
This guide is available for download at nzdoctor.co.nz/educate/independence

A GUIDE TO 
SUPPORTING INDEPENDENCE  
IN OLDER ADULTS



The positive influence  
of independence on older adults 
Most healthcare professionals will be well aware of the benefits associated with the preservation of in-
dependence for their older patients. 

Remaining at home can give older adults a sense of independence, freedom and identity, and allows 
them to retain their privacy and stay in control of their lives. 

Maintaining this sense of control can help promote feelings of purpose, achievement, and self-worth. 
And of course, living at home allows seniors to stay connected with family, friends, and the communi-
ty, which is critical for social support. 

As Dr Ngaire Kerse notes in her article titled “Independence in older age requires a lifetime of inde-
pendence” (see the first story in this publication), functional independence for older adults depends 
on a number of factors, including regular physical activity, pleasant home environments, interacting 
with supportive and positive people, feeling a sense of purpose, having autonomy in decision-making, 
keeping the brain stimulated and having optimal management of health conditions. 

Even with all these elements in place, seniors can still face threats to their independence, such as 
falls and other accidents, respiratory disorders, and heart conditions. While some of these threats are  
unavoidable, appropriate measures can be put in place to minimise their impact on senior independence. 

Over the last few years, New Zealand Doctor Rata Aotearoa has published a number of articles concern-
ing the issues facing older patients. Now, with the support of Hato Hone St John, we have compiled 
many of those articles into this handy guide. 

We intend for it to serve as a useful resource to help you when considering how to support the  
independence of your older patients. 

Many of these articles are also available online at: nzdoctor.co.nz 
If you would also like a digital version of this publication, you can find it here: nzdoctor.co.nz/ 

educate/independence
For more information about St John Medical Alarms, visit: stjohnalarms.org.nz/hcp 
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OLDER PEOPLE

Specialist GP Ngaire Kerse 
reflects on what helps keep 
older people independent, 
including the factors 
throughout life that primary 
care can have an impact on 

The importance of independence 
for older people is pretty well 
known, and GPs and nurse prac-

titioners will have dealt with transitions, 
decline and recovery in their older pa-
tients. As New Zealand emerges from 
the restrictions of the pandemic, it is 
useful to reflect on what it is that keeps 
older people independent. 

I have observed the in-
dependence of loved ones 
and patients reducing 
over the three years of the 
pandemic, and they will 
require significant en-
couragement for this to 
reverse. 

Life and Living in Ad-
vanced Age, a Cohort 
Study in New Zealand (Li-
LACS NZ) shows us that 
naturally there is a flux in 
functional status for those 
in the 80 and over age 
group, with as many stay-
ing the same or improving 
as declining.1 Of course, 
this assumed usual family, 
whānau and social activi-
ties were available.  

Physical activity is es-
sential for functional in-
dependence. The more 
steps per day the better,2 
and increasing levels of 
activity preserves and im-
proves functional status, 
prevents falls and is a na-
tional imperative for all. 
Older people don’t do as 
much activity as when they were young-
er, and those with physical impairment 
and social deprivation do even less. Start 
now with easy, accessible activity that 
can’t be avoided; make it habitual and 
ongoing to preserve functional inde-
pendence in ageing.

Think of innovative ways to enable 
activity in daily life for older people, and 
help them make it happen. A really good 

Independence in older age requires  
a lifetime of independence 

Supporting independence in older adults

thinking about the maintenance. For 
those in smaller dwellings, the require-
ments are smaller and, therefore, the 
amount of habitual activity is smaller.  

Having supportive and positive 
people around the older person contrib-
utes to wellbeing and the ability to un-
dertake activities. Attention to family 
and social relationships, including their 
quality and quantity, may lead to action 
towards enabling positive interactions. 

A sense of purpose, the economic 
and social resources to pursue that pur-
pose, and the autonomy to make it  
happen on the older person’s terms, also 
promotes independence. It’s a cycle – 
achieving purposeful actions promotes 
independence, and, in turn, independ-
ence enables pursuit of meaningful ac-
tivities. Thinking broadly about the 
implications of this in all our roles will 
enable older people to flourish and re-
cover from forced constraints related to 
the pandemic, incidental disease and 
health events.  

Autonomy for all older people to 
make decisions, and the resources to fol-
low through on them, cannot be over-
emphasised. This applies to Māori and 
all cultural groups. For those with a  
collective societal view, the ability to  

idea is to constantly and repeatedly  
refer them to the community exercise 
programme facilitated by ACC through 
your local health service. For the Auck-
land region, this is through CareConnect 
eReferrals, and there are many providers 
of appropriate exercise. In-home exer-
cise is also available for those who can’t 
make it out.  

Optimal management of health 
conditions and reduction of medica-
tion-related harms are needed for main-
tenance of independence. This is your 
job, and attention to updated manage-
ment trends, new medications and ap-
propriate use of old ones all helps. 

LiLACS NZ found that omissions of  
appropriate medication were more pre-
dictive of hospitalisations and mortality 
than inappropriate use.3 The omitted 
medications included bisphosphon- 
ates and those for cardiovascular disease 
risk management, among others.  

However, the factors that promote in-
dependence are more than just good 
health.  

The environment and context of 
the older person makes a big difference. 
For some, the natural requirement of 
maintaining a house means walking to 
the mailbox, attending to the garden and 

  Cognitive challenge is helpful for older people, especially when in a social context

Key points

u	Physical activity,  
brain stimulation, optimal 
management of medica-
tions and health conditions, 
having supportive and 
positive people available, 
and having a sense of 
purpose and autonomy all 
help to maintain indepen-
dence in older age. 

u	Independence in older 
age is affected by growth 
and development in infancy 
and childhood, and by 
modifiable risk factors  
and socioeconomic status 
throughout life. 

u	Taking a preventive and 
strengths-based approach 
to healthcare delivery 
throughout life can have a 
substantial impact on your 
patients’ independence in 
ageing.
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To be 
independent 
in older age, 
one must be 
independent 
when 
reaching 
older age 

participate in whānau and societal deci-
sions, decide to fulfil leadership roles 
and fully participate in the life they 
choose will sustain independence.  

Autonomy means choosing where to 
live and who with, when to go to bed, 
when to turn out the light, what to eat 
and when, etc. This autonomy stimu-
lates brain activity, as does physical ac-
tivity and social and environmental 
interaction, and contributes to the cycle 
of sustainable independence. Even when 
older people have some cognitive im-
pairment, they require as much autono-
my as can safely be achieved, to maintain 
their independence, feel respected and 
know they are contributing to society. 

Brain stimulation can be accom-
plished in many ways. Talking, thinking, 
reading with immediate recall and use 
of the information read, social interac-
tions, making connections with things 
and people (eg, visiting museums, un-
derstanding whakapapa and your place 
in the world), and past and future events 
have all been shown to be beneficial. 

