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Background and Scope
The United Nations (UN) Decade of Healthy Ageing (2021–
2030) has identified ageism as a global obstacle that curtails 
older persons’ opportunities to contribute to society, realize 
their full potential, and lead a fulfilling life. The World Health 
Organization (WHO) established the Global Campaign 
to Combat Ageism (http://bit.ly/combatageism) to build a 
world for all ages by changing the way we think, feel, and 
act about age and aging. To provide evidence-based support 
for the Global Campaign to Combat Ageism, the WHO, in 
collaboration with other UN agencies, released the landmark 
“Global Report on Ageism” in 2021 (http://bit.ly/ageism-
report). Recently, the U.S. National Academy of Medicine’s 
Global Roadmap for Healthy Longevity reinforced the need 
to address ageism and identified training, education, and new 
social infrastructure that values and enables the contribution 
of older adults as critical steps to promoting healthy longevity 
as one of the core missions of healthcare systems and society 
as a whole.

In spite of the massive growth in the number and percentage 
of older persons in the population and the rising prevalence 
of those affected by multimorbidity and disability, the care of 
older patients remains unsatisfactory and the medical practice 
relies mostly on a stand-alone (single) disease approach. As 
demonstrated in robust literature, ageism is widespread and 
has damaging effects. Ageism is in our institutions, our rela-
tionships, and ourselves. Pervasive ageism in healthcare neg-
atively affects healthy survival and trajectories of health and 
well-being of older persons and curtails individuals’ capacity  

to contribute to societal goals. Thus, tackling ageism in 
healthcare may benefit not only each of us but society at large.

In this context, an international board of geriatrics experts 
convened an international working group to discuss ageism 
in healthcare.

Ageism and Healthcare
In this document, we describe the effects of ageism in health 
and social care. We then propose actions that, through edu-
cation and policies, can help to reduce ageism and promote 
healthy longevity.

For a long time, the medical approach to health focused 
on the diagnosis, management, and cure of single diseases. 
At a time when the proportion of older persons in the pop-
ulation was low and longevity was rare, middle-aged indi-
viduals with single, usually acute, diseases accounted for 
most of the patients seeking healthcare. The common, gen-
eral paradigm was to treat each disease at the time of clinical 
emergence, prescribing therapy and sending patients home to 
heal or die. The mantra “one patient–one problem” has sur-
vived for hundreds of years. This approach ignored patients 
with multiple conditions, frailty and disability, considering 
these problems “normal consequences of aging,” “too com-
plex,” and “unlikely to respond to care.” Until the last few 
decades, this approach was not yet amended by the evidence 
that prevention of diseases, health promotion, and productive 
employment matter into the oldest ages. With the aging of the 
population and a substantial reduction in mortality in older 
age, there has been a switch in the profile of patients accessing 
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clinical services. These patients, indeed, are mostly affected by 
multiple chronic medical conditions that adversely affect their 
physical and cognitive function. To date, healthcare systems 
have only partially responded to the extensive transformation 
of population health, including the introduction of geriatrics 
as a medical specialty. The overarching mission of medical 
care remains rooted in the cure of a single disease, a strategy 
that conflicts with the already large and growing older pop-
ulation and the emergence of new patterns of morbidity and 
expanded health outcomes that require new models of care. 
Ageism is a substantial obstacle to both valuing and invest-
ing in the health and social care that matches the needs and 
opportunities for health of our aging population. Thus, it has 
become pressing to address the ageism that permeates med-
ical care today, in order to adequately respond to the health 
needs and preferences of older persons.

Ageism is defined as “the stereotypes (how we think), prej-
udice (how we feel) and discrimination (how we act) directed 
towards others or oneself based on age.”

The demographic imperative of longevity and aging has 
led to an unprecedented expansion of the older popula-
tion that is affected by chronic conditions and disabilities, 
making older people major healthcare users. This gradual 
transition now requires a profound and global transfor-
mation of the organization of healthcare for the individ-
ual as well as population-focused approaches to achieve 
healthy longevity. This will require the education of the 
healthcare and public health workforce and demands a 
stronger involvement of all providers who contribute to 
care, including social workers and informal caregivers. The 
literature supports a shift of healthcare systems toward 
integrated person-centered health and social care teams, 
who receive professional education on the appropriate care 
of older adults with varying combinations of conditions, 
life circumstances, and health priorities. Population health 
approaches need to incorporate goals for disease preven-
tion and health promotion for older adults. Unfortunately, 
while the aging of the population is occurring globally, the 
specific needs of older persons are only recognized in a lim-
ited number of healthcare organizations and the university 
curricula of a few countries (institutional ageism).

