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Introduction
The increasing number and proportion of the older adult 
population and its effects on health, social, cultural, and 
economic fields in Turkey necessitate changes and regulations in 
policies and actions for older adults’ health and care. This study 
is organized with reference to the vision of the Turkish Institute 
of Public Health and Chronic Disease (TÜHKE), an official organ 
of the Health Institutes of Türkiye (TUSEB), and in accordance 
with the tasks designated in the eleventh development plan (1). 
In this report, a contemporary approach to older adults’ health 
and diseases in the country is discussed by identifying current 
situations, barriers, and suggested solutions to existing problems 
(2). A large study group consisting of 147 representatives from 
a wide range of public institutions and private sectors dealing 
with the health of older adults, including the Ministry of Health, 
the Ministry of Labor and Social Security, the Ministry of Family 
and Social Services, the TUSEB, the World Health Organization 
(WHO)-Turkey, the Red Crescent-Turkey, 25 universities, and 
19 professional associations, helped in the preparation of this 
report. Here, the issues covered in this report are summarized 
along with the main landscapes. 

Population Growth

Population growth all over the world and the decrease in 
mortality along with declining birth rates lead to an increase 

in life expectancy and the proportion of older adults in society. 
Such problems that we have encountered in recent years, such 
as the aging of the population much faster than expected, the 
transition from a large family to a nuclear family, the increase in 
urbanization rates along the transition from an agricultural to 
an industrial society, and the acceleration of the technological 
revolution, all highlight the health and care problems of older 
adults. Aging is a global phenomenon. Not only developed 
countries, but also developing countries are aging. It is estimated 
that by 2025, two out of three older adults in the world will live 
in less developed countries (3). WHO defines biological aging as 
“a condition in which the gradual accumulation of molecular 
and cellular damage results in a decrease in a physiological 
reserve capacity, and an individual capacity in general, finally 
preceding to many diseases and increased risk of death”. The 
generally accepted age threshold is usually 65 years (4). 

The percentage of population aged 65 years and over in Turkey 
was 3.9% in 1935, 3.3% in 1950, and 5.7% in 2000; it reached 
9.7% in 2021, accounting for 8,245,124 people (5). It is predicted 
that this rate will be 11.0% in 2025, 16.3% in 2040, and 25.6% 
in 2080 (Figure 1). Similarly, the life expectancy at birth was 
78 years in the 2013-2015 period, it increased to 78.6 years 
in the 2017-2019 period (6). This rate is higher than that in 
upper-middle-income countries (74 years) and worldwide (72.7 
years). According to the 2017-2019 life table data, the average 
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life expectancy of a 65-year-old person is 18 years (16.3 years 
for men; and 19.6 years for women). Meanwhile, the older adult 
dependency ratio (the number of older adults per 100 people 
of working age) was 7.1% in 1990, 8.8% in 2000, and 12.6% in 
2017; it increased to 14.3% in 2021, which is at the level of the 
world average (5).

Aging: A Natural Consequence of Life

Aging is not a disease; nevertheless, the frequency and number 
of diseases increase during this period. Among the characteristic 
problems of the older adult population, the higher rate of 
disability, being unable to practice their profession, excess of 
women, individualization, increased number of people living 
alone, loss of social status, poverty, and inequality are the most 
prominent ones (7,8). Unfortunately, older people are commonly 
portrayed as unaware of the world, unable to communicate, 
frail, dependent, and thought of as a burden to society. This 
prejudice against older adults and aging is defined as “age 
discrimination” and poses a substantial threat (9,10). 

Practitioners dealing with older people should be well trained 
on physiologic and psychologic alterations with aging, 
communication with older adults, difficulties in history taking 
and physical examination, preventive medicine practices, healthy 
and successful aging, different presentations of diseases in older 
adults, management of chronic diseases and geriatric syndromes, 
multimorbidity, drug metabolism in older adults, short- and 

long-term care, palliative care and treatment, and terminal 
patient management (11-16). Interdisciplinary teamwork 
should be given immense importance to provide effective and 
productive service to older adults; besides the physicians, other 
medical professionals, including geriatric nurses, nutritionists, 
and dietitians, physiotherapists, occupational therapists, ergo 
therapists, psychologists, gerontologists, and social workers, 
should be employed in appropriate numbers.

