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INTRODUCTIQN
General

Aging and the health and quality of life of the elderly tend to be low
priorities in the government policies of mest Eurppean countries. There iz a
need for further effortys to improve active life expectancy, income support,
housing, transport, community participation and services for the elderly. The
goal is to improve the quality of their lives and reduce inequities in aging
existing in the Region.

Comments

Most elderly people maintain their health, which emnables them to function
in their homes and in the community. In their later years, however, they may
experience chronic health problems and become frailer, and may need to use
long-term care services provided in the community or in institutioms.

The purpose of community long-term care is to enable people to live
autonomously in their own homes by delivering to them the necesgary health and
social services. When living at home becomes too difficult, elderly people
could move to institutions which provide more intensive medical attention and
services that promote their good functioning.

At present, there are often few links between the hospital and community
services. Community services may not be well coordinated or simply not
available. This might be also due to lack of professional training,
old-fashioned attitudes and prejudices.

The challenge for govermments, service providers and the publiec is to put
in place a system that provides support to people who need it at the right
time and place and for as long as necessary. The doors separating the
institutions from the community should be opened and the services should be
mutually complementary.

The WHQ Reglonal Dffice for Europe has prepared a project on small area
planning for the elderly. The activities carried out under this project in
1986-199]1 are described in this report. A wider framework for local acticn on
continuity of care of the elderly is envisaged for 1992~1993 (Annex 1).

1







PART 1

DEVELOPMENT OF THE PROJECT
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NEEDS, ISSUES AND PRINCIPLES OF SMALL AREA PLANNING FOR THE ELDERLY

In 1986, the WHO Working Group on the Continuity of Care of the Elderly
met in Piestany, Czechoslovakia. During discussion, the Group heard of a
position paper that had been prepared on comprehensive health and social
services for the elderly living in one district (LinkBping) in Sweden. It had
been presented as a model for the collection of material for intercommunity
comparisons and the implementation, in geographically defined areas, of
certain recommendations from the United Nations World Assembly on Aging.

At an early stage, it had been realized that, while certain
epidemiological data were often available, they were not being used by
planners, decision-makers or administrators. Gaps in the type of information
being supplied were also apparent: specifically the identification of useful
indicators relating to the planning and provision of acute hospital care and
the assessment and outcome measures of self-care. For example, while it had
been known that 70% of all health care costs in the country were spent on
people aged 65 years and over, it had not been realized that nearly half the
beds in acute hospitals were occupied by people of that age and that one third
of all pensioners received acute care each year. Another knewn, but unused
fact was that 947 of all elderly people were living in their own homes (this
is roughly average for the majority of European countries). These data were
seen as having obvious and important implications for the planning and
provision of care, especially in providing continuing care during transfers
from home tec hospital and from hospital to home, for guality assurance
(readmission rates), for outcome measures and for cost-effectiveness.

Information on attitudes had also been collated, and in relation to the
findings, it was suggested that one way of changing society's negative
attitudes to aging and the aged is to motivate the latter to participate in
more activities at 211 levels and in all areas of society. It was believed
that more use could be made of television to promote such initiatives and to
give information on preventing diseases and disabilities, onm healthy
lifestyles, on the maintenance of physiecal, mental and emotional fitness
(including self-care) as well as on details of the locally available social
and health facilities.

From this and other country examples that describe the current situation,
the Working Group agreed that district planning should respond to local needs,
conditions, circumstances and resources that might, or might not, correspond
to nationzl priorities. They considered it important that representatives of
the elderly should take part in decision-making regarding the services and the
assistance that should be given priority in their own geographical area. In
relation to the use of the mass media, they were of the opinion that its
representatives should be consulted and brought into the discussion of needed
publicity at an early stage of planning. It was suggested that the
periodicals and journals of voluntary organizations, as well as of those of
retirement groups, could be used as a vehicle for communication among the
elderly themselwves.

