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INTRODUCTION  
 
What is Tri-Gen? 
We are a group of people that aims to bridge the gap between the younger generation and the older generation through 
meaningful interactions from regular home visits. 
 
We aim to serve the medical and social needs of our elderly population by providing holistic care. 
Through the service-learning approach, we will inculcate important values, educate and empower our youths and adults to be 
champions in promoting the health of their communities. 
 
We aim to build an ecosystem which can gather, guide one another and grow in terms of knowledge, skills and values so that we 
will become a society that exhibits intrageneration support, intergeneration mentoring and intergeneration interdependency. 
 
What does Tri-Gen entail? 
To summarise, Tri-Gen provides intra-generation support through inter-generation meeting, fostering inter-generation 
interdependency.  
 
As the name ‘Tri-Generation’ suggests, it provides Polytechnic and Junior College Students with the opportunity to link up with 
the elderly through the facilitation of passionate healthcare professionals. 
 
Tri-Gen’s Vision 
We envision a healthy and inclusive society through intergenerational learning, caring and mentoring, a society where every 
generation - youth, adults, elderly - can experience the love and care of a family. 
 
These are our goals for each group of people: 
 
Elderly 
To provide long-term holistic care and continuity of care for our elderly patients. 
To empower patients to take ownership of their own health and care for their loved ones. 
 
Youth 
To facilitate character building and inculcate important values in the youth. 
To train youth to be good caregivers.  
To empower the youth to serve their community and their personal circles of influence. 
 
Team leaders/ Healthcare professionals  
Develop leadership and communication skills of healthcare professionals.  
Increase inter-professional collaboration readiness. 
Cultivating empathy. 
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MODULE 1: GOAL SETTING  
 
Before the first visit, let’s set some goals! Our goals should be SMART: 

• Specific (simple, sensible, significant). 
• Measurable (meaningful, motivating). 
• Achievable (agreed, attainable). 
• Relevant (reasonable, realistic and resourced, results-based). 
• Time bound (time-based, time limited, time/cost limited, timely, time-sensitive). 

 
What would I like to learn from this project (SMART goals)?  
1.  

2. 

3.    

 
What is one challenge I foresee for myself?  
1.  
 
What burning question I have in my head regarding this project? 
1.  

 
What do I hope my facilitator can help me with? 
1.  

2. 

3.  

 

What can I contribute to the team?  (e.g. I can speak dialect, I am very good at picking out people’s emotions, I am good at 
keeping track of things so I can help with everyone’s schedule for visits)  
1.  
2. 
3.  
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MODULE 2: COMMUNICATION 
2.1 Understanding the Process of Aging 
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2.2 Communicating with the Elderly 
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Tips! 
Have a plan about what you would like to cover. 
If things don’t go according to plan, adapt and improvise.  
 
Be mindful that your resident might have hearing and visual difficulties. Speak slowly and clearly.  
Communication is a two-way street! Share about your life as much as you would want to find out about the resident’s.  
You can find out about  

- Family  
- Hobbies  
- Social support  
- Activities of daily living  
- Common topics  

 

No. Communication skills 

1 Use of simple terms  

2 Tone is very calm and respectful with appropriate speed and volume  

3 Listen and look out for any potential problems/concerns that the elderly may have 

4 Pay attention to nonverbal cues of the elderly 

5 Ask appropriate questions. Do not probe if the elderly is not comfortable to share.  

6 Not fixated on the planned task but follow the elderly’s pace - talk about the things he/she wants to 
talk about 

7 Attend to the elderly’s feelings 

8 Paraphrase the elderly’s words       and name their emotions to show understanding 

9 Able to maintain composure and confidence 

10 Positive impact on elderly (e.g. elderly feels comforted) 
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M3 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

   

What common topics of interest did you share with your resident? 
What were some of the challenges you faced when communicating with your 
resident? 
How do you think you have done in addressing these challenges? 
What are your plans for the next visit to ensure that you communicate better 
with your elderly? 

What are some of the topics that you and family talk about when 
communicating with your resident? 
What lessons have you learnt today that you can apply to 
communicating with your own grandparents? 

What are your strengths in communication with the elderly in your 
community? 

What are some of the obstacles you usually face? 

