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ABSTRACT

Background: A burgeoning rise in the
elderly subpopulation is being noted in
India. This rise has already earned the
designation as a shining nation by the

United Nations/World Health Organization.

This growth will take the elderly
subpopulation to 324 million persons
above 60 years by 2050. The mental health
needs of this subpopulation are varied and
nuanced compared to that of the general
population. The risk and prevalence of
mental health morbidity are also greater.
There is an urgent need to gear up the
health care systems.

Considerations: Various aspects of the
ongoing demographic transitions are
considered alongside available health
information. Legislative mandates
and laws are also reviewed to provide
context to qualify the action points and
recommendations.

Recommendations, India must act
urgently to strengthen health care delivery

systems in a concurrent multipronged
approach. These efforts should focus on
developing trained Human Resources and
adequate infrastructural resources. Review
mechanisms to inform on required updates
on best practices and evidence-based
medicine must also be incorporated and
developed to perform periodically.

Keywords: Geriatric mental health training,
geriatric mental health policy, demographic
transition in India, geriatric care India,
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he United Nations (UN) has pro-

I jected, by the year 2025, the total
male population (above 60 years) is
estimated to rise to 11% of the total world
population, while the female population
(above 60 years) to 13%. These figures are
expected to take a bigger leap and reach
20% and 22%, respectively, by 2050.! The
UN classifies a nation as “aging” when
the proportion of persons over 60 years
crosses 7%, and India has made this

transition faster than any other country in
the world. In India, 2011 population cen-
sus, there were nearly 104 million elderly
persons (aged 60 years and above). Life ex-
pectancy rates rose from 32 years in 1947
to 65 years in 2011. The proportion of the
elderly population, which was under 5%,
rose to nearly 9%.> As shown in a survey
by the Census of India, NSSO, and UN in
2016, the trajectory of this transition is
moving upwards, estimated an increase
of elderly to 168 million in 2025 and a fur-
ther 326 million by 2050.3 The transitions
are fueled by falling mortality and fertili-
ty rates. The growth rate of the elderly is
thrice that of the total population,*imply-
ing the actionable moments are already
passing, and there is a need to act fast.
The times of interdependence are on
the wane as society embraces more and
more urban values with reduced family
sizes and increased individual auton-
omy.s In total, 80% of the elderly reside
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in rural India, while a similar proportion
of qualified mental health professionals
reside in the urban areas,s which places
them at an access disadvantage. In this
background of the crumbling informal
support systems that arise due to demo-
graphic changes, there are enormously
raised health risks to the elderly.

Mental Health and Geriatric
Population

There is empirical evidence pointing to
a decrease in the quality of life due to
deterioration of mental health and gen-
erally poor physical well-being.5” Mental
health challenges frequently co-occur
with physical health conditions among
the elderly. The prevalence of psychi-
atric illnesses is higher (Table 1). Most
studies are hospital-based or conducted
in smaller cohorts in the community.
GMH problems are often attributed to
“normal aging” inaccurately by HCPs
and families. There is also stigma related
to mental illnesses, which often leads to

TABLE1.

reluctance in seeking care, further deep-
ening the gap.

The geriatric population is suscepti-
ble to many medical conditions, and
it has been seen that elderly with psy-
chiatric illnesses often have medical
comorbidities’>® and vice versa.”s
Therefore, it is pertinent that Care
Models for the elderly need to incor-
porate services and make provisions
keeping in mind the various levels of
infirmity, disability, and assistance
required by the elderly.

Legal Mandates, Policies,
and Programs for the Care
of Elderly

The well-being of senior citizens is
mandated in the Constitution of India
under Article 41, “The state shall, within
limits of its economic capacity and devel-
opment, make effective provision for
securing the right to public assistance in
cases of old age.” In Table 2, we describe
the various laws, policies, and programs

in India that address the issues of the
geriatric population and the provisions
for general and/or mental health care of
geriatric population.

Current Infrastructural
Resources for GMH Care

Care for the elderly with mental health
challenges are provided in four types
of setting: General hospital psychiatry
settings, which include government
and private hospitals/medical colleges,
private and government psychiatric hos-
pitals, NGOs, (like HelpAge India, ARDSI
among others), and informal sources—
family as caregivers.>*® The largest care
resource is the beleaguered family, who
are the informal caregivers. There are
only two institutions at present that offer
exclusive superspecialization training in
GMH in India, with a mere four geriatric
psychiatrists as DM trained yearly.
Services range from acute care man-
agement to long-term care.
+ Acute care is provided mostly in hos-
pital settings.

