
 

            
1

• Integrated Care for Older People, ICOPEd Care for Older People, ICOPE

3https://www.who.int/news-room/fact-sheets/detail/ageing-and-health 4

1960 1990

2020 2040

:

Healthy Ageing

5
https://apps.who.int/iris/handle/10665/186463?locale-attribute=en&

•

•

•

Prevalence of multimorbidity by age group 
in primary care studies identified in a systematic review of the  literature

Navickas R, Petric VK, Feigl AB, Seychell M. Multimorbidity: What do we know? What should we do? J 
Comorb. 2016 Feb 17;6(1):4-11. doi: 10.15256/joc.2016.6.72. 6



Consideration of Function & Functional Decline, Williams BA, Chang A, Ahalt C, Chen H, Conant R, Landefeld C, Ritchie C, Yukawa M. Current Diagnosis & Treatment: Geriatrics, 
2e; 2014. Available at: https://accessmedicine.mhmedical.com/content.aspx?bookid=953&sectionid=53375624 Accessed: May 24, 2018
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ADL limitations refer to difficulty performing (or inability to perform for a health reason) 1 or more of the following tasks: bathing, dressing, eating, getting
in/out of chairs, walking, using the toilet. IADL limitations refer to difficulty performing (or inability to perform for a health reason) 1 or more of the following
tasks: using the telephone, light housework, heavy housework, meal preparation, shopping, managing money. Mobility limitations refers to difficulty
walking (or inability to walk) one-quarter mile.

7

Functional ability

• Functional ability is critical to maintenance of independence and 

quality of life for older people

• Functional loss is a final common pathway for many clinical 

problems in older patients.

• Change in functional status is an important presenting symptom 

in older patients
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Most older people with frailty have multimorbidity, but the majority 
of people with multimorbidity are not phenotypically frail

Cardiovascular Health Study (CHS)
Fried LP, Tangen CM, Walston J, et al. J Gerontol A Biol Sci Med Sci 2001;56(3):M146–5610

The association between multimorbidity and mortality 
is lost when adjusted for functional impairment
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St John PD, Tyas SL, Menec V, Tate R. Multimorbidity, disability, and mortality in community-dwelling older 
adults. Can Fam Physician. 2014 May;60(5):e272-80. PMID: 24829022; PMCID: PMC4020665

Guidelines for multimorbidity

• Evidence on the care of patients with multimorbidity is limited: 
• Guidelines are almost always focused on single conditions

• The RCTs on which guidelines are based very often exclude people with 

multiple conditions from taking part

• The socioeconomic characteristics of participants in the trials are rarely reported

• More robust evidence available for a Comprehensive Geriatric 

Assessment (CGA) in the management of frailty

12
1. Multimorbidity: Technical Series on Safer Primary Care. Geneva: World Health Organization; 2016. Licence: CC BY-NC-SA 3.0 IGO.
2. Smith SM, Soubhi H, Fortin M, Hudon C, O'Dowd T. Managing patients with multimorbidity: systematic review of interventions in primary care and community 

settings. BMJ. 2012 Sep 3;345:e5205. doi: 10.1136/bmj.e5205. PMID: 22945950; PMCID: PMC3432635.



How to make complex treatment 
decisions ?

• Taking a systems approach : ex. CGA
• Identifying people in need of extra support
• Prioritizing care coordination and self-management support
• Simplifying treatment regimens

Multimorbidity: Technical Series on Safer Primary Care. Geneva: World Health Organization; 2016. Licence: CC BY-NC-SA 3.0 IGO.

A public-health framework for healthy ageing: 
opportunities for public health action across the 
life course

Integrated care for older people: guidelines on community-level interventions to manage declines in intrinsic capacity. Geneva: World Health Organization; 2017.

Integrated Care for Older People (ICOPE)
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Integrated care for older people (ICOPE): Guidance for person-centred assessment and pathways in primary 
care. Geneva: World Health Organization; 2019.

Screening for intrinsic capacity
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Integrated care for older people (ICOPE): Guidance for person-centred assessment and pathways in primary 
care. Geneva: World Health Organization; 2019.

ICOPE Care Pathway:
Person-centered assessment and pathways in primary care 
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Integrated care for older people (ICOPE): Guidance for person-centred assessment and pathways in primary 
care. Geneva: World Health Organization; 2019.

Screening for IC impairments identifies older adults at higher 
risk of incident frailty and incident IADL/ADL disability

Screening for intrinsic capacity impairments as markers of increased risk of frailty and disability in the context of integrated care for older 
people: Secondary analysis of MAPT. Maturitas. 2021 Aug;150:1-6.
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Trajectory and Correlation of Intrinsic Capacity and Frailty in a Beijing Elderly Community. Front Med (Lausanne). 2021 Dec 9;8:751586.

--

107-109

109

110

15

111  21

34 67
20

21

3-6

112 ICOPE  

23

Screening
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Person-centered assessment
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Cognitive Capacity
STEPS SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONALIZED 

CARE PLAN

ENSURE 
REFERRAL 
PATHWAY 

AND 
MONITORING 

OF THE 
CARE PLAN

ENGAGE 
COMMUNITIES 
AND SUPPORT 
CAREGIVERS

Underlying 
diseases and 
associated 
conditions

Social & 
Physical 
environments

Memory 
and 
Orientation

• Dementia
• Depression

Cerebro-
vascular 
diseases

• Malnutrition
• Polypharma

cy

• Assess need 
for social care 
and support.

