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Helping to support independent 
living  for older adults
Most healthcare professionals are aware of the benefits of older patients maintaining their independence 
by continuing to age at home. Living in their own home can give older adults a sense of control over 
their lives and enables them to stay connected with friends, family and the community. It can also 
help reinforce the feelings of freedom and purpose, and help them continue to feel positively about 
themselves.

However, as they age, older adults can become more at risk of future medical events, such as accidents, 
cardiovascular issues and respiratory concerns. These events, as well as ongoing  chronic conditions, can 
threaten their independence, especially if they live alone and are unable to get the help they might need. 

As a healthcare professional, you can support your patients’ independence by ensuring appropriate 
safeguards are in place.

In this guide, we have assembled a number of articles about the issues facing older adults, drawn from 
information published by New Zealand Doctor Rata Aotearoa. This is the second guide we have compiled 
with the assistance of Hato Hone St John and Dr Ngaire Kerse. It is intended to serve as a useful resource 
as you consider how to support the independence that your older patients desire.

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

independence-2
The first guide can also be downloaded at: nzdoctor.co.nz/educate/independence
For more information about St John Medical Alarms, please visit: stjohnalarms.org.nz/hcp
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OLDER PEOPLE

Specialist GP Ngaire Kerse 
looks at how you can help  
your older patients, including 
getting to know each 
individual and their whānau, 
carefully considering repeat 
prescriptions, providing 
continuity of care, asking 
questions about goals and 
preferences, and advocating 
for age-friendly care 

On a recent holiday in the moun-
tains skiing, I had access to two 
people with whom to discuss 

the issue of older people – what are the 
joys and the challenges?

We also stayed with my soon-to-be 
91-year-old mother-in-law, who delight-
ed at having a house full of wet jackets 
and large, clunky ski boots, and who was 
equally pleased when we left every day 
for the hills. She has complete autonomy 
in her own home, supported by a few 
services, and is sensibly getting a friend 
to declutter the garage and spare bed-
rooms. She is adapting to her gradual 
muscle strength reduction and shrink-
ing world, struggles to get up from the 
floor, and is functioning independently 
in her place when everything goes well. 
We supplemented her nutrition with 
large meals and puddings, which she 
partook of gladly.

My daughter is a house surgeon in a 
southern hospital. She said she loves 
older people, but they are confusing, and 
renal impairment is the biggest chal-
lenge – lots of drug dosing changes and 
thinking about what they should or 
should not have as they go through their 
hospital stay. This seems to apply to all 
older people in hospital, so it would be 
worth her getting to know a lot more 
about it. She has been well schooled 
(yelled at a few times by her mother), so 
waits to listen to older people and tries 
to allow them to have normality and au-
tonomy in the confusing hospital space.

An experienced GP colleague from a 
southern town also joined us. She said 
the stories told by her older patients are 
the joy, and getting to know them is 
 essential. Of course, we all acknowledge 
that the gap between “them” and “us” is 
getting closer and closer (at least for me, 
not so much for my colleague), and we 

Joys and challenges of fitting those  
aged 85+ into the schedule 

Supporting independence in older adults

Very small improvements in function can help keep older people in their own homes for longer

Key points

u Working with older 
people in primary care 
brings joy, but the 
challenge is time.

u Multidisciplinary teams 
and continuity of care will 
be increasingly important 
for older people.

u Small changes to 
medical treatments and 
social situations can have 
a large impact on the 
independence and 
wellbeing for older people.
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Having time 
with people 
like my 
experienced 
GP colleague 
and their 
nursing 
team will 
save money 
elsewhere in 
the system – 
$1 spent in 
primary care 
saves $5 in 
the rest of  
the sector  

want all doctors to treat older people 
with respect and excellent knowledge, 
as the years tick by for “us” to reach the 
“them” status.

What primary care needs
The challenge is time, which is why know-
ing your older patients well is essential. 
Time in primary care is changing. The 
easy, quick consults are often now done 
by others, leaving the GP or nurse prac-
titioner to manage the complex cases in 
the same 15-minute schedule.

Time to watch them navigate the wait-
ing room and hallway and understand 
their mobility, time to adjust to the in-
creasing multi-morbidity, time to allow 
undressing and “hopping up” on the ex-
amination table, time to talk through 
the joys and challenges of living at age 
85+.

The repeat prescriptions are often 
glossed over, when they should be di-
gested, considered and adjusted almost 
constantly. For example:
•Is the omeprazole still needed?
•Can the interaction between metfor-
min and the diuretic be avoided?
•Is there a new cardiovascular disease 
medication that would be better for the 
congestive heart failure (eg, sacubitril + 
valsartan [Entresto]; stop some of the 
other heart failure medications and 
monitor, monitor, monitor).
•Can we keep the kidneys as healthy as 
possible so the house surgeon’s job is 
easier should they end up in hospital?

And what about:
•Where can this person access exercis-
es to help them get up off the floor?
•What can you do about the misery 
and loneliness they have been experi-
encing since their partner of 58 years 
passed?
•How can the distress of having a 
granddaughter struggling with drug ad-
diction in a violent relationship be more 
easily borne?
•What are the goals for this person and 
their family and whānau – what do they 
think is important?

Knowing each individual in this pop-
ulation group, as well as their family and 
whānau, is essential, but how do we do 
this in the ever-changing environment 
of primary care? I would argue that pri-
oritising continuity of nurse and doctor 
care for older people will be increasing-
ly important, including having a prac-
tice nurse interested in the social and 
support environment, who is used to talk-
ing about goals and preferences with 
 patients.

The geriatricians make small changes 
in medications and have a multidiscipli-
nary team available – physiotherapist, 
occupational therapist, expert nurse 

and social worker. Primary care will 
need to get into that space as the pro-
portion and number of those aged 85+ 
increases in the population. We will 
have to work closely with our other spe-
cialist teams.

How does that fit with the neighbour-
hood healthcare home, walk-in clinics 
and efficiencies required by corporate 
practices? I write this because those of 
you who have agency in your practices 
can sensibly change things and work as 
a team to be age friendly. And everyone 
needs to ask, require and advocate for 
the funding and structure to support 
age-friendly care.

