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While “function” is often measured in terms of individual ability, a closer look at the history of wellestablished assessment tools and future directions in assessment show us that a focus on intrinsic
factors is not enough. In a number of fields, the theory of “congruence” provides an important model
to see that “fit” (or function) is always the product of a dynamic relationship between individual ability
and environmental demands. But, as we embrace movements to promote “successful” and “active” aging
through the transformation of communities and cities, more work is needed to measure how a range of
extrinsic factors (cultural, social, economic, and physical) impact the expression of disability and actually
support or improve function.
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The assessment of functional ability is an essential practice of geriatric medicine and data
on rates of function and disability are key indicators in gerontology and public health [1].
But, the relationship between health and function is often problematic and hard to measure.
In 2006, the Population Council in the U.S. suggested that “while adding more years to life
is often a goal for many, a more “fundamental question” is whether the “extra” years are
spent in “good health or bad health,” and subject to the most disagreement has been [our
ability to measure] trends in abilities [specifically] to perform personal-care activities [2].
While dependency seems inevitable, the extent and degree, as well as contributing factors are
harder to measure. The standard measure for the performance activities of daily living (ADLs)
come from Katz (1963) who identified seven “fundamental” human tasks that include: eating,
dressing, self-grooming, walking, getting in and out of bed, bathing, and using the toilet.

To this day, the Katz Index remains the standard for assessing general “functional
disability” for older adults living in the community, even though it was originally designed
to assess the rehabilitation process of hospitalized patients specifically with “fractures of
the hip” [3]. While the intended and actual uses of this tool have diverged, measurement of
“daily activity” has developed other problems as many tools since then have become more
“simplified and dichotomous” in the response and scoring scales [4]. While Katz originally
allowed for some types of “assistance” in his definition of “independence,” this allowance has
routinely been lost in translation over time where ratings of “dependency” on versions of the
Index today now eliminate much of the original variability. This shift also seems to be present
in measures of disability at the population level. In the U.S. National Long-Term Care Survey,
for example, the criteria for “disabled” includes “any type of assistance, human or mechanical,
for any ADL or for any IADL, lasting for “a minimum of 90 days,” thus potentially inflating rates
[5]. Lawton and Brody (1969) provided the now standard measure for Instrumental Activities
of Daily Living (IADLs), including: using the telephone, shopping, preparing a meal, cleaning
house, doing laundry, using transportation, managing medications, and managing finances.

These are shown to require a higher degree of “coordination, planning, and decisionmaking” if done independently [6]. But subsequent socio-cultural research has established
that among older adults, rates of independence with IADLs (compared to ADLs) show more
variability due to a variety of extrinsic factors: social, cultural, economic, and geographic [7].
In a cross-cultural study on ADLs and IADLs among English, West Indian, Asian, and Danish
individuals (in England and Denmark), showed that “nearly all [ADLs] were performed
by everybody, while none of the [IADLs] were performed by everybody” due to “cultural
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differences in washing habits and types of clothing” and “actual
differences in health and differences in gender roles” [8].

In 2009, the National Research Council and the National
Academy of Sciences called for improvements in the measurement
of late-life disability in population surveys “beyond ADLs and
IADLs” due to “substantial differences “ in prevalence rates due
to a diversity of “conceptual definitions,” wording of questions
in surveys, sampling, and methods of data collection. Also, while
IADLs have typically been described as “concerned with a person’s
ability to cope with his or her environment,” experts noted that a
focus on the body, has neglected a focus on social context with few
measures to assess the effect of the home on individuals. Applying a
more dynamic and contextual view would encourage us to see that
disability is always “experienced” within a social, environmental,
and cultural context [9]. In social work, occupational therapy, and
gerontological practice, we come closer to defining this relationship
through the “person-environment congruence” or PE-fit model,
where fit (or function) is the outcome of an appropriate balance
between individual competence (or ability) and environmental
press (or demands.

In research practice, however, achieving congruence has often
been studied in a limited number of spaces (e.g. home, care unit,
or workplace), with less study of interactions at the communitylevel, across time and changes in ability [10]. A number of different
initiatives, local and global are now documenting the importance of
our physical and social environments for aging well. In “lifespan”
communities, a focus on the neighborhood-level identifies essential
features to support activity, mobility, and inter-generational
interaction for continuity in home and aging-in-place [11]. The
WHO Global Age-Friendly Cities movement started in 2006, was
adopted by 33 cities in 22 countries by 2014 as a practical guide
to promote the material and social conditions needed to support
“active ageing” and social engagement in older adults. The Checklist
of “essential” features of age-friendly cities, is an ambitious list of 84
items across 8 domains that span municipal priorities ranging from
the condition of public spaces to the cost of public transportation
to the construction of housing and access to public events [12].
But more research is still needed on their impact, effectiveness,
and measurable outcomes. These require more tools that are yet
to be developed. As Golant (2014) observed, the benefits that seem
obvious still need to be measured and proven in several important
ways including:
1)
whether these communities have the resources
and opportunities to meet the needs of aging individuals and
populations over time
2)
how well these initiatives really “perform” to provide
benefits to residents
3)
how well they have led to improvements in the “physical
or psychological well-being of older people and their greater ability
to pursue their activities” [13].

The inability to “perform” ADLs and IADLs is actually a
dynamic outcome resulting, in part, from a complex relationship
between the meaning of adequate “ability” and the demands of out
multiple environments shaped by multiple forces (social, historical,
economic, and cultural). Developing the “tools” that we need to
explore this outcome, might begin with rethinking out ideas of
maintaining “independence” at all levels, which some have argued
is a uniquely culture-bound concept [14]. A next step involves
rethinking the reality and necessity of inter-dependence where
high “function” might be better seen as the ability to maintain and
manage the resources and “human capital” in our changing social
networks. Finally, a more rigorous assessment of our “fit” within
our social and physical communities can better identify that what
really works for successful and active aging, in multiple settings and
locations as ability and needs change over time.
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