All participants welcomed the idea of exchanging national and local
experiences, especially in suggested norms of staffing patterns and
facilities. They believed that the development of a protocol to enable
transcultural comparisons te be made would lead to useful intercountry
cooperation and assigtance in this area.
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Some months later in 1987, a small multidisciplinary consultation group

composed of health and social service professionals from five countries and
two WHO staff members was held in the WHO Regional Office for Europe. The
group identified certain key needs. These included:

were

the nead to develop home care services;
the need for a choice of care options;
the possible advantages of sheltered accommodation;

the need to prevent developing countries from repeating the past mistakes
of indugtrialized countries in providing instituticomal care for
disadvantaged people of all ages;

the need to initiate appropriate programmes in schools so that self-care
becomaes the norm throughout life;

the need to provide impartial advice and information to elderly people
and their families regarding the services and alternatives available to
them;

the need for official and legal recognition of carers, particularly
informal carers, who are usually middle-aged women coping with a
multiplicity of family roles;

the need for rehabilitation of the elderly in their own homes; and

the need to review and amend organizational structures to facilitate easy
access to service and the flow of expertise and resources between them.

The Group also agreed on certain principles of small area planning, which
as follows:

the area to be considered should be mutually agreed, bearing in mind that
boundaries of the various authorities and organizations that need to be
involved are unlikely to be coterminous;

the time scale may be short term (up to five years), medium term (six to
saven years) or long term {eight or more years);

the information needed for planning must be predetermined;

sources that will provide the needed information must be identified;
these are likely to include census data, data from surveys undertaken to
amplify the census data, routinely collected data on services and their
users, findings from consumer studies, information on levels of
dependency and passivity of service users, and information on the
prevalence af "social diseases" such as hypothermia;

information on both guality and quantity of needs and services must be
obtained, e.g. what type of lifestyle i most common in the small area,
what are the living conditions, are there strong family links, do
information and counselling services exist regarding services available
to potential consumers, and to what extent do consumers participate in
decision-making and are given choices?
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- continuity of care between levels of gervices must be provided, e.g. on
admiggion te and discharge from hospital;

- the purpose of the services provided must be determined, e.g. day care
may alm at preventing the well from being dependent, at stimulating and

rehabilitating the disabled or at treating the sick;

— planning must take note of the availability of educational programmes,
e.g. prevention of hypothermia;

- inclusion should be made of services available to the total population,

1

e.g. transport, housing, leigure facilities, and social security payments.

Later that year a WHO zession on continulty of care of the elderly was
held within the "&geing Well" Conference of the European Region of the
International Association of Gerontology at Brighton, United Kingdom, at which
a comparative study of test areas of small area planning in Linkdping, Sweden
and Avon, United Kingdom were presented. The main issues identified included
the following.

(L} Services are difficult for users to leocate and no single person or
organization accepts regponsibility for emsuring that the full range of
gervices iz made available to penple in needq.

(2} Overlaps and gaps in provision mean that services lack cohesion,
direction or elearly identified purposes.

(3} There are insufficient or inadeguate mechanisms for giving
priorities to the allocation of funds.

(4) The current organizational structure of services for elderly people
owes more to professional aspirations than to ¢onsumer need.

(5) The professionalization of services has increased the skills
available to people in need, but at the same time has created problems of
coordination. It hag failed to respond adequately to the needs for
training elderly people to recelve information and advice as opposed to
professional help, e.g. on a healthy diet and exercise.

(6) The care of elderly people does not caréy a high status for any
profeszional group.

{(7) There is an absence of consumer power and consumer studies in the
health and zocial services. When the latter have been conducted, they
have shown failures that could be rectified by improved management,
e.g. staffing; or coordination, e.g. supervision.

(8) There is a lack of good multidisciplinary assessment of individuals,
which often leads to inappropriate placements. For example, the overzll
use aof institutional heds was found to be similar in both test areas, and
a need for medical assessment as a means of avoiding inappropriate
admission had been identified as a priority.

In the discussion that followed, examples of the advantages of home care
for the elderly revealed that the majority saw this as the preferred option.
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Difficulties seen included cost, staff training and staff numbers. It was
agreed that flexible services provided by switched resources {(as necessary)
and responding quickly to changed needs were required.