Please, can primary care have a mul-
tidisciplinary team available for preven-
tion, mobility promotion and 
maintenance. Small changes to medical 
treatments and social situations can 
have a large impact on independence 
and wellbeing. For example, small 
amounts of regular, focused lower-limb 
strengthening and balance retraining 
can facilitate staying away from clini-
cians such as my daughter in the acute 
hospital. Having time with people like 
my experienced GP colleague and their 
nursing team will save money elsewhere 
in the system – $1 spent in primary care 
saves $5 in the rest of the sector.

Jon Tyson on U
nsplash

What can you do?
Be careful, be brave and don’t change 
too many things at once, but do change 
things that are important to the older 
person. Ask those goal-type questions:
•Do they want to live as long as pos-
sible, or are function and independence 
their priorities?
•Are they (and you) prepared to risk a 
fall or two, and can you use that as an 
incentive for them to do their sit-to-
stand exercises?
•What are the risks and benefits of new 
treatments and of stopping 
 medications?

Very small improvements in function 
can keep my mother-in-law in her own 
home, she just needs to do her exercises, 
stay positive, not get ripped off by the 
scammers, and have resources that 
 enable her to cherish her family, navi-
gate her world and flourish. This, of 
course, is when the older person is in a 
safe place (adequate housing), and has 
sufficient resources (financial, trans-
port, health and social support) and 
cognition. n

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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The challenge of caring for older people in primary care is time
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Supporting older adults to live 
independently: minimising harm from falls

References: 1.Te Whatu Ora 2023a. https://www.tewhatuora.govt.nz/for-the-health-sector/specific-life-stage-health-information/health-of-older-people/healthy-ageing-strategy-update/. 2. Te Whatu Ora 2023b. 
https://www.tewhatuora.govt.nz/for-the-health-sector/specific-life-stage-health-information/health-of-older-people/home-support-services/. 3. Rose K, et al. Experiences of ageing in place in Australia and New 
Zealand: A scoping review. JCASP. 2023;33(3):623-45. 4. ACC 2018. What’s tripping us up? How Kiwis are falling over.  https://www.acc.co.nz/newsroom/stories/whats-tripping-us-up-how-kiwis-are-falling-over/. 5. 
Fairfax LM, et al.  An ageing trauma population: The Auckland experience. NZ Med J. 2015;128(1414):36-43. 6. Miu J, et al. Profile of fall injury in the New South Wales older adult population. Australas Emerg Nurs J. 
2016;19(4):179-85. 7. Ojo P, et al. Patterns of injury in geriatric falls. Conn Med. 2009;73(3):139-45. 8. ANZHFR 2022. anzhfr.org/registry-reports/. 9. Fleming J, et al. Inability to get up after falling, subsequent time on 
floor, and summoning help: prospective cohort study in people over 90. BMJ. 2008;337:a2227. 10. Blackburn J, et al.  Exploring the impact of experiencing a long lie fall on physical and clinical outcomes in older people 
requiring an ambulance: A systematic review. Int Emerg Nurs. 2022;62:101148. 11. Simpson PM, et al. Epidemiology of emergency medical service responses to older people who have fallen: a prospective cohort study. 
Prehosp Emerg Care. 2014;18(2):185-94. 12. Scheffer AC, et al. Fear of falling: measurement strategy, prevalence, risk factors and consequences among older persons. Age and Ageing. 2008;37(1):19-24. 13. Lee JS, et 
al. A randomized clinical trial to assess the impact on an emergency response system on anxiety and health care use among older emergency patients after a fall. Acad Emerg Med. 2007;14(4):301-8. 14. De San Miguel 
K, et al. Personal emergency alarms: what impact do they have on older people’s lives? Australas J Ageing. 2008;27(2):103-5. 15. Johnston K, et al. Perspectives on use of personal alarms by older fallers. Int J Gen Med. 
2010;3:231-7.

One of the priorities highlighted 
in New Zealand’s Healthy Ageing 
Strategy has been to improve 
people’s safety and independence,1 

including the funding of services that support 
older adults to live in their own homes,2 
also known as ageing in place. In addition 
to allowing older adults to maintain greater 
control over their lives and self-identity, 
living at home encourages interactions with 
family, friends, and the community, which are 
critical sources of practical support and social 
connection for seniors.3

The home, however, is the most common 
location to have a fall.4 According to ACC 
data, in 2018, nearly 390,000 New Zealanders 
sustained an injury falling over at home, with 
nearly 195,000 of those over the age of 65 
years. Older people tend to sustain worse 
injuries from falls,4 potentially compromising 
their ability to live at home independently. 

Fall-related harm represents a 
risk to seniors’ independence 

Falls in older adults accounted for 76% of 
trauma admissions (versus 40% in younger 
adults) in an analysis of Auckland City Hospital’s 
trauma database.5 Head injuries and fractures 
are among the most serious forms of trauma 
resulting from falls.6,7 Outcomes following a hip 
fracture can impact independence. According 
to Australian and New Zealand Hip Fracture 
Registry data from 2021, only 80% of patients 
living at home who survived a hip fracture 
had returned to their homes four months after 
discharge, and only 43% had regained their 
pre-fracture level of mobility.8

Harm from a fall can be greater if the faller 
is unable to get up from the floor. Unless 
assistance arrives quickly, a ‘long lie’ on the 
floor after a fall contributes to poor outcomes 
in older adults, including severe injury, 
reduced mobility, and hospital admission 
as well as a need for long-term inpatient 
care.9,10 In a study of older people requiring 
ambulance attendance after falling, one in 
eight who fall reported lying for more than 
one hour.11 Having a fall and a ‘long lie’ after 
a fall can contribute to older people’s fear 
of falling again,10,12 which leads to a cycle of 
self-restriction of physical activity and loss of 
physical function that further increases the 
risk of subsequent falls (the ‘fall cycle’).10,13 

What you can do to help your 
older patients keep their 
independence

A personal medical alarm  is an effective 
support tool for community-living older adults 
who are at risk of falling.  Benefits reported by 
users include receiving faster assistance in an 
emergency, feeling less anxious about falling, 
peace of mind for families, and living at home 
for longer.14,15 Used appropriately, personal 
medical alarms are an effective strategy 
for preventing a ‘long lie’ after a fall in older 
adults,15 which could lower the likelihood of 
serious harm and loss of independence.

Older adults have reported that GPs are 
an influential voice in their adoption of a 
personal medical alarm.15 A St John Medical 
Alarm provides a direct link to Hato Hone St 
John and around-the-clock response  in case 

of a fall or other acute health-related event, 
providing seniors with the confidence to live 
independently. 