At this point, it is necessary to clarify the concepts of “geriatrics” 
and “gerontology”, which are often confused in non-medical 
settings as both are in the same field focused on older adults. 
They serve different functions but also complement each other. 
Geriatrics is referred to as old age medicine; it is one of the 
subspecialties in internal medicine, and it focuses on the care 
and treatment of older persons, including clinical examination, 
diagnosis, therapy, and follow-up tasks related to all health 
problems and diseases of people aged 65 and over (13,17). 
However, “gerontology” is a multidisciplinary field of study 
and practice that encompasses the physical, mental, and social 
aspects of aging (18,19). 

In Turkey, the number of geriatricians and geriatrics fellows 
is around 150; however, the actual need should be more than 
three thousand according to scientific standards (4,13). Enabling 
the geriatricians to serve in compliance with their profession; 
giving authorization to geriatricians for reimbursement of 

Figure 1. Population growth in 65+ years in Turkey
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some crucial drugs, which are frequently used in the treatment 
of commonly encountered diseases and syndromes in older 
adults by the Social Security Institution; promoting the entire 
health professionals dealing with older adults on issues such as 
education, social rights, and an effective working atmosphere 
will not only contribute to a better quality of life for older adults 
but will also have a positive impact on health expenditures in 
the long run, owing to its cost-effectiveness (20-22). 

Preventive Medicine in Geriatrics

Screening tests are performed for the early diagnosis of 
diseases and prevention of complications in older adults 
(23-26). Life expectancy, skills to perform the test, and personal 
preferences should be considered when planning screening 
tests; the benefit-hazard balance should be established by 
taking into account the possible damages of the tests. In our 
country, screening policies for breast, prostate, colon, and cervix 
cancers in older adults and lung cancer in the risk group have 
been determined. Screening for diseases that increase with age 
(diabetes, hypertension, osteoporosis, thyroid dysfunctions, 
etc.) should be pursued. Immunization programs for older 
adults (influenza, pneumococcal pneumonia, herpes zoster 
vaccine, tetanus-diphtheria-pertussis vaccine, and coronavirus 
disease-2019 (COVID-19) vaccine] are applied meticulously in 
Turkey (27-30). Older people should perform 150-300 minutes 
of aerobic activity per week. As their physical condition allows, 
it is beneficial to perform moderate-to-vigorous aerobic 
exercise for 75-150 minutes per week (31,32).

Geriatric syndromes should be included in the scope of health 
care provided to older adult individuals in primary settings 
(23,24,33,34); training and follow-up materials are available so 
that screening and follow-up on this subject can be performed by 
family physicians (22-24). Access to services should be facilitated 
by giving priority to older adults or, if there is no accompanying 
person, providing personnel to help in secondary and tertiary 
care outpatient services. It is necessary to increase awareness of 
health literacy and provide access to e-health applications for 
older adults (9,10,35,36). A safe home environment should be 
created to prevent falls, especially among frail older individuals 
(37-39). Social support is critically important for older adults 
(36). It is necessary to ensure compliance with society by 
disseminating life-long learning model practices, and to 
contribute to intergenerational communications and thus help 
preserve the mental health of advanced aged people through 
volunteering projects and social projects that enable them to 
communicate with young people (9,19,40). It should be strived 
to create a positive old age perception in society. There should 
be necessary regulations for older adults to protect their life 
standards and enable them to work on their medical condition. 

The essential aim of geriatric medicine is for the individual to 
become self-sufficient and self-confident in terms of physical, 

mental, and cognitive capacity until advanced age, to become 
independent, and to be “vigorously healthy” (41-43). Frailty is a 
syndrome with multiple causes that occurs as a result of age-
related loss of physiological reserves, insufficient response to 
internal and external stress factors, and decreased adaptation 
capacity (39). Frailty may increase the risk of medical 
complications, delirium and falls, hospitalization, admission 
to nursing homes, and mortality (25,37,38,44). Appropriate 
screening tests should be routinely performed to identify frailty. 
Interventions such as physical exercise, regulation of nutrition, 
combating polypharmacy, and cognitive training programs 
should be applied for the prevention or regression of the disease 
(32,45-47). 