Epidemiological Studies of Prevalence Neuropsychiatric llinesses in the Elderly Population in India

SINo. | Study Year

Sample Size

Community/Hospital-
Based Study

Important Findings

1. Nair SS et al.® 2015 | 366

Community Based
Cross-Sectional study

to males

Depression = 21.9%

Generalized anxiety disorder =10%

Cognitive impairment (MMSE) =16.3%

Females had more prevalence of psychiatric illness compared

2. National Mental 2016 | -
Health Survey

(NMHS)s

Community survey

Depression prevalence was 3.5% in >60 years

3. Patel et al. 2020 | 330
Mean age: 67.9

+7.8 year

Community-Based
Cross-sectional Survey

Prevalence of

severe depression = 17%

Anxiety disorders =10.3%

Cognitive impairment (HMSE) = 51.2%

Rural population had higher mental health issues compared
to urban population

4. Sinha et al.” 2021

5,590

Community survey

Life-time

Total prevalence =15.1%

Severe mental disorder = 2%
Depression = 3.5%

Current

Total prevalence =10.9%
Severe mental disorder = 0.68%
Depression = 6.9%

6 studies
Age: >60 years

5. Dementia India 2018

report—ARDSI™?

Meta-analysis

Mental disorder in dementia = g.31% years Lived with
disability =
1.29% years life lost

6. Longitudinal Study of
Aging India (LASI)

2020 | 3,224

Longitudinal Community
study

—Impairment in cognitive domains was higher among >60
years age group

—Prevalence of depression was 8.3% (self-report of depres-
sion was very low [0.8%])

HMSE: Hindi Mental Status Examination, MMSE: Mini-Mental Status Examination.

Indian Journal of Psychological Medicine | Volume 43 | Issue 55 | SEPTEMBER 2021

1355



Philip et al.

.

1365

Memory clinics, specialized clin-
ics that offer clinical assessment,
support, information, and advice
to persons with memory problems
concentrated in the urban settings
and Centers of excellence. ARSDI has
even put forth guidelines for the es-
tablishment of such clinics.?

Day care centers; residential care fa-
cilities, which may be long term care
or short-respite care.

Domiciliary care services at the res-
idence, such as caregiver training,
formal nursing care provided by

TABLE 2.

geriatric home nurses, or other
trained personal.

+  Support groups for families.

+ Dementia helpline (phone lines han-
dled by trained personnel to address
the queries on dementia).”

It is important to note here that primary

care for GMH care is practically nonexistent in

our country.

Current Human Resources
for GMH Care

HCPs in India range from super spe-
cialists to community health workers to

volunteers from the community. As of
April 2021, about 1,266,942 MBBS doctors
have registered with various states. In
2018 more than 75% of the registered
doctors are practicing as GP3># The
NMHS 2015-16 reported there are a mere
0.3 psychiatrists, 0.07 psychologists,
and o0.07 social workers per 100,000
people in India. As of 2019, it was about
9,000 and counting, with 700 psychi-
atrists joining the league every year.
Going by these figures, India has o.75
psychiatrists per 100,000 populations,
while the desirable number is anything