You can refer your at-risk patients for a 
St John Medical Alarm simply through your 
Practice Management System via Healthlink 
or ERMS. All patients have access to a FREE 
trial without obligation.

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

Used appropriately, 
personal medical 
alarms are an  
effective strategy  
for preventing a  
‘long lie’ after a fall.15
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OLDER PEOPLE

Specialist GP Ngaire Kerse  
looks at the contribution of 
hobbies to older people’s 
wellbeing, with a reminder  
to make time for hobbies 
before work life ends

We all hope that older people 
can continue to flourish. Re-
member all the contributions 

they make to families, society, your sur-
geries and communities. The contribu-
tion you make to their wellbeing is clear; 
your communication, empathy, exper-
tise in medical management and advo-
cacy really make a difference.

Enquiring about the 
psychosocial fabric  
of existence 
I want to mention one of the less obvi-
ous things that may make a difference to 
wellbeing and independence. Older peo-
ple will come to you for their pills, their 
injuries and the driver licence renewals, 
but they are less likely to come for lone-
liness and misery.

The psychosocial fabric of existence 
is even more important for older people 
than the middle-aged because:
•they may rely on social connections 
for core practical and emotional support
•their capacity to go out and seek social 
connections may be diminished because 
of physical or economic issues of ageing
•they have more time to fill in (well, 
actually, my experience is that some are 
very busy in late life)
•they are more likely to move house 
and be bereaved.

Enquiring, “How do you fill in your 
day?” is a good entry to this area. An ac-
tive discussion of activities and pas-
times, with encouragement to access 
and engage in hobbies, could turn out 
to be very worthwhile.

Evidence for  
benefit of hobbies 
Recently, wellbeing for older people 
made it into Nature Medicine! The me-
ta-analysis of five longitudinal studies 
(more than 90,000 persons aged 65 

and over) across England, Japan, the 
US, China and 12 European coun-
tries studied the association between 
 participation in hobbies and mental well-
being. Measures of hobby engagement 
and mental wellbeing were harmonised, 
and fixed-effect analyses and multi-
national meta-analyses were used to 
examine the independence of associa-
tions between hobby participation and 
outcomes.1

Those who engaged in hobbies had 
better self-rated health, life satisfaction 
and happiness, and fewer depressive 
symptoms over time. The longitudinal 
nature of the studies allowed the exam-
ination of hobby engagement followed 
by wellbeing. It is also possible that 
those with better wellbeing are more 
able to participate in hobbies. To some 
degree, this doesn’t matter as the two go 
together. The association was present 
regardless of country, gender, retire-
ment status and country-level retire-
ment age, and was present even in those 
countries where hobbies are not so pop-
ular (eg, Spain) and in countries with 
lower life expectancy (eg, the US).1

There are several interpretations and 
extrapolations possible. In early and 
midlife, are there hobbies? Is there time 
in life for hobbies? What are hobbies 
anyway?

The Oxford English Dictionary says a 
hobby is “an activity done regularly in 
one’s leisure time for pleasure”. I, myself, 
like to sew, and my mother-in-law has 
got me hooked on quilting, but how does 
that fit in with an overly ambitious re-
search schedule and keeping up with the 
part-time clinical practice – is there lei-
sure time? At least I know what I will be 
doing if I ever manage to retire.

Prescribing hobbies
Should we prescribe hobbies for pa-
tients? There are many community 
organisations, NGOs and volunteers 
available to facilitate hobbies, interests 
and activities for older people, but do 
you know about them? Should some-
one in your practice be the expert on 
social and community engagement for 
older  people?

New Zealand research supports this. 

The Kare model funded increased nurse 
time to facilitate an older persons’ ex-
pert, and the process evaluation empha-
sised the additional knowledge about 
community, and the encouragement 
given to older people to engage.2 So, yes 
is the answer.

In midlife, hobbies are equally impor-
tant. We have to practise what we are 
going to do in older age before work life 
ends. I think we all know someone who 
is obsessed with a hobby – maybe that’s 
not such a bad thing.

People in advanced age in care homes 
often lose access to their hobbies, and it 
is very important that productive, mean-
ingful activities continue through dis-
ability and dementia. Wellbeing is 
important, no matter where you are or 
what stage of ability. Small encourage-
ments from you to your patients, to the 
staff in care homes, and to anyone who 
will listen, may well be worth it.

Personally, I think we should permit 
time spent on hobbies to be valued in 
our own lives and the lives of our staff. 
Give yourself a hobby and go about en-
gaging in it regularly, so you too can ben-
efit from better mental health and 
wellbeing in the long run. n  

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

Prescribing hobbies to promote 
independence and wellbeing

References: 1. Mak HW, Noguchi T, Bone JK, et al. Hobby engagement and mental wellbeing among people aged 65 years and older in 16 countries. Nat Med 2023;29(9):2233–40. 2. Robinson TE, Boyd ML, North D, et 
al. Proactive primary care model for frail older people in New Zealand delays aged-residential care: A quasi-experiment. J Am Geriatr Soc 2021;69(6):1617–26.
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Key points  

u Engagement in hobbies in 
later life improves mental 
wellbeing.

u Someone in your practice 
should become the expert on 
social and community 
engagement for older people. 

u Productive, meaningful 
activities must continue through 
disability and dementia. 

u Hobbies in midlife are  
equally important and should  
be valued. 

 
Older people 
will come to 
you for their 
pills, their 
injuries and 
the driver 
licence 
renewals,  
but they are 
less likely 
to come for 
loneliness 
and misery  
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Engage in a hobby regularly, so you too can benefit from better mental health and wellbeing in the long run