Geriatric Syndromes

Low body mass index in older adults is a much more 
important risk factor than obesity (48). Malnutrition in older 
adults is caused by inadequate food intake, loss of appetite, 
inflammatory processes associated with chronic diseases, and 
sarcopenia (49-51). Malnutrition is a pathological condition 
that causes a noticeable deterioration in body size, composition, 
and function as a result of low or high-energy intake of protein 
and other nutrients and reduces survival (49). The awareness 
level and knowledge of all physicians and healthcare workers, 
especially those working in long-term care facilities, such 
as nursing homes, residential care homes, and hospitals, 
should be increased. The daily energy requirement is 25-30 
kcal/kg for a healthy older adult with practically normal physical 
activity; the daily protein requirement is 1.0-1.2 g/kg (47,52). In 
malnutrition, trauma, and medical conditions requiring surgical 
intervention and hospitalization, protein requirement increases 
significantly (1.2-1.5 g/kg/day) depending on the severity of the 
medical condition (2,52,53). The daily fluid requirement can be 
estimated as 30 mL/kg (53). 

Sarcopenia is the deterioration of the individual’s mobility, 
independence in daily life activities, and physical performance 
as a result of decreased muscle mass, muscle strength, and 
physical performance (34). Early diagnosis of sarcopenia is 
crucial because its prevalence increases with advanced age and 
causes mortality, falls, functional loss, hospitalization, long-
term hospital stay, decreased quality of life, and increased 
frailty (54,55). The prevalence of sarcopenia among older adults 
living in the community is between 10% and 20% (2,34). The 
cornerstones of sarcopenia treatment are nutritional support, 
physical activity, and vitamin D supplementation. It is necessary 
to raise awareness among health professionals and the society 
regarding malnutrition and sarcopenia in older adults and 
increase preventive and therapeutic practices (52,53). 

Falls pose an important public healthcare problem in the older 
adult population because of their medical, social, and economic 
consequences (37). Approximately 20% of post-fall hip fractures 



Eur J Geriatr Gerontol 2024;6(2):80-90 Karan et al. Healthcare Problems and Possible Solutions in Older Adults in Turkey

83

are lost within a year or result in dependence, loss of autonomy, 
confusion, immobilization, depression, and fear of falling (2). 
“The risk of falling” should be determined in all individuals over 
65 years of age who apply for any reason; problems should 
be treated, and risk should be reduced by creating a safe 
environment (37). 

Multiple or inappropriate drug use is an important problem 
in older adults. In our country, the rate of use of 5 or more 
types of drugs is more than 50% among individuals aged 
65 years and older who apply to outpatient clinics (46). 
Age-related physiological changes affect drug metabolism. 
Polypharmacy and inappropriate drug use have many negative 
consequences, such as drug-drug interactions, drug side effects, 
morbidity, mortality, hospitalization rates, treatment costs, and 
increased drug non-compliance. To combat polypharmacy and 
inappropriate drug use, training programs to raise awareness 
among society and healthcare workers should be promoted, and 
information technologies should be used to support physicians 
and pharmacists (45,46). Physicians are eager to intensify 
medications, whereas they largely ignore the deintensification of 
diabetes management. According to a large multicentral cross-
sectional study of older patients with type 2 diabetes performed 
in Turkey, one in ten older adults was overtreated, while one in 
four required modifications of their current antihyperglycemic 
and antihypertensive treatments (56). These results warrant 
reinforced measures to improve the care of older adults with 
type 2 diabetes and hypertension. For this purpose in our 
country, “Turkey inappropriate drug use criteria (TIME criteria)” 
has been established under the leadership of the Academic 
Geriatrics Association, and with the wide participation of expert 
faculty members, the developed application can be used on all 
smartphones (57). 

Urinary incontinence negatively affects individuals’ quality of 
life as a result of decreased participation in physical activities, 
social isolation, and increased stress levels (58,59). Correctable 
and reversible causes of urinary incontinence in older adults 
should be investigated and treated.

Dementia syndrome is a condition in which cognitive function is 
impaired as a result of damage to the central nervous system in 
adults, and this deterioration affects daily life activities (60). The 
prevalence of dementia is 1-2% at the age of 65 years, and this 
rate doubles every six years of life (2). Dementia is the fifth most 
common cause of death worldwide, and the expenses spent 
on patients are approaching 1 trillion dollars annually (2). The 
most common cause of dementia is Alzheimer’s disease (61). In 
patients with dementia, reversible causes such as delirium and 
depression, medical diseases, normal pressure hydrocephalus, 
and brain tumors should be investigated (60,62,63). Reasons 
that increase the risk of dementia, such as low education level, 
hypertension, diabetes mellitus, hearing loss, obesity, smoking, 

depression, physical inactivity, low social interaction, excessive 
alcohol consumption, and head trauma, should be addressed 
(2,64). Most people with dementia also have other diseases. 
Post-diagnostic care, physical and mental health, social care, 
and support programs should be developed. With special 
interventions and support for caregiver family members, the 
quality of life of patients and caregivers can be enhanced, and 
costs can be reduced. 