The follow-up action agreed was for an individual approach to be made by
each Member State of the WHO European Region, using a common protocol. To
develop this, the project needed to be pioneered in a sample of countries and
reports submitted to the Regional Qffice.

Since that date, reports have been received from Czechozlovakia, Denmark,
Federal Republic of Germany, Greece, Malta, Portugal, Sweden, United Kingdom
and Yugoslavia,




PART 11

SOME COUNTRY REPORTS
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REPORTS FROM COUNTRIES USING THE SAME FORMAT

Denmark

Background

In Denmark, responsibility for the care of elderly people is divided
between two types of local administrative unit: the primary or council and
the secondary or county. The former has general responsibility for social
advice and guidance te all citizens and for the provision of home helps, home
nursing care, technical aids, sheltered flats and nursing homes. The latter
include between 5 and 22 councils and have approximately 325 000 inhabitants.
Counties have responsibility for providing assistance to citizens who have
special needs and run institutions, including day ¢entres, for people with a
physical and/or mental handicap. '

The area chosen for study was the largest council of the county of Funen,
Odense. It is the third largest town in Denmark with 171 00C inhabitants, of
whom 25 800 are over the age of 65 years.

All citizens may freely choose a general medical practitioner, and all
treatment provided is paid for by the county according to a fixed scale of
charges. The county also runs Odense Hospital, which is very specialized and
has 1300 beds and over 8000 employees. These divisions (both geographical and
administrative) have resulted in coordination problems. In recent years, some
initiatives have aimed at improving cooperation between health and social
services and between county and council. These have included the organization
of both multidisciplinary meetings and meetings of members of the same
profession working in different areas, e.g. nurses working in hospitals and
the community. The Mayor of Odense has also set up a joint working group
composed of planners and health, social and management professionals. This
group has been given the task of improving collaboration and the use of
resQureces.

Services

1. Long-term care

Most long-term care is given in the geriatric ward of Odense Hospital.
Admission is usually from acute wards or from patients' own homes. The
average time of confinement to bed is 52 days. Following assessment, the
general aim is rehabilitation before discharge back to the home, but in
practice many patients remain in the ward awaiting transfer to nursing homes
or to other wards. This means that long-term patients often occupy acute
hospital beds.

T'rends For the future

Recently, assessments of the elderly have more often taken place in their
own homes 2o that the elderly are sent direct to an appropriate placement,
€.g. t0 a nursing home., This has meant that the geriatric ward receives
patients from acute wards at an earlier stage of aftercare, but it is
recognized that both immediate aftertreatment and long-term care of elderly
people regquire review., It iz considered that at least some part of the
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long-term treatment should be given outside hospital wards. This means
treating elderly people frem their own homes as outpatients and/or
concentrating the rehabilitation regime so that the course is as short as
possible.

-

2. Acute hospital care

Qdense Hospital iz one of the largest and most specialized teaching
hospitals in the country. It is estimated that out of its 1300 beds,
approximately 340 are used for elderly people from Odense aged over 65 years.
More than half of the total hospital inpatient time is taken up with these
people, and the average period spent in acute wards is 12.5 days.

Trends for the future

Studies have shown that the establishment of night nursing and home care
services has reduced the number of admissions and the number of days elderly
people spend in acute beds. Both admissions and protractions of stay on
social grounds have been minimized by ¢lose cooperation between hospital and
community staff.

3. Psychiatry

There are a total of 62 psychiatriec places for people aged over
65 years: 42 are in psychiatrie hospital wards and 20 in nursing homes for
psychiatrie patients. The length of stay in psychiatric hospital beds varies
from a few days to many years, while patients in pgychiatric nursing homes are
permanent residents.

Trends for the future

A working party has produced a number of recommendations. The aim iz to
have more elderly psychiatric patients in the community and thus reduce the
number of hospital beds. To enable this, plans are evolving for residential
housing, provision of special help in elderly people's own homes, and the
creation of teams of professionals who can help and give advice to both
patients and their carers.