8   NEW ZEALAND DOCTOR  RATA AOTEAROA 

Supporting independence in older adults
EDUCATE

The impact of CVD on independence

References: 1. Murphy E, et al. Atherosclerotic cardiovascular disease prevention in the older adult: Part 2. 2023: 67-138.  2. Goyal P, et al. Geriatric Cardiology: Coming of age. JACC Adv. 2022;1(3). 3. Mehta RH, et al. 
Acute myocardial infarction in the elderly: differences by age. J Am Coll Cardiol. 2001;38(3):736-41. 4. Dodson JA, et al. Physical function and independence one year following myocardial infarction: Observations 
from the TRIUMPH registry. Am Heart J. 2012;163(5):790-796. 5. Jenča D, et al. Heart failure after myocardial infarction: incidence and predictors. ESC Heart Fail. 2021;8(1):222-237. 6. Dunlay SM, et al. Activities of daily 
living and outcomes in heart failure. Circ Heart Fail. 2015;8(2):261-267. 7. Uchmanowicz I, et al. Frailty syndrome and rehospitalizations in elderly heart failure patients. Aging Clin Exp Res. 2018;30(6):617-623. 8. Mikos 
M, et al. Link between cardiovascular disease and the risk of failing: a comprehensive review of the evidence.  Pol Arch Intern Med. 2021;131(4):369-376. 9. Bray J, et al. The epidemiology of out-of-hospital cardiac 
arrest in Australia and New Zealand: A binational report from the Australasian Resuscitation Outcomes Consortium  (Aus-ROC). Resuscitation. 2022;172:74-83. 10. Dicker B, et al. Out-of-hospital cardiac arrest registry: 
Aotearoa New Zealand, National Report 2020/21. 11. Hannan EL, et al. Effect of onset-to-door time and door-to-balloon time on mortality in patients undergoing percutaneous coronary interventions for st-segment 
elevation myocardial infarction. Am J Cardiol. 2010;106(2):143-7. 12. McKenna AC, et al. Purchasing and using personal emergency response systems (PERS): how decisions are made by community-dwelling seniors 
in Canada. BMC Geriatr. 2015;15:81. 13. Burger SA, et al. Living with cardiovascular disease (CVD): Exploring the biggest challenges for people affected by CVD in the UK, and their use (or not) of online resources. 
Patient Experience Journal. 2020;7(83-97). 14. Hirshfeld JW, Jr., et al. Predicting the unpredictable in coronary artery disease: From lumenography, to physiology, to plaque morphology. JACC Cardiovasc Interv. 
2020;13(16):1917-1919. 15. Forman DE, et al. Multimorbidity in older adults with cardiovascular disease. J Am Coll Cardiol. 2018;71(19):2149-2161. 16. De San Miguel K, et al. Personal emergency alarms: do health 
outcomes differ for purchasers and nonpurchasers? Home Health Care Serv Q. 2017;36(3-4):164-177. 17. De San Miguel K, et al. Personal emergency alarms: what impact do they have on older people’s lives? Australas 
J Ageing. 2008;27(2):103-105. 

While cardiovascular disease (CVD) 
is the leading cause of death 
globally, it is also a major threat 
to function, independence and 

quality of life,1 which are all important health 
priorities for older adults.2

Potential for loss of 
independence

Older adults make up the majority of 
people who have a heart attack.3 In the year 
following a heart attack, more than 40% of 
patients experience health declines in physical 
function and/or ability to live independently.4 

A common complication of a heart 
attack is heart failure,5 which poses a risk 
to independence. The inability of seniors 
with heart failure to perform daily tasks 
and participate in social activities has been 
linked to a higher risk of mortality and/or 
hospitalisation.6,7 

A specific risk to the independence of 
older adults with heart failure or following 
a heart attack is a greater propensity to fall, 
which is associated with increased mortality, 
morbidity, and re-hospitalisation rates.8 

Need for assistance
An analysis of out-of-hospital cardiac arrest 

registry data found that 76% of heart attacks 
occur in the home and 63% are unwitnessed.9 

The analysis also showed that the majority of 
out-of-hospital heart attacks occur in older 
adults and their survival rate after a heart 
attack is half that of younger adults (6.5% vs 
13% in those aged ≥65 years vs 0–64 years).10  

A longer time between the onset of symptoms 
and arrival at hospital (≥ 4 vs < 4hrs) leading 
to a delay in receiving coronary reperfusion 
after a heart attack has been demonstrated 
to be associated with significantly (p<0.03) 
higher mortality.11

This highlights the importance of timely 
medical intervention after a heart attack or 
other acute CVD event in community-living 
seniors to minimise the risk of serious health 
outcomes and loss of independence.

Need for reassurance
Many older adults are aware of the 

unpredictable nature of their health and 
the risk to their continued independence.12  

Anxiety, fear, and uncertainty about their 
future are among the challenges of living with 

CVD.13 Unpredictable health is a reality for 
individuals with coronary artery disease who 
are at risk of a potentially serious adverse CVD 
event at any moment.14 Furthermore, CVD in 
older adults typically occurs in a context of 
multimorbidity in which multiple medical 
conditions can interact with unpredictable 
consequences including increased risk of 
falling.8,15

Having access to timely medical 
intervention may help to mitigate the 
anxiety associated with the unpredictable 
nature of CVD and the potential for loss of 
independence in your older patients.

Facilitating assistance and 
reassurance

Referring your community-living older 
patients with CVD for a St John Medical Alarm 
is one way to support their independence. 
This can provide reassurance by giving them 
a direct link to expert care in an emergency.

Users of a medical alarm report feeling safer, 
more secure, and less anxious than non-users 
(including reduced anxiety about falling), 
giving them the confidence to continue 

living in their own home.16,17 Users of a medical 
alarm also report being more active around 
the home than non-users, potentially helping 
them to avert functional decline and allowing 
them to continue to live independently.16

A St John Medical Alarm offers 24/7 
response and is the only medical alarm that 
connects directly to Hato Hone St John. 
Your patients can access a FREE trial, and a 
referral is easily arranged using your Practice 
Management System via Healthlink or ERMS.

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

CVD is a major 
threat to function, 
independence and 
quality of life,1 which 
are all important 
health priorities for 
older adults.2
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Keeping people active through the stings 
and harrows of later life should be one 
of the main goals of primary care. 

There is a lot of work being done on 
getting people going and less work on 
how that prevents mortality. The diffi-
culty with randomised trials of exercise 
is that it probably takes a long time to 
accrue enough benefit to impact all-
cause and disease-specific mortality. 
Other issues are getting people to 
change their behaviour consistently over 
time and stopping the control group 
from exercising. 

There is a large disparity in activity 
behaviour related to socioeconomic sta-
tus, and exercise seems to be for the 
comfortable – those who have their 
 basic needs met and have the resources 
and thinking space to participate in 
something during leisure time.

OLDER PEOPLE

Specialist GP Ngaire Kerse 
reviews a study carried out  
in Norway into the effect of 
high-intensity interval training 
on mortality in older adults. 
She also questions what  
these results mean for  
New Zealanders

I think we all know that exercise is 
good medicine for a lot of ailments 
and promotes healthy ageing. 