The scope of this document is to point to actions that 
should be implemented now to minimize the adverse impact 
of ageism in healthcare and the unmet opportunities to pre-
vent ill health in aging. Addressing ageism may require an 
initial investment but should eventually lead to substantial 
resource savings by avoiding unwanted illness or unhelpful 
care and aligning healthcare goals and care to the subjective 
preferences of each older adult. This transformation may 
involve the integration of less expensive and more generaliz-
able rehabilitative, palliative, and social care rather than man-
aging each medical condition separately.

We focus the discussion on a few urgent topics that we 
believe are critical and describe distinct manifestations of 
ageism in healthcare, public health, and their possible conse-
quences. We also propose possible short-term and long-term 
solutions.

Ageism in Healthcare: Major Manifestations, 
Consequences, and Actions
1.	 Endemic and internalized ageism—a barrier to adequate 

care

Manifestation: The universal undervaluing of older peo-
ple permeates our culture and is at the root of ageism 
in healthcare. Ageism can also be internalized and even-
tually applied to oneself (self-directed ageism). In par-
ticular, older people may internalize the stereotype that 
older age is a period of inevitable disease and decline, 
a thought process that can impose barriers to engaging 
in health-promoting behaviors and accessing health and 
social care at an older age.
Consequences: All aspects of healthcare, from education 
to acute and long-term care, along with population-level 
prevention, remain outdated and inadequate to meet the 
expanding needs of the aging population, and ageism in 
healthcare is unlikely to be solved until endemic ageism 
is addressed. Older adults who internalize ageism expe-
rience worsening of physical and cognitive health and a 
shorter life expectancy than older adults with positive 
aging beliefs. Persons with negative aging stereotypes 
may disengage from healthy behaviors, such as taking 
prescribed medication, participating in physical activi-
ties, or following a healthy diet, because they will not 
see the potential gain from such behavior. Older people 
may also refuse to access health and social care services, 
because they believe that they do not deserve equal access 
and social care service or there is associated stigma.
Action: Education about aging and ageism in the gen-
eral population, including in the current population of 
older people, is required to dismantle existing miscon-
ceptions and to promote healthy behaviors across the life 
course and to reinforce that every person has the same 
value regardless of age. Interventions that support posi-
tive aging beliefs are available that have been shown to 
improve aging perceptions and health, and these inter-
ventions should be broadly disseminated and supported.

2.	 Formative ageism—no education on older populations

Manifestation: Aging is ignored in curricula across edu-
cational programs for different health and social care 
providers. There is too little awareness that healthy aging 
is strongly influenced by the choices that we make over 
the whole life span.
Consequences: The lack of opportunities to learn about the 
aging process and older people in general can leave cultural 
norms unchallenged and result in negative attitudes against 
older patients. Most health and social care workers have 
not received educational opportunities around aging and 
older people and are therefore unprepared to respond to 
the preferences and healthcare and prevention needs of the 
older patients that they will eventually treat.
Action: Policies should be developed and implemented 
to ensure that aging becomes an integral part of any 
educational curriculum for health and social care pro-
fessionals. Health and social care providers should also 
have the opportunity to participate in intergenerational 
activities involving older people, as this engagement has 
been demonstrated to effectively reduce ageism.

3.	 Clinical ageism—too much focus on treatment rather 
than prevention

Manifestation: Despite strong evidence that exposures 
and behaviors in early life can affect the aging process, 
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as well as one’s health and function in later life, and that 
prevention and health promotion are effective into the 
oldest ages, aging is still widely considered a natural 
decay process that cannot be modified.
Consequences: Investment in healthcare is mostly 
directed to disease treatment, that is, care of diseases 
when they become clinically evident, rather than on pre-
vention or health promotion over the life course. Progress 
in medical care has therefore mostly extended the length 
of life characterized by disease, with little effect on health 
expectancy and healthy longevity.
Action: Prioritizing preventive medicine and public health 
in earlier in life and over the life course will increase the 
probability of living a longer and healthier life for all. 
The main purpose of healthcare should be not only to 
cure diseases, but rather postpone the onset of diseases, 
frailty, and disability.