Depression is a mood disorder in which an individual feels 
collapsed or unwilling/unhappy for most of the day for a 
minimum of two weeks, additionally, thoughts of guilt and 
valuelessness, such psychological symptoms as death wish 
or plan, or physical symptoms such as loss of concentration 
and appetite, sleep disorders, exhaustion, and weakness (62). 
Suicide attempts, an important complication of depression, are 
more common in older adults (65). The prevalence of geriatric 
depression in our country is between 16-45% (2). It is necessary 
to raise awareness of depression among older adults and explain 
to the public that depression in old age is not a normal situation. 
Depression prevention, screening, diagnosis, treatment, 
and follow-up processes should be developed. Physicians’ 
knowledge of geriatric psychiatry should be increased through 
postgraduate training; topics such as the different presentations 
of psychiatric syndromes in older adults, older adults-specific 
treatment methods, and pharmacological treatment should 
be included in these trainings. “Geriatric psychiatry” should be 
organized as a subspecialty area. Regulations should be made 
in the Health Practice Communiqué so that physicians treating 
geriatric patients can prescribe appropriate anti-depressant 
medications. 

Delirium is a syndrome that progresses with deterioration in 
attention and awareness, usually emerges within hours and 
days, tends to rapidly emerge and fluctuate during the day 
compared with the previous attention/awareness level of the 
person (66,67). Delirium is observed in 50% of hospitalized 
older adults, and approximately 60% of cases are omitted (2). 
Delirium may be the first and only manifestation of serious 
illness in older adults. Conversely, situations that increase and 
facilitate the tendency toward delirium should be recognized 
and corrected. Delirium may cause prolonged hospital stay; 
increased risk of complications, falls, and pressure ulcers; transfer 
to nursing homes; increased incidence of dementia, mortality, 
and healthcare costs. Delirium may lead to a decrease in the 
quality of life, cognitive function, and functionality of patients 
and their relatives (2,68). The awareness level and knowledge of 
all physicians and healthcare workers, especially those working 
in healthcare institutions and hospitals, should be increased. 

Pressure sores and ulcers are the result of localized tissue 
damage to the skin and/or subcutaneous tissue caused by 
pressure or shearing forces. Pressure injuries have negative 
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effects on the physical, functional, and social well-being 
of older adults and significantly increase health costs. Risk 
factors include functional limitation, impaired mobilization, 
fecal and urinary incontinence, impaired sensory perception, 
decreased level of consciousness, malnutrition, age 75 years 
and older, presence of comorbid conditions, lack of family and 
social support, and skin wetness. Prevention of pressure sores 
is easier and more important than treatment; repositioning, 
skin care, nutritional status, and disease treatment are the main 
preventive approaches (68). Prevention of pressure ulcers is a 
quality indicator of health. Particularly, insufficient care while 
turning the patient or changing the bed sheets or the patient’s 
clothes can cause pressure on the skin by friction and shear 
forces (2,69,70). In addition to the employees of the inpatient 
institutions, the knowledge of the members of the home care 
team should be increased.

Chronic Diseases

One of the main fields of geriatrics is the diagnosis and 
treatment of chronic diseases and the approach to multimorbid 
older adults (46). The prevalence of multimorbidity is less than 
2% among those under the age of 35 years, and it reaches 46% 
among those 65 years and older in Turkey (2). In particular, the 
prevalence of hypertension, diabetes, coronary artery disease, 
atrial fibrillation, chronic kidney disease, cerebrovascular 
disease, dyslipidemia, Parkinson’s disease, chronic obstructive 
pulmonary disease, depression, and cancer is higher in older 
adults than in the general population (71-80) (Table 1). In 
addition, approximately, 25% of adults aged over 65 years 
experience pain and loss of function due to osteoarthritis. It 
is estimated that one out of three females and one out of five 
males aged over 50 years will experience an osteoporosis-related 
fracture in the rest of their lives (79).

