors as well 

as risk factors to improve health and well-being (236). Developed as a population-focused theory of 

health, salutogenesis focuses on understanding why some individuals remain healthy despite stress 

and adversity. It has also been applied to improve end-of-life care (189). 

Central to the salutogenic approach is the concept of a sense of coherence (SOC)(237), defined as an 

individual’s capacity to maintain resilience and effectively cope with stress. A sense of coherence is a 

stress-preventive and moderating factor, supporting health (238). A scoping review of salutogenic 

approaches by Cardiff Institute of Society, Health and Ethics found evidence that high self-esteem and 

positive self-concept are health protective and contribute to positive outcomes, and that a wide range 

of other factors are also protective, such as social skills, problem-solving abilities and coping skills are 

also influential (239). The ADVANTAGE JA review identified a range of studies that indicated the benefit 

of a holistic approach combining chronic care with education, enablement and rehabilitation.  

More recently, a review employing horizon scanning methods identified and evaluated emerging 

models of care for older people with frailty to determine their applicability within the Norwegian 

health services context (240).  One such model, the Walcheren Integrated Care Model (WICM), is often 

highlighted for its innovative approach and structured integration of services, although evidence 



   

 

 
281 

indicates important limitations in terms of cost-effectiveness and measurable health outcomes (see 

below).  

Examples of integrated care for ageing population 

Walcheren Integrated Care Model  

The Walcheren Integrated Care Model (WICM)(241) is a Dutch model designed to improve care for 

frail, community-dwelling older adults by integrating health and social services through proactive 

screening, case management and multidisciplinary collaboration. Its key features are: 

• proactive frailty screening using the Groningen Frailty Indicator (242); 

• comprehensive needs assessment (EASYcare instrument); 

• case management by geriatric nurse practitioners and specialists; 

• general practitioners (GPs) as coordinators and single entry point; 

• multidisciplinary meetings, protocols and web-based patient files; 

• collaboration across primary, secondary, and tertiary care.  

Outcomes reported show a small positive effect on quality of life, particularly in maintaining social 

attachments, with general quality of life preserved compared to a decline in usual care. However, no 

significant improvement was shown in experienced health, mental health, social functioning or 

functional abilities (243).  

Whilst the Walcheren Integrated Care Model offers a structured, multidisciplinary approach that can 

help preserve quality of life for frail elderly people, particularly in social and emotional domains, it has 

not been shown to improve health outcomes or functional abilities and is not cost-effective compared 

to standard care (244). 

The Community Actions and Resources Empowering Seniors (CARES) model 

CARES is a collaborative model based in primary care, designed to address frailty in its early stages and 

decrease healthcare costs through reduced hospital admissions (245). Implemented in a Canadian 

area, the model is based on evidence that frailty can be delayed and potentially prevented. The model 

also aims to improve the quality of life for older adults by promoting a sense of empowerment and 

control over their risk for frailty through health coaching to support healthy ageing. Primary care 

assessment of frailty risk is undertaken in adults aged 65 to 84 years. A Frailty Index is generated 

through a subsequent electronic comprehensive geriatric health assessment (246). The Frailty Index 

informs an individual care plan, and adherence to the care plan by the older adult is supported by a 

health coach for up to six months. The frailty index and comprehensive geriatric assessment are 

repeated after six months to assess the benefit. Initial results of the CARES proof of concept pilot 

evaluation showed a statistically significant decrease in the Frailty Index (FI-CGA) score of participating 

older adults with an average reduction of 0.032 from the baseline Comprehensive Geriatric 

Assessment (CGA) to the 6-month post-CGA assessment, suggesting that the intervention may slow 

the progression of frailty and enhance the self-management ability of older adults (245). 

Implementation of the electronic Frailty Index Comprehensive Geriatric Assessment (FI-CGA) into 

primary care electronic medical records enhances the ability of healthcare providers to make informed 

and comprehensive healthcare decisions (247).  
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Programs of All-Inclusive Care for the Elderly (PACE) 

The Programs of All-Inclusive Care for the Elderly (PACE) in some states in the United States combine 

funding from the national Medicare and Medicaid programs to deliver comprehensive, community-

based care for disadvantaged and frail older adults, enabling them to remain at home (248). PACE 

participants are typically eligible for both Medicare and Medicaid funding for health and aged care. 

Program financing is capped, allowing providers to deliver a flexible and tailored package of services 

that are not restricted to those reimbursable under traditional fee-for-service arrangements. 

PACE integrates medical and social services through interdisciplinary, team-based care designed to 

meet the full spectrum of participants’ needs. This coordinated model provides primary, acute, and 

long-term care within a single system, reducing reliance on institutional care and supporting ageing in 

place. Its most effective components include person-centred care planning, close collaboration among 

multidisciplinary teams, and the integration of health and social supports to optimise outcomes for 

frail older adults. 

PACE relies on interdisciplinary teams (IDTs), including physicians, nurses, social workers, therapists, 

and other professionals, to coordinate care. High team performance is strongly linked to better 

functional outcomes and improved management of conditions such as urinary incontinence, although 

not directly to survival rates (249). 

PACE operates through collaborative care models, particularly those integrating behavioural health, 

which further improve outcomes for participants with psychiatric or cognitive disorders (250). It offers 

a comprehensive range of services: primary, acute, long-term, behavioural health, rehabilitation, 

personal care, and social support, all within a single organisational framework (251). 

The integration of services and settings enables smooth transitions between different types of care 

and environments, decreasing hospitalisations and promoting community living (252). Services are 

customised to meet individual needs and preferences, fostering autonomy and community residence 

(253). 

During the COVID-19 pandemic, PACE programs rapidly shifted from centre-based to home-based care, 

increasing in-home services, telehealth and social support, demonstrating adaptability and resilience 

(254). 

Jean Bishop Integrated Care Centre (UK)  

Established in 2018 in Hull, UK, the Jean Bishop Integrated Care Centre provides proactive, 

multidisciplinary care for older people living with frailty. The service is widely regarded as a leading 

example of collaborative care, integrating NHS services, social care, voluntary organisations, and 

emergency services to help frail and elderly residents remain healthy, independent, and living at home 

or in their preferred care setting (255). Care is delivered by a multidisciplinary team comprising 

geriatricians, nurse practitioners, general practitioners with extended roles in frailty care, pharmacists, 

occupational therapists, physiotherapists, social workers, clinical support workers, carers’ support 

staff, and volunteers. Each participant is initially visited at home by a team member before attending 

a single, comprehensive appointment at the Centre, lasting approximately three to five hours. During 

this session, a full geriatric assessment is conducted, encompassing physical health, psychological 

wellbeing and mental health, medication review, social needs, functional status, and therapy 

requirements. Following assessment, a personalised care plan is developed, including discussions on 

advanced care planning (256). 
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A community-based, non-randomised controlled trial was undertaken to assess the effectiveness of 

the service, measuring the outcomes of the integrated care service plus usual care versus usual care 

alone for participants aged 65 years and older with an electronic Frailty Index score of ≥0.36. The 

primary outcome measure of wellbeing was assessed using an Integrated Palliative Care Outcome 

Scale (IPOS) a valid and reliable self-reported measure used to assess symptoms and other concerns 

(overall wellbeing) among those with advanced illness and at risk of frailty (257). The intervention 

group included 199 older adults, with 54 control participants. Outcome measures, adjusted for age, 

gender and living status, showed improvements in overall wellbeing that were sustained through to 

three months. The trial authors acknowledged that the participant sample was limited to participants 

with severe frailty and concluded that the effectiveness of the service on the outcomes of frailty, such 

as dependency, hospitalisation and mortality, needed further study (256).  

An Australian model: OPEN ARCH 

The OPEN ARCH (Older Persons ENablement And Rehabilitation for Complex Health conditions) model 

highlighted above provides specialist geriatric intervention in primary care settings for community-

dwelling older adults with complex needs (168). OPEN ARCH operates through vertical integration at 

the primary-secondary interface, with primary care serving as the central integrating function (201). 

As discussed previously, a study of OPEN ARCH identified positive patient and carer experiences arising 

from the service as well as indications that enablement models of integration can improve 

independence for older people with complex needs (258).  

Integrated palliative care 

Integrated palliative care for older community-dwelling adults generally involves coordinated, 

multidisciplinary approaches that address physical, psychological, social, and practical needs. Evidence 

indicates that such integrated models can reduce symptom distress, unnecessary hospitalisations, and 

enhance satisfaction with care, although their effects on some outcomes are mixed. 

The evidence of outcomes of integrated approaches to palliative care commonly features the following 

benefits: 

• symptom management: integrated care reduces symptom distress and improves quality of life, 

especially for those with chronic non-cancer conditions and heart failure (259–261); 

• healthcare utilisation: these models lower unnecessary hospitalisations and emergency visits, 

and increase the likelihood of dying at home (262,263); 

• patient and caregiver experience: enhanced satisfaction with care, better psychosocial 

support, and improved caregiver outcomes are reported (158,260,264); 

• cost-effectiveness: integrated approaches can be cost-saving compared to usual care (260). 

There is evidence of a limited impact on symptom burden in dementia or on mortality rates  (261,263). 

The quality of evidence varies from low to moderate, and further research is necessary for widespread 

implementation (158,265). 

Table 7.6 Examples of integrated primary and secondary palliative care  

Key Components How Integration is Achieved Evidence of Effectiveness References 

Multidisciplinary team 
(MDT), person-centred 
assessment, symptom 

MDTs work with GPs and 
community nurses, shared 
care plans, regular meetings, 
coordinated communication 

Reduced symptom distress, 
cost-effective, improved 
satisfaction 

(158,260,266) 
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management, psychosocial 
support, care planning 

Comprehensive geriatric and 
palliative assessment, home 
visits, 24/7 call service, 
follow-up 

Geriatric team collaborates 
with home nursing, primary 
care, and provides ongoing 
support and coordination 

Fewer unnecessary 
hospitalisations, ER visits, 
more home deaths 

(262,266) 

Monthly nurse / social 
worker calls, caregiver 
support, advance care 
planning, symptom 
management 

Nurse / social worker team 
coordinates with caregivers 
and primary care, uses 
protocols for ongoing 
support 

Reduced ED / hospital visits, 
no significant symptom 
improvement 

(263) 

Needs / frailty assessment, 
symptom and psychosocial 
support, advance care 
planning 

Palliative care team works 
with primary care, uses 
standardised tools, regular 
follow-up 

Improved quality of life, 
reduced anxiety / depression, 
no mortality increase 

(259,261) 

 

Australian initiatives 

Integrated Palliative Care for Frail Older People Living in the Community, Queensland 

This model of integrated palliative care addressed the growing challenge of caring for Australia’s 

ageing population, particularly frail older adults with multiple chronic conditions who are at high risk 

of hospitalisation and death (266). Recognising that palliative care can improve the quality of life for 

people with life-limiting illnesses, the study explored how an integrated model of care—linking primary 

care (general practitioners) with specialist services—could better meet the needs of frail older people 

living at home. 

The research was built on evidence from a systematic review, which identified multidisciplinary case 

conferences as the most effective and practical method of integrating primary and secondary care. A 

two-phase mixed-methods design was used. In Phase 1, focus groups involving GPs, geriatricians, 

palliative care specialists, nurses, and allied health professionals explored the experiences of caring for 

frail older adults and their views on the proposed model. These insights informed a refined approach 

tailored to this population. Phase 2 piloted the model with patients, carers, and healthcare providers, 

assessing feasibility, acceptability and potential impact. Quantitative data (hospital admissions, days 

in hospital, emergency visits) and qualitative interviews were collected at baseline, one month, and 

three months. Results suggested improved mental well-being for patients, better physical and mental 

well-being for carers, and reductions in hospital use. 

Findings demonstrated that the integrated model improved mental well-being for patients and 

enhanced physical and mental well-being for carers. Hospitalisations were reduced, indicating 

potential cost efficiencies for the health system. Participants generally welcomed the model, though 

barriers such as time pressures, funding constraints, and entrenched intra-professional boundaries 

posed challenges to implementation. Involving health professionals in the design of the model, 

highlighting its benefits, and allowing negotiation of roles within case conferences may help overcome 

these barriers and support sustainable integration (266). 

Key features of the model included: use of a frailty and palliative needs screening tool, a shift in 

terminology from “palliative care” to “supportive care,” active involvement of patients and carers in 

case conferences, and flexible delivery to accommodate local practice contexts. Health professionals 

noted that patient and carer participation added value but also created tension between frank 
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professional discussion and patient-centred dialogue, highlighting the need for careful structuring of 

case conferences (266). 

The research showed that integrated case conferences were acceptable to patients, carers, and most 

health professionals. The approach increased access to services, improved coordination of care, and 

enhanced outcomes for patients and carers. Evidence suggests that while the model was originally 

designed for palliative care, a broader application to complex frail older adults may be beneficial. 

Notably, the model demonstrated potential to reduce health service utilisation, yielding cost 

efficiencies and improving system effectiveness in meeting increasing demand. However, without 

dedicated funding, widespread implementation may not be feasible (266). 

For primary care and government health departments, this study provides valuable insights: 

integrating primary and specialist care through structured case conferences can improve patient 

outcomes, enhance carer well-being, and generate health system efficiencies. Careful attention to 

workforce engagement, role negotiation, and local adaptation is critical to successful implementation 

and sustainability. 

Improving Palliative, Aged and Chronic Care through Clinical Research and Translation (IMPACCT) 

The IMPACCT program (267) is a collaborative international quality improvement program that studies 

the prospective use of medications and non-pharmacological interventions commonly used in 

palliative care and cancer symptom management. It focuses on improving the quality of life for 

individuals with chronic illnesses and their families through early and comprehensive palliative care, 

addressing physical, psychological, social and spiritual needs. The program has provided education and 

information for GPs and practice nurses, emphasising the early introduction of palliative care in the 

course of a serious illness (268). 

Integrated mental health care for older community-dwelling adults  

Integrated mental health care models for older community-dwelling adults aim to address the 

fragmented nature of traditional healthcare delivery by coordinating physical and mental health 

services, social support and community resources (208). The evidence base for these approaches has 

expanded significantly, with multiple systematic reviews and randomised controlled trials 

demonstrating their effectiveness in improving outcomes for older adults with depression, anxiety, 

and other mental health conditions (158). 

Evidence-based integrated mental health care models for older community-dwelling adults include the 

Integrated Care Model (ICM), Collaborative Care, Seniors' Community Hub (SCH), Embrace model, and 

Community-Based Integrated Service (CBIS) model, with each of them demonstrating effectiveness in 

improving depression, functional status, and quality of life outcomes. 

The Integrated Care Model (ICM) 

The Integrated Care Model implemented in Taiwan represents a comprehensive approach to geriatric 

mental health care. The ICM includes five key components: assessment and management of health 

problems, improvements in spiritual and mental wellbeing, assistance with activities of daily living and 

mobility, provision of social welfare resources, and prevention of elder abuse (269). This model 

demonstrated significant improvements in depression scores, psychological symptoms, suicide 

ideation measures, and life satisfaction over 18 weeks compared to usual care (269). 
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Seniors' Community Hub (SCH) 

The Seniors' Community Hub model, piloted in Canada, delivers person-centred, evidence-informed, 

coordinated, and integrated care services to older community-dwelling adults living with frailty (270). 