4.	 Clinical ageism: Focus on isolated treatment of individ-
ual diseases using evidence not applicable to older adults

Manifestations: Healthcare is primarily focused on 
diagnosing and managing individual diseases following 
guidelines based on evidence generated in younger adults 
with few conditions. Ageism might result in mis- or over-
treatment, that is, provision of a treatment intervention 
that is based on disease-specific evidence generated in 
younger adults and extrapolated to older adults.
Consequences: This disease-based decision making 
results in interventions that may not be beneficial and 
may even be harmful and burdensome to older adults 
and does not address what matters most to them. 
For example, the exclusive focus on the treatment of 
individual diseases may lead to the adverse effects of 
polypharmacy, potentially harmful interventions, and 
unnecessary hospitalizations as individual diseases 
mount up and one’s overall function and preferences 
are ignored.
Action: In addition to acquiring and using therapeutic 
evidence on functional, symptom-based, and quality of 
life outcomes in older adults with multiple conditions, 
care should focus on identifying the specific health out-
come goals of older adults and implementing realistic 
care aligned with meeting these goals. Treatment should 
be decided in collaboration with the patient and in the 
context of their comorbidity, functional capacity, social 
support, and living environment.

5.	 Clinical ageism—Lack of involvement in care choices

Manifestation: Clinical decision making does not ade-
quately consider alternatives of care that may better 
align with subjective priorities and preferences of older 
patients, including the decision to withhold treatment 
to avoid iatrogenic harm. For example, maximizing 
function and preventing frailty, and disability are often 
appropriate primary targets of interventions, but older 
people may not be involved in the development of a care 
plan with these goals in mind.
Consequences: Treatment choices are offered to older peo-
ple and their caregivers without informing them of other 
possible choices goals and choices that may better match 
subjective priorities and preferences. Poor adherence  

might occur as a consequence of the limited involvement 
of older persons in treatment decision making.
Action: Identifying the health outcome goals of each indi-
vidual using a person-centered care approach and provid-
ing a comprehensive explanation of the consequence(s) of 
alternative therapeutic choices to allow shared decision 
making should become an integral component of medical 
education and practice. This is particularly important for 
older patients who are often affected by complex health 
problems not amenable to a “cure.” Quaternary preven-
tion (“primum non nocere”), including deprescribing 
when appropriate, and patient-reported outcomes and 
experiences (person-reported outcome measure and 
patient-reported experience measures) should receive 
proper attention in medical and paramedical education. 
Caregivers should be involved in clinical decision mak-
ing, as appropriate, taking into consideration the prefer-
ences and priorities of those they care for.

6.	 Clinical ageism—denying available treatment or preven-
tative measures

Manifestation: Ageism leads to an age-based, unjusti-
fied and discriminatory exclusion of older patients from 
treatment that can be life-saving or essential to preserve 
function and/or quality of life. Older people also expe-
rience discrimination in their access to preventive mea-
sures, such as mammography screening.
Consequences: Older patients, based on their chronolog-
ical age, are less likely to be eligible to receive intensive 
care or complex medical and surgical treatment, regard-
less of the severity of their baseline condition, or their 
level of intrinsic capacity.
Action: Considerations about biological age and function 
and individual health goals and care preferences, instead 
of chronological age, should guide treatment goals and 
choices (see also point 4 above) and allocation of treat-
ment resources to the geriatric population. Legislation 
should be devised and appropriately implemented to 
ensure that healthcare rationing by age is prohibited. 
High-quality and dignified end-of-life care should be 
guaranteed when appropriate.