Physical exercise, especially dual-task 
exercise where the exercise is cognitively 
challenging (kapa haka is a great exam-
ple), is especially important. Cognitive 
challenge with puzzles and crosswords 
is helpful, especially if taken in a social 
context. Wordle may be altering the  
cognitive trajectory of the world! 

Independence across  
the life course 
To be independent in older age, one 
must be independent when reaching  
older age. The figure shows different  
trajectories for independent ageing and 
for ageing less independently.  

Birth weight predicts strength in late 
life, and if growth and development in 
infancy and childhood does not proceed 
optimally, maximal functional levels  
will be lower. This also applies to mental 
health trajectories, and we can all think 
of patients who have been destroyed 
psychologically and physically from trau-
ma of various sorts in childhood. Nutri-
tion and brain stimulation early on are 
really important for realising potential.  

In adult life, there are many things 
that can impact independence in older 
age. The 2020 Lancet Commission re-
port on dementia prevention, interven-
tion and care is a great example and easy 
reading.4 If the risk factors found to be 
associated with development of demen-
tia were addressed through health and 
social services (low education in early 
life; hearing loss, obesity, hypertension 
in midlife; depression, smoking, physical 
inactivity, diabetes, and social isolation 
in late life), 35 per cent of cases of  
dementia could be prevented. 

This is primary care’s job!  
Of factors less easy to impact, low  
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References: 1. Kerse N, Lapsley H, Moyes S, et al. Health, Independence and Caregiving in Advanced Age: Findings from LiLACS NZ. Auckland, NZ: School of Population Health, University of Auckland; 2016.  
tinyurl.com/Lilacs2016 2. Klenk J, Kerse N. Every step you take. BMJ 2019; 366:l5051. 3. Ryan C, Teh R, Moyes S, et al. Quality of prescribing predicts hospitalisation in octogenarians: life and living in advanced age: 
a cohort study in New Zealand (LiLACS NZ). BMC Geriatr 2019;19(1):357. 4. Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention, intervention, and care: 2020 report of the Lancet Commission. Lancet 
2020;396(10248):413–46. Figure adapted from: Eldemire-Shearer D, Mitchell-Fearon K, Laws H, et al. Ageing of Jamaica’s population -- What are the implications for healthcare? West Indian Med J 2014;63(1):3–8. 

socioeconomic position makes indepen
dence in older age less likely, whether 
low socioeconomic status was in child-
hood, adult years or older age. This is 
government policy’s job.  

There is good evidence that frailty can 
be detected in people aged 40 to 50. The 
lower end of the range of muscle 
strength and cognitive function is de-
tectable, but trials to impact on-going 
“low-trajectory status” have not been 
able to show impact, probably because 
we need sustainable change in lifestyle 
and ongoing preventive opportunities.  

Being frail is a strong predictor of  
losing independent function, and taking 
a preventive and strengths-based  
approach to our healthcare delivery 
throughout life can have a substantial 
impact on independence in ageing.  

Over the next months of the health 
reforms, we all hope there will be room 
for more social cohesion, attention to 
independence for older people and con-
sideration of prevention approaches 
throughout the life course. Let’s all be 
on the lookout for opportunities to  
promote independence in any way  
possible. n

Ngaire Kerse is president of the New 
Zealand Association of Gerontology 
and the Joyce Cook Chair in Ageing 
Well, University of Auckland 

Possible trajectories of functional capacity by age
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Awareness of falls risk helps older 
adults retain their independence

This content was supplied and paid for by Hato Hone St John

References: 1. Ageing in place in America. Research Study. PositiveAgeing Sourcebook. 2018.  https://www.retirementlivingsourcebook.com/articles/research-study-%E2%80%9Cageing-in-place-in-america-
%E2%80%9D%C2%9D. 2. Soriano TA, et al. Clin Interv Ageing. 2007;2(4):545-554. 3. Health Quality & Safety Commission New Zealand. https://www.hqsc.govt.nz/our-work/system-safety/reducing-harm/falls/10-topics/
topic-4-addressing-risk-factors-in-an-individualised-care-plan/.  4. Sousa LM, et al. Revista gaucha de enfermagem. 2017;37(4):e55030. 5. Ambrose AF, et al. Maturitas. 2015;82(1):85-93.  6. Jehu DA, et al. Maturitas. 
2021;144:23-28. 7. Al-Aama T. Canadian family physician. 2011;57(7):771-776. 8. Roush RE, et al. South Med J. 1995;88(9):917-22. 9. Bernstein M. Manag Care Q. 2000;8(1):38-43.

The ability to live independently is 
highly valued by seniors.1 Much of 
that independence, which is critical 
to the mental health and wellbeing of 

older adults, comes from living in their own 
home. Seniors report moving out of home 
into an age related residential care facility as 
one of their greatest fears.1  

In addition to cardiac events and respira-
tory disorders, falls are a common reason for 
older adults losing their independence. One-
third of those aged 65 years or older living in 
the community experience a fall at least once 
a year and up to one-half of seniors requiring 
hospital admission with a fall-related injury 
are discharged to an age related residential  
care facility.2

With falls being a major threat to the well-
being and independence of older adults, 
identifying your senior patients who are 
at risk of falling allows steps to be taken to  
reduce harm and support their desire to 
maintain their independence.

Assessing the risk of falling in 
your older patients

Routinely asking your older patients 
about falls is critical as they may nev-
er proactively raise the topic during a 
consultation for fear that doing so may  
lead to the loss of their independence, i.e. 
having to leave home and enter aged resi-
dential care.

The Health Quality and Safety Commission 
has developed a 3-step process for screening 
those at risk of falling and addressing their 
risk factors: Ask, Assess, Act.3 

The next time you see one of your senior 
patients you can start the process by screen-
ing your senior patients’ risk of falling with 
three key questions (Ask): 

1.  Have you slipped, tripped, or fallen in 
the last year? 

2.  Can you get out of a chair without 
using your hands? 

3.  Have you avoided some activities be-
cause you might lose your balance?

Being aware of medical factors that indi-
cate susceptibility to falling will also help in the 
screening of your patients who are at risk of 
falling. Studies indicate that the following are 
major medical risk factors  for falls:4-6

•  Impaired balance and unsteady gait.
•  Medication use, especially poly-

pharmacy.
•  Previous falls and fear of falling.
•  Use of an assistive device.
•  Postural hypotension.

Other falls risk factors include female gen-
der, visual impairment, cognitive decline, 
incontinence, and certain comorbid condi-
tions (depression, diabetes, osteoporosis).4-6 
Susceptibility to falls results from the interac-
tion of multiple medical factors, with the risk 
of falling increasing with the number of risk 
factors.7

If a patient’s replies to the three key ques-
tions indicate that they are at risk of fall-
ing (Ask), you can arrange for an in-depth 
evaluation of their risk factors (Assess)  
and development of a personalised care  
plan (Act).

An immediate action you can take for all 

your patients at risk of falling is to refer  
them for a  St John Medical Alarm.