The SCH intervention consists of team-based multi-domain assessment with person-centred care 

planning and follow-up, involving family physicians, health professionals, patients and caregivers (270). 

While the pilot study with 88 patients showed no statistically significant differences in quality-of-life 

measures at 12 months, the model demonstrated feasibility for implementation. 

Embrace Model 

The Embrace model, implemented in the Netherlands, is based on the Chronic Care Model and 

population health management approach (271). This integrated care model offers continuous and 

coordinated care by addressing the needs and preferences of patients (271). Qualitative research 

involving 23 older adults showed that Embrace enhanced participants' ability to maintain control 

despite dependency, with participants feeling safe and secure compared to standard care systems 

(271). 

Community-Based Integrated Service (CBIS) Model 

The CBIS model developed in South Korea includes eight healthcare services and five social care 

services for older adults living alone  (272). Each service encompasses screening, assessment, service 

provision, evaluation, and termination phases. Testing with 22 older adults over two weeks 

demonstrated high satisfaction ratings (9 out of 10), indicating the model's potential to promote 

independence and enhance quality of life through "aging in place" (272). 

Collaborative Care Models 

Multiple studies have identified collaborative care as a practical approach, particularly for depression 

management in older adults (273). These models typically involve multidisciplinary teams with care 

coordinators, treatment interaction, continuity of care, individualised care planning, tailored holistic 

assessment and self-management support. An Australian implementation of collaborative care model 

was successfully demonstrated combining management of depression alongside management of 

physical chronic conditions using practice nurses as care-managers: the TrueBlue study participants 

showed significantly improved depression and treatment intensification, sustained over 12 months of 

intervention and reduced 10-year cardiovascular disease risk (274). Collaborative care using practice 

nurses appears to be an effective primary care intervention. The core components of these models 

consistently include a multidisciplinary team with a care coordinator, though implementation varies 

across settings (273). 

Effective outcomes in these models include: 

• Mental health outcomes: integrated care models consistently demonstrate improvements in 

mental health outcomes. The ICM showed significant improvements in depression scores, 

psychological symptoms, and suicide ideation measures (269). Community-based 

multidisciplinary integrated care demonstrated improvements in functional status and 

participant satisfaction with care over 12-36 months (158). 

• Healthcare utilisation: several models show positive impacts on healthcare utilisation. 

Integrated care approaches have been associated with reduced emergency department 
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presentations, stabilised quality of life, and decreased hospitalisation rates (275). The 

multidisciplinary psychiatric home treatment model showed significant improvements in 

psychiatric symptoms, fewer hospital and nursing home admissions, and lower care costs 

(276). 

• Quality of life and functional status: Multiple studies report improvements in quality of life and 

functional status. The ICM demonstrated significant improvements in life satisfaction (269), 

while community-based MDT integrated care showed improvements in functional status with 

standardised mean differences of 0.21 (158). 

The life course approach to healthy ageing for adults: a conceptual 

framework 

The healthy ageing conceptual model (Figure 7.6) outlines a life course approach to healthy ageing, 

integrating prevention, early identification, targeted interventions and coordinated models of care. It 

illustrates how primary care, community services and multidisciplinary teams work together to 

maintain functional ability and support people in living well across adulthood into advanced older age 

and end of life care. The framework highlights key enablers, including workforce planning, training and 

management, digital health integration, consumers and carers, funding and governance which are 

required to support consistent and sustainable provision of evidence-informed approaches that are 

focussed on optimising health and wellbeing in midlife, early stages of ageing and advanced older age.  

Figure 7.6. Healthy Ageing Model: A conceptual guide linking prevention, intervention, integrated care 

and system enablers. 
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Issues for consideration 

A life-course approach in primary care to promote healthy ageing through the adult lifespan recognises 

that interventions at all stages of adulthood - from early prevention to complex care at the end of life 

- can influence functional ability, quality of life and deliver measurable benefits to the health system.  

To implement this approach, primary care needs to be equipped to address the full spectrum of 

prevention, chronic and complex conditions care and end of life care. This needs to encompass primary 

prevention to avert disease onset; secondary prevention for early detection and intervention; tertiary 

prevention to reduce complications and disability and quaternary prevention to avoid unnecessary or 

harmful interventions, particularly in frail older adults. This continuum extends to palliative and end-

of-life care, where the focus shifts toward quality of life, dignity and patient-centred decision-making. 

However, current primary care systems in Australia and internationally are commonly fragmented, 

under-resourced and oriented toward episodic, illness-driven encounters rather than integrated, 

proactive and person-centred care. 

Implementing a life-course approach in primary care requires targeted funding arrangements, 

workforce development and system-level innovations. Adequate investment is essential to expand 

preventive care capacity, strengthen multidisciplinary teams, support long-term patient engagement, 

and integrate social and community resources. Without these changes, opportunities to prevent 

disease progression, maintain function and support healthy ageing will be missed for many older 

adults, with substantial personal, social, health system and economic costs. 

Implementation drivers and potential innovations that deserve further exploration include: 

1. Incentives and support for primary care patient incentives to engage in preventive health 

information and behaviour. 

2. Comprehensive health assessments to provide a life course checklist of preventive activities. 

Currently available health assessments are discussed in Chapter 3 and include the 45+ health 

assessment; heart health item numbers for people in early to middle ageing and annual health 

assessments from 75 years of age for people in older age in the general population. 

3. Patient held records – the power of a person held record for condition and cohort specific 

health management and person-centred care has been recognised in child health records and 

pregnancy records.  Development of a preventive health care record for healthy ageing could 

be considered.  

4. Development of tailored pay-for-performance funding arrangements and incentive models to 

encourage increased efforts of primary care providers to engage in systematic prevention 

should be considered. Examples of such funding arrangements have been identified in the 

models of care discussed in this chapter. Australian pay-for-performance trials have included 

Practice Incentive Payments (PIP) payments for immunisation targets (277). Australian 

bundled payments have included asthma and diabetes payments for annual cycles of care.  

5. What is the evidence for a blended funding model for a life course approach to healthy ageing 

in primary care in Australia? What would be required to tailor a blended funding model to 

ensure equity of access to life course care for healthy ageing for all older adults regardless of 

their general practice provider: from corporate primary health care services through to 

disadvantaged community based primary health care providers? 
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Background: Workforce planning for healthy ageing in primary care 

By 2066, it is projected that older people in Australia will comprise between 21% and 23% of the total 

population (1). Australia’s increasingly ageing population, both in proportion and numbers, is placing 

growing pressure on health care services and on health workforce capacity to meet health care 

demand and need (2).  The ABS 2019–20 Patient Experience Survey showed that 95% of individuals 

aged 65 and over had visited a general practitioner in the past 12 months, compared with 80% of those 

under 65. People 85 and over were almost three times more likely to have consulted a medical 

specialist and to have been hospitalised than younger people aged 15–24 (1).  

Primary health care professionals play a crucial role in supporting healthy ageing, as they are uniquely 

positioned to address the full spectrum of health needs of individuals over time, from prevention, early 

detection of illness, understanding of a patient’s broader social circumstances, to providing ongoing 

management of chronic conditions and health and end of life care in advanced older age (3).  

The quality and effectiveness of primary health care are dependent on a workforce that is well-trained, 

equitably distributed and supported to deliver consistent, high-quality care (4). While Australia meets 

the World Health Organisation’s minimum benchmark of 4.45 skilled health workers (including 

physicians, nurses and midwives) per 1,000 population, a threshold that is linked to the United Nations 

Sustainable Development Goals (4), primary care workforce shortages remain a prominent problem, 

particularly in rural and remote regions. In 2019, there were 121 GP full-time equivalents (FTEs) per 

100,000 people in major cities, compared to 101-115 in regional areas and 69-83 in remote and very 

remote areas (5). These gaps present substantial barriers to the delivery of both preventive and 

ongoing care for older people in these communities. 

Rural and remote areas face significantly greater health needs, including higher rates of morbidity, 

mortality and socioeconomic disadvantage. With limited access to specialist care, these groups rely 

more heavily on primary health care providers for essential health services (5).   

Several national strategies and plans have been developed in response to increasing pressures on the 

health workforce, resulting from ageing of the population, the rising prevalence and complexity of 

chronic conditions, rapidly evolving healthcare technologies and growing capacity demands (6). These 

workforce strategies (see box 8.1) focus on a wide range of health professionals, including GPs, nurses, 

allied and mental health workers.  

Alongside workforce distribution, workforce training is an essential component of effective health 

workforce planning.  Adequate and appropriate education and training ensures the healthcare system 

has the right number of qualified professionals with the skills needed to meet both current and future 

healthcare demands. This process involves forecasting workforce needs, identifying skill gaps and 

implementing targeted training programs to address those gaps (7).  A multidisciplinary workforce in 

primary care is well recognised as essential for prevention of avertable chronic conditions and to 

clinically and cost effectively manage those conditions. Education and health policy needs to build 

primary health care capacity to improve health and wellbeing at all stages of ageing through 

comprehensive and coordinated medical, nursing and allied health care and, as needed, social services 

(14).  
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Box 8.1. Australian workforce strategies and reforms  

Scope of Practice Review 2024 assessed how to support health professionals in delivering their full scope of practice 
within primary care. Building on the 2022 Strengthening Medicare Taskforce Report, the review emphasised funding 
reforms to support multidisciplinary teams, continuity of care, prevention and system integration. It produced 18 
recommendations across four key themes: workforce development and planning, regulation, funding models and 
enabling factors. Key proposals included a national skills and capability framework, interprofessional education 
principles, a workforce development program, a blended payment model, an independent advisory mechanism and 
direct referral pathways to improve access and reduce fragmentation (7). 

National Medical Workforce Strategy (2021–2031) prioritises generalist professional skills, flexible training pathways 
and a responsive workforce aligned to community needs. This strategy aims to develop a sustainable, high-quality 
medical workforce that is well-distributed and capable of meeting the evolving needs of the Australian population. 
The strategy supports a shift toward community-based, generalist-led models of care that are better suited to 
managing chronic and complex conditions common in older populations (8). It highlights the need for training reforms 
that increase exposure to primary care, rural health and multidisciplinary team environments. The strategy explicitly 
stresses “the need for a sustainable generalist medical workforce” to meet the growing demands of an ageing and 
comorbid population   

National Nursing Workforce Strategy (in development). A research report to inform the development of this Strategy 
highlighted the importance of nurse-led models in chronic disease management, frailty, mental health and aged care, 
supporting person-centred, community-based care and expanding access to primary care services. It recognised that 
the future of healthcare will rely increasingly on personalised, out-of-hospital care, with nurses playing a central role 
in leading embedded community models (9).  

National Allied Health Workforce Strategy (in development).  This Strategy is to address the range of health 
professional groups that provide more than a quarter of the total health workforce in Australia. Federal, state and 
territory governments are developing the strategy to address the current shortage of allied health professionals in 
Australia. A consultation paper on a draft strategy, published in January 2025 (10), said demand for allied health 
services is rising. This is due to the significant role that allied health professionals play in disease prevention and early 
intervention through screening and early detection of conditions, and their role in working with patients to reduce risk 
factors, prescribing health promotion activities and managing complex and chronic health issues. The consultation 
paper cited data from the Australian Institute of Health and Welfare showing that four out of the five top causes of 
disease in Australia require ongoing support from multidisciplinary teams that include allied health services (10).   

Primary Health Care 10-Year Plan (2022–2032) focussed on strengthening primary care through a focus on 
prevention, early intervention and expanded roles for practice nurses, nurse practitioners, pharmacists and allied 
health professionals to deliver more coordinated, team-based care. The Plan highlighted the uneven distribution of 
GPs, nurses and allied health professionals, along with the underuse of nurse-led and allied health models in caring for 
older people (11). The Plan includes funding provision for MBS-funded telehealth for general practice, nurse 
practitioners, allied health and specialist services with a greater focus on allied health providers and nursing as central 
to the primary health care team. The Plan also led to a number of workforce strategies cited above (11) .  

Stronger Rural Health Strategy 2018-2019 provided an overarching framework for initiatives focused on improving 
healthcare access and workforce retention in rural and remote areas. It aimed to support multidisciplinary team-based 
primary care models and to deliver 3,000 additional doctors and 3,000 nurses by 2028 (12). 

 

Improving access to primary health care to support healthy ageing  

Growing demand for health services, particularly among people aged 65 and older, is outpacing 

population growth and placing sustained pressure on workforce availability across general practice, 

nursing and allied health professions (15,16). 

Despite high medical school enrolments and a steady increase in the number of employed doctors and 

health professionals, significant imbalances in workforce supply and distribution persist. The National 

Medical Workforce Strategy 2021–2031 notes that Australia no longer faces an overall shortage of 

doctors, but contends with persistent geographic maldistribution, workforce oversupply in certain 

specialties and undersupply in general practice and aged care (8). Similar disparities exist across 

nursing and allied health, where workforce shortages are particularly acute in rural and regional 

communities. In 2023, over 80% of health professional occupations were classified as being in 
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shortage, with general practice and aged care nursing identified among the highest areas of need. 

These shortages constrain the capacity of primary care to support early intervention, complex care 

coordination and long-term health maintenance for older Australians (8). 

In response to workforce maldistribution, the literature identifies several effective strategies for 

improving access to primary care: 

Nurse-led clinics  

Nurse-led clinics have been introduced in recent years to close care gaps, address demand on 

overstretched services and improve access in underserved communities (17). Research has shown that 

patients attending nurse-led clinics experience improved symptom management, better mental health 

and reductions in polypharmacy, falls and hospitalisations compared to those receiving standard GP 

care (18).  

Six urgent care nurse-led walk-in clinics have been established in the Australian Capital Territory (ACT) 

for some time, located in suburban centres across Canberra. The ACT clinics are led by nurse 

practitioners with a team of advanced practice nurses. The clinics are funded by the ACT government 

and provide extended hours, no-appointment, expert, urgent care 7 days a week, expanding available 

primary health care access options (19). Other nurse clinics have also been established, including 

several supported by the Australian Primary Health Care Nurses Association (APNA). In 2021, the 

Gippsland Primary Health Network partnered with APNA to launch the ‘Supporting Establishment of 

Nurse Clinics for Risk Prevention Project.’ From this project two early-intervention clinics were 

established, serving 80 patients over eight months. These clinics were well received by patients and 

facilitated timely prevention, referral and screening, contributing to improving patient wellbeing and 

reducing the risk of chronic disease progression (20).  

A scoping review of nurse-led clinics in regional, rural and remote Australia identified other benefits, 

including prevention and management of chronic disease and improved measures of health access, 

health outcomes and hospital services (21). The APNA provides a Building Nurse Capacity Program, 

funded by the Australian Government Department of Health, Disability and Aged Care, to support the 

development of nurse clinics in primary care. The program has established clinics throughout Australia. 

However, barriers to the establishment of nurse-led clinics are consistently shown to be limitations in 

Medicare funding, non-metropolitan settings, organisational factors and role ambiguity. Despite the 

effectiveness and value of nurse-led clinics, they remain underfunded and underutilised (22).  