Many physical and mental health con-
ditions benefit from regular exercise, 
not to mention specific musculoskel-
etal ailments and falls. Exercise is the 
main treatment for frailty and is be-
ginning to be recognised as a major 
preventive activity against dementia. 

Exercise is beneficial for healthy ageing. 
Is high-intensity interval training better?

Key points

u Counsel patients on the 
benefits of exercise, particularly 
those with sedentary lifestyles. 

u Encourage regular physical 
activity in a social context.

u High-intensity interval  
training appears to have larger 
health benefits than moderate-
intensity exercise. 
 
u Encourage older people  
to gradually work towards 
performing some short  
bouts of physical activity at  
high intensity.

Getting people up and moving is an important task in New Zealand

Tim
 M
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Aerobic exercise is good for cardiovascular disease

The public health approaches to exer-
cise work. For example, making public 
spaces and roadways walkable, high-
lighting the stairs and hiding the lifts, 
giving financial incentives to park fur-
ther from the factory and walk to the 
door, and ensuring exercise in curricula 
starts early and continues throughout 
educational years.

And then there are those who drop 
dead on their first marathon or training 
session, and those that ache and injure 
themselves if the weights are too heavy 
or the exercise is somehow incorrectly 
applied. So, starting slow and gradually 
progressing is the key, especially if phys-
ical activity hasn’t been a lifetime habit. 
Further, having a balanced approach 
that is doable takes some organisation. 

For older people, physical activity 
tends to decline in later years but is 
more likely undertaken if in a social con-
text, and prescribing it works. New Zea-
land’s Green Prescription initiative is 
still a world leader on the population 
activity stage, so please use it as often 
as feasible.1 

The question remains: how much 
 exercise and what type is best? Aerobic 
exercise is good for cardiovascular dis-
ease, and progressive resistance training 
is better for psychological outcomes and 
cardiovascular disease. Regularity is im-
portant, with any activity being better 
than none. The jury is out on whether 
it has to be moderate or vigorous exer-
cise, whether bouts or sustained ses-
sions are best, or if just walking is okay.

The Norwegian study
The Generation 100 trial asked the ques-
tion of whether moderate to vigorous 
exercise benefits all-cause mortality 
over time. This large group in Norway 
attempted the impossible and recruited 
1567 of 6966 individuals born between 
1936 and 1942 in Trondheim (average 
age 72.8 at entry). Participants were ran-
domised 2:1:1 to:2 
•the national guidelines for physical 
 activity (control group; n=780; 30 min-
utes of moderate-intensity activity on 
most days) 
•high-intensity interval training (HIIT; 
n=400; 10-minute warm-up followed by 
four intervals, each four minutes long 
at approximately 90 per cent of peak 
heart rate) to replace two of the 
30- minute moderate-intensity activity 
sessions each week 
•moderate-intensity continuous train-
ing (MICT; n=387; 50 minutes of 
 continuous work at approximately 70 

per cent of peak heart rate) to replace 
two of the 30-minute moderate-inten-
sity activity sessions each week. 

All physical activity interventions 
were for five years. Adherence and exer-
cise intensity were checked by heart rate 
monitors, rating of perceived exertion 
during periodic supervised sessions, and 
a validated questionnaire at one, three 
and five-years follow-up. The definition 
of non-adherence was when the partici-
pant did fewer than 50 per cent of the 
prescribed training sessions over the 
five years.

What happened? 
Seventy per cent of the control group 
met the national guidelines for physical 
activity over the five years (Norwegians 
are very active). Adherence to HIIT and 
MICT sessions was close to 50 per cent 
all the way through, so the groups partic-
ipated in their intended activity. 

The Hawthorne effect was reasonably 
strong in the control group, with up to 

  
Starting slow 
and gradually 
progressing 
is the key, 
especially 
if physical 
activity  
hasn’t been  
a lifetime 
habit 

20 per cent participating in HIIT-type 
activity and 40 per cent participating in 
MICT-type activity throughout the trial. 

Survival curves showed that, when 
compared with the control group, HIIT 
provided a trend towards mortality ben-
efit that did not quite reach a high level 
of significance (hazard ratio 0.63; 95% 
confidence interval 0.33–1.20), whereas 
MICT provided no benefit over general 
guidance (hazard ratio 1.24; 95% CI 
0.73–2.10). When the HIIT and MICT 
groups were combined, there was no dif-
ference in all-cause mortality compared 
with the control group. 

Secondary outcomes showed that 
physical and mental health-related qual-
ity of life and peak oxygen uptake were 
greater in the HIIT group compared with 
both the control and MICT groups. 

In summary, it does appear that HIIT 
is better for older people than more 
moderate activity, with benefits for mor-
tality, fitness and wellbeing. 

There are several caveats of course. 
Norwegians are very active, so the ben-
efit of HIIT was studied on top of high 
baseline levels of activity, and the poten-
tial benefit of doing any exercise was not 
studied. Further, the control group did 
HIIT – everyone knew the trial was 
about HIIT and could not be stopped 
from undertaking HIIT-type activity. 
The HIIT in this study was gym based. 
The extrapolation to less controlled 
HIIT models is probably next.

My take 
Please don’t stop encouraging general 
exercise. It seems reasonable to encour-
age older people to do short bouts (less 
than five minutes) of high-intensity ex-
ertion (to puff so hard they can’t really 
talk), to build up to this gradually and to 
add this into 30 minutes per day of mod-
erate activity. 

I remain convinced that, in New Zea-
land, getting people off the couch is still 
the more important task (we are not 
Norwegian, and the results of this trial 
are not necessarily generalisable to New 
Zealand). Ensuring equity in participa-
tion is also really important so the ben-
efits of physical activity can impact 
health outcomes for all in a fair way. 