• Provide 
personal care 
and support 
with activities 
of daily living.

 (AD8 or Brain Health Test) / 3-6

Locomotor Capacity
STEPS SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONALIZ

ED 
CARE PLAN

ENSURE 
REFERRAL 

PATHWAY AND 
MONITORING 
OF THE CARE 

PLAN

ENGAGE 
COMMUNITIES 
AND SUPPORT 
CAREGIVERS

Underlying 
diseases and 
associated 
conditions

Social & 
Physical 
environments

Chair rise 
test

• Polypharmacy
• Osteoarthritis, 

osteoporosis, 
other bone 
joint limitations

• Frailty and 
sarcopenia

• Pain

Evaluate fall risk:
• Environment
• Home 

adaptations
• Mobility aids

 (SPPB) / 3-6

Vitality (Nutrition)
STEPS SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONALIZ

ED 
CARE PLAN

ENSURE 
REFERRAL 

PATHWAY AND 
MONITORING 
OF THE CARE 

PLAN

ENGAGE 
COMMUNITIES 
AND SUPPORT 
CAREGIVERS

Underlying 
diseases and 
associated 
conditions

Social & 
Physical 
environments

Loss of 
body 
weight 
and 
appetite

• Frailty
• Sarcopenia
• Acute illness 

or stress

Barriers to 
nutritional health

 (NMA-SF) / 3-6

Visual Capacity
STEPS SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONALIZ

ED 
CARE PLAN

ENSURE 
REFERRAL 

PATHWAY AND 
MONITORING 
OF THE CARE 

PLAN

ENGAGE 
COMMUNITIES 
AND SUPPORT 
CAREGIVERS

Underlying 
diseases and 
associated 
conditions

Social & 
Physical 
environments

Any visual 
difficulty

• Eye diseases
• Diabetes
• Cardiovascula

r risk factors
• Steroid use

Environment: 
Home 
adaptation

 (WHO simple eye chart or 
refer to ophthalmologist) / 3-6



Hearing Capacity
STEPS SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONALIZ

ED 
CARE PLAN

ENSURE 
REFERRAL 

PATHWAY AND 
MONITORING 
OF THE CARE 

PLAN

ENGAGE 
COMMUNITIES 
AND SUPPORT 
CAREGIVERS

Underlying 
diseases and 
associated 
conditions

Social & 
Physical 
environments

Whisper 
voice test

• Ear diseases
• Dizziness
• Hearing loss

Hearing aids 
available?
Communication 
strategies.

 (refer to ENT or hearing aids) / 3-6

Psychological Capacity
STEP
S

SCREEN ASSESS IN GREATER DEPTH

DEVELOP 
PERSONAL

IZED 
CARE 
PLAN

ENSURE 
REFERRAL 
PATHWAY 

AND 
MONITORIN

G 
OF THE 

CARE PLAN

ENGAGE 
COMMUNIT

IES 
AND 

SUPPORT 
CAREGIVE

RS

Underlying diseases and 
associated conditions

Social & Physical 
environments

Feeling 
down or 
depressed
Little of 
interest or 
pleasure

• Major loss in the last six 
months

• Psychological disease
• Cognitive impairment
• Hearing and Visual 

impairment
• Disability
• Polypharmacy
• Anemia
• Malnutrition
• Hypothyroidism
• pain

• Reduce stress and 
strengthen social 
support.

• Promote functioning 
in daily activities.

• Encourage 
participation in 
community-based 
exercise program.

• Identified and tackle 
loneliness and 
social isolation

 (GDS 15) / 3-6

Medication: 

• Potentially inappropriate medication

• Complex prescription
• Pills burden
• Non-adherence
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• 78

•

•
HbA1C 5.7%, BP 112/58 mmHg BMI 22.4 kg/m2 12 lead EKG, 

. 

• : 
Amlodipine/Valsartan (5/160mg) qd, Bisoprolol 5mg qd, Metformin 850mg qd, 
Atorvastatin 10mg 1#qd, Lorazepam 1mg 1# bid, Zolpidem  10mg 1# hs, 
Mirtazapine 30mg 1# qd, Sennosides 2# hs, Mgo 2# tid.

• ICOPE 

  Mobility impairment, Malnutrition risk, Depressive symptoms

• Developing a Personalized Care Plan : intervening to optimize intrinsic 

capacity

Understand the life of the older person 

Assess in greater depth for conditions associated with loss in intrinsic capacity

Assess and manage underlying diseases (including polypharmacy)

Assess social and physical environments and need for social care and support



•

• Care Plan
•

•

•

• IC indication ( lorazepam , zolpidem, 
bisoprolol , metformin, mgO, sennoside)

• ICOPE
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Summary

WHO 2020-2030
Integrated Care for Older People (ICOPE)

/

ICOPE guidance
(intrinsic capacity)

ICOPE
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Embracing the 
moment
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