Optimising the skills of primary care nurses can ease system pressures, reduce delays in care and 

improve equitable access to services across communities (20). A systematic review undertaken by 

researchers in the USA concluded that redesigning the health workforce by increasing the number of 

nurse practitioners in primary care could significantly impact the health outcomes of people living with 

dementia (23). The review found that nurse practitioners (NPs), when involved in co-management 

roles, significantly improved adherence to dementia care protocols. One study within the review also 

reported that patients managed by nurses, nurse practitioners or physician assistants incurred 6-7% 

lower total care costs compared to those treated only by physicians (23). 

A 2025 consultation and research report informing the development of the Nursing Workforce 

Strategy advocated for expansion of nurse-led models of care, stating that “there is a demand for 

primary health models led by nurses that ‘front end’ embedded community approaches.” (p.37) (9). 
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Rural placements and trainings 

The Australian Government’s Rural Health Multidisciplinary Training Program provides health students 

with opportunities to train in rural and remote communities through a network of training facilities, 

including (24): 

• Rural Clinical Schools (RCS) 

• University Departments of Rural Health (UDRHs) 

• Dental faculties offering extended rural placements 

• Northern Territory Medical Program 

• 28 regional training hubs that support medical training pathways within a region and guide 
students and trainees. 

Walker et al. and Walsh et al. highlight that positive exposure to rural clinical training significantly 

influences medical graduates' decisions to practice in rural areas, which is particularly critical given the 

existing geographical maldistribution of the healthcare workforce in Australia (25,26). A longitudinal 

study examining the long-term outcomes of rural training found that, 15–17 years later, factors such 

as having previously lived in a rural area and having a first job (as part of placement through a UDRH) 

in a rural setting were significantly associated with current rural practice among allied health 

professionals and nurses (27). Overall, the evidence indicates that rural training is a strong predictor 

of rural workforce retention and supports provision of dedicated funding to establish and sustain rural 

training and career pathways in nursing and allied health, similar to the structured pathways already 

in place for pharmacy and medicine (27). 

GPs enrolled in the Australian General Practice Training (AGPT) program are also required by the 

Department of Health, Disability and Aged Care to complete 12 months of their GP term or extended 

skills training in one of the following settings: a rural location, an outer metropolitan area, or an 

Aboriginal and Torres Strait Islander health training post, either within an Aboriginal Community 

Controlled Health Service or another approved Aboriginal Medical Service (28). Evidence indicates that 

the mandated requirement for general practice registrars to train in regional and rural locations is 

linked to an increased likelihood of their long-term retention in these areas, despite substantial 

government investment in expanding general practice training in regional and rural settings (29). 

For Australian-trained doctors, motivations for relocating to regional areas often include lifestyle 

considerations, such as employment opportunities for a partner, access to quality education for 

children and recreational options (30). However, retaining GPs in rural and remote areas remains a 

challenge as many GPs in these regions are overseas-trained doctors, who may be required to work in 

rural or remote regions under legislative provisions, and who often report limited access to ongoing 

training. Retention is more likely when these doctors feel welcomed, valued and integrated into the 

local community (30). 

Building multidisciplinary teams within and integrated with primary health 

care 

Multidisciplinary teamwork in primary care has been discussed in academic and clinical literature for 

several decades. An early description of the purpose of primary health care teams proposed that ‘the 

true concept of primary health care (PHC) encompasses not only medical care but also health 

promotion and illness-prevention strategies. These are aimed at maintaining and enhancing the health 



   

 

 
308 

of the practice population through health education and early identification of health problems. (This) 

requires a diversity of skills and for this reason a team approach to care has been advocated for’ (31). 

Key features of multidisciplinary teams in general practice include the use of shared clinical records to 

facilitate coordinated care (32), formal employment or contractual arrangements that enable clear 

role definitions and team integration, and, where possible, co-location in shared physical spaces to 

support collaboration and communication (33). More recently, the RACGP has established five 

codependent principles for effective teamwork and collaboration in healthcare including shared goals; 

clear roles; mutual trust; effective communication and measurable processes and outcomes (34). The 

RACGP identifies multidisciplinary team-based care as particularly relevant to the care of older 

patients.  

A number of multidisciplinary models have been implemented across Australian primary care for many 

years, reflecting diverse local needs and resource availability. However, the full potential of these 

teams remains constrained. One major limitation is the structure of Medicare funding, which largely 

supports fee-for-service models and individual provider billing, rather than team-based care, making 

access to such care difficult, particularly for patients with complex chronic and multiple conditions who 

require coordinated care (35). Additionally, many innovative multidisciplinary approaches rely on time-

limited project or pilot funding, making long-term sustainability and scaling difficult.  

To realise the benefits of multidisciplinary teams for older populations and those with complex needs, 

system improvements are required  to enable stable, long-term investment in integrated, team-based 

primary care. This particularly requires appropriate funding models that are designed to enable more 

team-based, person-centred approaches (35) with integration of allied health professionals, 

pharmacists, care coordinators, peer workers and community-based roles that bridge health, aged 

care and social support systems (36). These multidisciplinary care teams can support busy GPs and 

increase patient access to affordable and coordinated primary care (37).  

The Strengthening Medicare Taskforce Report (38) emphasises that delivering high-quality primary 

care increasingly relies on well-coordinated healthcare teams that use the full range of skills across the 

health workforce. This includes general practitioners, nurses, nurse practitioners and midwives, 

pharmacists, allied health professionals, Aboriginal and Torres Strait Islander health workers, practice 

managers and other practice staff. Literature highlights several of these roles as particularly relevant 

to delivering preventive and proactive care across the ageing continuum. These key roles, that are 

relevant to preventive healthcare through the stages of ageing are outlined below: 

Geriatric specialists 

Many older adults benefit from a Comprehensive Geriatric Assessment (CGA), which has been shown 

to reduce emergency department (ED) presentations, hospital admissions and premature 

institutionalisation (39). However, access to CGA in the community is limited. This is due in part to a 

shortage of specialised geriatric services, often associated with long wait times as most geriatricians 

are employed in hospital-based settings (39). Primary care capacity to implement CGA is limited, 

largely due to lack of support through Medicare funding, which restricts the provision of CGA to non-

GP specialists, creating a financial barrier to implementing this assessment more broadly within 

general practice. This is compounded by the lack of geriatric expertise in the private sector and a lack 

of interprofessional collaboration (40,41). These factors collectively limit the availability and 

integration of CGA in primary care, despite its potential benefits for older adults (42).Evidence shows 
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that involving a specialist geriatrician as part of a multidisciplinary team or outreach service can be 

promising in improving care for older adults (43,44). For instance, the Spanish program, +AGIL, which 

is consistent with Integrated Care for Older People (ICOPE) guidelines, focused on frailty management 

and included multi-component strategies based on a Comprehensive Geriatric Assessment (CGA), with 

physical activity as a central element. This demonstrated enhanced overall physical function of older 

patients when delivered through an integrated care model involving a geriatrician in both the 

assessment and the intervention (45). In NSW, a local area initiative called the Geriatrician in the 

Practice (GIP) program included specialists and GPs to provide joint consultations in general practice 

settings for dementia care. This model of care led to increased confidence among primary care staff in 

diagnosing and managing dementia, while also improving access to specialist care for older adults in a 

familiar environment (44). A similar Canadian model showed that combining the expertise and 

resources of GPs and geriatric specialists enhanced diagnostic accuracy, reduced unnecessary testing 

and shortened wait times for complex geriatric cases (46). These examples (refer to box 2 for more 

details on the GIP and +AGIL programs) demonstrate that integration of geriatric expertise in primary 

and community settings can increasingly support older adults in primary and community settings.  

Box 8.6. Examples of primary care and geriatrician integrated care 

The +AGIL Barcelona program 

• Program description: +AGIL Barcelona program is an ongoing co-designed program running since July 2016, 
where a geriatrician and a physical therapist visits the primary care center 1 day/week to assess older adults 
with low intrinsic capacity as previously identified by the primary care team (i.e., general physicans and/or 
nurses) (47). Geriatrician and physical therapist implement a multi-component intervention focused on physical 
activity, nutrition (Mediterranean diet), health education, and medication review. The geriatrician also works 
closely with prescribing physicians to reduce polypharmacy and optimise treatment. A single follow-up visit at 
three months is conducted to revise the care plan, with ongoing follow-up managed by primary care. Regular 
consultations and shared electronic health records support continuity and integration of care (45). 

• Program outcomes: In a study undertaken of the first tranche of participants referred to the program between 
its inception in July 2016 and March 2020, statistically significant improvements in physical performance were 
observed at three months post-intervention, highlighting the benefits of coordinated, integrated care (48). 

Geriatrician in the practice (GIP) program 

• Program description: The GIP program was a NSW local initiative that was implemented in the Shoalhaven 
region of New South Wales (NSW) through the Southern NSW Local Health District (LHD). It was part of the NSW 
Health Integrated Care Strategy. This program was based on the Physician in the Practice model, where the 
specialist and general practitioner provide joint consultations at the general practice. The program ran from 
2015-2018 within the Illawarra Shoalhaven Local Health District (LHD). It included joint consultations involving 
GPs, practice nurses, a geriatrician and a Clinical Nurse Consultant (CNC). The program focused on dementia 
assessment and management, aiming to support early diagnosis, improve care planning, and enhance 
communication between patients, carers, and clinicians. Key components included co-location of services 
within general practices, use of shared referral pathways, interdisciplinary care planning, and on-site training 
for practice nurses. Ongoing care was led by the GP, with access to specialist support as needed. The program 
also featured a dedicated workforce comprising a part-time geriatrician, CNC (also acting as program manager), 
and clerical support (44). 

• Program outcomes: This program was well received by patients, GPs, and practice nurses, with patients 
reporting high confidence in their clinicians, satisfaction with communication, and improved access to specialist 
care in a familiar setting, which helped reduce anxiety. GPs and practice nurses showed increased confidence 
and knowledge in dementia assessment and management following participation (44). 

Allied health professionals  

Allied health professionals, such as physiotherapists, dietitians, speech pathologists and mental health 

practitioners, bring diverse and specialised expertise to support various aspects of health and 
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wellbeing. Despite making up around 20% of Australia’s healthcare workforce, the role and impact of 

allied health remains poorly recognised in health policy and reform discussions (49).  

There is strong evidence supporting the integration of allied health professionals into aged care and 

primary care teams to improve patient outcomes and alleviate the burden on time-sensitive GPs. For 

example, an American study found that COPD patients participating in a multidisciplinary clinic led by 

nurses and allied health professionals had reduced COPD-associated mortality risk and lower hospital 

service use compared to those receiving usual care (50). Similarly, a NSW-based randomised control 

trial demonstrated that case management for frail older adults led by physiotherapists, combined with 

regular case conferences involving geriatricians, nurses, physicians, and allied health professionals 

such as rehabilitation physicians and dietitians, has been shown to improve physical function and 

nutritional outcomes (51).  

In line with the growing evidence, allied health professionals’ organisations, such as the Australian 

Physiotherapy Association (APA), advocate for the implementation of multidisciplinary teams in 

primary care. The APA has called for direct access to allied health professionals through a 

multidisciplinary model, such as involving physiotherapists for assessing and managing 

musculoskeletal conditions and dietitians for diabetes management. This approach can lead to 

improved patient outcomes and reduce unnecessary burden on GPs (52).  

Oral health professionals  

Oral health is a fundamental component of overall health and wellbeing, yet it remains largely 

overlooked in health policy and focus (53). Despite being largely preventable or treatable, oral health 

conditions in older adults are often neglected, with many not receiving routine care needed to 

maintain good oral health (53). This contributes to an increased risk of systemic inflammation, 

malnutrition, social isolation and reduced quality of life (54,55). 

Although the negative consequences of poor oral health are well recognised, integration of oral health 

into primary care has been limited (56). Recent advocacy and strategy documents from the World 

Health Organisation continue to emphasise the urgent need to include oral health into broader health 

systems to reduce disease burden (57). A systematic review of 49 studies identified various strategies 

for integration, with most supporting collaboration between dentists, community health workers and 

primary care providers. The majority of studies advocated for expanding the scope of non-dental 

professionals such as GPs, nurses and midwives and tested the delivery of oral health education and 

basic interventions by these health workers, as well as the co-location of dental services within primary 

care settings to enhance oral health access (57). These approaches have been associated with 

improved oral health outcomes for patients, improved awareness of oral health among non-dental 

workers, better referral pathways between medical and dental services and increased uptake of dental 

services (57).  

Community or link workers 

Social prescribing is an approach that enables general practitioners (GPs) and other health 

professionals to refer individuals to a broad range of non-clinical services delivered by the voluntary 

and community sector (58). Internationally, two primary models of social prescribing have emerged: 

direct referral and the link worker model. In the direct referral model, health professionals connect 

patients directly with community-based programs and activities. The link worker model involves a 
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dedicated practitioner, often referred to as a link worker or community connector, to whom a general 

practitioner or practice can refer an individual and who works alongside the individual to develop a 

tailored plan connecting the person to relevant local resources to enhance their health and wellbeing 

(59). 

The link worker model is increasingly emerging in primary care, particularly for its potential to support 

people with complex health and social needs. Evidence suggests that including link workers within 

general practice can improve access to community supports, empower individuals to better self-

manage chronic physical and mental health conditions and reduce reliance on clinical services (58). In 

the UK, provision of link workers in primary care has gained formal recognition and systematic support. 

The NHS Long Term Plan expanded the reach of social prescribing across Primary Care Networks 

(PCNs), providing targeted funding for the integration of social prescribing link workers (60). One of 

the earliest and most prominent examples of this approach is the Scottish Government-funded Link 

Worker Programme launched in high-deprivation areas of Glasgow. As part of the program, community 

links practitioners were integrated within GP practices to address the broader social determinants of 

health (61). According to the Glasgow City Health and Social Care Partnership’s Annual Report 2022-

23, these link workers supported patients in navigating a range of non-clinical issues, including housing 

instability, financial hardship, food insecurity, mental health concerns, carer stress and social isolation 

(62). A marked increase in GP referrals to link workers reflected growing awareness of their 

contribution in easing the pressure on general practice by addressing patients’ complex non-medical 

needs (62). 

In Australia, both the direct referral and link worker models have been found to be beneficial, though 

the link worker model is considered particularly promising (59). Link workers are often better 

positioned than GPs to stay up to date with local services and are able to invest more time in building 

relationships with clients, identifying appropriate supports and ensuring ongoing engagement (59). 

Their involvement also allows for the management of social or practical issues without requiring 

additional GP appointments, especially if integrated feedback systems are in place (59). Despite the 

limited number of formal social prescribing programs currently operating in Australia, momentum is 

growing. There is strong support from consumers, GPs and allied health professionals and national and 

state-level policies have begun to reflect this shift (63). For example, the Queensland Parliamentary 

Inquiry into social isolation and loneliness recommended a broad rollout of social prescribing across 

the state (63). The Victorian government social prescribing initiative, called Local Connections, has 

been trialed in the six Mental Health and Wellbeing Local Services (64). These state initiatives  align 

with national priorities, including the National Preventive Health Strategy 2021–2030 and Australia’s 

10-Year Primary Health Care Plan 2022–2032, both of which highlight social prescribing as a key 

strategy for promoting population health and preventing long-term illness (59). Funding for a feasibility 

study of non-medical prescribing was provided in the 2022-23 Australian government budget to 

‘establish evidence for a preventive health program that connects patients from primary health care 

to local, community-based services to address the risk factors and influences of poor health and 

wellbeing (65).’  