I still don’t know how to do those two 
things. In the meantime, I might try 
some HIIT and see if I like it. n

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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Breathing difficulty in seniors
is a risk to their independence

References: 1. Wiles et al. The meaning of “Aging in Place” to older people. Gerontologist. 2012;52(3): 357-66. 2. van Mourik Y, et al. Prevalence and underlying causes of dyspnoea in older people: a systematic review. Age 
Ageing. 2014;43(3):319-26. 3. Olsson M, et al. Prevalence and severity of differing dimensions of breathlessness among elderly males in the population. ERJ Open Res 2022;8(1):00553-2021. 4. Smith AK, et al. Prevalence 
and outcomes of breathlessness in older adults: A national population study. J Am Geriatr Soc. 2016;64(10):2035-2041. 5. Worsham CM, et al. Dyspnea, acute respiratory failure, psychological trauma, and post-ICU mental 
health: A caution and a call for research. Chest. 2021;159(2):749-756. 6. Hato Hone St John ambulance data. 2021. https://www.stjohn.org.nz/news--info/news--articles/st-john-releases-ambulance-data-for-2021/. 7. Kelly 
A-M, et al. Epidemiology and outcome of older patients presenting with dyspnoea to emergency departments. Age Ageing. 2021;50(1):252-257. 8. Kauppi W, et al. Pre-hospital predictors of an adverse outcome among
patients with dyspnoea as the main symptom assessed by pre-hospital emergency nurses - a retrospective observational study. BMC Emerg Med. 2020;20(1):89. 9. Gurley RJ, et al. Persons found in their homes helpless or
dead. N Engl J Med. 1996;334(26):1710-6. 10. Pew Research Center. 2022. https://www.pewresearch.org/fact-tank/2022/01/13/share-of-those-65-and-older-who-are-tech-users-has-grown-in-the-past-decade/. 11. Stokke 
R, et al. The personal emergency response system as a technology innovation in Primary Health Care services: An Integrative Review. J Med Internet Res. 2016;18(7):e187. 12. Karlsen C, et al. Experiences of community-
dwelling older adults with the use of telecare in home care services: qualitative systematic review. JBI Database System Rev Implement Rep. 2017;15(12): 2913-2980. 13. Hato Hone St John data on file. ProQA 2021.

Independence is an important contributor 
to the emotional and physical wellbeing 
of older adults, and remaining in their own 
home allows seniors to preserve a sense of 

security and control over their lives.1 

Seniors’ independence at risk
Breathing difficulty is a common 

occurrence in older adults and can be a critical 
health issue that can impact independence 
and quality of life, with prevalence increasing 
with age.2 It can be a symptom of an 
underlying health condition, most often 
cardiorespiratory disease.3,4

Patients presenting with acute breathing 
problems often experience the most 
distressing form of breathlessness known as 
“air hunger”.5 This is the sensation of needing 
to take in more air. Air hunger is an especially 

unpleasant symptom that can induce anxiety, 
panic, and fear.

In fact, breathing problems are one of the 
most common reasons for an ambulance call 
out.6  Older adults with breathing problems 
constitute a considerable proportion of 
emergency department case load and 
have a high admission rate and significant 
mortality.7 Exacerbations or worsening of pre-
existing chronic disease account for a sizeable 
proportion of cases. 

Many seniors presenting to emergency 
departments with breathing difficulties 
have time-sensitive diagnoses,8 emphasising 
the need for prompt medical attention and  
early diagnosis.

Delaying emergency intervention for 
older adults experiencing an incapacitating 
medical event while living at home, such as 

breathing difficulty or chest pain, can lead to  
a fatal outcome and also risks the ability of 
survivors to continue to live independently.9 

Supporting seniors’ 
independence

As most seniors want to age in their 
home, there are assistive technologies, 
such as medical alarms, that can be used to 
support independent living. The adoption of 
technologies by those aged 65 years or older 
has grown markedly in the past decade.10

Medical alarms (personal emergency 
response systems) allow seniors to live 
independently and safely by providing 
assistance when needed, which also helps 
to provide their caregivers with peace of 
mind.11,12 

With a St John Medical Alarm, help is 
just the push of a button away, making it 
easy for your senior patients to summon 
help, especially if they are not able to phone 
someone because they are unable to breathe 
or are suffering with breathing problems.  

Along with one of the 
most common reasons 
for  ambulance call 
outs, breathing 
problems are also one 
of the most common 
reasons for the 
activation of a medical 
alarm.13 

A St John Medical Alarm offers 24/7 
response and is the only medical alarm 
that connects directly to Hato Hone St 
John, providing your patients with access 
to round the clock monitoring when 
you cannot  be there. 

All patients are eligible for a FREE 
trial, and can be referred simply through 
your Practice Management System via 
Healthlink or ERMS.

For additional information 
visit: stjohnalarms.org.nz/hcp
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Staying upright and strong: Reducing  
the impact of falls in older people

OLDER PEOPLE

Specialist GP Ngaire Kerse 
discusses why older people 
fall, the consequences of those 
falls, and what GPs should do, 
not just after a fall occurs but 
also opportunistically to 
prevent future falls

Falls are my favourite subject, and 
I think I could write a book about 
them; however, here is a very 

brief summary and some further read-
ing. Older people, of course, don’t like 
to think about falls and disability, so 
reframing this as “staying upright and 
strong”, “keeping positive” and “keeping 
going” will make your messages to them 
more palatable.

Falls are an unintentional change in 
position resulting in landing on a low-
er level. Being pushed over is not a fall 
– that is intentional.

Approximately 30 per cent of those 
over age 65 living in the community and 
more than 50 per cent of those living in 
aged residential care will fall every year. 
Not so much is known about retirement 
villages, but I expect prevalence to be in 
the middle.

The consequences are significant. Of 
those who fall, about 70 per cent will 
have loss of confidence and fear of fall-
ing, 40 per cent will have a significant 
injury and reduced mobility, 5 per cent 
will have a fracture and 1–3 per cent 
will have a hip fracture. I don’t have to 
remind you that hip fracture hastens 
death, placement in aged residential care 
and general all-round misery.

Older people can recover from inju-
ry related to falls, but they have to be 
encouraged and offered rehabilitation. 
Disparities in outcomes from injury are 
significant for Māori, with far less en-
gagement with the health system and 
ACC, and less access to assistive devic-
es. Māori are also less likely to receive 
appropriate financial support after inju-
ry. It is time to address these inequities.

The important thing about older 
people is that they are fragile and very 
likely to have negative consequences 

from falls, compared with children who 
fall over all the time but seem to bounce. 
Older people don’t bounce.

Osteoporosis is a significant issue for 
older women (and some men) and for 
people treated with anticonvulsants, 
long-term antipsychotics or lots of cor-
ticosteroids. Osteoporosis causes excess 
bony injury for minimal force trauma, 
and it can be treated.

Why do older people fall? 
First and foremost, falls can result from 
any acute illness and, as such, can be 
thought of as hot falls. Falls are the great 
“mask” and can be the common presen-
tation of several illnesses from several 
aetiologies. Urinary tract infection in 
older people in residential care is the 
most common example; myocardial 
infarction presenting with vague symp-
toms and a fall is another.