Laws, Policies, and Program Addressing Needs of the Geriatric Population

SI'No. Laws/Policies/Programs | Year Objectives/Provisions for Geriatric Care and/or Geriatric Mental Health (GMH)
1. National Mental Health | 1982 » Goals include setting up quality MHC services for persons across the living space in cross-cutting
Program (NMHP)9 1995 issues the elder population is recognized as a vulnerable segment requiring specialized services.
District Mental Health » Envisions integration of care into primary health care.
Program (DMHP) Implementation serviced for the specific care of the elderly is yet to carried out universally.
2 National Policy on Older | 1999 « Elders are accorded higher priority in accessing health care resources.
Persons® = The emphasis on ensuring affordability via specific insurance schemes.
= Encouraging support for NGOs to function in elder health care.
= Mandates establishment of separate geriatric wards alongside the development of specializations
and courses in geriatric medicine and geriatric nursing.
**E|der mental health does not find great mention except in a provision mandating appropriate refer-
rals for counseling.
3. Maintenance and 2007 |+ Accordsimportance to the health of elderly persons and mandates periodic reviews of their health
\Welfare of Parents and care status.
Senior Citizens Act® = Stipulates provision of elder sensitive and specific medical services that are to be staffed by those
experienced in geriatric health care services.
« Helpline establishment for elderly persons to access help in contexts of abuse that are also linked to
health care.
**No specific mention of elder-specific or elder-sensitive mental health care services is noted.
4. National Program for 20 = Aims to provide “easy access to promotional, preventive, curative, and rehabilitative services
Healthcare of Elderly through community-based primary health care approaches.”
(NPHQ)™ = Setting up daycare centers for the elderly have been stipulated which would cater to elders with
mental health issues as well.
5. National Policy of Senior | 201 = Provisions are similar to the NPHCE with emphasis on accessible affordable care via the primary
Citizens™ and community health centers with special provisions for elderly persons.
= Envisions setting up separate elder insurance schemes.
« Setting up of program for raising awareness about dementia. Emphasis on early identification and
management of persons with dementias.
6. Rights of Persons 2016 = Conditions that are more prevalent in the elderly such as Parkinson’s disease, dementia, are included
With Disabilities Act in the Act. Empowers elderly persons with disabilities with rights under the RPWD Act Chapter 2.
(RPWD)= « Cognitive disabilities aside from dementia’s do not find specific mention.
« Disability due to mental illness comes under the purview of the Act, no specific mention of elderly
with mental health issues.
7. National Program for 2017 » Focus on screening, diagnosis, treatment, and rehabilitation of the Non-Communicable Diseases
Prevention and Control (NCDs) under the purview of the Program.
of Cancer, Diabetes,
Cardiovascular Diseases
and Stroke*
8. Law Mental Health Care | 2017 = Right to access to mental health services close to the place they reside.
Act (MHCA)> « Section 18—Promotes specialized clinical services for the elderly in Mental Health Establishments
(MHE).
« Freelegal aid service.
« The government should provide for the care of the mentally ill individual in case of being aban-
doned/ rejected by family and rehabilitation services.
9. Allied Healthcare Bill® 2021 « Emphasis is given on providing all-around care for the geriatric population with allyship of different
cadres such as occupational therapists, physiotherapists, and clinical psychologists.

“**" has been added to highlight the point and to bring attention of the reader to the specific point at the end of the discussion in that particular section.
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above 3 psychiatrists per 100,000.3 MD-
geriatric medicine offered in about ten
institutions across the country includes
cognitive assessment and identification
of CMDs in inclusivess; however, they are
concentrated in a few private medical col-
leges and INTs. Further, DM—GMH/DM
in geriatric psychiatry is very less (four
per year). About 14 lakh nurse/midwives,
about 5 lakh AYUSH medical profession-
als, and 8 lakh ASHA workers.>® Health
care workforces are not trained ade-
quately for GMH care.

Future Directions

The elderly population in mental health
care has been considered a special popula-
tion whose care is often considered possible
only at higher centers such as medical col-
leges or MHE or institutes of reputes.

Quality GMH care is a multidisci-
plinary intensive team-based effort.
Service provision needs to have adequate
(@) depth: the extent to which condi-
tions can be cared for, (b) breadth: the
number of conditions that likely be ser-
viced, and (c) length: the population to
whom this would be accessible. At each
stage of the current health care system,
it is imperative to incorporate policy
thoughts and approach strategies to
the challenges foreseen while keeping
in mind the available resources. Accord-
ingly, a stepped care approach for GMH
care is recommended. We propose a
bottom-up approach (Figure 1) to GMH
care, wherein community care, that is,
primary care, forms the foundation and
basis for addressing GMH needs while
INTs are the last stop for GMH care.

Scaling Up Infrastructure

Training and scaling up human resources
must go hand-in-hand with developing
the infrastructure, and policies regard-
ing the GMH should be developed with
a multidisciplinary lens.>

Enhancing infrastructural capaci-
ties should occur at all levels of Health
care; some of the solutions/suggestions
include:

Geriatric Care in Primary and
Community Health Centers (PHCs,
CHCs) and Secondary Hospitals: As
Shown in the Pyramid (Figure 1)

+ GMH care should begin at the com-
munity level itself, and further care

should be provided at the level of the
PHCs and CHCs,

+ Should provide for promotion and -
prevention and regular screening for
early diagnosis and follow-up care.

+ Community-based intervention pro-
grams that proactively link elders
with challenges to the nearest PHC/
CHC.Proactive case management ap- -«
proach to be created by CHWs such
as ASHA workers.

+ Community care for dementia and
provision of formal care closer to -
their place of residence should be es-
tablished. AHC Professionals and/or
Nurses could staff Day care programs
and centers.

+  Low-cost dementia care homes, spe-
cifically for those with moderate or
severe dementia, would be vital for el-
ders living alone or those whose fami- .
lies cannot take care of them anymore.