The most common cancers in older adults are breast, cervical, 
and corpus uteri cancer in women; prostate cancer, colon-
rectal, and non-Hodgkin lymphoma in men (2). The first three 
cancer types that cause the most death in the world are lung 
and bronchial cancers, liver, and stomach in men; breast, lung, 
and colorectal cancers in women. In contrast, lung, stomach, 
and lymphoma in men; and lung, breast, and lymphoma in 
women are the most common causes of death from cancers in 
Turkey (80,81).

Prevention and Early Diagnosis of Chronic Diseases

Physiological and functional status varies greatly among 
older adults. This heterogeneity means that both preventive 
and therapeutic decisions must be based on individual needs. 
Age alone may not be the main determinant of interventions 
(4,14,82). All treatments should aim to preserve function and 
maximize quality of life. The concept of latency is important in 
screening and other preventive measures. With the occult blood 

test in stool, the risk of death in only one out of 1000 people 
screened in 10 years can be prevented for colorectal cancer. If 
an individual’s life expectancy is five years, then this screening 
is unlikely to provide any benefit. For this reason, each patient 
should be evaluated individually, and the screening process 
should be decided (83-86). Preventive medicine practices are 
classified into three levels: primary, secondary, and tertiary.

Primary prevention: It covers the preventive medicine practices 
applied to prevent disease occurrence in asymptomatic people. 
For example, immunization, recommendations for diet and 
exercise to prevent cardiovascular diseases, and quitting 
smoking and alcohol (29,43,87-89).

Secondary prevention: It includes preventive medicine practices 
that seek to detect diseases in the asymptomatic period and 
prevent disease progression with treatment. For example; blood 
pressure measurement (90) and blood glucose measurement 
(91), cancer screening (80,92-95), bone mineral densitometry 
measurement (96,97), screening for mild cognitive impairment 
(98,99), screening for impaired visual acuity for early diagnosis 
of age-related macular degeneration (100), and treatment of 
hyper/dyslipidemia (101,102).

Table 1. Commonly encountered chronic diseases in older 
adults in Turkey

Chronic disease
Prevalence 
(%)

Age group 
(years)

Hypertension

74 60-69

79 70-79

83 ≥80

Diabetes 34.7 ≥65

Coronary artery disease and/or 
stroke 22 ≥65

Atrial fibrillation
2 60-69

2.5 ≥70

Chronic kidney disease

15.7 ≥18

32.7 60-69

41.3 70-79

54.7 ≥80

Cerebrovascular disease
6 65-74

M: 9, F: 11 ≥75

Hyperlipidemia
M: 20, F: 34 65-74

M: 18, F: 26 ≥75

Parkinson disease 1.9 ≥65

Dementia 4.8 ≥65

Chronic obstructive lung disease
M: 13, F: 12 65-74

M: 17, F: 15 ≥75

Any cancer 3 ≥65

M: Male, F: Female
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Tertiary prevention: It comprises preventive medicine practices 
targeting to reduce the complications of diseases and prevent 
the progression of the disease. For example; such as eye 
examination in patients with diabetes for retinopathy and 
albuminuria measurement for nephropathy (103).

Functional decline and loss of independence are not inevitable 
consequences of aging. Given the prevalence and impact of 
chronic noncommunicable diseases among older patients, 
evidence-based interventions to address these issues are 
increasingly important to maximize life expectancy and quality 
of life in older adults (104). 

Intervention, Treatment, and Care

The targets and treatment of chronic diseases are different 
in frailing and conditioned or vigorously healthy older adult 
individuals (104). Considering the life expectancy of older adults 
with chronic diseases, interactions among drugs, side effect 
profiles, and multimorbidity, follow-up, and treatment specific 
to each chronic disease should be based on evidence-based 
guidelines and updated when necessary (57,102,103,105). Older 
adults should be screened for chronic diseases in primary care, 
and diagnosis and treatment should be arranged in secondary 
and, when necessary, tertiary health institutions; follow-up 
should be undertaken by primary health care institutions as 
much as possible, and cooperation and coordination between 
the institutions should be ensured. 

According to the definition of the WHO, rehabilitation is “a set of 
interventions designed to optimize the functionality and reduce 
disability of individuals in various health states who interact 
with their environment”. Rehabilitation includes medical, 
psychological, social, and vocational services (4,22,106). Most 
of those benefiting from rehabilitation services in Turkey are 
older people. 