What did you do to overcome the obstacles? 
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2.3 Loving the Elderly 
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M3 

 

 
 
  

  

 

What are your feelings towards your elderly throughout the visits? 
For positive feelings (happy, warm), what makes you feel this way? 
For negative feelings (irritated, scared, bored), what makes your 
feel this way? 
What are some of the barriers that you encounter when interacting 
with your elderly? 
How do you think you can show better care and concern to your 
elderly? 

What are some of the love languages that you observe in your 
family? 

What are the differences between the way the elderly show 
love and how you or your family show love? 

How do you think you can interact better and care more for 
family members whose love language is different from yours? 

What are some of your perceptions of the elderly before 
joining Tri-Gen? How have your perceptions changed since 
then? 

How can you overcome any negative feelings towards your 
elders? 

What are some barriers that prevents you from 
communicating more with the elderly, and how can you 
overcome it? 
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MODULE 3: FALLS AND ADLs  
 
3.1 Falls in Elderly 
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Activity 
1. Identify intrinsic and extrinsic risk factors for fall  
2. Address modifiable risk factors  

 
Fall history  

Guiding Questions  Answers 

Any previous falls or near falls? When?  

If so, what were the circumstances surrounding the 
fall? 

- Time of day, location, activity 

- Witnessed? 

 

Pre fall symptoms  
- E.g. chest pain, giddiness, shortness of 

breath, weakness, numbness  

 

Complications  
- E.g. head injury, loss of consciousness  

- Able to get up on his own after the fall?  

 

Other remarks  

 
Intrinsic 
Step 1: What are some of the intrinsic risk factors for fall for my resident? 
Step 2: What are some ways in which we can mitigate these risk factors?  
 

Intrinsic Risk Factor Mitigating Measures 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

 
Extrinsic  
Step 1: What are some of the extrinsic risk factors for fall for my patient? 
Step 2: What are some ways in which we can mitigate these risk factors?  

Extrinsic Risk Factor Mitigating Measures 
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Do you observe any risks in your resident’s home that might 
cause your elderly to fall? 

What can you do to modify these factors? 

Is your home environment safe for the elderly? 

If yes, share with you team on some good habits practised by 
your family. 
If no, how would you go about making an improvement or 
change in your home environment? 

Imagine that one of your grandparents suffered a hip fracture 
due to a fall caused by a cluttered home. Share with your team 
how severe do you think are the impacts following the fall? 

Some improvements that can be made (installing grab bars) 
might be more difficult to carry out.  
How would you work with people around you in carrying it out? 
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3.2 Activities of Daily Living 
What are the Activities of Daily Living? 

 
What affects the Activities of Daily Living? 

 
 

What are the consequences of loss of ADLS? 
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What can Healthcare Professionals Do to Help? 
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Activity 
Activities of Daily Living Exercise 
Step 1: Assess resident’s bADLs and iADLs 
 

bADLs (DEATHS) Can my resident do it? iADLS (SHAFT) Can my resident do it? 

Dressing  Shopping  
 

Eating  
 

Housekeeping  

Ambulation  Accounting  
 

Toileting  
 

Food Preparation  

Hygiene  
 

Take Medications  

Swallowing  Telephone   
 

  Transport  
 

 
Step 2: Why can’t my resident do it?  

What ADLs does my patient 
have difficulty performing? 

Why can’t my patient do it? 
(4Ds: Disease, Drug, Deconditioning, Disability)  

 
 

 

  
 

 
 

 

  
 

  
 

 
Step 3: What can my team do about it?   

ADL of Concern Action Plan (DREAM: Drugs, Referral, Environment, Assisting Services, 
Medicine)  
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What Activities of Daily Living (ADLs) does my patient have 
trouble with? 

How has these difficulties affected the life of my patient? 

What can I do to assist the patient in view of these difficulties? 

Do my grandparents face difficulties with their ADLs as well? 

What risks do they face in view of these difficulties? 

What can I do to mitigate these risks, and help my grandparents 
in view of the difficulties faced? 

Share with everyone how your knowledge of ADLs has affected 
how you evaluate whether your grandparent/patient is fit to take 
care of himself/herself. 
Share with everyone how your knowledge of ADLs has shaped 
your understanding of the ways we can help the elderly. 
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MODULE 4: GERIATRIC GIANTS AND SOCIAL ISOLATION  
4.1 Depression 
 
 
 
 
 
 
 
 
 

 
 
  

   Psychiatric illness marked by persistent low mood and loss 

of interest in almost all activities, severely affecting an 

individual’s functioning for at least 2 weeks. 