If a fall is not a direct result of acute ill-
ness, it is usually the result of  multiple 

overlapping risk factors. I like Venn 
 diagrams (see figure – the sum of risk 
factors goes up exponentially with any 
two or more risks in any of the circles), 
and I think falls occur through the inter-
action of dynamic risk situations.1 The 
event of a fall may only occur when eve-
rything aligns, and then only sometimes.

For example, the older person with 
personal risk factors of age >80, fe-
male gender and knee osteoarthritis 
may usually be fine outside (environ-
ment), bending over to do gardening 
(exposure activity), except when there 
is cold weather, a strong wind (dynamic 
environmental risk) and she climbs her 
ladder to trim the grape (dynamic expo-
sure), or she has stayed inside for several 
months over winter and has now become 
deconditioned and lost her confidence 
(dynamic personal risk).

Similarly, an older man disabled 
with a stroke and residual hemiparesis 
may be quite mobile and safe with the 
appropriate mobility aid and environ-
mental modifications, but variation in 
his  capacity related to his heart failure 
may compromise his strength and a fall 
may occur.

The personal risk factors are well de-
scribed and not rocket science. Risk 
factors differ between residential care 
and the community, with the most im-
portant realisation being that reduced 
mobility increases risk in the communi-
ty dweller, whereas any mobility (capacity 
to stand) increases risk in the residential 
care dweller.2,3

The environmental risks are also 
reasonably well known but perhaps 
could do with some more considera-
tion as each person’s environment is 
such an individual thing. Then there is 
the car park where the parking blocks 
get in the way and the individual’s re-
active responses are not ideal. Simple 
things such as loose mats and low 
lighting seem straightforward to fix. 
However, older people like their mats 
(they brighten up the room), even those 
with low vision,4 and who does one get 
to change the lightbulb?

The activity or exposure risks are not 
well studied. It is clear that habits and 

References: 1. Klenk J, Becker C, Palumbo P, et al. Conceptualizing a dynamic fall risk model including intrinsic risks and exposures. J Am Med Dir Assoc 2017;18(11):921–27 2. Deandrea S, Lucenteforte E, Bravi F, et al. 
Risk factors for falls in community-dwelling older people: a systematic review and meta-analysis. Epidemiology 2010;21(5):658–68. 3. Deandrea S, Bravi F, Turati F, et al. Risk factors for falls in older people in nursing 
homes and hospitals. A systematic review and meta-analysis. Arch Gerontol Geriatr 2013;56(3):407–15. 4. Campbell A, Robertson M, La Grow S, et al. Randomised controlled trial of prevention of falls in people aged 
> or = 75 with severe visual impairment: the VIP trial. BMJ 2005;331:817. 5. Klenk J, Kerse N, Rapp K, et al. Physical activity and different concepts of fall risk estimation in older people-results of the ActiFE-Ulm study. 
PLoS One 2015;10(6):e0129098. 
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The personal risk 
factors (these  
all interact):
•  poor balance and lower  

leg strength
• cognitive decline
• interacting medications
•  illnesses – osteoarthritis, 

stroke, depression
•  living alone,  

never going out
• and many more.

The place/environment:
• clutter, obstacles, surfaces
• lighting
• noise
•  weather (especially cold 

and ice)
•  perturbations (standing  

in a bus or train)
• aged residential care
•  other people and 

distractions.

The exposure  
or activity:
• risky activities
• bending or turning
• multitasking
•  climbing ladders,  

trees and on roofs.

Interacting risks that result  
in a person falling   

  
Māori are 
also less likely 
to receive 
appropriate 
financial 
support 
after injury. 
It is time to 
address these 
inequities 
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Strength and balance exercises help prevent falls in the community
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lifestyles make a difference. Caution is 
common in some, but less so in others. 
Anxiety protects from falls, and there is 
some suggestion that our “she’ll be right, 
have a go” attitude predicts greater falls. 
Being careful is perhaps not as valued as 
it could be.

Balancing human rights and falls 
prevention is most salient in residen-
tial care where it is no longer desirable 
to tie people down to prevent falls, and 
falls-free activity is emerging as an im-
portant  concept.5 It may be necessary 
to accept some trade-off between safe-
ty and  mobility.

What should you do?
If the patient presents after a fall, it’s 
relatively easy. The usual things are 
necessary, so take a history: what hap-
pened (what were you doing)? Were/are 
you injured? Were there predisposing or 
associated features (fever, shortness of 
breath, dizziness)? What was the envi-
ronment (hazards to trip over)? What 
medications are you taking, have you 
taken any new ones, or any from any-
one else? What current conditions may 
have contributed? Is there anything in 
the past or any family history that is rel-
evant?

Then, do an examination: vital signs, 
including lying and standing blood pres-
sure; the area of injury; cardiovascular 
system (emphasis on rate and rhythm); 
neurological system, including balance; 
and musculoskeletal system, including 
gait and a weight-shifting activity such 
as turning.

Investigations may be needed, with 
an electrocardiogram, full blood count 
and urinalysis being the most common.

Then, of course, you need to try to 
work out if there is a reason for this fall 
that can be remediated. Remember, 
postural hypotension is common, of-
ten undetected and contributes to falls, 
so look for it and manage it. If the fall 
is because of acute illness, manage the 
illness. Some patients need to go to hos-
pital now or later. I recall a patient who 
had a haemoglobin level of 75g/L upon 
evaluation after a fall, and gastric carci-
noma was subsequently detected.

Next, the focus is on rehabilitating, 
increasing safe mobility and preventing 
future falls. Optimising management 
of existing medical conditions and re-
viewing all medications are effective in 
reducing falls. Psychotropic medications 
cause falls and may be needed, but may 
also be able to be reduced.

Preventing future falls
Opportunistically, you can have the 
biggest impact in fall prevention. Ask 
all your older patients about falls, trips, 
slips and injuries all the time. What you 
don’t know can hurt them, and you will 
miss opportunities if you don’t ask: how 
many falls have you had in the last 12 
months? Any injuries? How is your con-
fidence about mobility?

Remember the dynamic risk Venn di-
agram and talk to your patients. This 
kind of framework can lead to very useful 
discussion (patient education, self-man-
agement), especially while discussing 
“what happened”. Medical condition 
optimisation and medication review 
are mandatory. Preventing future falls 
is the objective, so promote behaviour 
modification, assist with understanding 
that risk plays a role, and give a firm idea 
about what works.