Long-term care services include all services that provide 
support to people who have difficulty in maintaining their basic 
life activities independently because of a lack of or decrease 
in physical, functional, or mental capacity. The status of 
family members who play a critical role in home care is often 
ignored. Long-term care facilities, such as nursing homes, care 
and rehabilitation centers, and home care services for adults 
and persons with a disability in Turkey. Local authorities 
(municipalities), on the other hand, usually provide services 
such as maintenance, repair, and cleaning services, participation 
in social activities, etc., under the name of domestic care. To 
achieve good care service, it is necessary to monitor compliance 
with quality standards, management, and strategic planning at 
all levels. Older adult care insurance should be implemented as 
a financing model. 

With the aging of the population, the emergence of various 
physiological alterations in the human body, variability in 

drug metabolism, different manifestations, and disease course 
have led to the need to solve the problems of older adults in a 
single center by allocating sufficient time (7,11,12,57,79,104). 
The interdisciplinary team consists of geriatricians, nurses, 
gerontologists, dieticians, psychologists, social workers, 
physiotherapists, occupational therapists, and pharmacologists/
pharmacists. Moreover, if necessary, other members, such 
as podologists, optometrists, audiologists, language-speech 
therapists, dentists, and spiritual support teams, should be 
incorporated into the team (13,107-110). The legislative 
regulations should be established to enable the interdisciplinary 
team members to serve as full-time employees in the same 
institution, in a united structure, in compliance with their job 
definition and specialty. It is also necessary to create legislation 
to pay for every service provided by team members. Assigning 
older adult care technicians to the interdisciplinary team may 
contribute to these services. 

The mortality rate of COVID-19 was particularly high in frail 
older adults with low functional reserve and high morbidity 
(111,112). This experience helped us establish preparedness plans 
for future pandemics and unexpected critical conditions. To 
prevent falls and long periods of inactivity, it would be beneficial 
to offer informative brochures or digital platforms that will 
provide physical mobility during and after the quarantine period 
for such conditions for the use of older adults. To meet the basic 
needs of older adults who are isolated from society and stay 
at home during the quarantine, loyalty social support teams, 
municipalities, volunteers, and headmen should be made visible, 
and older adults should be informed about the existence of these 
services. Establishment of different communication and support 
lines for older adults; social and spiritual support mechanisms 
and formation of teams; and provision of delayed/skipped 
routine health check-ups and care services should be presented. 
COVID-19 in older adults may not be recognized because of 
atypical symptoms such as falling, cognitive fluctuations, 
and behavioral changes (112). The clinician following the 
patient should decide on the treatment of older adult patients 
according to the general condition of the patient, presence and 
condition of underlying diseases, laboratory values, oxygen 
demand, and presence of other concomitant infections (113). 
The side effects of COVID-19 medications should be considered 
in older adult patients; such health problems as life-threatening 
cardiac arrhythmias and liver and kidney dysfunctions should 
be taken into account. Malnutrition and sarcopenia are the 
causes of infection with severe acute respiratory syndrome 
coronavirus 2, and they may also result in the fatal course of 
the disease. A precision diet, exercise, and physical activity 
program customized according to the individual’s needs should 
be organized (54,114-116). Tele-rehabilitation applications and 
studies should be initiated to provide the physiotherapy and 
rehabilitation services at home to older adults who have had 
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COVID-19 infection at home or have been discharged from the 
hospital and have post-COVID-19 syndrome (111). 

Due to the challenges and tough life standards, immigrants 
are expected to have signs of social, physiological, and 
psychological aging well before the age of 65. Turkey, with 
more than 4 million immigrants, has become “the top-ranked 
country with the highest number of refugees in the world” 
Syrians registered in Turkey can benefit from all health services 
free of charge. Migrants and asylum seekers are provided with 
health services in immigrant health centers, foreign nationals 
outpatient clinics, and voluntary health facilities, psycho-
social support, counseling, rehabilitation, and various support 
services for older adults in temporary accommodation centers 
(117). Those who require care must apply to the official geriatric 
care institutions. Not being able to participate in the labor 
force among immigrants is the most important risk factor for 
social exclusion (118). Public service announcements, increased 
translation services, and cultural sensitivity training of health 
personnel will benefit health levels. These measures will enable 
older adult immigrants and asylum refugees to access health 
services (117,119). To ensure intercultural cohesion, content 
that encourages social cohesion and multiculturalism should 
be prepared in the media, in schools, parks, mosques, and 
other communal living spaces in areas where immigrants are 
predominantly living. Furthermore, awareness should be raised 
about problems that can cause discrimination and xenophobia 
(118,120). 