A Primary health care

Of the 97 general practitioners and 81 sgpecialists in the municipality,
it is estimated that 20 of the former and !l of the latter are occupied full
time in giving care to elderly people. The average number of elderly people
on a general practitioner's list is 10% of the total number of patients. At
least 70% of the time of district nurses, home helps and therapists is devoted
to work with old people, and in some instances home helps spend 100% of their
time with the aged.

Trends for the future

The development of a team approach with collaboration between hospital
and community staff is leading to better coordination between services and
improved communication among politicians and employees of both the council and
county.
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5. Prevention

In the early 1970s, the Health and Social Department studied the daily
lives of 2000 elderly people for five years. The aimg were: to identify
factors that influence elderly people in being able to remain in their own
homes; and to seek people in need and provide the necesgsary help. The
conclusions showed that it is possible to achieve measurable results by
concentrated efforts. There was & lower rate of use of nursimg homes among
the group studied than among the control group. More was achieved without
extra regources. In some cases, less personnel and funding was used because
of improved coordinatien of services.

Results are believed to be due to collaboration with staff who have I
knowledge and experience of elderly people. They used overall assessment

methods, coordination of plans to meet identified needs and follow-up of plan
implementations. Concrete use was made of the results by the identification
of one perscn whom the elderly person could contact: usually the district
nurse or home help on duty. This person had overall responsibility for
organizing the provision of services and follow—up. All contact persons were
supported by weekly conferences attended by a medical consultant, teaching
sessions and the setting up of a system of joint case documentation.

Ways of working

It has been learned that the introduction of new working methods and
reorganization require a lot of preparation and follow-up, but it is obvious
that, where proposed policies and new methods are discussed, conclusiong can
be arrived at and planse made accordingly.

Certain points are essential:
— everything is prepared in great detail;

- detailed instructions and information are widely diszeminated to all
concerned:

- a number of people are taken away from their usuval way of working; and
— these people are willing to begin to work in-a different way.

Since this study, the Health and Social Department has developed its now
well known policy and services for their elderly population. For some years,
the county of Funen has had a council of prevention of disease with a funding
of DEr 1.2 millien. Of this income, 50% is now reserved for projects and
research concerning aging and the aged. District nurses and home helps have
continuing education courses, which include psychiatry, some aspects of
gerontology and health promotion.

Trends for the future
The preventicn of digease and disability szmong the elderly will be part

of the daily work of health professionals, and all decisions regarding elderly
people will be made with their representatives.
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£ . Aids and adaptations for independence

Currently, responsibility for aids and adaptations is divided: aids
required for medical (usually hospital) treatment are provided by the
hospital, while aids to assist independent living are provided by the Heaith
and Social Department. Adaptations to dwellings and the installation of heavy
equipment such as stairlifts are also the responsibility of the Health and
Social Department.

Trends for the future

These include better coordination of hospital and Health and Social
Department services and the development of a data system so that quickly
retrieved information is available on all aids and adaptations that are in use

or needed.

7. Service houseg and houging

Six distriet councils manage 1960 service homes, including 450 sheltered
flats. All have home helps who provide a 24~hour service and can be contacted
through a simple communication system.

Trends for the future
Mare service homes will be built and pensioners may decide for themselves
which services (other than home helps, which are provided free of charge) they

wish to have and pay for from their state pensions.

8. Nursing homes

The Health and Social Department provides 1254 beds, where full board,
medical and nurging care and cccupational therapy are provided. Another home,
which is administered by the council, accommodates young as well as old
mentally confused patients. It has 50 beds.

Trends for the future

The aim for the future iz independent living, so ne new nursing homes are
being built. Instead, more flats and houses will be provided.

9. Home care

Approximately 5216 households with residents aged over 65 years receive
the home help service every week. This is a 24-hour service provided by
955 home helps, who have received three days of in-service training and
attended a seven-week course. In 1986, 128 district nurses paid 312 640
visits to 18 BOO patients. The meals-on-wheels service provided and delivered
approximately 800 food portions each day.