WHAT IS DEPRESSION? 
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Signs and Symptoms of Depression 

 
 
Geriatric Depression Scale 

● Score 1 point for each bolded answer 
● A score > 5 points is suggestive of depression 
● A score ≥ 10 points is almost always indicative of depression 
● A score > 5 points should warrant a follow-up comprehensive assessment 

 

No. Questions  

1 Are you satisfied with your life? YES / NO 

2 Have you dropped many of your activities and interests? YES / NO 

3 Do you feel that your life is empty? YES / NO 

4 Do you often get bored? YES / NO 

5 Are you in good spirits most of the time? YES / NO 

6 Are you afraid that something bad is going to happen to you? YES / NO 

7 Do you feel happy most of the time? YES / NO 

8 Do you often feel helpless? YES / NO 

9 Do you prefer to stay at home, rather than going out and doing things? YES / NO 

10 Do you feel that you have more problems with memory than most? YES / NO 

11 Do you think it is wonderful to be alive now? YES / NO 

12 Do you feel worthless the way you are now? YES / NO 

13 Do you feel full of energy? YES / NO 

14 Do you feel that your situation is hopeless? YES / NO 

15 Do you think that most people are better off than you are? YES / NO 
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Community Resources Available 

 

WHAT CAN YOU DO? 

STEPS TO COUNTER DEPRESSION IN YOUR ELDERLY 

   

EVALUATE 

Assess for signs 
and symptoms of 
depression 

Assess for red 
flags (i.e. suicide 
risk) 

EMPOWER 

Engage caregiver and 
enhance family support, if 
possible 

Come out with creative 
means to help them see the 
positive side of life 

ENCOURAGE 

Show compassion and 
understanding 

Lend a listening ear 
Spend time by calling or going for 

home visits whenever possible 
Encourage the elderly to engage in 

physical activities and exercises 
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What is your role in spreading awareness and preventing depression 
among your family members? Depression does not affect just the 
elderly but affect people of all age groups. 
 

What are some of the signs you can look out for in your elderly to 
detect depression early? It is difficult to directly identify someone with 
depression. 
What are some of the instances you felt that your team or any specific 
person managed to speak to your elderly to make him/her feel 
accepted and included? 
How do you think you can encourage and motivate your elderly during 
the visit? 

Make the decision to be the happy person! Do you see anyone upset 
around you? Give that person a word of encouragement and make 
them smile! 
It is sometimes not easy to approach the topic of seeking help with 
someone whom you might suspect to have depression.  
How do you think you can go about doing this? 
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4.2 Dementia 
  
 
 
 
 
 
 
 
 
 
 
 
 
Common types of dementia 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

  
 
 

An acquired decline in cognition that 

interferes with independence in 

everyday activities. 

WHAT IS 
DEMENTIA? 
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Risk Factors for Dementia 
 

 
 
 
Signs and Symptoms of Dementia 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   

Age  

Non-modifiable 

Family history of 

dementia 

Down 

Syndrome 

 
 

Modifiable 

Diet and exercise 

Vitamin deficiencies 

High cholesterol  

Smoking 

Hypertension 

Diabetes 

Cardiovascular risks factors 

RISK 

FACTOR

S



 

29 
 

Prevention of Dementia 
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Abbreviated Mental Test  
 
Ask the elderly these following questions. Each correct answer will give a score of 1. A score of 6 or less is suggestive of delirium 
or dementia. Further tests are then necessary to confirm the diagnosis. 

 
 
 
M3 

 
 
 
 
 
 
 
 
 
 
  

Does your elderly have trouble with remembering 
recent events and activities of daily living? 
How can you support an elderly with dementia? 
 

How can you help your family members reduce the risk 
of dementia? 

Imagine yourself as a caregiver of someone with dementia whom 
you are close to.  
What are some of the difficulties you can see yourself struggling 
with? 
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4.3 Social Isolation 
Social Isolation vs Loneliness 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
Who is at risk? 
  