Supporting the independence of 
older patients at risk of falling

Medical alarms offer the potential for 
maintaining the wellbeing and indepen-
dence of seniors living at home by enabling 
timely intervention in case of a fall, or other 
health-related events such as a cardiac event 
or respiratory issue. The use of a medical alarm 
can reduce mortality rates as well as hospital 
admissions and inpatient days in community- 
residing older adults,8,9 potentially reducing  
the requirement for long-term aged care.

It is not possible to be there to protect your 
patients all of the time, but with a St John 
Medical Alarm seniors in your care are able 
to go home and be and feel safe knowing 
they can access help 24/7 if they need it, giv-
ing them the peace of mind and reassurance 
to live a full, independent life, and to stay at 
home for longer.

A St John Medical Alarm offers 24/7 re-
sponse and is the only medical alarm that 
connects directly to Hato Hone St John. All 
patients are eligible for a FREE trial, and refer-
ral is a straightforward process through your 
Practice Management System via Healthlink 
or ERMS.

For more information go to:  
stjohnalarms.org.nz/hcp

Identifying your older 
patients who are at risk 
of falling allows steps 
to be taken to reduce 
harm and support their 
desire to maintain their 
independence.
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OLDER PEOPLE

Specialist GP Ngaire Kerse  
writes about how we think  
and talk about older people, 
and how it makes a difference 
to their wellbeing 

Ageism is deeply embedded in  
our society and institutions, and 
we  are products of that society  

and operate in its institutions. As “the 
doctor”, your words, attitudes and  
ways of working have an impact on  
the health and wellbeing of your older  
patients.  

You may not think or see this, but 
qualitative and intervention research 
shows benefit to older people when they 
are given respect and feel listened  
to, and their behaviour changes because 
of GPs’ words and advice. 

Similarly, negative words and atti-
tudes can have a huge impact. 

Our aim should be full inclusion and 
participation in society of our older pa-
tients, so let’s be part of the solution, 
not part of the problem.  

FrameWorks Institute is an organisa-
tion that develops and disseminates 
useful toolkits to inform, raise aware-
ness and provide resources to help  
people change. They give some simple 
suggestions about reframing our  
language about ageing (see table).  

For GPs, nurses and nurse practitio-
ners, it is easy to change words, but 
changing our thinking is harder. Here 
are a few areas to consider:  
•Demographic change is an opportu-
nity, rather than a burden. Emphasise 
the contributions that older people 
make to our lives, to each other’s lives 
and to the translation of wisdom 
through the generations.  
•A comprehensive approach to ageing 
is needed, not just for health but for 
housing, transport, income support and 
local government – recognising that  
the non-medical determinants of well-
being are as important as health, is  
critical to giving advice and pointing out 
opportunities.  
•Allow older women and men to be  
self-advocates and let them speak on 

their own behalf. This 
pertains to difficult choic-
es that they may wish to 
make themselves, and  
applies to strong family 
members (eg, spouses, 
daughters), other clini-
cians and neighbours.  

Why should  
you care? 
Because ageism is bad for 
health.  

During the COVID-19 
pandemic, older people 
were labelled as vulnera-
ble and dispensable over-
night – a direct effect on 
mortality related to age 
was obviously associated 
with access to treatment.  

The Australian Royal 
Commission into Aged 
Care Quality and Safety 
also outlines numerous 
issues and areas for im-
provement (tinyurl.com/
AgedCareReport). 

Further, the ABC has 
nicely summarised issues 

of ageism that are broader than resi
dential care (tinyurl.com/ABCageism).  

Those people who feel discriminated 
against (high age discrimination on 
questionnaires) have worse diseases and 
incur more costs. Using population 
prevalence estimates, and adjusting for 
confounders, one study found that one 
year of ageism costs US$63 billion,  
or one of every seven dollars spent on 
eight common chronic diseases.1  

Potentially, those subjected to dis-
crimination don’t value themselves, 
don’t look after their health and are  
denied opportunities (sounds fam- 
iliar!). Impacts on loneliness, social iso-
lation and even cognition have been  
associated with ageism against older  
people.  

A systematic review published in  
2020 found the simultaneous impact of 
structural ageism, where institutions  
reinforce systematic bias against older 
people, and individual ageism, where  
older people assimilate negative views 

of ageing from their culture, results in 
worse health outcomes all around the 
world and across age groups, and has 
greater negative impact on people oth-
erwise economically and educationally 
disadvantaged.2  

This review reported on 50 studies 
about physical illness and 42 studies 
about mental illness where ageism was 
associated with worse outcomes. On  
a brighter note, when older people re-
sisted negative age stereotypes, they 
were less likely to experience suicidal 
ideation, post-traumatic stress disorder 
and anxiety.2 

Mechanisms by which ageism impacts 
on health include psychological (low 
self-efficacy, less perceived control, lack 
of purpose in life, greater intention to 
leave work), behavioural (less physical 
activity, less career-advancing activities) 
and physiological (C-reactive protein 
partially mediates the relationship  
between positive self-perceptions of  
ageing and longevity) pathways.2 

There are examples of successful in-
terventions that changed attitudes  
towards older people, knowledge  
about ageing and comfort with older  
people. 

Combined interventions with educa-
tion and intergenerational contact 
worked the best, and the most impacted 
were women, and adolescent and young 
adult groups. However, no significant  
effects on anxiety about one’s own  
ageing or interest in working with  
older adults were found.3 

Whether health outcomes for older 
people were improved was not studied 
– this would be hard to study as the im-
pacts of ageism are likely to be accrued 
over a lifetime.3 

So, I invite you to the bandwagon  
of anti-ageism, to think about older  
people positively, to act positively and 
encourage full participation in society 
for your older patients. Their health  
will benefit, and your job will be easier 
as a result. n  

Ngaire Kerse is president of the New 
Zealand Association of Gerontology 
and the Joyce Cook Chair in Ageing 
Well, University of Auckland 

Reframing ageing: Ageism is an insidious 
problem and it’s linked to bad health 

  
During the 
COVID-19 
pandemic, 
older people 
were labelled 
as vulnerable 
and 
dispensable 
overnight 

Key points  

u	Ageism is associated  
with worse physical and  
mental health outcomes 
and high healthcare 
costs. 

u	Mechanisms by  
which ageism impacts  
on health include 
psychological, 
behavioural and  
physiological pathways. 

u	Interventions that 
combine education  
with intergenerational 
contact can change 
attitudes towards older 
people, knowledge about 
ageing and comfort with 
older people. 

u	The ageing population 
should be seen as an 
opportunity, rather than  
a burden.  

References: 1. Levy BR, Slade MD, Chang ES, et al. Ageism amplifies cost and prevalence of health conditions. Gerontologist 2020;60(1):174–81. 2. Chang ES, Kannoth S, Levy S, et al. Global reach of ageism on older 
persons’ health: A systematic review. PLoS One 2020;15(1):e0220857. 3. Burnes D, Sheppard C, Henderson CR Jr, et al. Interventions to reduce ageism against older adults: A systematic review and meta-analysis.  
Am J Public Health 2019;109(8):e1–9.