Trends for the future
To shorten hospital stayvs and hasten rehabilitation, the aim is to

increase evening and night care services for elderly people in the area. Some
acute beds will be reserved for them in the existing nursing homes.
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10. Transport

The health service department provides bus passes and train cards for
pensioners to the value of DKr 8 million per year, while the county
contributes half fares for journeys outside the city during off-peak hours.
Individual transport facilities receive DKr 3.5 million, while zlubszs and other
organizations receive some transport funds for their elderly members.

Trends for the future
There is a need to coordinate transport facilities.

11. Organizations for retired people

There are 12 local committees for the elderly in the six districts. all
are subsidized by the Health and Social Department and publish their own
newzletter.

Trends for the future
More local groups are being formed and more rescurces are being made
available to them. Active pensioners are contacting and mobilizing their mere

passive peers to joln activities and serve on committees.

Courzes on preparation for retirement and old age are available to all
people. aged over 50 years.

1
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Background

Linkdping is a city situated 120 miles south of Stockhelm. It has
115 600 inhabitants, of whom 17 789 (16%) are aged over 65 years.

In Sweden, responsibility for the care of the elderly is divided between
two types of local government, both of which have the power to tax their
inhabitants with proporticnal income taxes. These together amount to
approximately 30% of all taxable income. The primary local government
(municipality) iz responsible for the social care of its inhabitants. It runs
homes for the elderly, employs home helps and pays transport charges for
handicapped people. The secondary local government (county) has an aresz
containing 300-400 inhabitants. It is responsible for health care.

This division means that, in home care services, the county pays for
district doctors and nurses, while the municipality pays for home helps,
i.e. nonmedical personmel. Obviously, good collaboration iz essential if good
care is to be well organized.

Services

1. Long-term care

There are 599 beds and 694 personnel for inpatient care, 78 beds and
40 personnel for day care, and ll beds with 31 personnel for special home care
services.

Trends for the future

The central authorities believe that the number of long-term care beds
can be reduced drastically if home care gervices are increased. It is
congidered to be both more humanitarian and cheaper. To achieve this goal,
collaboration is needed with the municipality to provide appropriate housing.
However, the main problem appears to be that many elderly people are confused
or demented: over 507 of long-term care beds and the majority of psychiatric
bedg are occupied by such persons.

Day care services have expanded, and the personnel cost of this is 20% of
nursing home staff (this is taking into consideration that elderly people who

attend day care centres also have home helps financed by the municipality).

2. Acute hospital care

Linkdping has a regional hospital (RilL) with 1100 beds for acute care -
somatic as well as psychiatric. The hospital has 45 specialties and is
responsible for highly specialized care in a region with 900 000 inhabitants.
Sweden has six regional hospitals of about the same size.

Data on patients have been studied, and the following facts may be
mentioned.

- of all those aged 65 years and over, 93% still live in their own homes;
the remaining 7% live in nursing homes or homes for the elderly;




EUR/ICP/HEE 225 Rev. 1
7520w
page 13

- only 20% of all those aged 65 years and over will ever use long-term care;

- in acute somatic care, 43% of the bed days are consumed by those aged 65
Vears and over;

- in one calendar vear, one third of all those aged 65 years and over will
use acute somatic care at least once; and

- there are 214 acute beds used for pensioners in Linkdping.

These facts show clearly that the role of acute somatic care has been grossly
underestimated in discussions on care of the elderly. Long-term care has been
overestimated,

Trends for the future

The enclosed paper, "Strategic planning of the care of the elderly",
discugses how thege new figures on the elderly and acute somatic care can he
used. The role of health promotion and disease prevention should be

strengthened.

3. Pgychiatric care

A total of 174 hospital beds are used for pecple aged 65 years and over,
i.e. 2.8 beds per 1000 people aged 65 years and over. Geropsychiatric care
has an assessment ward, a ward for disturbed patients, a day care ward for
people with dementia, a consulting office and ties to the home care
organization in LinkSping. The principal goal is to assess confused patients
and to find out if they can be treated in home care. This organization is
effective in keeping patients in their own homes as long as possible. Some
confused patients, who ¢an not be treated at home, are placed in special homes
for the elderly, run by the municipality.