+ Collaborative activities across var-
ious health programs such as NP-
CDCS and NMHP and other health for elderly patients.
programs should also be made to )
strengthen the existing health sys- Allied Health Care (AHC)
tems at community care. .

GMH care.

vide holistic geriatric health care.

listic GMH care.

District Hospital—District Mental provement in GMH care would

Health Program (DMHP)

acute care and follow-up care for

Every DMHP should have an exclu-
sive OPD to address GMH care in the
elderly; this would be an important
upgrade in the existing infrastructure
as more than 8oo districts across the
country have implemented DMHP.

Services should enable integrated
clinical settings to bring together
physicians and psychiatrists to pro-

NPCDCS also envisaged integrating
all frontline workers and AYUSH in
implementing the program’s objec-
tives, thereby catering to both pre-
ventive, early diagnosis, and treat-
ment of NCDsz®** thus including
AYUSH professionals will add to ho-

Exclusive beds should be allotted
for the care of elderly with mental
illness, which can be part of the psy-
chiatry beds or medical beds allotted

Due to its intersectional nature, im-

Ie-

quire inputs from various disciplines.

+ The National Commission for Al-

« The focus should be on both pre-

vention/promotional and providing (2021) highlights the provisions

FIGURE 1.
A Bottom-up Approach to Geriatric Mental Care—Human
Resources and Service Provisions

Human Resources ‘ Service Provisions ‘

DM Geriatric Psychiatristsand DM training * Advanced care, research, training of specialists and super-specialists,

Multidisciplinary specialists

Advocating new Policies, formulating and collaborating with policy makers and

lied and Healthcare Professions Bill

of

legal authorities
Medical
MD Psychiatry Specialists/Trainees, MD- Geriatric Medicne M? "ef:: a:th +Clinical Care, Follow-up care , Memory Clinics, rehabilitation
pecialists/trainees MBBS Undergraduates, Undergrad iz +Training of Speciaists/ Undergraduate training of allied health
of other allied medical & Non-medical specialities Institutions service providers and CHWs
DMHP Psychiatrists, MBBS Medical Officers, AyusH ~ DMHP / Allied health + Early diagnosis, initiating t, appropri
Medical Officers, GNMs, Counsellors care Services referral services and holistic care

MBBS medical Officers, ANMs, MPWs, AHC

* Screening, identification, follow-up care and
professionals, Informal and formal caregivers

facilitating referrals whenever required
* Community IEC activities

+ Prevention& promotion of healthy
ANMs, MPW, ASHA workers lifestyle, Regular screening,
identification, referral and follow-up care

. * Prevention and promotion
ASHA workers Panchayat , Family + Rehabilitation, care by family
and community
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inputs from different health care
professions, such as physiotherapy,
occupational therapy professionals,
and community care (such as com-
munity health promoters, ecologist),
behavioral health sciences (such as
psychologists, social workers) and
other professionals (such as a podia-
trist, palliative care professionals).

+ Training the AHC professionals in
GMH will enhance GMH care.

Medical Colleges and MHEs

Medical colleges and MHEs should have
provision for GMH care, rather than
serving as a conduit to higher centers.

+ Recently,a major change was made in
the curriculum for MBBS graduates
by NMC. The new competency-based
MBBS curriculum enforced from
2019 has increased the duration of
exposure for psychiatric training of
medical students; however, not skill
in psychiatry is required for licensing
and successful completion of MBBS
training.+

+ Enable multidisciplinary care of el-
derly with mental health issues or
dementia. An OPD dedicated to ger-
iatric care services to provide inte-
grated care is the need of the hour.
This would enable both care and ad-
equate training and clinical exposure
for UGs and PGs. Collaborative care
between geriatric medicine special-
ists and psychiatrists will enable this
model to function without addition-
al burden on the existing resources.

+ Setting up a memory clinic at every
medical college/MHE is essential to ad-
dress the Mental health needs of rising
numbers of elderly with dementia.>

+  Minimum ten inpatient beds should
be allotted for tertiary geriatric psy-
chiatry care serving dual care and
training purposes.

Institutes of National Importance
(INIs)

+ Each state should have an INT; INIs
should have specialized centers for
diagnosis and plan care evaluations
of neuropsychiatric conditions in the
elderly.

+ INIs should be equipped with facil-
ities to enable research and innova-
tions.

+ INIs need to take up the role of Zon-
al level specialty centers to enable

capacity building and collaborative
activities.