Supporting independence in older adults

NEW ZEALAND DOCTOR  RATA AOTEAROA   � 7

G
erd A

ltm
ann on P

ixabay 

Reframing conversations about ageing

Instead of using… Try to...

Catastrophic terms about the growing population of older people 
(time bomb, silver tsunami)

Talk affirmatively about longer and healthier lives, and about  
ageing as an opportunity

Terms that are homogenising and stoke stereotypes  
(seniors, elderly) 

Use more neutral terms (older people, older New Zealanders)  

Pronouns (they, them) or “othering” terms that frame older  
people as a group to set aside, assuming they are different

Use inclusive terms (we, us) in reference to the universal  
experience of ageing and to give a voice to self-advocates

References to “youth” to describe older age (accumulated youth, 
60 is the new 50) or positive achievements or behaviours  
(young at heart) 

Use direct affirmation of being old (it’s okay to be old) or  
alternative adjectives to describe positive achievements or  
behaviours  

Possessive pronouns that assume older people are someone’s 
property (our older people) 

Remove the possessive pronouns 

Adjectives around frailty to describe a whole age group  
(vulnerable, at-risk population)

Specify the risk factors that are putting people in situations  
of vulnerability

Conflict-oriented words to describe ageing experiences  
(struggle, battle, fight ageing)  

Use the building momentum metaphor: ageing is a dynamic  
process that leads to new abilities and knowledge we can share 
with our communities

Inspired by Quick Start Guide (Aging). Washington, DC; FrameWorks Institute: 2017. tinyurl.com/ReframeAgeing

Ageism is ingrained in our society – almost everyone has negative feelings about ageing
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The importance of timely treatment  
for CVD events

This content was supplied and paid for by Hato Hone St John
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It is already well-understood that timely 
intervention is essential to mitigate the ef-
fects of cardiovascular events. That is par-
ticularly relevant when it comes to adults 

aged over 65 years, for whom the prevalence 
of heart attack, stroke and heart failure is 
highest.1

Assessment of your older patients regard-
ing their vulnerability to cardiovascular dis-
ease (CVD) should ideally include consider-
ation of their home environment. If they live 
independently or are likely to be on their own 
for extended periods, then it might be appro-
priate to consider recommending a personal 
emergency response device such as a medical 
alarm when tailoring their care plan. 

Prompt therapy leads to  
improved outcomes

The key to acute management of heart at-
tacks is the amount of time it takes to restore 
the coronary artery blood flow.2,3 The sooner 
that percutaneous coronary intervention (PCI) 
can be performed (typically within 12 hours of 
coronary occlusion), the better the chance of 
a good outcome. Total time to performance 
of PCI is the sum of onset-to-door time (OTD: 
time between symptom onset and hospital 
arrival) and door-to-balloon time (DTB: time 
between hospital arrival and performance of 
PCI). 

Compared with longer DTB (≥90 mins) and 
OTD (≥4 hrs) times, patients with acute heart 
attack requiring PCI who had shorter DTB 
(<90 mins) and OTD (<4 hrs) times had low-
er longer-term mortality (3.51% vs 7.25%).4  

Demonstrating the strong effect of travel time 
on clinical outcome, a longer OTD time (≥4 
vs <4 hrs) was associated with significantly 
(p<0.03) higher longer-term mortality despite 
a shorter DTB time (<90 vs >90 mins).4

The need for early treatment is even more 
critical for stroke patients, with thrombolyt-
ic therapy having a therapeutic window of 
only several hours.5,6 Initiating therapy with-
in this narrow window is essential for im-
proved outcomes. Stroke patients who used 
an ambulance were more likely to reach the 
hospital and be treated with thrombolytic 
therapy within the therapeutic window than  
non-ambulance users (64.6% vs 29.6%; 
p<0.001).5  The OTD time was significantly 
shorter for ambulance users than for non- 
ambulance users (32 vs 44.5 min; p<0.001).

The longer-term implications  
if treatment is delayed

Delayed treatment, for whatever reason, 
in patients experiencing exacerbation of their 
heart failure symptoms has been demonstrat-
ed to be significantly associated with an in-
creased risk of rehospitalisation and mortality 
after discharge.7

Patients whose health status is dimin-
ished following either a heart attack, stroke, 
or the onset of heart failure risk loss of func-
tionality,8 and their ability to continue to live 
independently may be threatened. Acute 
and chronic post stroke health status are es-
pecially undesirable, with the functional im-
pact likely to involve cognitive and mobility 
impairments. The acute health state after a 
heart attack is also associated with reduced 
function. At least four in every ten survivors of 
a heart attack requiring hospitalisation expe-
rience clinically relevant declines in physical 
functioning in the year following the event.9

Getting help when it’s needed
Intervention strategies are recommended 

to reduce the pre-hospital delay so that med-
ical care for CVD events is received within the 
therapeutic window, thereby likely improving 
clinical outcomes and the ability to live inde-
pendently.  A personal emergency response 
such as a medical alarm can be an appropriate 
solution to this need. 

Referring a St John Medical Alarm can offer 
your older patients 24/7 response and is the 
only alarm that links directly to Hato Hone St 
John.  As part of the treatment plan for your 
older patients, access to help through a med-
ical alarm can instil the confidence to live a 
more independent life.

Referral is straightforward through your 
Practice Management System via Healthlink 
or ERMS and your patients have access to a 
FREE trial.

For additional information visit: 
stjohnalarms.org.nz/hcp

Patients whose health 
status is diminished 
following either a 
heart attack, stroke, 
or the onset of heart 
failure risk loss of 
functionality,8 and their 
ability to continue to 
live independently 
may be threatened.

8
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The importance of timely treatment  
for CVD events

This content was supplied and paid for by Hato Hone St John
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It is already well-understood that timely 
intervention is essential to mitigate the ef-
fects of cardiovascular events. That is par-
ticularly relevant when it comes to adults 

aged over 65 years, for whom the prevalence 
of heart attack, stroke and heart failure is 
highest.1

Assessment of your older patients regard-
ing their vulnerability to cardiovascular dis-
ease (CVD) should ideally include consider-
ation of their home environment. If they live 
independently or are likely to be on their own 
for extended periods, then it might be appro-
priate to consider recommending a personal 
emergency response device such as a medical 
alarm when tailoring their care plan. 

Prompt therapy leads to  
improved outcomes

The key to acute management of heart at-
tacks is the amount of time it takes to restore 
the coronary artery blood flow.2,3 The sooner 
that percutaneous coronary intervention (PCI) 
can be performed (typically within 12 hours of 
coronary occlusion), the better the chance of 
a good outcome. Total time to performance 
of PCI is the sum of onset-to-door time (OTD: 
time between symptom onset and hospital 
arrival) and door-to-balloon time (DTB: time 
between hospital arrival and performance of 
PCI). 