Technological Solutions

It has become necessary to use technological applications to 
reduce health expenditures. Digital literacy should also be 
disseminated to older adults. Tele-medicine enables patients 
with financial and transportation restrictions to access health 
services and also saves time. Tele-medicine, tele-nursing, and 
tele-rehabilitation services should be disseminated. In this 
context, technologies such as image-based, sensor-based, 
virtual reality-based, and robotic applications are used for tele-
monitoring and evaluation, physiotherapy and rehabilitation 
practice, tele-conference/tele-education, and tele-consultation/
tele-counselling (35,36,121). With the use of information and 
communication technologies (ICT) in older adults, it is possible 
to reduce the number of physician visits, prevent re-admissions 
to the hospital, and prevent the emergence of adverse 
conditions with patient and caregiver education. Moreover, 
ICT helps monitor patients’ vital symptoms, enables healthcare 
professionals to intervene when needed, and eases access to 
care services (2). With wearable technological devices, the lives 
of older adults become easier, quality of life increases, physical, 
mental, and social capacities are improved, and real-time health 
monitoring can be performed (121). These technologies may 
help prevent the disappearance of patients with cognitive 

disorders. Furthermore, the technology may help in areas such 
as monitoring falls, cardiovascular functions, tremors, hearing 
and vision losses, pressure ulcers, respiratory functions, balance 
problems, diabetes, skeletal and muscle problems, mouth and 
dental problems, and stool and urine controls. 

“Smart homes” are residences that are equipped with a high-
tech network connected to sensors and indoor devices. They can 
remotely monitor, access, and control devices and applications 
and provide services to meet the needs of residents (2). Effective 
and useful for monitoring physiological and functional 
parameters, providing a safe environment and reducing risks, 
following up and helping when necessary; facilitating social 
interactions as well as cognitive and sensory support. 

While designing “the elder-friendly cities”, exterior spaces 
and buildings, transportation, residences, social participation, 
inclusion in social life, and society’s respect for older adults, 
fulfilling their civic duty and participating in the workforce, 
information and communication, community support, and 
health services are prioritized (109,122,123). “The elderly-
friendly hospitals” are healthcare institutions that provide 
services to older individuals in the most appropriate manner 
and aim to provide a physical environment and service processes 
compatible with the needs of older adults and their families 
(109,124,125). Elderly-friendly cities and hospitals that support 
active aging should be developed and augmented in Turkey 
(110). 

In our country, the awareness of healthcare professionals 
and other stakeholders involved in innovation processes is 
insufficient. Uncertainties about intellectual property rights 
and lack of support during certification and clinical trials are 
the leading issues. In addition, there are many other problems 
and obstacles such as the inadequacy of policies, infrastructure, 
and resources that encourage and facilitate the innovation 
process; insufficient cooperation networks with institutions and 
organizations in different fields; the absence of health-oriented 
innovation centers; and the lack of models that support and 
provide attractive guiding processes to provide motivation. 
Health innovation models and policies unique to the country 
should be developed; health-oriented innovation models to 
participate in all processes should be established; and integrated 
cooperation platforms where all stakeholders are involved should 
be created. Priority should be considered in resources as well as 
targets; innovation should be planned and supported according 
to the manpower infrastructure in the country and the strategic 
needs of the market, and the investment-production-market 
relationship should be brought into functionality. 

Conclusion
In conclusion, life expectancy in Turkey is increasing and the 
number of older adults is rising faster than expected. The 
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aging of society should be the main denominator in all areas, 
especially health and care services, economic, social, political, 
etc. Policies should be established based on this situation, 
which has not been experienced before, and solutions should 
be developed for existing and potential problems. Individuals 
at younger ages should be educated about active and healthy 
aging. To increase the knowledge and skills of healthcare 
professionals regarding older adults’ health and care, education 
should be continued after graduation as before graduation. We 
should always take into account that effective and high-quality 
health and care services can be provided to our older adults not 
only by physicians but also by the interdisciplinary teamwork 
of all health professionals and with the support and interest of 
society.
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