+ INIs need to function as advisories
for policymakers to improve existing
provisions and establish new ones.

Scaling Up Human
Resources

Shortfalls in human resources are already
impacting the access and service gaps for
various health care services and many
other factors. Current numbers are woe-
fully inadequate; DM cadre is the central
cog for health care machinery dedicated
to geriatric mental health. It is prudent
to incorporate a greater degree of train-
ing and exposure to mental health issues
for all HCPs. There is a need to augment
the apex numbers for diagnostic eval-
uation care plan formulation. Training
super specialists without an adequate
workforce at primary care will be futile.

Training of Caregivers and Family
Members

Caregivers play an important role in
managing the disability of the elderly; it
is of utmost importance to increase the
number of community-based old age
homes and nursing homes for the elderly
without caregivers. Though MHCA 2017
comments on the availability of com-
munity-based rehabilitation services for
special populations, no advances have
been made in that direction. The CHWs
should also provide training to caregiv-
ers to assist the elderly, address their
burden and deal with the loss.

Community Leaders

Community leaders and local NGOs
should be included in the workforce
to implement the national health
programs. They should be trained in
identifying the needs of the elderly and
provide them basic counseling for refer-
ral, thereby bridging the treatment gap
and lack of awareness of GMH needs.

Capacity Building of Existing Personnel
at All Levels—CHWs, ANMs, etc.

+ At the subcenter/health and wellness
center, special emphasis is made on
health promotion and early identi-
fication. Along with NCD, it also fo-
cuses on mental health, neurological,
substance use disorders, and memory
impairment in the elderly.
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+ Care should include high-risk pop-
ulations in the screening, that is, el-
derly with a disability, elderly with
existing mental illness, LGBTQ elder-
ly, and elderly with abuse. Screening
tools should be formulated to identi-
fy common mental disorders among
the elderly and basic counseling
skills to address this issue.

AHC Professionals

The elderly population is at increased
risk of multiple morbidities leading to
disability. In total, 13% of the elderly
suffer from at least one type of disability
that hampers at least one activity of daily
living. This disability ranges in the form
of vision, hearing, walking, and memory.
Multimodal management is required to
address this disability.

To date, the expertise would come with
experience. Still, AHC courses should be
planned for geriatric care for nurses, psy-
chologists, social workers, and physical
therapists to handle these special needs
of the elderly.

Traditional and Alternative Medicine
Practitioners

Ministry of AYUSH is formed to provide
focused attention to the development
of Education and Research in Ayurveda,
Yoga, Naturopathy, Unani, Siddha, and
Homoeopathy. These alternative med-
icine practices focus on healthy life and
longevity.# AYUSH and other integrated
services should be encouraged at all the
level of health care. Special fellowship
programs should be planned for training
them in geriatric health problems and
manage multiple disabilities.

Creation of a Separate Cadre of
Psychiatric Nurses

High-income settings have a specialized
“geropsychiatric nursing” cadre with
independent technical standards.+

Incorporating short-term training
programs for all nursing professionals
and a specific posting for geriatric care
in general and geriatric mental health
during the undergraduate training will
be essential to make them sensitive and
aware of the GMH needs.

Undergraduate MBBS Students
Training

With the horizontal inclusion with other
specialties like medicine and pediatrics
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during the psychiatry training, we may
see a change in the integrated learning
in MBBS. Training in psychiatry and ori-
entation to geriatric psychiatry topics
in MBBS is important in itself, as many
would take specialization when they
would cater to the care of the elderly.
Early sensitization toward the needs of
the geriatric population, both physical
health and GMH, will help in reducing
the treatment gap and provide the ser-
vices at the primary level.

Training of GPs

Even though GPs shoulder much of the
medical care for the elderly, their train-
ing curriculum is still focused much
on general health and a bit of palliative
treatment of the geriatric population
only. Therefore, training for GPs in GMH
should focus on prevention, identifica-
tion of early signs of psychiatric illnesses
and cognitive impairment, and risk
factors.

Continuum of Medical Education,
workshops, diploma courses, and fel-
lowship programs addressing their
knowledge, attitude, and practices toward
GMH issues is required.

For government-employed GPs, funds
should be allocated for training and col-
laborative activities.

Training of Gerophysicians

Gerophysicians are a valuable addition
to geriatric care; more than ten institutes
provide MD. Geriatric medicine offers
comprehensive services like compre-
hensive geriatric assessment (disability,
incontinence, frailty, fall & injury risk,
depression, and memory), supportive
care, palliative care, rehabilitation, and
healthy aging counseling. This specialty,
a recent inclusion in the PG courses,
maybe anideal health resource for GMH.