Compared with longer DTB (≥90 mins) and 
OTD (≥4 hrs) times, patients with acute heart 
attack requiring PCI who had shorter DTB 
(<90 mins) and OTD (<4 hrs) times had low-
er longer-term mortality (3.51% vs 7.25%).4  

Demonstrating the strong effect of travel time 
on clinical outcome, a longer OTD time (≥4 
vs <4 hrs) was associated with significantly 
(p<0.03) higher longer-term mortality despite 
a shorter DTB time (<90 vs >90 mins).4

The need for early treatment is even more 
critical for stroke patients, with thrombolyt-
ic therapy having a therapeutic window of 
only several hours.5,6 Initiating therapy with-
in this narrow window is essential for im-
proved outcomes. Stroke patients who used 
an ambulance were more likely to reach the 
hospital and be treated with thrombolytic 
therapy within the therapeutic window than  
non-ambulance users (64.6% vs 29.6%; 
p<0.001).5  The OTD time was significantly 
shorter for ambulance users than for non- 
ambulance users (32 vs 44.5 min; p<0.001).

The longer-term implications  
if treatment is delayed

Delayed treatment, for whatever reason, 
in patients experiencing exacerbation of their 
heart failure symptoms has been demonstrat-
ed to be significantly associated with an in-
creased risk of rehospitalisation and mortality 
after discharge.7

Patients whose health status is dimin-
ished following either a heart attack, stroke, 
or the onset of heart failure risk loss of func-
tionality,8 and their ability to continue to live 
independently may be threatened. Acute 
and chronic post stroke health status are es-
pecially undesirable, with the functional im-
pact likely to involve cognitive and mobility 
impairments. The acute health state after a 
heart attack is also associated with reduced 
function. At least four in every ten survivors of 
a heart attack requiring hospitalisation expe-
rience clinically relevant declines in physical 
functioning in the year following the event.9

Getting help when it’s needed
Intervention strategies are recommended 

to reduce the pre-hospital delay so that med-
ical care for CVD events is received within the 
therapeutic window, thereby likely improving 
clinical outcomes and the ability to live inde-
pendently.  A personal emergency response 
such as a medical alarm can be an appropriate 
solution to this need. 

Referring a St John Medical Alarm can offer 
your older patients 24/7 response and is the 
only alarm that links directly to Hato Hone St 
John.  As part of the treatment plan for your 
older patients, access to help through a med-
ical alarm can instil the confidence to live a 
more independent life.

Referral is straightforward through your 
Practice Management System via Healthlink 
or ERMS and your patients have access to a 
FREE trial.

For additional information visit: 
stjohnalarms.org.nz/hcp

Patients whose health 
status is diminished 
following either a 
heart attack, stroke, 
or the onset of heart 
failure risk loss of 
functionality,8 and their 
ability to continue to 
live independently 
may be threatened.

Treatments for frailty can be reactive 
or preventive, and nutrition and exercise 
tend to be the most common. You might 
say, “Eat more protein, especially in  
the morning, and exercise please.” Or, if 
you are more into motivational inter
viewing, you can ask, “How could you 
manage to do a little more activity?” 

Exercise and  
habitual activity 
Exercise, particularly progressive resis-
tance training in the formally super-
vised, thrice-weekly, vigorous form  
is effective in delaying and reversing 
frailty. However, it is not consistent  
and also very hard to “enforce” in those 
aged 70 and over.  

General habitual activity is good  
too and is associated with less frailty  
(it’s a chicken or egg scenario, but exer-
cise can be influenced more easily than 
frailty). Those who live in houses  
with stairs live five years longer. The  
biggest differential is between the very  
sedentary and those with any activity, 
and it is a dose response where more  
is better.  

Figure 2 (over page) is from my PhD 
in Australia in the 1990s. I think it still 

an older person who is not frail, and the 
red line is frail – vulnerable to worsening 
health status from minor illnesses.  

Obviously, how you recognise frailty 
is another story. You may look at physi-
cal ability – slowness, weakness, low 
physical activity, exhaustion and unin-
tentional weight loss are the five criteria 
of the Fried frailty phenotype.  

An accumulation of many deficits  
is the Rockwood model that was devel-
oped from the interRAI comprehensive 
assessment. The Rockwood Index can 
be constructed from usual data consid-
ering as many items as you have  
available (it has to be more than 30  
items across functional assessments, 
blood tests, conditions, etc). If you  
have 30 items, those with deficits in 
more than 20 per cent of them are said 
to be frail.  

GPs tend to recognise frailty with a 
“gut feeling”. For example, you might 
think that your patient will do badly  
after their knee replacement or if  
they were to fall. What is needed, of 
course, is some prehabilitative action – 
some encouragement and a check over,  
looking for underlying anaemia, inactiv-
ity and misery. 

Optimising ageing: Think about  
frailty, exercise, habitual activity

OLDER PEOPLE

Specialist GP Ngaire Kerse 
discusses the interplay  
of frailty, physical activity  
and social connections  
in older people 

I have been reviewing some conver
sations I had with the physiothera-
pists at one of their conferences. 

They were surprised I wasn’t a physio, 
and I was very happy with the honorary 
physio-for-a-day title they gave me.  
Anyway, here are some thoughts on  
optimising ageing.  

Of course, your older patients are 
sometimes your favourites, sometimes 
your nemeses. Living at home is great, 
but as one ages, sometimes that gets  
difficult. There seems to be a trend for-
everyone to downsize, go into retire-
ment villages or move hundreds of miles 
away to a new place that is cheaper,  
near children, with more sunshine, or 
just for the hell of it.  

So, here are some things to think 
about the next time you see one of your 
older patients.  

Frailty  
Frailty is a clinical syn-
drome that might not be 
very obvious to the un-
trained and non-inquiring 
eye.  

Figure 1 (over page) 
shows the imagined line in 
the sand for functional 
abilities – that of having 
enough function to look 
after yourself in your own 
home (with or without 
support) – and two hypo-
thetical people trucking 
along (shown by the green 
line higher up and the red 
line lower down). Then 
there is a “perturbation”, 
such as a urinary tract in-
fection, and you can see 
the red line (person) dip-
ping down below the line 
of independence before  
recovering to a slightly 
lower base level. The green 
line above has a relatively small dip and 
recovers to the same level as before the 
perturbation. The green line represents 

Key points

u	Frail older people are 
vulnerable to worsening 
health status from minor 
illnesses. 

u	There is a dose–
response relationship 
between increasing 
physical activity and 
decreasing frailty. 

u	When older people 
move into retirement vil- 
lages or aged-residential 
care, they must replace 
their daily habitual activity 
with some other activity. 

u	Social connection is 
associated with higher 
activity levels and better 
outcomes. 

Making up almost half of older women’s activity, housework is life-saving!