There have been hundreds of trials on 
fall prevention in the community.6,7 There 
is overwhelming support for exercise in 
the form of lower-leg strengthening and 
balance retraining, using individual or 
group delivery and via several forms for 
those living in the community. Tai Chi is 
also effective.

ACC accredits community strength 
and balance programmes as part of the 
Live Stronger for Longer programme 
(livestronger.org.nz), and there are thou-
sands available around New Zealand. 
Most regions have a way for GPs to refer 
patients directly. In-home, one-on-one 

Summary of primary care approach 
to falls 

If the patient presents after a fall:

u check any injury and manage appropriately

u rule out acute illness (hot fall) and manage 

appropriately

u optimise medical management of all conditions

u reduce medications

u prevent future falls.

Opportunistically for all older people: 

u ask about falls

u assess balance and gait

u optimise medications and medical conditions

u prevent future falls.

References: 6. Gillespie LD, Robertson MC, Gillespie WJ, et al. Interventions for preventing falls in older people living in the community. Cochrane Database Syst Rev 2012;2012(9):CD007146. 7. Sherrington C, Fairhall 
NJ, Wallbank GK, et al. Exercise for preventing falls in older people living in the community. Cochrane Database Syst Rev 2019;1(1):CD012424. 8. Mansfield A, Wong JS, Bryce J, et al. Does perturbation-based balance 
training prevent falls? Systematic review and meta-analysis of preliminary randomized controlled trials. Phys Ther 2015;95(5):700–09. 9. Cameron ID, Dyer SM, Panagoda CE, et al. Interventions for preventing falls in 
older people in care facilities and hospitals. Cochrane Database Syst Rev 2018;9(9):CD005465. 10. Iuliano S, Poon S, Robbins J, et al. Effect of dietary sources of calcium and protein on hip fractures and falls in older 
adults in residential care: cluster randomised controlled trial. BMJ 2021;375:n2364.

delivery for those who are home bound 
is also available in most areas.

The new aspect of activity pro-
grammes is perturbation training 
– actively tripping older people to reac-
tivate reaction responses.8 Please don’t 
try this at home! It needs to be done with 
protection in place and will be available 
in some places via a special treadmill or 
a walking track, with sudden tripping de-
vices randomly activated.

Home hazard modification through 
occupational therapist assessment is 
effective and accessible through older 
peoples’ health services.

Medical review and some specific 
medical interventions (eg, pacemaker 
insertion for those with carotid hyper-
sensitivity), comprehensive geriatric 
assessment and intervention, combined 
with home occupational therapist refer-
ral for those with a falls injury resulting 
in emergency department attendance 
are effective. Medication review and 
modification by GPs reduces falls.

Attention to correction of visual im-
pairment due to cataracts also reduces 
falls, and switching from multifocals to 
single-lens glasses helps; however, new 
glasses seem to increase the risk of falls. 
Footwear improvement can help, espe-
cially in icy places.

Multifactorial interventions (several 
of these strategies at once) are helpful, 
especially if there is an individualised 
risk assessment to direct the interven-
tions.

For those in aged residential care, vita-
min D supplementation and increasing 
protein and calories in the daily diet pre-
vents falls and fractures.9,10

Specially designed gym equipment 
used under direction of a physiothera-
pist, with additional balance exercises, 
reduced falls in one trial. This HUR 
(Helsinki University Research) com-
puterised air pressure equipment is 
available in New Zealand in at least one 
site.

Overall, GPs and nurse practitioners 
in primary care can have a large impact 
on falls in older people. The long-term 
support from the primary care provid-
er, along with referral, coordination of 
prevention and rehabilitation will make 
a difference to outcomes related to falls 
and injury. n

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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Supporting the independence 
of your older patients
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T he independence of older adults 
is facilitated by living in their 
own homes as it enables greater 
autonomy and closer connections 

with their family, friends, and community. 
Living at home for as long as possible is highly 
valued by older adults,1 and is consistent with 
social policy that older adults should ‘age in 
place’ including those who require care and 
support.2  

Studies suggest that maintaining 
independence is the most important health 
outcome for older patients when faced with 
a treatment decision.3,4 Living independently 
requires people to undertake activities of daily 
living, which is associated with functional 
independence and improved quality of life.5

Enabling older adults to live 
at home

Older adults  are at high risk of a 
complicated recovery post-hospital discharge, 
including functional losses, adverse medical 
events such as falls, and re-hospitalisation.6,7 
Hence, seniors may require increased care 
needs at home, and this highlights the need for 
appropriate planning for care post-discharge.

Restorative and intermediate care plans 
to support ageing in place have been 
demonstrated to be effective in improving 
the health-related quality of life of older 
adults and in facilitating their transition 
from medical dependence to functional 
independence.8,9  These types of plans allow 
older adults to remain living at home as a 
viable alternative to age-related residential 
care,8 and is consistent with their desire to live 
for as long as possible in their own home.1

Personal medical alarms as 
part of home care

Encouraging ageing in place is likely 
to increase demand for community care 
services.10,11 To ease some of this pressure, 
technological innovations, such as a personal 
medical alarm have been promoted as an 
approach to lessen pressure on home care 
services. 

A medical alarm can complement planned 
care by facilitating rapid medical response 
when activated by a patient.12 It can also give 

users the confidence to maintain an active 
life,10 which is consistent with the focus of 
healthcare in older adults being able to 
maintain their functional capabilities.13 Family 
members and healthcare workers also gain 
peace of mind in knowing that their older 
relatives and patients can access help by 
simply pressing an alarm button.10

Referring your senior patients 
for a medical alarm

Community-dwelling older adults who are 
the typical users of a personal medical alarm, 
are likely to consider a device if the suggestion 
comes from a healthcare professional.11 

Referring a St John Medical Alarm as part 
of the home care plan for your older patients 
provides them with 24/7 access to expert care 
and is the only direct link to Hato Hone St 
John, instilling the confidence to live a more 
independent life. 

The referral process is straightforward 
using 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

Studies suggest 
that maintaining 
independence is 
the most important 
health outcome for 
older patients when 
faced with a treatment 
decision.3,4
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Offer your patients 
the freedom of living 
on their terms

For more information visit stjohnalarms.org.nz/hcp 

Living at home for as long as possible is highly valued by older adults.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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