7.	 Ageism in research—lack of evidence-based medicine

Manifestation: Older patients in general and particularly 
those with multiple physical and mental conditions and 
disabilities are often excluded from clinical trials that 
test the effectiveness and safety of pharmacological and 
nonpharmacological interventions. This is even true for 
trials testing interventions for conditions that are more 
prevalent in older age. When data are collected on older 
people, they are usually not highlighted but instead are 
buried in a single age group of over 60 or 65 years of 
age, therefore hiding the enormous diversity among older 
individuals. This undermines the validity of the results 
for most older adults and also leads to broad underin-
vestment in bio-gerontological aging research.
Consequence: Validation of the efficacy and safety 
of treatments often does not apply to older patients, 
especially those with clinical and social complexity. 
Additionally, tools that can be used on a large scale for 
risk stratification are lacking, preventing older people  
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from the possibility of receiving proper prognostic 
assessment and getting access to specific care and clinical 
pathways.
Action: Older patients should be included in clinical 
trials aimed to test interventions that may become ben-
eficial to them. Policies could be generated to promote 
and ensure adequate representation of older people in 
research. Data should be more extensively stratified by 
age and health status measures and require functional, 
symptom, and quality of life outcomes in addition to 
disease-specific outcomes and survival. More research 
is needed to develop new study designs (e.g., pragmatic 
trials) and outcomes that enable a more inclusive partici-
pation regardless of age and comorbid conditions.

8.	 Healthcare system ageism—disconnection between 
healthcare settings and the community

Manifestation: There is a lack of communication and 
connection between the different settings and the health 
and social care professionals that provide care for the 
same person, especially for older persons with cognitive 
impairment who cannot advocate for themselves.
Consequences: A lack of integration and continuity 
between medical and social care, including informal care, 
increases the risk of inadequate medical management of 
older patients with multiple chronic diseases, cognitive 
impairment, polypharmacy, frailty, and/or disability. 
Such a lack of integration and communication may result 
in adverse health outcomes, inappropriate polypharmacy 
and drug interactions, redundancy of diagnostic and 
therapeutic interventions, and multiple readmissions to 
different care facilities.
Action: There is a need for integrated and coordinated 
health and social care networks to promote more com-
prehensive and effective assistance. Geriatric medicine 
may play a pivotal role in the oversight of this process, 
favoring connections and integration between specialized 
settings (e.g., by designing, overseeing, and coordinating 
a care plan from acute care, to subintensive care, to reha-
bilitation, and then to long-term care solutions) and pri-
mary care services.

9.	 Clinical ageism—deprioritized in acute and emergency 
care delivery

Manifestations: It is well known that acute medical prob-
lems in older patients often trigger a rapid deterioration 
of health and function, often leading to a decision for 
hospital admission from the emergency room. However, 
older people with acute problems are not given priority 
for triage and treatment. For example, an ageist paradox 
is that older patients are often left waiting for many more 
hours in emergency rooms than younger patients.
Consequences: Acute problems that could have been suc-
cessfully and rapidly treated become catastrophic and 
irreversible medical conditions that substantially change 
the health and functional trajectories of the patient (e.g., 
untreated urinary retention can evolve into delirium with 
nursing home admission and subsequently precipitate 
dementia).
Action: An expanded role of primary and community 
care, a better integration of services, the establishment 

of a surveillance system for the frailest persons, and the 
creation of a procedure for rapid activation of social 
and caregiver support can minimize the use of emer-
gency rooms. When admission to the emergency room 
cannot be avoided, older patients should receive priority 
attention and age-appropriate care to avoid irreversible 
decline of health conditions. Frail older patients should 
be treated rapidly, independently of evident clinical insta-
bility, because of their high risk of deterioration during 
emergency department stay.

10.	 Ageism in the design and operation of healthcare  
facilities

Manifestations: Healthcare facilities often do not include 
spaces specifically tailored to the needs of older patients, 
such as those that facilitate early rehabilitation, orien-
tation and socialization. Furthermore, hospitals are 
designed to keep patients relatively immobile and iso-
lated in bed, rather than allow them to engage in toi-
leting, physical activity, socialization, and uninterrupted 
sleep that can promote recovery and prevent compli-
cations such as delirium, falls, deconditioning, inconti-
nence, and depression.
Consequences: The inadequate environments of healthcare 
facilities lead to a high incidence of complications (e.g., 
delirium, immobilization syndrome) and acute loss of phys-
ical and cognitive function that could have been avoided if 
they provided more home-like spaces and activities.
Action: Every healthcare facility should include age-
friendly environments that optimize the care of older 
patients, for example, dedicated areas with quiet rooms, 
accessible bathrooms, indirect lighting, warmth, and 
spaces promoting early rehabilitation, occupational ther-
apy, and family visits.