R
aw

pixel on iS
tock



Supporting independence in older adults

10   � NEW ZEALAND DOCTOR  RATA AOTEARO

Figure 2. Patterns of activity in older people 

S
upplied 

applies, especially when I talk with  
older patients living in the family home. 
The figure shows the activity patterns 
of 276 people over age 65 living in  
Melbourne suburbs. Activity (minutes 
per two weeks) was self-reported and 
categorised into walking, gardening, 
sports (mostly bowls, golf and swim-
ming), housework and home mainte-
nance, and other. I never published 
these data, so you are the first official 
audience.  

It is not rocket science to see that, 
overall, men outstrip women in activity 
levels in everything except house- 
work. The main point is that house- 
work makes up almost half of older  
women’s activity, and I postulate that in 
this setting, housework is life-saving! 
I was giving this talk one day and my  
husband in the audience piped up and 
said, “So, when are you going to start?”  
Hmmm. 

Now, let’s imagine what happens 
when that little old lady moves into a 
unit – what happens to her access to 
housework activity? It must be replaced 
by other activity on a regular daily  
basis. How to do that in the new environ-
ment is a very important question you  
can ask.  

Where are your  
favourite people?  
Social connections, activities and inter-
actions are also life-saving. Vibrant so-
cial networks are associated with better 
activity levels, longer life, fewer adverse 
events and pretty much most positive 
outcomes.  

I met a woman walking in a South  
Island city, and she told me her tale of 
moving across town because a unit was 
available there (not locally) after her  
husband died. 

The trouble was, her bridge partner 
and reading buddies were now across 
town, and she had trouble getting back 
for the weekly activities. The folk in  
the new place weren’t friendly, and she  
had never been so lonely.  

So, what happens when a patient’s 
move is further and the oomph needed 
to create new social connections has  
faded? Talking with older people about 
these things can edge into your regular 
conversations, as well as talking through 
other complex family matters. Perhaps, 
it is part of the life coach role that the 
GP has – after all, the longer you stay  
in the one place, the more events go  
by to talk about, such is the flavour of  
continuity.  

So, to optimise ageing, think about 
frailty, take habitual activity like a daily 
therapy, and hang out with your favou-
rite people. n

A
dapted from

 C
legg A

, et al. (Lancet 2013
;381:752–62

) 

Figure 1. Vulnerability of older people to a sudden change in health status following a minor illness 

Reference: Clegg A, Young J, Iliffe S, et al. Frailty in elderly people. Lancet 2013;381(9868):752–62.

Ngaire Kerse is president of the New Zealand Association of Gerontology and the Joyce Cook Chair 
in Ageing Well, University of Auckland
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Mitigating the risks of breathing 
difficulty in older adults

This content was supplied and paid for by Hato Hone St John
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Breathing problems represent a major 
health challenge for as many as one-
in-three older adults,1 and rank among 
the most frequent reasons for an am-

bulance call out in New Zealand.2 Breathing 
difficulty in seniors is associated with com-
promised wellbeing, increased clinic and 
emergency department visits, high rates of 
hospital admission, and an increased risk of 
death.3,4 

Hospitalisation due to exacerbation of 
chronic obstructive pulmonary disorder 
(COPD) can lead to physical and functional im-
pairment in older adults,5 and risk their ability 
to live independently. A higher frequency of 
falls, which can also result in a loss of inde-
pendence,6 has been observed after hospi-
talisation in older patients with exacerbation 
of COPD compared with stable COPD, attrib-
utable to balance deficits due to increased 
breathlessness and reduced muscle strength.7 

With breathing difficulties having the po-
tential to threaten the independence of older 
adults, measures can be taken to mitigate this 
risk.

Enabling older adults to live  
independently

Research indicates that seniors have a 
strong desire to live independently,8,9 and 

that two-thirds are open to using assistive 
technologies to support them to do this.9  

Specifically, they want assistive technology 
that is connected to a network, easy to find, 
and simple to use.10 

A medical alarm, or personal emergency 
response system, is an assistive technology 
that can play an important role in preserving 
the quality of life and independence of older 
adults. Studies confirm that older adults find 
medical alarms simple to use, and that they 
instil enhanced feelings of safety and security, 
which likely contributes to seniors being able 
to live independently.11-13 Studies also show 
that the use of a medical alarm can reduce 
hospital admissions, shorten hospital stays 
and improve quality of life in community- 
living seniors,14,15 potentially delaying the 
need for long-term age-related care.

Peace of mind for you and your 
older patients

With a St John Medical Alarm, help is just 
the push of a button away. This makes it easy 
for your senior patients to get the support 
they need when you cannot be there, such as 
if they are unable to phone someone because 
they are struggling to breathe.  Breathless-
ness is one of the most common reasons for 
the activation of a medical alarm.16 

A St John Medical Alarm offers 24/7 re-
sponse and is the only medical alarm that 
connects directly to Hato Hone St John, of-
fering your older patients around-the-clock 
access to expert care and the reassurance to 
be able to live an independent life and stay at 
home longer. 

Your patients have access to a FREE trial 
of a St John Medical Alarm.  Simply refer them 
through your Practice Management System 
via Healthlink or ERMS.

For additional information visit: 
stjohnalarms.org.nz/hcp

The use of a medical 
alarm can reduce 
hospital admissions, 
shorten hospital stays 
and improve quality 
of life in community-
living older adults.14,15
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We are in 
for a difficult 
time, and 
all of us 
will need to 
think about 
our older 
members  
of society 

OLDER PEOPLE

Specialist GP Ngaire Kerse 
reflects on attitudes about 
ageing and how these can 
affect both your patients’ 
wellbeing and your own future 

One of the best reads I have had 
recently is summarised in this 
short YouTube clip (youtu.be/

A74CKWkp6B4), which may be more pal-
atable than the full report for most busy 
people. The Perennials: The Future of Age-
ing is the product of ongoing surveys with 
older people in over 20 countries around 
the world, and surveillance of leading 
ageing research and demography.1  

As our ageing population flourishes 
into being half of consultations over the 
working life of those GPs just starting 
out, let’s reflect on what difference atti-
tudes make.  

How old is ‘old’? 
If you ask the 16 to 24-year-olds, they 
will say age 61 is old; if you ask a 50-year-
old, they will say around 75; and if you 
ask a 75-year-old, they will say 80s. It’s 
always older than you are.  

Around the world, how old is old dif-
fers as well. In Spain, you are old at age 
74, and in Saudi Arabia, you are just 55. 
I asked the emeritus professor of geriat-
ric medicine David Richmond when he 
was 92, and he said, “I think I have made 
it to the target group that we want to 
study.”  

For clinicians, being old is realised 
with the complexity of medical condi-
tions and balancing of pills, creams and 
investigations, working out the combi-
nation of support needed to maintain 
independent living, filling in the insur-
ance claims for travel (now that it has 
started up again) and negotiating the 
complex family issues. Societies and old-
er people themselves have different 
views than the GP. 

The negative 
The negativity about older people comes 
from societal and media portrayal of 
older people being frail, ill, dependent, 
having low social status, contributing 
little to the economy and being a drain 
on health services.  