Trends for the future

Sweden will decrease the number of beds in nursing homes and increase
rehabilitation. The development of reasonable care for confused patients will
be important. Small homes (about 10 rooms) for c¢onfused patients will
probably be organized.

4 Primary health care

The organization of more health centres is a priority, as the number of
district doctors is only 10% of the country's total. The number of district
nurses has been increased so as to provide more home care.

Trendy for the future
The main aims are to inecrease the number of health centres and to develop
home care for elderly people recently discharged from acute hospital wards.

Both home care and prevention services will be increased.

5. Prevention

There is no preventive programme aimed to keep elderly people as healthy
and mobile as possible.
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Trends for the future

From research undertaken by Svanborg, it is recognized that each c¢ohort
of pensioners is more vital than its predecessor. Reasons given include the
facts that they eat a "more healthy" diet, exercigse more and are more mentally
active. The =zlogan "You yourself can influence your aging rate" has been
coined in attempts to improve the quality of 1ife and reduce sickness among
the elderly. Systematic preventive work is therefore a priority development.
Self-care is strongly advocated and promoted. The key strategy 1is
collaboration with all relevant organizations.

6. Technical aids and adaptations

Each county has at least one centre for lending and repairing technical
aids. If adjustments are needed to a dwelling, these are alsc planned and
organized by the centre's specialists. The cost of rumnning this centre in
1984 was SKr 14.4 milliom.

Trends for the future

The present organization is very good, but costs need to be reduced.

7.  Service houses and housing

The municipality is responsible by law for housing the elderly and
disabled in its widst, and a chain of 30 service houses has been built in
Linkdping for this purpose. The service house is also the office for home
helps in the area. It has approximately 30 flats (consisting of two rooms and
a kitehen) planned for disabled people. There is also a central kitchen,
dining room and occupational/social facilities, which are open teo all
pensioners living in the area. Currently, there are 639 such flats and 225
more are planned before 1990. The flats are rented by tenants, but the
municipality may pay up to 37% of the rent. This cost is about SKr 30 million
or an average SKr 3000 per household.

Flat dwellers are able to get help from health care personnel and also
have home helps. As they have alarm bells, it is possible for them to
continue to live there even when ill or fragile. If a flat dweller becomes
disabled, an assessment is made regarding possible adjustments or adaptations
to the flat.

Trends for the future

As such service houses require less staffing than homes for the aged
(0.32 versus 0.71), the municipality plans to build 225 more flats. In this
way, each area in the city will have access to a service house and all home

helps will have an office.

8. Homes for the aged

The city has 320 beds for elderly people in homes for the aged.
Residents have their own rooms and full board. This type of accommodation is
costly (0.71 personnel per patient) and the municipality plans to replace them
with service houses or specially designed flats.




EUR/ICE/HEE 225 Rev,
7520v
page 15

Trends for the future

Because of the large number of confused elderly people, the municipality
plans to turn at least one home for the aged into a home specifically for
them. It is likely that more homes will need to be used for this purpose in
the future.

9. Home helps

Approximately 2543 households have a home help. To make their work more
interesting, they are organized into teams with job rotation.

Trends for the future

One trend for the future is to increase the number of home helps so that
more elderly people can remain in their own homes.

10. Transport

It is considered that the disabled have the same right to be able to move
around as able-bodied pecple. When public transport canmot be used they use
taxis, for which they pay the equivalent of the cost of a bus ticket. The
balanee is paid by the municipality. For people aged between 65 and 79 years,
10% are entitled to this benefit, while for those aged over 80 years 35% are
entitled. The yearly cost to the kommune is SKr 4.5 million or SKr 1500 per
disabled person.

Trends for the future
The system should be continued.

11. Qrganizations for retired people

Because pensioners’' own activities are considered to be so important, the
municipality pays 67% allowance for each member of an organization. The total
is SKr 300 000.