Aboriginal and/or Torres Strait Islander health workers and health practitioners  

Aboriginal and Torres Strait Islander people are employed in the health care and social assistance 

sector more than in any other industry. However, they represent less than 2% of the total health 

workforce (8). These workers play a vital role in strengthening the relationship between Aboriginal and 
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Torres Strait Islander people and the health care system. By combining cultural knowledge with 

primary health care training, they promote continuity of care and help ensure Aboriginal and Torres 

Strait Islander people remain connected to and engaged with health services (66). 

The National Association of Aboriginal and Torres Strait Islander Health Workers and Practitioners 

(NAATSIHWP) recommends integrating these professionals into general practice teams as their 

inclusion can help improve health outcomes for Aboriginal and Torres Strait Islander patients, enhance 

the management of chronic conditions through better continuity of care and attract and support the 

retention of Aboriginal and Torres Strait Islander patients within the healthcare system (66).  

General Practices may also be eligible for general State or Territory grants and incentives for 

employment of Aboriginal and Torres Strait Islander workforce members, these grants are listed in the 

NAATSIHWP Guide for General Practice (66). 

Carers and consumers 

A sustainable and effective healthcare workforce is one that is responsive to the needs, values and 

preferences of the people it serves. Person-centred care is widely recognised as the gold standard in 

healthcare delivery and a core aspect of this approach involves actively engaging carers and consumers 

in decisions about their care (67,68). Person-centred care is grounded in trust, mutual respect and 

shared knowledge, factors that are essential to achieving better health outcomes (67) 

Research shows that when consumers are involved as co-managers in their care, results can include  

more appropriate use of resources, higher satisfaction for both patients and providers, greater uptake 

of preventive health services, and improved health outcomes overall (69).  

Families and carers also play a vital role in supporting older people and should be recognised, 

respected and supported as partners in care (68). The RACGP’s Silver Book highlights that a 

multidisciplinary team approach that includes family and carers is more likely to meet the individual 

needs of older people. In turn, this can enhance their physical, emotional and social wellbeing, while 

also strengthening the carer’s ability to provide ongoing support (34). 

Partnering with consumers and carers involves a range of interconnected practices, including involving 

them in effective communication, structured listening, shared decision-making, self-management 

support and collaborative care planning (34,67). Furthermore, the Silver Book recommends that when 

initiating care for an older person, organising a case conference and including the family or carer can 

help establish a strong foundation for care (34). 

Building workforce capabilities – training and upskilling 

Meeting the health and care needs of an ageing population requires a workforce that has a 

comprehensive range of skills and capabilities to screen and intervene early to prevent avertable 

health conditions and to provide comprehensive care for chronic health conditions over time. 

However, much of the health workforce is trained with a focus on acute care and communicable 

diseases, rather than being equipped to support the long-term physical and mental changes that come 

with ageing. There is limited emphasis on shared decision making and patient-centred and integrated 

care to allow older people to take control over their own health and wellbeing (70). A national 

consultation led by the Australian Government’s Aged Care Workforce Strategy Taskforce highlighted 

the need for both vocational education and training and higher education systems to produce a more 
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flexible, skilled and responsive workforce which is capable of delivering coordinated care across 

various settings, including the community, residential aged care, and hospitals (71).  

Development of a health workforce with the skills needed to meet the wide range of health needs can 

provide more effective, high-quality care, improve patient outcomes and increase efficiency, reducing 

the strain on healthcare services and optimising resources (72). Improving skills can be achieved 

through targeted investment and training interventions through accredited courses, competency-

based learning and vocational and undergraduate education and training (8,73). The following 

examples of national and international interventions show how strengthening workforce 

competencies in areas like geriatrics, care coordination, frailty management and dementia support can 

lead to better outcomes and more integrated, person-centred care for ageing populations from diverse 

backgrounds. 

Multidisciplinary team-based care  

The Strengthening Medicare Taskforce Report in 2023 identified that a person-centred team care 

approach in general practice needs strengthened education and training programs to support 

multidisciplinary teams. The Taskforce also recommended that the Workforce Incentives Program be 

increased to support multidisciplinary teams in general practice and to empower team members to 

work to the full scope of their practice (74).   

However, there is limited literature on education and training for multidisciplinary team-based care is 

and there is some evidence that existing education and training on interprofessional learning and 

training is inconsistent across disciplines with the benefit of the education provided during 

undergraduate training often lost in the complexities and demands of practice (75,76).   

The potential for vocational level training and intra-practice training to better equip health 

professionals to work as multidisciplinary teams has been raised in a recent report by Australian 

authors (77). The report considers two questions on how approaches to team-based education can be 

tailored to different practice settings and what strategies are best for delivering interprofessional 

training in general practice. The authors drew on the considerations of a panel of 56 primary health 

care professionals (medical, nursing, allied health and workforce experts) based in Tasmania. The panel 

considered that best practice in interprofessional training for collaborative primary healthcare 

required a set of capabilities for interprofessional learning outcomes (what is needed) and a range of 

teaching and learning strategies (how to do it). Capabilities that needed focus through 

interprofessional training include applying principles of teamwork, communication and reflection. 

Approaches to interprofessional learning within general practice were identified as practice-based, 

small group learning programs; simulation-based interprofessional learning and interprofessional 

learning based on issues/problems/cases.  

The COVID-19 pandemic impact on the population and the health care system, including the health 

workforce with restricted capacity for face to face learning, made the role of technology in health 

workforce training an urgent consideration. In a guest editorial in the Journal of Interprofessional Care, 

two academics in the UK proposed that ‘dynamicist thinking’ should be applied – that is, that learning 

should occur as a naturalistic, system-based activity over time and should occur within a functional 

team setting. The authors proposed this be considered a clinical-training space, a distributed cognitive 

system, which includes both in person and online learning spaces and encompasses team members 

comprising students and health workers; patients; educators and the institutions providing training 
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(78). This approach shifts the emphasis from the learning of individuals to the learning occurring within 

the whole – the clinical training space. The authors considered mobile health (mHealth) was leading 

this approach.  

A scoping review to inform a study in the Netherlands on person-centred integrated care (PC-IC) in 

primary care, to improve the care of multimorbidity and social issues affecting the health of individual, 

identified core competencies considered in both academic and grey literature to be necessary for 

healthcare professionals working in collaborative teams in primary care settings (79,80). Four core 

competencies were identified: interprofessional education; interprofessional collaborative teamwork; 

leadership and patient-centred communication. The review determined that there is little evidence on 

the knowledge, skills and attitudes that are necessary for integrated care nor on how the competencies 

can be acquired (79).  

Comprehensive geriatric care  

Geriatrics training, both in formal medical education and ongoing professional development, is 

considered essential in preparing healthcare professionals to meet the diverse needs of older adults. 

The World Health Organisation has called for greater investment in high-quality undergraduate 

education in geriatric medicine as a key strategy to address these future needs (81). Despite this, there 

is a lack of evidence for the optimal delivery of training in this area (81). 

In the US, Leipzig et al. developed a nationally recognised set of 26 Minimum Geriatrics Competencies 

for graduating medical students. These were endorsed by the Association of American Medical 

Colleges and developed through a consensus approach involving almost half of all US medical schools, 

along with key education bodies and clinicians (82). The competencies span eight key areas: 

medication management, self-care capacity, falls and mobility, cognitive and behavioural disorders, 

hospital care, atypical disease presentation, healthcare planning and promotion and palliative care 

(82). Similar to Leipzig, the Japanese core curriculum also has a detailed and comprehensive set of 

geriatric topics and competencies, including the requirement for newly qualified doctors to be trained 

in Comprehensive Geriatric Assessment (CGA) (82). The curriculum sets a clear, structured benchmark 

for what medical students and new doctors should know and be able to do in caring for older adults.  

Given that primary care, family and internal medicine physicians deliver the majority of care to older 

adults, their understanding of geriatrics has a direct impact on the quality of care provided (83,84). To 

address existing gaps in training, targeted approaches have been designed, such as Project ECHO-

Geriatrics, a US-based initiative where geriatric specialists used video conferencing to deliver 

mentoring, education, and clinical consultation to primary care providers in rural and regional areas 

(85). Evaluation of the program showed this model to be a feasible and effective way to boost 

confidence and competence in geriatrics, particularly in underserved primary care settings (85). 

While geriatric-specific training is not mandated for all non-specialist health professionals in Australia, 

there are several competency-based programs that have been designed to build capacity among those 

working with older populations. One of these is the Gerontological Nursing Competencies (GNCs) 

program, an evidence-based mentorship initiative for registered nurses. This program is delivered 

through a mix of interactive virtual workshops and self-paced online learning, This program supports 

nurses to provide person-centred, evidence-informed care to older adults and their families (86). 

Another is the Victorian Geriatric Medicine Training Program (VGMTP), a long-standing collaboration 

led by the Australian and New Zealand Society for Geriatric Medicine, with funding from the Victorian 
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Department of Health. The program aligns with the geriatric medicine curriculum of the Royal 

Australasian College of Physicians and is designed to build specialist geriatric expertise while also 

providing free access education and training to other healthcare providers, such as junior doctors, 

nurses and physicians who care for older people (87). 

Frailty management 

Both the Royal Australian College of General Practitioners and the Australian and New Zealand Society 

for Geriatric Medicine have produced clinical guidelines on the causes and clinical management of 

frailty (34,88). However, there is a lack of relevant education and training for health professionals (88).  

A European study examining the views of primary health care professionals found that a lack of 

education and training in geriatrics remains a major barrier to effective frailty management (89). In 

Australia, a large online survey of medical, nursing and allied health professionals assessed perceptions 

of knowledge of frailty and barriers to frailty assessment and management in practice. Most 

respondents (73%) worked in hospitals with respondents distributed across all states and territories. 

Less than half of respondents reported receiving any training in frailty while 14% had received specific 

training. Most respondents felt that identifying and providing clinical management of frailty was part 

of their role. However, barriers to doing so included lack of evidence about which frailty assessment 

to use and lack of a defined protocol for managing frailty. Respondents indicated a high interest in 

access to training. The authors of this study also concluded that implementation of evidence- based 

frailty-informed care into routine clinical practice would require attention to barriers such as 

competing priorities for health professionals, lack of time and lack of multidisciplinary teams to 

support frailty assessment and management (88).  

A 2022 systematic review by Australian authors identified just nine frailty training programs in the 

published literature, with  only one of these in Australia (90), highlighting a significant training gap (91). 

The frailty training programs varied in structure, length and mode of delivery, only a third of the 

programs were specifically focussed on frailty with the others including frailty in broader education 

about older people’s healthcare. Programs included multidisciplinary participants and used flexible 

teaching approaches to provide clinically tailored training. Assessment of effectiveness was largely 

based on professional perceptions rather than measured improvement in patient outcomes. Most of 

the programs were well-received and showed improvement in practitioners’ understanding of frailty 

and their confidence in assessing and managing it in clinical settings (91). Successful elements of these 

training initiatives included tailoring the content to specific roles or care settings, assessing 

participants’ prior experience, blending theory with hands-on practice, challenging common 

misconceptions about frailty and providing access to ongoing resources such as handouts, online 

materials, mentoring or placements (91). 

Dementia care 

Dementia is currently the second leading cause of death in Australia, yet timely diagnosis in primary 

care remains a significant challenge. Despite the critical role early diagnosis plays in helping individuals 

and families access treatment, plan ahead and access support, around 60% of dementia cases go 

undiagnosed in primary practice settings (92). Evaluating and managing people living with dementia 

requires a skilled and adaptable workforce because care needs in this population can vary significantly 

(93). As cognitive decline progresses, people with dementia may struggle to express their needs or lose 

verbal communication altogether (94). This makes it essential for care workers to possess strong 
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communication skills and the professional awareness needed to interpret subtle non-verbal cues and 

respond with empathy and flexibility (94). 

To address the growing demand for dementia care, many Australian organisations have invested in 

structured educational programs aimed at improving the competencies of healthcare providers. 

Dementia Australia, Australia Dementia Network and Dementia Training Australia (DTA) offer a range 

of resources, including accredited training for aged care, community and health workers, as well as 

free online learning platforms and support tools (95–97). Education models have also been shown to 

enhance dementia diagnosis and care in general practice by improving GPs’ and primary care nurses’ 

understanding of dementia and confidence in its management (92). 

The Royal Commission into Aged Care Quality and Safety was set up in 2018 to look into issues related 

to the quality of residential and in-home aged care (98). The Commission’s final report had 148 wide-

ranging recommendations, including mandatory dementia training for staff working in residential aged 

care and home care (98). These recommendations were a key driver behind the National Dementia 

Action Plan 2024–2034. The National Action Plan outlines a coordinated, whole-of-government 

approach to dementia care, including significant investment in workforce development. The 2024–25 

Federal Budget provided $7.7 million to support dementia-specific training initiatives, focussed on 

building the capability of the workforce to deliver timely diagnosis, quality care and post-diagnostic 

support (99).  

Advance care planning and palliative care  

As the first and continuing point of contact with the health system, primary care is well placed to 

identify patients who may benefit from advanced care conversations in the early stages of life-limiting 

diseases and in older age and from palliative care in the latter stages of life-limiting diseases  (100).  

Advance care planning is encouraged by the Australian Government Department of Health, Disability 

and Ageing and supported by state and territory governments with specific provisions varying between 

each jurisdiction (101). The Advance Project, supported by the Australian Government and led by 

HammondCare, provides evidence-based resources and online training modules for GPs, nurses and 

support staff in general practice and primary care, along with residential and community aged care 

professionals. The Advance Project Toolkit for general practice supports implementation of a team-

based approach to initiating advance care planning (ACP) and palliative care into everyday clinical 

practice (102). The RACGP states that advance care planning should be incorporated into routine 

general practice and encourages practitioners to access relevant state and territory information and 

resources (103). Some Primary Health Networks also provide Advance Care Planning Services and 

online tools.  

Many primary care professionals are willing to provide palliative care, however, they often face 

barriers, including limited knowledge, lack of training and inadequate structural supports such as 

interoperable electronic medical records or financial incentives (100,104). Palliative care education 

programs, when paired with appropriate support, can significantly improve the capacity of primary 

care providers to meet the needs of adults with serious illnesses (104).  

Internationally, the International Association for Hospice and Palliative Care (IAHPC) provides the 

Global Directory of Educational Programs in Palliative Care which gives access to a broad international 

range of academic education programs in palliative care. In Australia, these include a number of 

interdisciplinary graduate certificate and diploma programs for health professionals (105).  
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Palliative care education and training for primary care health professionals and primary care settings 

and for a broad range of health professionals and health care settings is provided as a national program 

in both the UK and Canada by non government organisations.  

In the UK, the Gold Standards Framework (GSF) provides a range of professional and settings based 

training programs aimed at improving end of life care through organisational change, care 

collaboration and coordination and reduced hospitalisations (106). These programs include resources 

for identification of patients most likely to benefit from a palliative care approach, that is, those who 

are nearing the end of life through three main trajectories of illness for expected deaths – rapid 

predictable decline such as cancer; erratic decline such as organ failure; and gradual decline such as 

frailty and dementia. These resources guide professionals in advance care planning support and in 

establishing and maintaining palliative care within their practices, including maintaining/updating 

electronic medical records and patient registries (106). The GSF provides accreditation and re-

accreditation for services that have participated in training programs and implemented quality end-of-

life care practices within their settings. These programs in primary care have been provided since 2003 

and a review of evaluations of the framework found that the program led to more patients identified 

on a palliative care registry, earlier access to palliative care, strengthened interprofessional 

coordination and increased family and caregiver satisfaction (107). The program emphasises the 

importance of knowledge translation and tailored application to local contexts and communities.  