Older people get 1.5 per 
cent of parts in TV shows 
and movies, and when 
you look at dialogue, older 
men get 5 per cent of 
speaking parts and wom-
en 3 per cent – no wonder 
they are invisible. Most 
advertising has people 
aged under 40 in it, but 
most money is spent by 
those aged over 40.  

People with a negative 
view of ageing have great-
er difficulty planning for 
the future, can struggle 
with relationships and are 
more likely to have depres-
sion and loneliness. At 
least 20 per cent of older 
populations are affected 
by loneliness or isolation.  

COVID-19 has made 
this worse for some and 
better for others. With 
children worrying about 
older parents, contacts 
may have been more fre-
quent during lockdowns, 
and when the lockdowns 
lifted and people went 
back to work, older rela-

tives went down the priority list again. 
We are in for a difficult time, and all 

of us will need to think about our older 
members of society, include them and 
listen out for them.  

Poverty  
Socioeconomic status makes a difference 
to ageing, and longevity is affected by 
the postcode lottery like a lot of things.  

As you travel south in Auckland from 
the North Shore, life expectancy de-
creases (Stats NZ data 2017–2019; 
stats.govt.nz). For men, life expectancy 
at birth on the North Shore is 83+, and 
in south Auckland, it is as low as 75. 
Women living on the North Shore have 
a life expectancy of 87+, compared with 
79 for some areas of south Auckland. 
This is shocking in our safe, first-world, 
developed society!  

Age discrimination adds to racial  
discrimination, and regional differences 
add to the ethnic disparity of at least sev-
en years lower life expectancy for Māori. 

The positive 
There is, of course, another view. Inter-
views with older people who were “ill”, 
by our standard (complex multimorbid-
ity), showed they were not focused on 
their health, manage daily activities de-
spite health issues, and focus on family, 
wellbeing and plans for society.  

The reality is that older people are 
happier – the least happy section of the 
population is those aged 40–64 (the 
busy years). Older people are more con-
nected, and those who are contributing 
to their families and society are more 
content. Older people are considered 
wise, and many younger people now  
value older people’s contributions,  
especially as older people stay in the 
workforce for longer.  

Older people also make active relation-
ship choices, with the divorce rate in the 
60s climbing over the last decades – per-
haps people see the next 30 years as 
needing to be different from the last 30.  

With this comes an increase in sexu-
ally transmitted infections for those aged 
50–70 and beyond. An 85-year-old ac-
quaintance contracted hepatitis B from 
a new partner a few years ago, so be alert 
to this. At least 40 per cent of those be-
tween age 65 and 85 are sexually active 
(higher if they have a partner), and ap-
proximately half of those aged over 65 
say they are not getting enough sex. 

What can you do?  
Don’t forget there is a person under 
there, even when they have dementia 
with delusions, live in a nursing home, 
have COVID-19, take their time to get 
up on the examination table, or don’t 
recognise you in your personal protec-
tive equipment.  

Enjoy the wisdom of older patients, 
and encourage them to continue con-
tributing to their families, whānau and 
communities. Intergenerational contact, 
engagement and activities help dissipate 
ageism. Any ways you can encourage 
that in your practice, and in the way you 
live, will be good for older people.  

Those who have positive attitudes 
about ageing, during mid and late life, 
live an average of seven years longer. So, 
my last word, for your own good, is to be 
positive about ageing and you will live 
longer. n

Planning for the future: Be positive  
about ageing and you will live longer 

Reference: Hall S, Rennick K, Williams R. The Perennials: The Future of Ageing. London, UK: Ipsos MORI, Centre for Ageing Better; 2021. thinks.ipsos-mori.com

Key points  

u	People with negative 
views of ageing have 
greater difficulty planning 
for the future, can struggle 
with relationships and  
are more likely to have 
depression and loneli
ness; those with positive 
attitudes about ageing 
live longer. 

u	Socioeconomic status 
affects ageing and 
longevity, adding to 
ethnic disparity. 

u	Older people who  
contribute to their families 
and society are more 
content, and intergener-
ational contact helps 
dissipate ageism. 

u	Be alert to sexually 
transmitted infections in 
older people in new 
relationships. 
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Encourage older people to continue contributing to their families and whānau

Janosch Lino on U
nsplash

Ngaire Kerse is president of the New 
Zealand Association of Gerontology 
and the Joyce Cook Chair in Ageing 
Well, University of Auckland
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Using technology to support the 
independence of older adults

The social policies of many countries, 
including New Zealand, advocate for 
older adults to remain in their own 
homes and communities, as this can 

be fundamental to sustaining personal inde-
pendence and social connection.1 These so-
cial policies are consistent with older adults 
expressing a strong desire to remain living at 
home and avoid entering an age related resi-
dential care facility.

However, acute medical events due to car-
diovascular disease (CVD) can threaten the in-
dependence of seniors, who are more likely to 
be living with CVD than their younger coun-
terparts.2 A non-fatal heart attack or stroke 
can result in physical and/or cognitive disabil-
ity that contributes to loss of independence.3,4 

Reducing the risk of delayed 
treatment

Disabilities as a result of stroke and heart 
failure following an acute heart attack are re-
lated to infarct size, and delayed treatment is 
a determinant of increased infarct size.5 Also, 
delay in seeking medical care in patients ex-
periencing worsening heart failure symptoms 
has been linked with a greater likelihood of 
rehospitalisation following discharge.6 

Causes of delayed treatment and not using 
emergency medical services after an acute 
CVD event are targets for improvement inter-
ventions to shorten the time to medical treat-
ment.7 This can be addressed by the use of a 
technological intervention such as a personal 
medical alarm, the potential value of which is 
highlighted by the finding that 63% of heart 
attacks in the home occur when no one else 
is present.8 

Maintaining independence with 
a personal medical alarm

Older adults do not appear averse to us-
ing technology to support their wellbeing 
and independence if they consider it safe, 
user-friendly and relevant to their personal 
needs.9 Personal medical alarms promote 
safety and security to age at home, and gen-
erally consist of simple-to-use push-button 
devices connected to an emergency response 
monitoring centre.10,11

Additionally, older adults provided with 
a personal medical alarm on discharge from 
an emergency department required fewer in-
patient days if readmitted and demonstrated  

improved measures of quality of life compared 
with those who received telephone-only  
follow-up.13 

Personal medical alarms help to empower 
seniors so they can remain active and main-
tain their independence.  Older adults report 

that having a personal medical alarm enhanc-
es their feelings of safety and security, which 
should also help to support independence and  
ageing at home.10,14 

Referring a medical alarm for 
your older patients

A St John Medical Alarm offers 24/7 re-
sponse and links directly to Hato Hone St 
John. Referring a St John Medical Alarm for 
your older patients will give them reassurance 
to live independently knowing that timely 
intervention in case of a CVD event or other 
acute health-related event is just the press of 
a button away.  

Referral is straightforward through your 
Practice Management System via Health-
link or ERMS. A FREE trial is available to all  
patients. 