   

 

(Moratti, M., 2019) 

   

Unemployed  Loss of a spouse  Physical  
disabilities 

Living alone 
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Impact of social isolation / loneliness 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
How can we meaningfully engage people who are socially isolated? 

 
 
 
 
 
  

  
 

 

Create opportunities 
for elderly to actively 

participate and be 
involved in meaningful 

social activities 

 

Connect 
elderly to 

community 
resources  

Find out what 
activities the 

elderly enjoys 
doing 

 

 

 

   

Weakened immune system 

Cognitive decline 

Anxiety Depression  

Poor cardiovascular function Poor sleep quality 
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Asset-Based Community Development (ABCD) 

 
 
 
 
Categories of ABCD’s assets and resources 
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Application of ABCD 

 
 
M3 

 
 
 
 
 
 
 

   

  

 

 

INDIVIDUALS  

- Health 
professionals 

- JC/poly students 
- Anybody! 

LOCAL ECONOMY OR 

EXCHANGES 

- Make connections 

with caregivers / 

neighbours of our 

elderly  

OUR 

NEIGHBOURHOOD 

 

INSTITUTION

S   

 

ASSOCIATIONS 

Groups of volunteers 
working with a 
common interest 

 

BUILD OR NATURAL 

ENVIRONMENT  

- 
Wet/supermarket 

- Parks and green 
spaces 

- Exercise corner 

   

What are some ways or things you can do to connect with your 
elderly? 
Are there any community resources that your elderly is known to 
(i.e. Lion’s Befriender)? Are there any other resources that you 
can connect them (i.e. Senior Activity Center)? 

What is one thing you can do for a friend who may be socially 
isolated?  

Are your elderly family members at risk of social isolation? What 
are some things you can do to connect with them? 
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MODULE 5: CONTROL OF COMMON CHRONIC CONDITIONS  
5.1 Vital Signs  

 
 M3 

 
  

   

 

 

 

Did you enquire about the chronic health conditions 

your residents have and what did you find out? 

What do you think are your resident’s perception of 

his/her health?  

 

What are some key concepts that you have taken away 

from vital signs? 

How would you encourage the people amongst you to 

measure their vital signs?   

What are some differences/similarities that you have 

noticed between your resident and any family with 

regards to managing their chronic health conditions? 

If so, why do you think there are such 

differences/similarities?  
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5.2 Hypertension and Its Effects  

 
 

 
Blood pressure monitoring 
https://youtu.be/eVBD7TQLS-E 
  

   

Types of hypertension: 

https://youtu.be/eVBD7TQLS-E
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Things to be Wary Of  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Management  

 
 
 
 
 
 
 
 
 

 
 

Control salt intake                  Ensure regular exercise             Compliance to Meds             Beware: Side Effects! 
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 M3 

 

 
 
 
 
 
 
 
 
 
 
  

 

  

 

How do you think your elderly is coping with his/her 

hypertension? 
What are some ways you can do to encourage your resident 

to watch manage his blood pressure better?  
Has your elderly faced any complications from hypertension? 

What are some differences/similarities that you have 

noticed between your elderly and any family member 

that has hypertension? 

How would you encourage your family members to 

pick up positive habits to combat hypertension and 

what would that be?  

 

 

What are some key concepts that you have taken 

away from hypertension? 

Is there anything in your life that you would change 

now that you know more about hypertension?  
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5.3 Hyperlipidaemia (High Cholesterol) 
 
  

Hyperlipidaemia, defined as elevated total or low-density 

lipoprotein (LDL) cholesterol levels, or low levels of high-

density lipoprotein (HDL) cholesterol, is an important risk 

factor for coronary heart disease (CHD) and stroke.  

Cholesterol is carried in the blood by “packages” called 

lipoproteins. Low-density lipoprotein (LDL) and high-density 

lipoprotein (HDL) are the two main types of lipoprotein which 

carry cholesterol in our body. 
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5.4 Metabolic Syndrome 
 
  

Group of serious chronic conditions that can cause heart disease and diabetes 
Criteria: 
Waist circumference > 90 cm in men and 80 cm in women 
Triglyceride level of 1.7 mmol/l or more 
HDL cholesterol of 1.0 mmol/l or less in men, and 1.3 mmol/l or less in women 
Blood pressure of 130/85 mmHg or more, or on treatment for high blood 
pressure 
Fasting glucose level of 6.1 mmol/l or more, or on treatment for diabetes. 
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Management 

 

 
M3 

 

   

 

 

 

How do you think your resident is coping with his/her 

hyperlipidaemia? 