In Canada, Pallium Canada has led a national approach to palliative care education since 2000 (104). 

The organisation provides interprofessional education through Learning Essential Approaches to 

Palliative Care (LEAP) courses with a core course providing interprofessional education for health care 

professionals and a range of courses including palliative care in heart, lung and renal care, oncology, 

paediatric care, paramedic and emergency services, home care and long-term care. Other courses 

provide for carers and personal support workers (108).  The core course is accredited with the College 

of Family Physicians of Canada and the Royal College of Physicians and Surgeons of Canada and other 

courses are accredited with relevant professional colleges (108). A study has shown LEAP has 

effectively improved practitioner competencies across multiple areas of palliative care (108). Between 

2015 and 2019, over 1,600 LEAP (Learning Essential Approaches to Palliative Care) courses were 

delivered across the country, training nearly 30,000 health professionals from a range of disciplines 

(104,108). LEAP helps clinicians recognise when patients may benefit from a palliative approach, 

promotes early advance care planning and offers practical tools for managing common concerns like 

pain, delirium, nutrition and hydration (109). It also helps prepare patients and families for the final 

stages of life. Pilot studies in cancer and primary care show LEAP has effectively improved practitioner 

competencies across multiple areas of palliative care (104,110,111).  

The Australian Government funds several palliative care education and quality improvement 

programs, including the Palliative Care Education and Training Collaborative, delivered by the 

Queensland University of Technology, which provides access to a range of national palliative care 

education projects and resources. Courses include palliative care teaching and learning resources for 

undergraduate education; end of life law for clinicians; the Program of Experience in the Palliative 

Approach (PEPA) and Indigenous PEPA and paediatric palliative care education (112). These programs 

are aimed at strengthening the skills and knowledge of health and aged care workers. Programs include 

webinars, online modules, in-person workshops and resources focused on advance care planning 

discussions and early palliative care screening and interventions (113). 
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One prominent palliative care education program in Australia is provided by the Advance Project, 

which aims to build the capacity of GPs and general practice nurses (GPNs) to screen for end-of-life 

care needs and initiate advance care planning conversations (114).  The Advance project has been 

endorsed by the Australian Primary Health Care Nurses Association (APNA) (114). An evaluation study 

of the Advance Project showed that this learning course not only improved how practitioners identify 

and respond to palliative needs, but also strengthened collaboration between GPs and nurses (115).  

The Program of Experience in the Palliative Approach (PEPA) delivers placements and workshops to 

upskill non-specialist health professionals. Around 90% of care providers who completed a PEPA 

placement reported feeling better equipped to care for adults with life-limiting illnesses following the 

program (114).  

Voluntary Assisted Dying (VAD) training 

VAD refers to the assistance provided by a healthcare practitioner to help a person with a terminal 

illness end their life either through self-administration of prescribed medication or administration by 

a practitioner (116). VAD is now legal in all Australian states, though specific legal requirements and 

procedures vary across jurisdictions (116). As a result, it is essential for healthcare providers to be 

familiar with the laws in their state or territory as well as the protocols of their workplace (117). 

VAD training is mandatory for medical practitioners who wish to provide these services (118). Each 

state has its own legislation and offers approved online training that covers legal eligibility criteria, 

procedural safeguards, communication techniques, documentation and ethical considerations. Some 

states also permit nurse practitioners to participate directly in VAD, while other healthcare 

professionals such as nurses, pharmacists and allied health workers may undertake training to better 

understand their roles in supporting the VAD process (116). 

Shared decision-making training 

Shared decision-making is recognised as a key element of high-quality, patient-centred care. Given the 

strong relationships between GPs and patients and the broad range of health conditions managed in 

primary care, general practice is an ideal setting for shared decision-making to be established (119). 

However, shared decision making is not yet widely embedded in routine practice in primary care 

settings. A recent rapid evidence review suggests that training GPs in shared decision making can 

improve clinical practice and enhance patient adherence to treatment (120). For example, a 2016 

Dutch trial tested an advance care planning program for people with dementia which included training 

in shared decision making for 38 GPs across multiple practices. The study found that the training 

increased the initiation of advance care planning discussions and broadened the scope of both medical 

and non-medical preferences during the consultations (121). 

A 2018 systematic review (122) also examined shared decision making interventions across a range of 

healthcare professionals, including hospital doctors, specialists, GPs, nurses and patients. The review 

included 87 studies conducted in a number of European countries. Of these, 44 studies evaluated 

interventions for patients; 15 studies evaluated interventions specifically for healthcare providers and 

28 studies evaluated interventions with both patients and healthcare professionals. Training in shared 

decision making was often delivered through a multidisciplinary approach and studies consistently 

reported positive outcomes after training interventions, such as improvements in the areas of patient 

involvement and counselling and advice, as well as the perceived usefulness of training programs and 

increased knowledge among clinicians (122). However, the authors concluded that the certainty of 
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evidence to date was very low and did not determine whether any interventions to increase shared 

decision making by health professionals were effective.  

Consumer and carer involvement in shared decision making training has been shown to be effective 

(124,125). Consumers and carers with lived experience can play a central role in helping health 

professionals better understand what matters most to patients, particularly when navigating complex, 

preference-sensitive decisions (124,125). Their participation in training, whether through storytelling, 

co-design or panel contributions can help strengthen clinicians’ capability in providing patient-centred 

care (126). 

Inclusive and culturally sensitive care 

Older Australians represent a growing and increasingly diverse population. Among them, Aboriginal 

and Torres Strait Islander people aged 50 and over account for 1.5% of the total Australian population 

in this age group and make up 16% of the total Indigenous population (127). In addition, around one 

in five Australians aged 65 and over were born overseas and come from culturally and linguistically 

diverse (CALD) backgrounds. These population groups are particularly vulnerable to unconscious 

cultural bias and discrimination within healthcare settings (128). At the same time, age-related 

discrimination is also a major concern and a barrier to receiving care. Australians aged 55 to 64 are 

among the most likely to experience ageism with approximately one in three people aged 55–59 (32%) 

and three in ten aged 60–64 (31%) reporting instances of age-based discrimination (129).  

Without appropriate training, healthcare professionals may unintentionally display ageist or culturally 

insensitive behaviours. These actions, often unconscious, can undermine trust, reduce treatment 

adherence and negatively affect the well-being and health outcomes of older adults (130–132). 

Supporting healthcare workers to recognise and respond to cultural and age-related needs is key to 

building safer, more respectful care environments. Clear processes and culturally responsive practices 

enable patients, families and communities to feel safe and engaged in their care (131). Experts also 

suggest that gerontological education can help reduce ageist attitudes among healthcare workers 

(133).  

Embedding cultural safety into workforce training is essential to address the needs of Aboriginal and 

Torres Strait Islander people, culturally and linguistically diverse (CALD) communities and older adults 

with intersecting forms of disadvantage (131).  

In Australia, cultural safety training is mandated for healthcare professionals in relation to Aboriginal 

and Torres Strait Islander health. The Australian Health Practitioner Regulation Agency (Ahpra) and 

National Boards require registered practitioners to complete consistent, career-long training in cultural 

awareness and interactive cultural safety education (134). This is to ensure care is delivered in a way 

that is respectful, inclusive and free from racism (134). There is no national requirement for training 

that specifically addresses ageism or the care of CALD populations across all healthcare settings. There 

are, however, some prominent training programs that aim to build cultural responsiveness in aged 

care. For example, Culturally Responsive Practice with Older People in Health and Aged Care is an online 

program developed by Flinders University, Resthaven Inc., and AnglicareSA, with funding from the 

state Department of Health. It equips aged care clinicians and practitioners with the knowledge and 

skills to deliver culturally responsive care to older people from migrant and refugee backgrounds (135). 

Similarly, the eCALD training modules, delivered online or in-person, aim to improve cross-cultural 

communication and awareness in health, mental health, and primary care settings by helping 
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practitioners understand how cultural backgrounds influence patient interactions, diagnoses, and 

treatment (136). 

Redressing the impact of ageism in healthcare is also receiving attention. The Australian Human Rights 

Commission reported in 2023 that participation in  a short (2.5 hour), one-off interactive educational 

workshop was effective in reducing ageist attitudes among aged care and community workers (137). 

Results showed significant improvements in participants’ attitudes and expectations about ageing, 

with many of these changes persisting 2–3 months later. This intervention underscores the value of 

short educational efforts in shifting perspectives and improving interactions with older adults (137).  

Workforce retention and engagement strategies 

Beyond the aim to achieve improved workforce distribution to enable equitable access to health care, 

building and maintaining a sustainable health workforce is critical to ensuring quality care for all 

Australians. While salary and other forms of compensation play a significant role in staff retention, 

non-financial factors such as job satisfaction, access to training and professional development, 

adequate resourcing, and supportive working conditions are equally important (73,138). The evidence 

on effective recruitment strategies is mixed; however, initiatives such as increasing support for 

undergraduate and postgraduate placements and actively recruiting medical and nursing students 

from underserved regions, show promise. Ultimately, even the most well-designed strategies will have 

limited impact without appropriate and sustained financial investment. 

Improve funding models 

The Review of General Practice Incentives consultation report (published in 2024) recommends 

rethinking funding flows within practices, particularly how GPs and other healthcare providers are paid 

and engaged (139). To improve retention, especially in high-demand and rural areas, funding models 

should move beyond the contractor approach and should offer stable income and leave entitlements 

to primary health care workers, helping to make general practice a more secure and attractive career. 

Supporting new ownership models in addition to private practice could also expand access where it is 

needed most (139). Importantly, payments for GPs and nurses need to be competitive to ensure their 

retention and positively impact their intention to stay (140). According to RACGP’s Health of the Nation 

2023 survey, 81% of GPs who received a salary in 2022 and 2023 reported moderate to high job 

satisfaction, compared to only 66% of GPs who are remunerated by proportion of billings (139). 

Team-based, multidisciplinary care requires fit-for-purpose funding, to support a mix of GP- and nurse-

led models of care, better integration of allied health professionals and pharmacists within general 

practice and enable all healthcare professionals within multidisciplinary team care to work to their full 

scope of practice (139,141). Current fee-for-service arrangements could be augmented. The RACGP 

recommends leveraging existing funding mechanisms, such as the Workforce Incentive Program and 

Practice Incentives Program, to strengthen team coordination, clinical supervision and ongoing 

evaluation (142).  

Appropriate working environment for well-functioning staff 

Job dissatisfaction in primary health care can stem from a range of factors, including limited 

opportunities for career progression, poor time and task management, workplace tensions, financial 

pressures and a general lack of engagement or passion for the role (143). Strategies shown to support 

the recruitment and retention of a well-functioning health workforce include offering flexible and 
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reasonable working hours, fostering strong communication within teams and promoting peer support 

(144). Improving workplace structures, such as enabling greater professional autonomy and adjusting 

work hours as nurses and GPs near retirement, has also been effective in retaining health workers in 

several countries (144). 

Digital technology to support workforce 

Investment in digital technology plays a crucial role in improving workforce sustainability. Innovations 

such as telehealth, digital therapeutics and remote patient monitoring (RPM) accelerated during the 

COVID-19 pandemic and are now transforming the delivery of primary health care (145). Studies show 

that clinicians and administrators view RPM positively, particularly for its ability to expand access and 

reduce in-person visits (144). RPM systems enable healthcare providers to monitor patients remotely 

using digital devices and software, especially benefiting those in rural and remote areas (146). 

Technology also contributes to reduced administrative burden, one of the leading causes of staff 

burnout. Over 60% of healthcare workers report excessive paperwork as a top stressor, with more 

than one-third citing long work hours (147). Automation tools such as robotic process automation 

(RPA) and AI can streamline repetitive tasks like documentation, data entry, and scheduling (147). 

Clinical workflows and administrative burden could also be improved by incorporating all-in-one 

practice management software. A leading practice management software platforms used in Australian 

medical practices is Best Practice (Bp) Premier which was developed by a physician and specifically 

tailored to enhance the clinical, administrative and financial operations of both general practices and 

specialist clinics (148). Its key features include robust clinical management capabilities, such as 

comprehensive electronic medical records and integrated clinical decision support tools such as 

cardiovascular risk calculators and mental health assessment scales, which can facilitate early 

detection and timely patient care (149). Additionally, patient engagement tools, including Bp Comms 

and the Best Health App, promote effective communication by allowing patients to receive electronic 

prescriptions, health summaries, and appointment reminders, thereby fostering a more interactive 

healthcare experience (150,151). The software also supports customisable workflows, enabling 

practices to adapt clinical processes to meet local service delivery needs, and enhances communication 

through tools like SmartForms, which streamline referrals and clinical correspondence (152). 

In addition to practice management systems, the literature identifies clinical decision support and 

population health management platforms as key enablers of a sustainable and data-informed primary 

care workforce. One example is Primary Sense, a PHN owned and developed, clinical decision support 

and population health platform developed for general practices and PHNs in Australia (153). Integrated 

with electronic medical records, it offers real-time alerts, data analytics, and automation to support 

medication safety, chronic disease management, and early intervention for at-risk patients (154,155). 

This platform also extracts de-identified data to enable proactive care planning, quality improvement 

and population health monitoring. It reduces the cognitive and administrative burden on clinicians by 

automating risk stratification, recalls and reporting aligned with practice accreditation and PHN 

reporting needs (154). Primary Sense also helps practices identify care gaps such as missed 

immunisations and aligns with broader health system planning while supporting personalised care. It 

is currently in use across Queensland, New South Wales and other jurisdictions with evaluations 

showing improved clinical decision-making and patient management (154,155).  



   

 

 
322 

By freeing staff to focus on more meaningful clinical work, technologies such as these boost job 

satisfaction, engage the workforce and help reduce turnover (147). 

Barriers to effective workforce planning for healthy ageing 

Despite multiple national and other strategies and evident policy intent, several enduring barriers 

continue to limit the effectiveness of workforce planning for healthy ageing in the Australian context. 

These barriers compromise care continuity, fragment services and reduce the capacity of the system 

to support older Australians across the life course. 

Maldistribution of the health workforce 

Australia continues to have a skewed distribution of the health workforce with ongoing shortages of 

general practitioners, nurses and allied health professionals in regional, rural, and outer metropolitan 

areas. Substantially lower numbers of general practitioners in rural and remote communities in 

Australia continue, despite current policy initiatives. More than 50% of people in outer regional, 

remote and very remote regions waited more than 24 hours for an urgent appointment with a GP over 

the period 2018 – 2024, with 44% of people living in major cities also experiencing more than a 24 hour 

wait (156,157).   