Training of Psychiatrists

Psychiatrists need to cater to children,
adolescents, adults, and elderly pop-
ulations, and elderly need to compete
with other populations to seek help.
Additionally, most trained psychiatrists
receive inadequate training in geriatric
psychiatry during their PG training and
ultimately do not feel competent enough
to manage elderly patients.®

A dedicated posting for geriatric psy-
chiatry in all postgraduate psychiatry
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residency programs need to be intro-
duced. Special evaluation and research
should be planned to focus on GMH.

They should also be involved in the
training of paraprofessionals.

Training Geropsychiatrists

Scaling up the super-specialty health
professionals is the utmost requirement
looking at the current scenario that shall
provide advanced care and research for
innovations and advancements in GMH,
including Dementias’.

Training of Policymakers/Advocates/
Judges

Training of HCPs and research alone
is not enough to bring change. Policy-
makers themselves must be involved in
understanding the needs elderly, espe-
cially the mental health needs.

Research findings must communicate
to policymakers and others to make
enhancements and changes in the exist-
ing systems.#

Fine-Tuning Policy
Mandates, Legal
Provisions, and Programs

For any policy change to occur, it is essen-
tial to recognize the burden both to
individuals, the community, and the eco-
nomic burden atlarge due to GMH issues.

Social Security Measures

+ Schemes both disability and welfare
schemes should be promoted to pre-
vent neglect and abuse of the elderly,
empowering them for independent
living.

+ DPension schemes for senior citizens
should be disbursed to all vulnerable
groups among elderly.

+ Health care provider awareness of
such schemes and active participa-
tion by all stakeholders (elderly to the
policymakers) should be encouraged
in planning processes.

+ Vocation options and community en-
gagement should be encouraged.

+ Setting up legal aid clinics in all dis-
trict headquarters and educating all
stakeholders about the legal provi-
sions available for elderly.

Like the “VAYOMITHRAM” a govern-

ment social-security scheme for the

elderly in Kerala, several schemes already

exist. It provides social security for the
elderly in free medication, financial
assistance, and rehabilitation. Similar
schemes providing holistic care can be
adopted for the elderly with the inclu-
sion of those with mental illness.

Policy and Programs

+ Building the NPHCE and including
mental health as a priority. Further
harmonize it with national mental
health policy to include GMH as a
priority issue in the NMHP, District
Mental Health Program, and other
NCD programs.

+ Adequate budgetary allocations for
GMH within health care and men-
tal health care budgets. Allocations
need to be evenly and equitably dis-
tributed for community-based and
facility-based interventions.

+ Creation of a special task force to
review training and program im-
plementation periodically every 3-5
years. The task force should be in-
volved in training; help in updating
the information, and including their
experience and community needs in
the training modules.

Envisioning the Horizon

The Health and Aging Policy Fellowship
is a training strategy adopted by high-
income settings to improve geriatric care
policy and its implementation.

Supervised by experienced geriatric
clinicians and training fellows from
various disciplines to collaborate and
produce more holistic policies for the
geriatric population. Alongside training
aspects, they are to assist legislators in
tweaking policies. They perform service
audits and report scope for improve-
ment. Over a decade, more than 100
fellows have been trained on improving
the implementation of geriatric care
programs.* This cadre can be a source of
advisory support over long periods.#+° A
similar cadre would greatly benefit GMH
policy planning and implementation.

A single national policy for elderly
should be constituted to include all
aspects of elderly, ranging from physical,
mental health, protection and promoting
well-being under one program/policy
rather than diversifying into various pro-
grams/policies and laws.
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Conclusions

The authors have made a case for the
urgent need to act in a multipronged
manner toward empowering the
national health care systems to handle
the demographic transitions and the
looming GMH crisis. Concurrent efforts
in multiple directions are required to
address this challenge. They are scaling
up specialized and nonspecialized
human resources, scaling up infrastruc-
tural resources at all levels from health
and wellness centers to zonal/apex
centers for research and complex case
management, and the rollout of relevant
social measures to empower and enable
the elderly. The coronavirus disease-19
pandemic has shown us the need to focus
on the elderly. Community care is best
for protecting the elderly; within this
community care framework, we need to
plan for future GMH care needs.

Urgent, affirmative, and substan-
tial measures ought to be taken sooner
rather than later. Therefore, we must
take necessary steps for better prepared-
ness to address the needs of our aging
population.
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