What are some ways you can do to ensure better 

control of your elderly’s cholesterol level?  

What are some ways your family is also at risk for hyperlipidaemia? 

What similarities/differences that you have noticed between your 

elderly and any family member that has hyperlipidaemia? 

How can you help to lower the risk/control one’s cholesterol level 

amongst your family members?  

What are some key concepts that you have taken away from 

hyperlipidaemia? 

How can you help to raise awareness regarding hyperlipidaemia 

amongst the people around you? 

Are there any barriers or challenges you may face in doing that 

and how can you solve them?  
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5.5 Diabetes Mellitus  
 
 
 

  
Diabetes mellitus is a metabolic disorder 

characterized by persistent high blood sugar levels 

(hyperglycaemia) due to the body's lack of insulin 

(Type I) or insulin desensitization (Type II). 

Diabetes as a disease alone is usually not life 

threatening but its long- term complications from 

damage to various organs are severe and potentially 

deadly 
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Signs and Symptoms  
  

HbA1c, short for glycosylated haemoglobin, reflects the patient’s glycaemic control over the past 3 

months. This is a better marker of the patient’s DM control as compared to plasma glucose as getting an 

optimal fasting plasma glucose level only reflects on the patient’s current plasma glucose level.  

Do have a look at their glycaemic control records with their permission and encourage them to attain 

their target values!  
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Measuring blood glucose  
https://youtu.be/dd2t6dOH1xo?list=PLwKZdOHmwfHGSl9h21oM_B3OCP-7lGqCw 
 
 
 
 
 
 
 
 
 
 
 
 
Complications  

https://youtu.be/dd2t6dOH1xo?list=PLwKZdOHmwfHGSl9h21oM_B3OCP-7lGqCw
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Management of Diabetes 
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M3 

 
 
  

 

  

Do you think that your resident is doing a good job in 

managing his/her diabetes, if so why and if not why not? 

How do you think you can encourage your resident over the 

phone to manage his/her diabetes?  

 

 

What are some key concepts that you have taken 

away from diabetes? 

How can you help to raise awareness regarding 

diabetes amongst the people around you? 

Are there any barriers or challenges you may face in 

doing that and how can you solve them? 

What are some ways your family is also at risk for 

diabetes? 

What similarities/differences that you have noticed 

between your elderly and any family member that has 

diabetes? 

How can you help to lower the risk/control diabetes 

amongst your family members?  
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Modifiable factors 
- Socioeconomic status 

⮚ Residents with little or no income may turn to the public health system for support with regards to their 
health and one way is through attending acute health services in the hospital for their chronic health 
conditions.  

- Loneliness  

⮚ The resident may feel there is no social support in the community and may turn to the hospital where 
there is a chance for human interaction. 

- Non-compliance to treatment  

⮚ Elderly may not be taking their medications regularly due to a myriad of reasons (which can be linked to 
some of the other related modifiable factors) leading to complications of their health condition. 

- Expectations of healthcare 

⮚ Singapore has a readily accessible healthcare system. The resident may have misunderstood expectations 
on what the healthcare system can do for them which may include instantly managing and solving their 
healthcare problems through admissions.  

 

Unmodifiable factors 
- Age 

⮚ As the body breaks down, the elderly will inevitably face more complications of his/her health problems 
that may not be manageable in a community setting, leading to hospitalisation. 

- Natural progression of the disease  

⮚ Common diseases such as heart problems stemming from underlying high blood pressure or high 
cholesterol may cause symptoms such as chest pain or shortness of breath that may need management in 
an acute hospital setting. 

 
 

Impact 
 

- Society →  causes bed shortage in hospitals, increased expenses, and usage of resources.   

 

- Personal →  psychological stress and financial burden 

 

- Family →  Caregiver stress and financial burden 

 

What are frequent admissions? 
- Defined as 3 or more inpatient admissions per year. 

 

5.6 Frequent Hospitalisations 
  
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
Factors to consider: 
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Has your resident been admitted frequently and if so, 

what were the reasons? 

 

What are some measures that you can undertake to 

help manage their medical condition and possibly 

reduce admissions?  