For additional information visit: 
stjohnalarms.org.nz/hcp

The use of a personal 
medical alarm by 
community-living 
older adults has been 
associated with reduced 
requirements for 
hospital admission and 
fewer inpatient days 
compared with living 
without an alarm.12 
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Using technology to support the 
independence of older adults

The social policies of many countries, 
including New Zealand, advocate for 
older adults to remain in their own 
homes and communities, as this can 

be fundamental to sustaining personal inde-
pendence and social connection.1 These so-
cial policies are consistent with older adults 
expressing a strong desire to remain living at 
home and avoid entering an age related resi-
dential care facility.

However, acute medical events due to car-
diovascular disease (CVD) can threaten the in-
dependence of seniors, who are more likely to 
be living with CVD than their younger coun-
terparts.2 A non-fatal heart attack or stroke 
can result in physical and/or cognitive disabil-
ity that contributes to loss of independence.3,4 

Reducing the risk of delayed 
treatment

Disabilities as a result of stroke and heart 
failure following an acute heart attack are re-
lated to infarct size, and delayed treatment is 
a determinant of increased infarct size.5 Also, 
delay in seeking medical care in patients ex-
periencing worsening heart failure symptoms 
has been linked with a greater likelihood of 
rehospitalisation following discharge.6 

Causes of delayed treatment and not using 
emergency medical services after an acute 
CVD event are targets for improvement inter-
ventions to shorten the time to medical treat-
ment.7 This can be addressed by the use of a 
technological intervention such as a personal 
medical alarm, the potential value of which is 
highlighted by the finding that 63% of heart 
attacks in the home occur when no one else 
is present.8 

Maintaining independence with 
a personal medical alarm

Older adults do not appear averse to us-
ing technology to support their wellbeing 
and independence if they consider it safe, 
user-friendly and relevant to their personal 
needs.9 Personal medical alarms promote 
safety and security to age at home, and gen-
erally consist of simple-to-use push-button 
devices connected to an emergency response 
monitoring centre.10,11

Additionally, older adults provided with 
a personal medical alarm on discharge from 
an emergency department required fewer in-
patient days if readmitted and demonstrated  

improved measures of quality of life compared 
with those who received telephone-only  
follow-up.13 

Personal medical alarms help to empower 
seniors so they can remain active and main-
tain their independence.  Older adults report 

that having a personal medical alarm enhanc-
es their feelings of safety and security, which 
should also help to support independence and  
ageing at home.10,14 

Referring a medical alarm for 
your older patients

A St John Medical Alarm offers 24/7 re-
sponse and links directly to Hato Hone St 
John. Referring a St John Medical Alarm for 
your older patients will give them reassurance 
to live independently knowing that timely 
intervention in case of a CVD event or other 
acute health-related event is just the press of 
a button away.  

Referral is straightforward through your 
Practice Management System via Health-
link or ERMS. A FREE trial is available to all  
patients. 

For additional information visit: 
stjohnalarms.org.nz/hcp
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The majority of older adults want to 
reside in their own homes for as long 
as possible, emphasising how high-
ly they value their ability to live in-

dependently.1 Independence should not be 
undervalued as a significant contributor to 
seniors’ mental health and wellbeing. In fact, 
older adults rate loss of independence and 
moving out of home into an aged care facility 
as their greatest fears.1

Remaining in their own home allows old-
er adults to preserve their independence and 
freedom, and hence sense of identity. Older 
adults living at home are able to retain their 
privacy and keep control over their lives. 
Maintaining a sense of control promotes feel-
ings of purpose, achievement, and self-worth. 
And of course, living at home facilitates con-
nection to family, friends, and the community, 
which is critical for social support.

The children of older adults also feel it is 
important that their ageing parents are able 
to live at home.1 They fear for their parents’ 
quality of life if they have to move out of their 
home, being particularly concerned about 
how the loss of independence will affect their 
mental wellbeing. 

Falls and other medical events 
risk loss of independence 

Falls, cardiac events, and respiratory disor-
ders are among the most common risk factors 
for those older adults who live independently, 
with falls and fall-related injuries being espe-
cially common among seniors. Around one in 
three aged 65 years or older living in the com-
munity experience a fall at least once a year.2 
The risk increases to one in two for those aged 
80 years or over. In 2018, more than 190,000 
seniors aged 65 years or greater sustained in-
juries from falling, and two-thirds of all ACC 
claims for those aged 85 years or older were 
due to falls.3

A fall is a major health-related risk event 
that can lead to partial or complete loss of in-
dependence. As many as one-half of seniors 
admitted to the hospital for a fall-related in-
jury are discharged to an aged care facility.2 
Additionally, a prolonged period lying on the 
floor after a fall (i.e. long lie-time) has been 
linked to serious health outcomes in seniors 
and subsequent admissions to hospital and  
long-term care.4

Falls can also have a psychological con-
sequence – fear of falling, which can lead 
to avoidance of activities, loss of strength,  

agility, and balance, further increasing the risk 
of future falls. 

Supporting older  
patients’ independence

Research suggests that two-thirds of se-
niors are open to using assistive technologies 
that will enable them to live independently.1 

As a healthcare professional you can sup-
port your senior patients to live independently 
at home and when in the community by refer-
ring them for a St John Medical Alarm. 

Medical alarms (personal emergency re-
sponse systems) offer the potential for main-
taining the wellbeing and independence of 
seniors living at home by enabling timely in-
tervention in case of a health-related event 
such as a fall, cardiac event, or respiratory issue. 
Timely intervention is important for averting 
hospital admission and minimising the need 
for long-term care in an aged care facility.

Studies have demonstrated that medical 
alarm use can reduce mortality rates as well 
as hospital admissions and inpatient days in 
community-residing seniors,5,6 potentially re-
ducing the likelihood of loss of independence.

While you cannot be there to protect your 

patients all of the time, older adults in your 
care are able to go home, and be and feel safe 
knowing they can access help 24/7 if they 
need it, with a St John Medical Alarm, giv-
ing them the peace of mind and confidence 
to live a full, independent life, and to stay at 
home for longer.

A St John Medical Alarm offers 24/7 re-
sponse and is the only medical alarm that 
connects directly to Hato Hone St John. Your 
patients have access to a FREE trial, and can 
be referred simply through your Practice  
Management System via Healthlink or ERMS.

For more information go to:  
stjohnalarms.org.nz/hcp

Older adults rate 
loss of independence 
and moving out of 
home into an aged 
care facility as their 
greatest fears.1



Offer your patients 
the freedom of living 
on their terms

For more information visit stjohnalarms.org.nz/hcp 

Older adults rate loss of independence and moving out of home into an aged 
care facility as their greatest fears.1 Maintaining a sense of control can promote 
feelings of purpose, achievement and self-worth. By referring your patients for a 
St John Medical Alarm, they will have the peace of mind knowing their medical 
alarm connects directly to the 24/7 care of Hato Hone St John.

Refer your patients for a FREE TRIAL through your Practice Management 
System via Healthlink or ERMS, and we’ll take care of the rest. 
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