Naccarella (2014) also points to a decline in generalist training pathways and a lack of incentives for 

clinicians to practice in community-based settings (158). The National Nursing Workforce Strategy 

(published in 2024) identified challenges in attracting and retaining nurses in rural and aged care roles, 

where continuity of care and trusted patient-provider relationships are essential (159). The 2022 

Australian Primary Health Care Nurses Association (APNA) Workforce Survey highlighted a continuing 

shortfall of nurses in rural settings and that aged care nurses reported their skills remained 

underutilised (160).  

These workforce gaps reduce access to preventive and coordinated care and limit the capacity of local 

health systems in these areas to support older adults living with chronic conditions or functional 

decline.  

Short-term and fragmented funding models 

The common provision of short-term, project-based funding undermines workforce retention and 

development. Many key primary care roles, including care coordination, chronic disease prevention 

and outreach care are funded through pilot programs or fixed-term grants. These models contribute 

to high turnover, limit the scale-up of practical initiative, and create uncertainty across the sector. The 

RACGP (as cited in Naccarella, 2014) (159) has called for predictable and integrated funding 

arrangements to support the sustainability of generalist care. The National Nursing Workforce Strategy 

echoes these concerns, stating that short funding cycles prevent long-term investment in models 

required to meet the health needs of older people (9).  

Fragmented health and aged care 

Fragmented planning remains a significant barrier to workforce effectiveness. Workforce strategies 

across general practice, hospital services, aged care and community-based supports are often 

developed in isolation. This separation contributes to duplicated roles, disconnected care pathways 

and challenges for older people navigating between health and aged care systems. The Royal 
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Commission into Aged Care Quality and Safety (2021) (161) identified a lack of integrated planning and 

coordination as a key driver of poor outcomes. The National Nursing Workforce Strategy and the 

RACGP recommend the adoption of shared workforce frameworks to align training, service delivery 

and system design (9,162).  

Lack of workforce planning and outcome evaluation 

One of the key challenges contributing to workforce shortages and maldistribution is the 

underutilisation of data in workforce planning. While health workforce data is routinely collected, it is 

not being effectively applied to guide resource allocation, strategic planning or the equitable 

distribution of healthcare services in line with the population’s changing needs (163). 

Effective data analysis involves collecting, processing and interpreting information to reveal patterns 

and trends that can inform decision-making. In the context of workforce planning, this means 

examining data on patient outcomes, staffing levels, workforce skills, turnover rates and projected 

future needs to make informed decisions about the health workforce of the future (164). Experts 

advocate for strategic workforce planning that is enhanced through AI, predictive models, decision 

support systems and evaluation tools to optimise healthcare staffing and distribution (165) 

The Australian Medical Association, in its Workforce 2025–206 pre-budget submission, also called for 

the establishment and funding of an independent national health workforce planning agency. This 

agency would be responsible for consolidating, analysing, and applying workforce data to develop 

evidence-based policies and strategies. Reestablishment of an independent workforce planning agency 

would support a proactive and efficient response to evolving healthcare demands and help ensure all 

Australians have access to high-quality care (163). In a state-level effort, Victorian Government has 

developed a Knowledge Bank to support access to relevant workforce data. This interactive repository 

acts as a resource library about the health and human services workforce to assist stakeholders to 

better plan, understand and lead the development of strategic initiatives that support health and 

human services workforce development at all stages of careers (166). 

The Australian Institute of Health and Welfare (167) identifies patient-reported outcome measures 

(PROMs) and patient-reported experience measures (PREMs) as important indicators of health system 

performance, including workforce capacity. According to the AIHW framework, system effectiveness 

should be assessed not only through clinical outcomes but also by whether care is person-centred, 

coordinated and respectful of individual preferences. PROMs and PREMs can assess critical elements 

such as relational continuity, support for health literacy and participation in care planning, particularly 

relevant for older adults and their caregivers (167). 

A recent scoping review on the implementation of PROMs and PREMs found that integrating these 

measures into routine care is associated with better communication between patients and clinicians, 

improved symptom management and more efficient service use, including decline in avoidable 

hospital admissions (168). However, this review also highlights implementation challenges such as 

system readiness, digital infrastructure and the need for workforce training to ensure consistent and 

meaningful use of these tools (168). Further literature suggests that PROMs and PREMs can inform 

workforce evaluation by providing insights into the effectiveness of team-based care, care 

coordination, and innovative primary care models (169,170). Nurse-led interventions and 

multidisciplinary teams have been particularly associated with improvements in PROM outcomes, 

including enhanced functional status, self-efficacy and health-related quality of life (170).  
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Beyond clinical indicators: towards person-centred measures of healthy 

ageing  

Traditionally, health system performance has been measured using disease-specific clinical and 

utilisation-based indicators, such as hospital admission rates, biomedical assessments (e.g., blood 

pressure and pathology results), medication usage and length of stay. Originally designed for routine 

oversight of system operations, these indicators primarily focus on clinical performance, resource 

utilisation, safety and efficiency. While valuable, they are primarily structural or process-based and 

poorly aligned with outcomes that reflect patient experience, functional ability or wellbeing (1).   

These limitations are particularly significant for older adults, whose care often involves managing 

multiple chronic conditions, as well as social, emotional and functional needs (2,3). Evidence 

consistently shows that older adults value outcomes such as maintaining independence, preserving 

cognitive and physical function, staying socially connected and being supported to live well in their 

own homes and communities - goals rarely captured in traditional metrics (2,3,4).  

Many existing quality indicators remain heavily compliance-driven, focusing on service delivery rather 

than outcomes that uphold autonomy, dignity and emotional wellbeing. Measures of resilience, 

purpose and personal goal attainment are also often missing, despite their importance to healthy 

ageing and quality of life (4). Partnering with consumers and carers in determining what and how to 

measure, ensures that health system performance reflects lived priorities and supports decision-

making that is meaningful at the individual and community level (5). 

This chapter examines how performance measurement for older adults should move beyond 

traditional biomedical and utilisation‑based indicators toward person‑centred and value‑based 

measures. It highlights the role of co-design in developing and refining patient‑reported outcome and 

experience measures (PROMs/PREMs) to capture what matters most to older adults. Drawing on 

international and Australian case studies, this chapter explores how embedding PROMs and PREMs 

into primary care and health ageing policy can improve clinical workflows, support continuous 

improvement and strengthen equity and value in care delivery. 

Gaps in measurement and misaligned metrics 

While integrated, person-centred care is widely promoted across both international and national 

policy, most outcome measurements in use remain siloed, tied to specific settings such as hospitals or 

residential care. This fragmented approach has limited capacity to follow an older person’s care 

journey across multiple services - primary care, community support and home-based services where 

much of healthy ageing occurs (3,4,6). 

Qualitative research highlights persistent barriers to measuring outcomes that reflect the complexity 

of older people’s lives. These include poor information sharing, lack of interoperable electronic records 

and disjointed care plans - all of which compromise continuity and obscure a comprehensive view of 

health and wellbeing (3). The WHO Primary Health Care Measurement Framework calls for 

disaggregated, people-centred data systems that can track outcomes across life stages and service 

settings (4). Similarly, Australia’s Primary Health Care 10 Year Plan 2022-2032 emphasises the need for 

more integrated and co-designed measurement approaches to support older Australians to age in 

place (6). 
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The benefit of tracking outcomes in primary care  

Primary care is the first point of contact for older adults and plays a crucial role in coordinating 

comprehensive long-term, holistic support (6). As the needs of older adults evolve, the understanding 

of what constitutes quality in primary care also needs to progress, moving beyond biomedical 

measures to outcomes that reflect personal goals, wellbeing and lived experience of care (2,7,8). This 

shift forms part of a broader re-evaluation of how health systems define and assess performance (1,9).  

Outcome measurements are essential for tracking what matters in primary care, such as functional 

ability, prevention and wellbeing. Embedding patient-reported outcome and experience measures 

(PROMs/PREMs) enables older adults and their carers to directly influence the assessment of care 

quality. By co-designing outcome measures with consumers and drawing on lived-experience 

perspectives, health services can ensure that what is measured aligns with what older adults value 

most - maintaining independence, connection, dignity and control over their daily lives (10).  

Further, these person-centred indicators help demonstrate the value of primary care in supporting 

older adults to age in place and address the intersecting health and social needs of older adults through 

early intervention, continuity and coordinated care (11,12). Evidence of measurable outcomes in these 

areas reinforces the importance of tailored, goal-oriented care and builds a compelling case for 

strategic investment in primary care (2). 

The 2024 Commonwealth Fund International Health Policy Survey of Older Adults lends further weight 

to this perspective. The survey found that countries with stronger primary care systems, such as the 

Netherlands, consistently demonstrate measurable improvements in access, care coordination and 

medication management for older adults. In the Netherlands, older adults report the highest rates of 

timely appointments and same-day responses to medical questions, as well as lower rates of avoidable 

emergency department use. These outcomes are supported by system features such as mandated 

after-hours GP care, illustrating how robust outcome measurement enables health systems to identify 

and replicate practices that improve care quality while reducing reliance on costly hospital services 

(13). In a framework for high-performing general practice and a sustainable healthcare system, the 

Royal Australian College of General Practitioners (RACGP) emphasises the importance of outcome 

measurements in primary care, including that improved outcomes tracking can enhance continuity of 

care, strengthen patient trust and support coordinated planning, which are critical components for 

managing chronic conditions and complex needs in older adults (12).  

To support these objectives, and in alignment with Australia’s Primary Health Care 10 Year Plan 2022-

2032, the RACGP framework adopts the quadruple aim as the foundation for general practice and a 

sustainable healthcare system, embedding this framework into the current Standards for general 

practices (5th edition) (6,14). The quadruple aim is a widely recognised global framework for health 

system redesign that evolved from the original triple aim developed by the Institute for Healthcare 

Improvement (IHI), United States of America (15,16). The RACGP framework “seeks to drive healthcare 

redesign to improve the health of the population, improve the patient experience of care, reduce 

healthcare costs and improve the work life of health providers”, focusing on four core goals: improving 

patient experience, enhancing population health, reducing per capita healthcare costs, and supporting 

provider wellbeing (12,15).  

More recently, the IHI quadruple aim has been extended to the quintuple aim, which introduces health 

equity as the fifth goal. The inclusion of health equity underscores the importance of ensuring 
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equitable access to healthcare for all individuals, regardless of their social, economic or geographic 

circumstances (16,17). The 6th edition of the RACGP Standards for general practices, currently in draft 

and undergoing pilot testing, is expected to be released in 2026 and will incorporate the quintuple aim, 

reflecting the growing emphasis on equity in outcome measurement and system reform (18). 

Figure 9.1. The evolution of the quintuple aim (16).  

 

The IHI framework’s five core aims are defined as follows:  

• Improve patient experience: Strengthen continuity of care through long-term GP 

relationships, enabling trust, shared decision-making and person-centred care (12). 

• Improve population health: Focus on prevention, early intervention and chronic condition 

management to support ageing well and reduce disease burden (12).  

• Reduce healthcare costs: Shift care away from hospitals by investing in general practice, 

preventing avoidable admissions and supporting community care (12). 

• Improve provider experience: Support GPs and teams through adequate resources, reduced 

administrative burden and a collaborative team-based approach (12). 

• Advancing health equity: Ensure fair “access to quality care by addressing social determinants 

of health” and delivering culturally safe services, tailoring support for marginalised and 

underserved populations, including those facing language, financial or geographic barriers 

(16,17). 

Figure 9.2. The quintuple aim for primary care (19) 

 

The relevance of the quadruple and quintuple aims of primary care lies in their focus on core functions 

that general practice is uniquely positioned to deliver, such as preventive care, long-term continuity 

and management of complex, chronic conditions. This is evident in the care of unrepresented older 
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adults (individuals who lack decision-making capacity and have no appropriate surrogate to act on their 

behalf), a population frequently encountered in primary care yet often overlooked in routine 

identification and outcome tracking. This highlights the need for proactive, equity-driven models of 

care, informed by lived-experience perspectives, that align with the quintuple aim (17). Furthermore, 

Rangachari (2023) highlights the untapped potential of these frameworks to foster a broader culture 

of health, with primary care positioned as a central lever for reform (20). 

Embedding outcome measures within these frameworks enables general practice to demonstrate 

value beyond episodic care, capturing the benefits of prevention, equity and long-term wellbeing 

(18,20). 

The potential of outcome measurement in Australian primary care remains a challenge in the absence 

of a unifying, strategic framework (8). As highlighted by Dawda et al. (2022) ongoing gaps in system 

design, policy alignment and data infrastructure, including limited national uptake of patient reported 

outcomes and fragmented tools such as Practice Incentives Program Quality Improvement (PIP QI), 

Medicine Insight, Lumos and Population Level Analysis and Reporting (POLAR), continue to impede 

Australia’s ability to assess outcomes that reflect the lived experience and priorities of older adults (8).   

Dawda et al. (2022) identified several state-led initiatives that have begun to operationalise 

outcome-focused models of care, drawing on linked data assets, patient-reported measures, and 

local partnerships to support more integrated and person-centred delivery within primary care (8).  

One of the most prominent examples of such innovation is the New South Wales (NSW) value-based 

healthcare initiative (see Case study 9.1).  

Box 9.1.  NSW Health: linking data and outcomes in value-based care for older adults (8,21–23).  

The New South Wales (NSW) value-based healthcare initiative is a statewide, whole-of-system program guided by 

the quadruple aim, aiming to improve patient outcomes, care experience, efficiency and provider wellbeing. It 

supports integrated care, outcome measurement and quality improvement through initiatives such as Lumos, a 

statewide linked data asset that combines de-identified general practice data with hospital, emergency department 

and specialist care datasets across NSW. A key enabler of this work is Lumos, a statewide data asset that links de-

identified general practice data with hospital, emergency department and specialist care datasets across NSW. 

Initially piloted in Western Sydney, Lumos now includes over 800 general practices and captures the care journeys 

of more than 5 million patients across ten statewide Primary Health Networks (PHNs), spanning metropolitan, rural 

and remote areas. It provides a rich foundation for understanding population health trends, supporting service 

planning and driving quality improvement in general practice.  

Lumos reports have been instrumental in highlighting the value of primary care in managing chronic conditions. For 

instance, outcome tracking for individuals with diabetes showed that patients diagnosed in general practice were 

more likely to receive appropriate medications, GP management plans and ongoing monitoring, with fewer 

hospitalisations and lower mortality rates over two years compared to those diagnosed in hospital settings. At the 

practice level, Lumos reports are used to inform quality improvement activities, with 70% of surveyed GPs reporting 

that the data had influenced or had the potential to inform changes to improve care. One example included a general 

practice setting a targeted goal to reduce Chronic Obstructive Pulmonary Disease presentations by 25%, using Lumos 

insights to guide clinical focus. 

Lumos data also underpin broader, equity-focused initiatives such as the Rapid Care for Elderly and Frail program, 

which uses integrated datasets to identify older adults at risk of avoidable hospitalisation and coordinate proactive, 

multidisciplinary care. This includes care planning, geriatric outreach, and nurse-led chronic disease management, 

with interim evaluations indicating improved coordination and more person-centred models of care. 
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The global shift towards person-centred care 

Global health reform agendas are driving a system-level transition from traditional biomedical models 

to value-based, holistic and person-centred models of care. Governments and health systems are 

rethinking how outcomes are defined, measured and applied to better reflect the needs of ageing 

populations. This shift places increasing emphasis on outcomes that older adults themselves prioritise, 

particularly maintaining independence, fostering social connection and enhancing overall quality of 

life (7,24,25). 