Were there any family members that were frequently 

admitted? How did you feel? 
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5.7 Age-Appropriate Screening and Vaccination 
 

Purpose of screening:  
 

 
 

Relevant subsidies: Screening only costs $0-5 for Singaporeans at Community Health Assist Scheme (CHAS) and General 
Practitioner (GP) clinics.  

 
Pioneer Generation: Singaporeans born on/before 31 December 1949 and those who became a Singaporean citizen on/before 
31 December 1986 
Merdeka Generation: Singaporeans born between 1st January 1950 to 31st December 1959 or those who became a 
Singaporean citizen on/before 31st December 1996 
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Summary of age-appropriate relevant screening 
* Under the Screen For Life programme  
 

What? For who? Why? How? How much? 

Breast cancer * Women 40 
years old and 
above 

Breast cancer is the most 
deadly cancer among 
women in Singapore. The 
earlier the detection, the 
better the chances of 
survival.  

Mammogram once per year from 40-
49yo. Mammogram once every 2 
years for 50 and above. Breast self-
examination every month.  

Free mammogram 
@ Singapore 
Cancer Society 
(Bishan) for blue 
and orange CHAS 
cardholders 

Cervical 
cancer* 

Women 25  
years old and 
who are 
sexually active 

Cervical cancer is among 
the top 10 cancers among 
women in Singapore. The 
earlier the detection, the 
better the chances of 
survival. 

Pap smear once every 3 years for 
women 25 to 29 years old 
HPV test once every 5 years for 
women 30 and above  

 
$0 for Pioneer 
generation 
 
$2 for Merdeka 
generation/ orange 
and blue CHAS card 
holders  
 
$5 for Green CHAS 
card holders/ 
eligible 
Singaporean 
citizens 

Colorectal 
cancer* 

Everyone 50 
years old and 
above 

Colorectal cancer is the 
most common cancer in 
Singapore.  

Fecal occult blood test yearly, or 
colonoscopy every 10 years 

Hypertension, 
obesity, high 
cholesterol, 
diabetes* 

Everyone 40 
years old and 
above  

Preventable condition 
with many health 
complications if not well-
managed  
 

Blood pressure measurement, blood 
tests yearly  

Functional 
screening 
(Under Project 
Silver screen)  

Everyone 60 
years old and 
above, and has 
not been 
screened in the 
past year  

Deterioration of sight, 
hearing and oral health 
are common amongst 
seniors. This could hinder 
their ability to function. 
Early detection allows the 
provision of aids (eg. 
hearing aids, dentures) to 
assist their daily life.  

Vision test, hearing test and oral 
health check once a year.  

Osteoporosis 
 

Everyone 65 
years old and 
above, or with 
high OSTA 
score 

Osteoporosis is the 
reduction in bone mass 
that increases the risk of 
fractures. Screening 
would help to reduce the 
risk of fractures. 

Bone Mineral Density scan (X-ray) 
every 5 years  
 

$150-250  

 
Common excuses not to go for screening:  

1. Common Excuse #1: I Feel Fine. Screening Once is Enough  
a. Many do not go for screening as they feel fine. However, early-stage cancer may not have symptoms. By the 

time symptoms appear, the disease is often at an advanced stage and may be more difficult to treat/incurable 
2. Common Excuse #2: I’m Very Busy. I Don’t Have Time to Screen 

a. Modern people are very busy going about their lives. You have to juggle work, family and many other 
interests. It’s therefore even more important to make time to look after your health by going for screening. 
This will enable you to continue living your life to the fullest. Tests are generally well tolerated and can be 
done within one day. 

3. Common Excuse #3: It’s Good Enough as I Exercise Regularly and Eat Healthily 
a. While exercising regularly and eating healthy are important, regular screening is just as important and should 

be regarded as an irreplaceable part of a healthy lifestyle. 
4. Common Excuse #4: I’m Scared of Receiving Bad News 

a. When it comes to your health, ignorance is not bliss. It is understandable to fear receiving bad news and 
results. Discuss with your doctor about your fears and misconception and make the informed choice. Early 
detection is typically associated with better outcomes.  

5. Common Excuse #5: I’m Not At Risk As I Don’t Have a Family History of Cancer 
a. Some cancers are associated with genes and family history.  Cancer can also be caused by factors such as the 

environment and lifestyle choices. 