11.	 Ageism in healthcare access

Manifestation: Ageism is linked to reduced healthcare 
access. Older patients often have limited access to health-
care, they may lack suitable transportation, and they may 
not be able to afford an alternative form of care.
Consequences: Older adults may be more likely to face 
catastrophic medical costs, as they may experience mul-
tiple and simultaneous health and social issues and may 
need to travel long distances to access care. This is partic-
ularly the case in countries with no universal health cov-
erage and where care is mostly provided at secondary and 
tertiary levels. These factors differently affect the health, 
quality of life, and survival in older compared to younger 
persons, regardless of their background health status.
Action: Access to healthcare should be guaranteed to older 
people and especially those with disability, frailty, social 
isolation, and poor socioeconomic status. Care should 
encompass oral health, eye health, hearing devices, and 
other services usually provided outside the public health-
care system. Public transportation to healthcare facilities 
should be accessible and affordable for older persons.

12.	 Ageism in healthcare technologies

Manifestation: Ageism in healthcare technologies lies 
in misconceptions about older individuals’ abilities to 
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understand and use digital technologies, which are typ-
ically designed for younger adults. Of note, the use of 
digital technology is becoming a main path of communi-
cation between individuals and the healthcare system. At 
the same time, there is a risk that artificial intelligence (AI) 
technologies used in medicine and public health exacer-
bate or introduce new forms of ageism if left unchecked. 
AI-based clinical prediction and decision-making tools 
will be based on research data from clinical trials in 
which older adults, particularly those with multimorbid-
ity or functional limitations, were largely excluded, or on 
clinical data that lack the functional outcomes of partic-
ular importance to older adults and ignore the individual 
health priorities of older adults.
Consequences: The design of technological devices and 
software often fails to consider the specific needs of 
older adults, typically being manufactured in small sizes 
and with complex interfaces that are not user friendly 
for people with arthritis or visual impairment. Use of 
existing technologies may also be negatively affected by 
cost, inadequate training, poor social support, or limited 
internet connectivity. Older adults are thus denied the 
benefits of healthcare technological devices and online 
platforms, leading to unequal access to technology-based 
monitoring and care. The inappropriate application of 
AI-generated prediction and clinical decision-making 
tools will likely exacerbate the inappropriate care of 
older adults described in points 4, 5, and 7.
Action: It is crucial to raise awareness among health-
care providers, technology developers, and policymakers 
about older adults’ specific needs related to technology. 
Engagement of older adults in the design and implemen-
tation of healthcare technologies, including AI, may help 
to develop age-friendly tools that allow older people to 
benefit from technology-based care strategies and engage 
in health promotion resources. Data from older adults 
across the full spectrum of health and functional con-
ditions must be included in the data used to generate 
clinical prediction and decision-making models if results 
are to be applied to older adults. Functional status and 
individual health priorities need to become standard data 
elements in electronic medical records.

Final Considerations
Ageism is pervasive and involves most aspects of our life. We 
learn early that being “young” as opposite to being “old” is 
a positive value and this ageist cultural view persists over the 

whole lifespan. The “fear” of becoming old and the “surprise” 
of reaching old age are only a few examples of the “ageist” 
imprinting that we carry with us. Such negative cultural ste-
reotypes of aging have severe consequence on the lives of older 
persons, who tend to be marginalized and left out of many 
opportunities just because of “old age.” Mandatory retire-
ment is imposed on people who may not have any physical 
or cognitive impairment and can still make major contribu-
tions to the community or at work. Perhaps the most burning 
consequence of cultural ageism is the lack recognition of the 
value and special needs of older people by healthcare systems, 
and a failure to make the necessary changes despite the demo-
graphic transformation that is occurring in every country in 
the world. In this document, we identified the main instances 
where ageism permeates health and social care, resulting in 
suboptimal care for this rising portion of the population. We 
purposely focused on a few specific topics, fully aware that 
this document is not a comprehensive inventory of the many 
ways by which ageism hampers the health and care of older 
persons and reduces their ability to maximize their quality of 
life and contribution to society. Instead, we focused on what 
we see as the main manifestations of ageism in healthcare that, 
if addressed, may be transformative on the quality of care 
provided to older persons, and their quality of life. It is the 
view of the working group that this is a living document that 
will evolve over time as our understanding of the manifesta-
tions and effect of ageism in healthcare improves, through 
our own experiences, the reading of expanding literature and, 
hopefully, the many comments and suggestions that will come 
from those that critically read our recommendations.
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