Box 9.2. Defining value-based healthcare (8,26,27). 

Value-based healthcare (VBHC) provides a framework for this transformation. Value is defined by NSW health as 
“outcomes and experiences that matter most to the people receiving and delivering care, relative to the cost of 
achieving those outcomes”. VBHC shifts away from fee-for-service or volume-based approaches toward models 
that emphasise outcomes, cost-effectiveness, and personalised care. 

Core components include: 

• Patient-centred outcomes: improving health results that matter to patients and consistently 
measuring them for every patient. 

• Cost-effectiveness: maximising value for money and reducing or eliminating low-value services. 

• Four essentials: "health outcomes that matter to patients, experiences of receiving care, 
experiences of providing care, and effectiveness and efficiency of care delivery." 

• Integrated care: coordinating across providers and settings to deliver seamless, person-centred 
care. 

 

The World Health Organization’s Decade of Healthy Ageing reinforces that healthy ageing extends 

beyond merely being free of disease and illness, but also the ongoing development and maintenance 

of functional ability, shaped by both intrinsic capacity and supportive environments that enable 

wellbeing in older adults (24). While this conceptual shift is widely endorsed, translating it in policy 

discussions, empirical evidence suggests that embedding it meaningfully into practice remains 

challenging. 

International efforts, including those led by the WHO and the International Consortium for Health 

Outcomes Measurement (ICHOM), are advancing the use of person-centred measures that capture 

autonomy, social participation, emotional wellbeing and the ability to live independently, core 

components of meaningful quality of life in later years (4,24,28). These initiatives demonstrate that 

embedding person-centred metrics is not only conceptually important but is both feasible and 

effective in aligning system performance with the lived priorities of older people.  

The table below highlights global frameworks that are reshaping outcome measurements in healthy 

ageing. 
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Table 9.1. International frameworks supporting person-centred outcome measurement in healthy ageing (11,29,30). 

Framework  Organisation  Focus of measurement  Relevance to healthy ageing  

Integrated Care for Older 
People (ICOPE) (11) 

World Health Organization 
(WHO)  

Intrinsic capacity, functional 
ability, community-based care.  

Promotes functional ability and 
ageing in place through early 
identification and personalised care 
planning.  

Older Person Standard Set 
(31) 

International Consortium 
for Health Outcomes 
Measurement (ICHOM)  

Autonomy, pain, emotional 
wellbeing, social participation.  

Captures what matters most to 
older people in routine care and 
supports person-centred outcome 
tracking.  

Patient-Reported Indicator 
Surveys (PaRIS) (30) 

The Organisation for 
Economic Co-operation 
and Development 
(OECD)    

Patient experience, quality of 
life, access, coordination.  

Enables cross-country comparison 
of health outcomes from the 
perspective of older adults in 
primary care.  

 

Current frameworks for measuring person-centred outcomes in healthy 

ageing 

This section outlines three key frameworks that focus on person-centred measurement: the 

International Consortium for Health Outcomes Measurement (ICHOM), the OECD’s Patient-Reported 

Indicator Surveys (PaRIS), and the Australian Health Performance Framework. 

The International Consortium for Health Outcomes Measurement Standard Sets (ICHOM) 

The International Consortium for Health Outcomes Measurement (ICHOM) is a non-profit organisation 

advancing the global adoption of standardised, person-centred outcome measurement frameworks. 

Established in 2012 through a collaboration between Harvard Business School, the Boston Consulting 

Group and the Karolinska Institute, ICHOM was established in response to growing recognition that 

traditional health system metrics often overlook what matters most to patients (25,28,31). 

Its mission is to support the transition to value-based healthcare by developing internationally 

validated standard sets of outcomes that hold significance for patients and are feasible to implement 

across clinical settings (29). This collaborative approach was informed by literature reviews, clinical 

expertise, and lived experience input from patients, families and carers. This approach ensures that 

the resulting measures are grounded in real-world priorities, culturally relevant and applicable across 

diverse health and care contexts.  

To date, ICHOM has built a global network of over 1,200 clinical, research and patient experts across 

60 countries, and published 46 standard sets, collectively covering approximately 60% of the global 

burden of disease (25). Each set is tailored to the specific needs of population groups, with each set 

containing outcome domains aligned with the priorities of that demographic (25,29,31). 

There are two ICHOM Standard Sets that are most relevant to primary care in the context of healthy 

ageing and outcome measurement:  

1. Patient-Centered Outcome Measures for Older person (31). 

2. Patient-Centered Outcome Measures for Overall Adult Health (29). 

Patient-Centred Outcome Measures for Older person 

This set is designed for routine use in primary and aged care, offering a structured way to assess and 

track outcomes that reflect older adults’ priorities for independence, wellbeing and participation in 
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life. These outcomes are grouped into  such as domains such as, autonomy, functioning, mental health; 

fall, participation and quality of life (31). 

These domains are systematically measured using validated tools, including (31):  

• Short Form Health Survey (SF-36) for pain, mood and activities of daily living.  

• Adult Social Care Outcomes Toolkit (ASCOT) for autonomy and control. 

• Zarit Burden Interview for carer burden. 

• UCLA-3 Item Loneliness Scale for loneliness and isolation. 

• Canadian Study of Health and Ageing Clinical Frailty Scale for frailty. 

Patient-Centred Outcome Measures overall adult health  

This set offers a broader framework applicable to a general adult population, regardless of health 

status, with a focus on (29):  

• General health status; 

• functional ability; 

• mental wellbeing; 

• social and work-related participation. 

It incorporates three validated instruments (29):  

• WHO (Five) Wellbeing Index (WHO5). 

• PROMIS Scale v1.2 – Global Health. 

• WHO Disability Assessment Schedule 2.0 (12 items) to measure functional and social 

participation. 

These domains are intended for use across the adult population, spanning individuals in full health 

through to those managing chronic conditions with varying degrees of control (29). 

Practical application: opportunities and limitations 

While ICHOM’s standard sets are widely endorsed, their adoption and practical implementation into 

routine practice remains inconsistent (25,28). Commonly reported challenges include: 

• data collection burden and administrative load; 

• limited integration with existing clinical workflows and IT systems; 

• insufficient training and lack of supporting infrastructure for staff (25,28).  

Recent evaluations highlight these barriers in practice. Bright et al. (2025) found that many providers 

selectively adopt outcome measures based on data accessibility and system readiness, rather than 

implementing the full standard set. Variability in how measures were defined and operationalised in 

local clinical software led to inconsistencies in data quality and benchmarking. Importantly, the authors 

identified the absence of broadly deployed standards for patient-centred outcomes as a persistent 

barrier to comparing results across regions, institutions and care models (25). These findings are 

echoed in the work of Akpan et al. (2020), who emphasised that standardised outcome sets offer a 

critical opportunity to benchmark and support consistency across care settings, including primary care 

and public health, regardless of an individual’s health status (31). These findings underscore the 

importance of addressing technical, contextual and system-level enablers if ICHOM’s standard sets are 

to be successfully embedded into routine practice, particularly within primary care and healthy ageing 

contexts (25,28,31). 
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Patient-Reported Indicator Surveys (PaRIS) 

The Patient-Reported Indicator Surveys initiative was established by the Organisation for Economic 

Co-operation and Development (OECD) in 2017 in response to growing international recognition that 

traditional performance metrics lack consistent, patient-centred data to evaluate health system 

performance, particularly in primary care and chronic disease management (30,32,33). 

As health systems seek to strengthen primary care and shift toward more patient- and person-centred 

data and value-based models, PaRIS provides a critical mechanism for measuring healthcare quality 

from a holistic perspective. Specifically targeted at individuals aged 45 years and older living with 

chronic conditions who have recently engaged (within the past six months) with their primary care 

provider, the survey focuses on capturing multidimensional health outcomes. These include physical 

and mental health, social functioning, wellbeing and general health, alongside experiential domains 

such as care coordination, communication and accessibility. This holistic perspective enables a more 

comprehensive assessment of care quality, grounded in lived experience rather than service volume 

alone. By embedding the patient voice at the centre of performance measurement, PaRIS contributes 

to value-based healthcare reform and supports international benchmarking of equity, quality and 

system responsiveness in primary care (33,34).   

Two core components that underpin the PaRIS measurement framework: Patient-Reported Outcome 

Measures (PROMs) and Patient-Reported Experience Measures (PREMs) have been used since the mid-

20th century (35). These instruments serve distinct but complementary roles in capturing healthcare 

performance from the perspective of those receiving care (30). 

Patient-Reported Outcome Measures (PROMs) 

PROMs are defined as “any report coming directly from subjects without interpretation of the 

physician or others about how they function overall or feel in relation to a condition and its therapy” 

(36). Building on this definition, PROMs enable the measurement of patient outcomes that reflect lived 

experience, including pain, fatigue, emotional distress and social functioning. The development of 

these measures involved rigorous psychometric validation to ensure reliability, sensitivity to change 

and relevance to the target population (30,36). Rather than replacing traditional clinical metrics, 

PROMs complement them by offering insights into dimensions of health not captured in physiological 

measures alone, contributing to a more comprehensive understanding of outcomes across diverse 

health settings (36).  

Structured questionnaires enable PROMs to quantify subjective experiences such as pain and 

wellbeing, often using validated tools designed for either condition-specific or general health 

assessments. PROMs are increasingly used in clinical practice, quality improvement and health service 

evaluation, providing a bridge between care delivery and patient-defined outcomes (32,36,37).  

Patient-Reported Experience Measures (PREMs) 

PREMs capture a patient’s account of what occurred during a healthcare encounter and how the care 

was delivered. This tool is specifically designed to evaluate the quality of care from the patient’s 

experience, focusing on interpersonal aspects such as communication, respect, timeliness, 

coordination and decision-making (38).  

PREMs are conceptually distinct from PROMs, which measure health status or functional outcomes, 

and from patient satisfaction surveys that are often shaped by subjective expectations and prior 
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experiences. While satisfaction metrics can be influenced by external factors unrelated to the actual 

care experience, PREMs offer a more objective basis for evaluating patient-centredness in service 

delivery. By highlighting specific areas of strength or concern, PREMs enable providers and systems to 

identify opportunities for improvement that are directly informed by the patient voice (38). 

Practical application: opportunities and limitations 

Implementation of the PaRIS initiative in Australia has been instrumental in generating evidence about 

the outcomes and care experiences of people living with chronic conditions. Translating these 

measurement frameworks into routine practice provides vital insights into how health systems 

perform for this population, an area the OECD PaRIS specifically seeks to advance (34). 

The OECD PaRIS Australian National Report (2025) found that Australia ranks among the top five OECD 

countries in four key domains of healthcare: quality of care, coordination of care, person-centred care 

and physical health. Notably, 94% of Australian participants reported positive experiences at their 

general practice, exceeding the OECD average of 87% (34). 

The data showed that patients with multiple chronic conditions (39% of the Australian adult population 

reported having three or more chronic conditions in the 2022 national census) reported worse 

outcomes and experiences. This group was less confident in managing their own care and reported 

lower trust in the healthcare system. Additionally, barriers to care were more prevalent among those 

with three or more chronic conditions and individuals under the age of 65, particularly relating to travel 

(18%) and cost (17%). Patients with lower income or education levels also tended to report lower levels 

of trust and self-management confidence (34). Older Australians, particularly those aged 65 and above, 

reported more positive experiences across multiple domains, including care coordination, mental 

health and trust in providers. Longer-term GP relationships (3–5 years) were strongly associated with 

higher satisfaction and more favourable perceptions of care continuity (34).  

While there has been growing interest in PaRIS, and in the use of PROMs and PREMs for patient-

centred evaluation, several systemic and operational barriers remain (37). As Benson (2024) notes, 

systemic complexity in healthcare settings often inhibits the consistent adoption of these measures, 

compounded by issues of leadership, planning and workflow integration. Interoperability with 

electronic health records remains limited, with common coding systems (e.g., SNOMED CT, LOINC) 

unable to accommodate all relevant concepts used in PROM/PREM questionnaires (37). 

Practical limitations include low response rates in national survey programs, with questionnaire fatigue 

often linked to poor design, lack of relevance and perceived burden. Response bias and measurement 

“noise” (e.g., inconsistencies due to mood, interpretation, or context) can further compromise data 

reliability (37). Importantly, PROMs and PREMs are not interchangeable and must be carefully selected 

to suit the intended cohort and purpose. Inappropriate or overly complex instruments risk diminishing 

clinical and policy utility (37,38). For example, Australia's participation included only 2,392 patients 

across 54 practices and response rates globally ranged from 6% to 47%, raising concerns of self-

selection bias (34). 

As noted by Bull and Callander (2024), these challenges are further compounded in Australia by the 

absence of nationally consistent PROM and PREM measures, highlighting that without coordinated 

survey programs, efforts remain fragmented and often tokenistic, limiting their usefulness for 

benchmarking or driving quality improvement. Further, the authors identified that addressing these 
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gaps will require strong leadership, standardisation and a shift away from resource-intensive 

approaches that place unnecessary burden on patients without delivering system-wide benefit (35).  

Australian Health Performance Framework 

The Australian Health Performance Framework is a nationally endorsed structure for monitoring health 

and healthcare performance, governed by the Australian Institute of Health and Welfare (AIHW). It 

replaced the National Health Performance Framework and the Performance and Accountability 

Framework, creating a single, enduring mechanism to support system-wide reporting, assess 

sustainability and the identification of national priorities for improvement (39).   

The framework groups measurement into three interrelated domains (39,40):  

• Determinants of health (9 indicators): Health behaviours, personal characteristics and 

broader socio-economic factors that influence health outcomes, such as income, education, 

and environment. 

• Health system (21 indicators): System performance measures including accessibility, 

continuity of care, effectiveness, efficiency, sustainability and safety, providing insight into 

how services are delivered and resourced.  

• Health status (15 indicators): Outcomes such as mortality, disease prevalence, functional 

health, and population wellbeing. 

Figure 9.3. Domains and context for assessing health outcomes, system performance and equity across the Australian health 

system (41).  

 

The AIHW describes the Australian Health Performance Framework as a flexible, evolving tool designed 

to support ongoing system-wide health performance reporting. Initially launched with 45 indicators 

reported at national, state, territory and local levels (where data permits), the framework aims to 

improve the quality and breadth of performance data over time (39). The AIHW is committed to 

ongoing development and improvement of the indicators, with a strong emphasis on stakeholder 

engagement, including input from governments, clinicians, consumers, academia and the private 

sector to ensure the framework remains responsive, relevant and future-focused. This collaborative 
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approach is intended to enhance data disaggregation (e.g., by age and sex) and better reflect 

population health outcomes, healthcare quality and system sustainability (39). 

In the context of an ageing population, the Australian Health Performance Framework is a foundational 

tool for mapping system-wide responses. Its value lies in providing a nationally consistent basis for 

assessing trends in service utilisation, health system responsiveness, and social determinants that 

shape later-life health (2,42). Many Australian Health Performance Framework indicators can be 

disaggregated by age group, which allows for monitoring health system performance and outcomes 

relevant to older populations. For example, the framework includes age-specific reporting on the 

prevalence of diabetes, incidence of end-stage kidney disease and rates of severe or profound core 

activity limitations, which are proxies that are particularly relevant to ageing and chronic condition 

management (39,42). Measures such as psychological distress, self-assessed health status and 

hospitalisation for injury also support assessment of wellbeing and functional status in later life. 