 

51 
 

Purpose of vaccination:  

 
Relevant subsidies: 
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Summary of age-appropriate relevant vaccination  
* Under the National Adult immunisation programme  

What? For who? Why? How? How much? 

Influenza* 
 
Commonly known 
as the flu and 
causes respiratory 
problems.  

Those between 18 to 
64 years old with 
underlying medical 
conditions/ weak 
immunity and everyone 
above 65 years old  

Prevent 
infection or 
reduce the 
severity of 
infection.  

An injection every season (twice a year) Refer to the 
relevant 
subsidised 
prices in the 
image 
above.  

Pneumococcal* 
 
Disease caused by 
bacteria, spread 
through respiratory 
secretions. Causes 
lung complications.  

Those between 18 to 
64 years old with 
underlying medical 
conditions/ weak 
immunity and everyone 
above 65 years old  

PCV13 followed by PCV23 8 weeks later  

Measles, mumps, 
rubella (MMR)* 
 
Contagious airborne 
disease that spread 
through respiratory 
droplets.  

For everyone above 18 
years old who have not 
been previously 
vaccinated or lack 
evidence of past 
infection/immunity 

2 doses (4 wks interval)  

Hepatitis B* 
 
Spread through 
contact with bodily 
fluids. Causes liver 
inflammation and 
dysfunction 

For everyone above 18 
years old who have not 
been previously 
vaccinated or lack 
evidence of past 
infection/immunity 

3 doses (0,1,6 mnths)  

Varicella* 
 
Commonly known 
as chickenpox or 
shingles. Spread 
through respiratory 
droplets/ contact 
with contaminated 
skin lesions.  

For everyone above 18 
years old who have not 
been previously 
vaccinated or lack 
evidence of past 
infection/immunity 

2 doses (0, 4-8 wks)  

COVID-19 
 
Infectious disease 
spreads through 
respiratory droplets.  

For everyone aged 5 
and above  

Dosage depending on the brand 
- 2 doses for Pfizer,  at least 21 

days apart 
- 2 doses for Moderna, at least 28 

days apart 
- 2 doses of Nuvaxovid, at least 21 

days apart 
- 3 doses of Sinovac-CoronaVac, 

the second dose should be 28 
days after the first dose, and the 
third dose should be 90 days 
after the second dose 

Boosters are strongly recommended for 
everyone who is eligible. Elderly aged 80 
and above and/or living in aged care 
facilities, and immunocompromised 
individuals are strongly advised to get 
2nd booster.  

Free 
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M3:  

   

 

 

 

Has your resident done the relevant health screening? 

Does your resident have the relevant vaccinations?  

How can I encourage my resident to go for the relevant 

screening and vaccination? 

 

For each of my family members, what screening and 

vaccination should they go for?  

How do I encourage them to go for these screening and 

vaccination programmes? 

Why is vaccination and screening important? 

How can you help to raise awareness regarding 

screening and vaccination? 
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MODULE 6: SOCIAL DETERMINANTS OF HEALTH  

 
M3 

  

 

 

 

What are some factors (determinants of health) that relates to 

your resident’s current situation?  
What can you do to improve the wellbeing of your resident in 

relation to this? Can you make a change in one visit? 
 

Fill in your answers in the table below. 

What similarities have I observed between your resident and 

my family? 
What differences have I observed between your resident and 

my family? 
What is something you would or would not change? 

What have you learnt from this visit and what will be the next step to 

manage your resident’s issues? 

How can you apply it to future home visits or family meetings? 

Are there any barriers or lack of information you have that can 

prevent you from helping? 

What steps can you take to improve your knowledge in this area? 
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Top 3 social determinants I would like to address:  

Social determinant What is the issue? What can be done?  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
Follow up actions:  

Social determinant What is the issue? What can be done?  
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END OF PROJECT REFLECTIONS   
 
Congratulations! We have come to the end of the project.  
 
What are 3 key takeaways from this project?  
1.  
2.  
3.  
 
What is a memorable moment during this project?  
1.  
 
How would you like to apply what you have learnt to: 
1. The elderly in your family? 
 
 
2. The elderly in your community?  
 
 
 

     THANK YOU      
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