Although these indicators are not tailored exclusively for older adults, the Australian Health 

Performance Framework’s structure enables stratified analysis, providing an essential basis for 

tracking equity, service access and population health trends across the life course (42). 

Practical application: opportunities and limitations 

The Australian Health Performance Framework provides a nationally consistent structure for 

monitoring health system performance and is increasingly used to inform planning and evaluation for 

monitoring health system performance across aged care and primary care contexts (2,42). Its capacity 

for disaggregated analysis enables policymakers, governments, general practitioners, practice nurses 

and researchers to assess equity, service access and responsiveness across diverse older populations 

(42). This is particularly valuable for identifying gaps in primary care and aged care delivery within rural, 

regional and culturally diverse communities (39). 

The Primary Health Network (PHN) Program Performance and Quality Framework aligns with the 

Australian Health Performance Framework and identifies aged care as one of its seven priority areas 

for targeted action (43). Relevant indicators include: 

• Medicare Benefit Schedule (MBS) services provided by primary care providers in residential 

aged care facilities. 

• Rates of GP health assessments for people aged 75+ to monitor service utilisation. 

These indicators enable PHNs to assess equity, continuity of care and outcomes in older populations. 

In addition, outcome themes such as Improving Access, Coordinated Care and Addressing Needs guide 

targeted interventions and continuous quality improvement activities. Through this alignment, the 

Australian Health Performance Framework provides a foundational, nationally consistent mechanism 

for population health planning and performance evaluation, facilitating service design and resource 

allocation for Australia’s ageing population across diverse regions and settings (43). 

Although the framework includes domains such as appropriateness, continuity and effectiveness, it 

remains weighted toward structural metrics, compliance indicators and service utilisation. It is 

considered not to sufficiently capture lived experience, quality of life, autonomy or functional ability. 

These aspects are central to understanding how older adults experience and benefit from care; yet, 

they continue to be poorly measured across various settings (2,43).  

These limitations mirror findings of the Royal Commission into Aged Care Quality and Safety, which 

criticised the sector’s overreliance on clinical compliance and throughput measures, with limited 
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attention to autonomy, emotional wellbeing or life satisfaction. The Royal Commission also highlighted 

an overall imbalance in the system, with insufficient focus on relational care, meaningful engagement 

and lived experience (7).  While PROMs and PREMs are conceptually referenced in the framework, 

they remain underdeveloped and inconsistently applied in practice, limiting the framework’s ability to 

capture the lived experience, quality of life and person-centred outcomes valued by older adults (35). 

Productivity Commission highlighted the absence of robust patient-reported outcome measures 

across public services and called for a nationally coordinated strategy to improve outcome reporting 

and consumer transparency (44).  

In recent evidence, Inacio et al. (2025) argue for a pragmatic national framework that reflects the 

realities of multi-setting aged care delivery, emphasising the need for consistent, system-wide 

outcome measurement (2). Recent reviews of quality indicators also highlight persistent gaps in 

structural and person-centred metrics in home and community-based settings, particularly in relation 

to autonomy, responsiveness and lived experience (1,9). Most current indicators remain narrowly 

focused on residential care, offering limited insight into the broader aged care landscape, failing to 

reflect the diverse, person-defined outcomes relevant to ageing in place and across integrated care 

environments (2,9,42). 

This incongruity is not only technical but structural, reflecting the broader misalignment between 

current system performance metrics and the outcomes relevant to the care of older people and valued 

by older people in their care experience (2,9).  Australia lacks a cohesive, national strategy for 

implementing value-based care, with fragmented data systems, activity-based funding models and 

limited uptake of patient-defined outcomes across services (2,27).    

From a technical standpoint, the AIHW acknowledges that indicator development is complex, 

resource-intensive and prone to overreach if aspirational metrics are specified prematurely (39,42). To 

maintain the Australian Health Performance Framework’s credibility and long-term utility, investment 

in new indicators must be strategically governed, with priority given to those that offer the greatest 

return in advancing system improvement and equity. As data systems and analytics improve, there is 

significant potential to expand the framework with more meaningful outcome measures for ageing 

and aged care (2,9,42). 

Indicators relevant to healthy ageing in primary care 

Research supports the integration of person-centred indicators into primary care to reflect the 

outcomes that matter to health ageing. These extend beyond biomedical metrics, encompassing 

functional ability, psychosocial wellbeing and the lived experience of older adults (9,33). Incorporating 

is essential for monitoring equity, guiding system improvement and advancing value-based models of 

care (33). Table 9.3 outlines selected indicators, associated measurement tools and their relevance to 

healthy ageing in primary care. 
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Table 9.2. Core person-centred indicators, measurement tools and aligned frameworks for healthy ageing in primary care 

(9,29,31,33,45–47). 

Domain Indicators Measurement tools Aligned 
framework(s) 

Primary care relevance 

Functional 
status 

• Activities of 
Daily Living 
(ADLs)  

• Instrumental 
Activities of 
Daily Living 
(IADLs) 

• Mobility and 
physical 
performance 

• PROMIS Global 
Health v1.2 – 
10  

• SF-36   

• Gait speed  

• Katz Index of 
Independence 
in ADLs  

• Lawton-Brody 
IADL Scale  

• ICHOM Older 
Person 
Standard Set 

• OECD PaRIS 
PROMs 

• WHO ICOPE 
 

Early identification of 
decline supports tailored 
care planning and guides 
interventions that 
promote independence 
and prevent avoidable 
hospitalisations. It is 
critical for supporting 
healthy ageing and 
ageing in place. 

Cognitive 
function & 
mental 
wellbeing 

• Cognitive 
screening 

• Depression 

• Anxiety 

• PROMIS Global 
Health v1.2 – 
10  

• WHO-5 
Wellbeing Index  

• SF-36 mental 
health subscale  

• OECD PaRIS 

• ICHOM Older 
Person 
Standard Set 

• WHO ICOPE  
 

Early detection of 
cognitive or mental 
health decline supports 
timely interventions, 
promotes wellbeing, and 
enables coordinated care 
planning. 

Social 
participation 
and loneliness 

• Frequency of 
social 
interaction and 
perceived 
isolation 

• UCLA -3 Item 
Loneliness Scale 

• ICHOM Older 
Person 
Standard Set 

 

Identifying social 
isolation supports 
interventions to enhance 
participation, reduce 
loneliness, and maintain 
quality of life. 

Frailty and 
falls 

• Frailty level 

• History of falls 

• Canadian Study 
of Health & 
Ageing Clinical 
Frailty Scale 
(CSHA CFS)  

• ICHOM Older 
Person 
Standard Set 

 

Guides care planning, 
prevents hospitalisation. 

Quality of life • Self-rated 
overall quality 
of life 

• Perceived 
wellbeing across 
physical, mental 
and social 
dimensions 

• ASCOT SCT4  

• EQ 5D 5L  

• WHOQOL- BREF 

• WHO-5 
Wellbeing Index  

• OECD PaRIS  

• WHO ICOPE 

Captures subjective 
wellbeing; monitors 
service impact. 

Satisfaction 
with 
care/consumer 
experience 

• Experience of 
care 

• Communication 
and 
coordination 

• OECD PaRIS 
Patient 
Questionnaire 
(PaRIS-PQ)  

• Client Focused 
Evaluation 
Program (CFEP) 
– Patient 
Accreditation 
Improvement 
Survey (PAIS)  

• Insync Patient 
Satisfaction 
Instrument 
(PSI) 

• OECD PaRIS  

• RACGP 
Standards for 
General 
Practices (5th 
ed., QI1.2) 

• Australian 
Health 
Performance 
Framework 

Captures patient 
perceptions of service 
quality and 
responsiveness. Required 
for practice 
accreditation. Supports 
continuous quality 
improvement when data 
is analysed, acted upon, 
and outcomes are 
communicated back to 
patients. 
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Embedding person-centred outcomes in primary care practice: building a 

learning health system 

Embedding patient-reported measures and person-centred indicators into routine primary care 

requires intentional design so that the measurement becomes a natural part of the care process rather 

than an administrative burden. Success depends on more than simply adding new survey instruments, 

measurement tools or outcome metrics. It requires alignment with models of care that are person-

centred, relationship-based and focused on outcomes that matter most to individuals (6,33). 

Patient‑reported outcome measures (PROMs) and patient‑reported experience measures (PREMs) are 

central to this approach. Both complement traditional biomedical data by providing structured, 

validated insights into lived experience, personal priorities and wellbeing. In doing so, they strengthen 

the alignment between care delivery and what matters most to patients, underpinning the person-

centred, engagement-driven model of care reflected in this review (32,35,37).  Applying continuous 

improvement cycles to person-centred measurement.  

To have an impact, person-centred measurement must be embedded into clinical workflows and 

actively used to drive continuous improvement. In a learning health system, outcome measurement 

and quality improvement are linked through ongoing, iterative cycles of reflection (6,33). The Plan-Do-

Study-Act (PDSA) cycle provides a practical, scalable framework for operationalising this process in 

primary care (37): 

• Plan - Identify priority outcomes and select validated PROM/PREM tools that reflect the needs 

of the population served. Map integration points within existing workflows (37). 

• Do - Collect data routinely through patient portals, surveys, or in consultation methods. Ensure 

frontline staff have the training, resources and support to embed collection into care without 

adding undue administrative burden (37). 

• Study - Analyse results at patient, practice and population levels to identify patterns, gaps and 

opportunities for improvement. Use thresholds or benchmarks to interpret results and inform 

priorities (37). 

• Act - Translate findings into care plan adjustments, service redesign or targeted interventions. 

Close the feedback loop by sharing outcomes with patients and staff and plan the next 

improvement cycle (37).  

• Patient 
Reported 
Experiences 
and Outcomes 
of Safety in 
Primary Care 
(PREOS-PC-6)  

• Your 
Experience of 
Services (YES) 
Survey  

Goal 
attainment 

• Personal goals 
met 

• Co-developed 
care plans 

• Goal 
Attainment 
Scaling  

• ICHOM Older 
Person 
Standard Set 

• OECD PaRIS  

• WHO ICOPE 

Assess the extent to 
which care aligns with 
individual priorities and 
measures progress 
towards personal health 
and wellbeing goals 
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International experience shows that these cycles are most effective when PROMs data is not only 

collected but also actively applied in real-time to guide decisions, support care planning, and drive 

innovation. 

The following example illustrates how one international programme has embedded these principles in 

practice, aligning closely with the iterative Plan–Do–Study–Act (PDSA) approach (32,37). 

Box 9.3. Switzerland’s OpenPROMs in the context of OECD findings (32). 

The 2024 OECD PROMoting Quality of Care Snapshot Survey, covering 47 PROMs programs in 38 OECD and 
partner countries, found PROMs are most often used for quality improvement (96% of programs) and quality 
assurance (54%). Common approaches include audit and feedback (55%), public reporting (53%) and integration 
into clinical pathways (47%). 

Switzerland’s OpenPROMs demonstrates these principles are applied in practice. In this program, healthcare 
professionals can view individual patient results in real time, compare aggregated outcomes, and access 
summary reports. This active use of data ensures that PROMs are not merely collected for reporting, but feed 
directly into clinical decision making and service improvement, completing the feedback loop central to a 
learning health system. 

Box 9.4. Embedding PROMs in primary care - the Australian Health Care Homes trial (48) 

The National Health Care Homes trial (2016–2021) tested a bundled‑payment, team‑based model for people 
with chronic and complex health conditions. The model incorporated key features such as voluntary patient 
enrolment, risk stratification, shared‑care planning, and multidisciplinary coordination. 

Where implemented successfully, the model strengthened the role of patients and carers as core members of 
the care team. Patient‑reported priorities informed shared‑care plans and ongoing reviews. Patients reported 
greater access to practice staff, more timely clinical advice, increased involvement in planning their care, and 
improved access to allied health services and self‑management support. 

Key enablers included: 

Workflow alignment - embedding PROM/PREM collection into chronic disease management templates and 
routine consultations. 

Team-based care - expanding the contribution of practice nurses, medical assistants, care coordinators and allied 
health providers.  

Practice facilitation - PHNs employed facilitators to support transformation, build team capability and maintain 
fidelity to the model.  

Clinical relevance - selecting measures that directly inform shared decision-making and patient–clinician 
discussions. 

Continuous feedback loops - reviewing results with patients and the care team to monitor progress and adapt 
plans. 

Data and system enablers - investing in digital tools to streamline data collection, link PROM/PREM data with 
other health information, as well as payments and reporting, to support coordinated, outcome-focused care.  

The trial highlighted that sustainable adoption of patient‑reported measures depends on aligning them with 
system‑level enablers, including workforce development, integrated information systems and supportive 
funding models.  

System-level enablers: lessons from the National PHN Allied Health in Primary Care 

Engagement Framework 

While Switzerland’s OpenPROMs highlights international best practices, Australia’s own system-level 

frameworks show how structural enablers can drive integration, workforce engagement and sustained 

use of person-centred measurement in primary care (33). In effective models, PROM/PREM data are 

incorporated directly into co-developed care plans, translating patient-reported priorities into 
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actionable goals that are documented and adjusted over time. Integration within GP and nurse 

workflows can be achieved by embedding relevant questions into standard assessments and chronic 

disease management templates, reducing duplication and maintaining clinical relevance (35). 

National PHN collaboration and the integration of patient reported measures 

The National PHN Allied Health in Primary Care Engagement Framework provides a practical example 

of how coordinated system-level structures can enable consistent/long-term adoption of 

PROMs/PREMs in collaboration. It provides a practical example of how system-level structures can 

enable the adoption and sustained use of patient-reported measures (PROMs/PREMs) in primary care 

(49). The National PHN Allied Health in Primary Care Engagement Framework outlines several 

structural and cultural enablers directly applicable to PROM/PREM integration. 

• Data, quality and digital maturity: Establishing nationally agreed data standards, integrating 

outcome measures into primary care digital systems (e.g., My Health Record), and enabling 

real-time use of results in consultations. The framework also promotes linking PROM/PREM 

data to other health datasets, demonstrating value through standardised datasets, and 

supporting the uptake of digital tools by practices (49). 

• Practice engagement: Building general practice and allied health capability to collect, 

interpret, and act on patient-reported data. This includes targeted training, technology 

enablement and facilitation to help practices meet quality standards and embed measurement 

into routine care (49). 

• Integration and models of care: Embedding measurement within multidisciplinary care 

pathways so PROM/PREM results inform shared decision making, prevention and coordinated 

care. Commissioning levers can promote outcome-based models, standardised referral 

pathways, and integrated HealthPathways (49). 

• Governance and culture: Positioning PROMs/PREMs as a core element of quality and equity 

by embedding allied health perspectives into PHN governance and shifting the focus from 

illness-centred to wellbeing-oriented care (49). 

Some PHNs have already operationalised these principles – for example, integrating allied health into 

chronic disease management pathways with outcome tracking, or commissioning pilots where PROM 

data inform case conferencing and care planning. These initiatives demonstrate how strategic, system-

level enablers can translate into sustainable and practical use of person-centred measurement in 

primary care (49).  
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