Trends for the future

Because the importance of organizations in preventive work is recognized,
collaboration between relevant organizations and local authorities will be
increased.
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Inited Kingdom

Background

The Frenchay health authority is responsible for the provision of health
services to a population of 219 000 people who live in part of Bristeol and
adjacent areas to the east and north-east of the city. It is estimated that
33 000 people within the health district are aged over 65 years (16%) and that
14 000 are over 75 years. Projections indicate that the population will rise
to 224 000 by 1994 with 36 000 aged over 65 years.

Thiz is a mixed area, including urban and rural populations, some dense
inner city housing, new estates and sparsely populated countryside. Over 70%
of the dwellings are owner-occupied; 20% are owned by district councils.
Nine hundred households contain a lome male aged over 753 years; 3550 females
aged over 75 years live alone.

Structure of care gervices

In England and Wales, there are four statutory services with devolved
responsibilities providing care for the elderly; these services principally
relate to: general medical practice, other health care, housing and
envirgnmental health, and social services provisiom.

Financial support for the elderly is the responsibility of a fifth agency
controlled directly by central government.

The provision of health and personal social services in England and Wales
iz based on a functional model. Each agency that contributes to meeting the
needs of the elderly has responsibilities for other age groups. No single
agency is charged with the responsibility of making sure that elderly people
in need receive all the services they require.

The population in the Frenchay health district is served by general
practitioners who are independent of other services and responsible to the
Avon Family Practitioner Committee, an appointed body covering the
geographical area of Avon county council. Other health care within the
digstrict, both hospital and community-based, ig the responsibility of the
Frenchay district health authority. Members of the health authority are
appointed by the south-western regional health authority and include people
nominated by health professionals and local authorities. The regional health
authority is respensible for strategic planning, resource allocation and
monitoring; it covers 11 health districts with a total population of
3 million; the authority consists of members appointed by the Government
after consultation with local interests.

Housing and matters related to environmental health are within the
purview of district councils. There are six district councils within the
county of Avon; they are composed of directly elected members. Their
principal functioms include housing, environmental health and refuse
collection, together with the provision and care of parks, museums and public
baths. The district council of Kingswood lies entirely within the area of the
Frenchay health authority. The district couneils of Bristol and north Aven
include parts of the Frenchay health authority within their boundaries.
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The provision of sccial services is the responsibility of Avon county
council (with a population of 931 000). This is & directly elected body,
which provides a range of services, including education, highways, libraries
and the fire service. The Avon social services department provides
domiciliary day and residential care in resgpect of children in need (including
day care for the under-fives and services for delinquents), the physically
disabled, the mentally 111, the mentally handicapped and the elderly. Three
health districts of the south-western regional health authority lie entirely
within its boundaries; a fourth district, which also serves part of two
neighbouring counties, is responsible to the Wessex regional health authority.

Planning issues

A statutory body, the Joint Consultative Committee, brings together
representatives from the Avon Family Practitionmer Committee, the four health
districts covering the county of Avon, the six district councils in the
county, the county council and voluntary organizations on a regular basis. A
joint ecare planning team of officers from the same bodies {(except the
voluntary organizations) meets monthly to discuss planning issues, to receive
reports from planning groups and to make recommendations to the Joint
Consultative Committee about strategic issues. Prior to 1986, there were two
joint consultative committees and joint care planning teams, one serving
housing matters and another social services and education. Several planning
groups exist within each health district with representatives of the various
services concerned. Under certain circumstances, health authorities can
transfer funds on a temporary or continuing basis to meet the cost of local
authority services that assist the achievement of agreed policies.

Most health visitors and community nurses employed by the health
authority work alongside general practitioners, often from the same
buildings. Four social workers employed by the gocial services department
also work from general practice surgeries. Thirty-one social workers from the
department work in Frenchay health district hospitals and eclinics; others are
based in the community. There is regular communication between the
operational staff in all the services.

Because the organizations providing services concerned with care of the
eiderly do not cover the same geographieal areas, and in view of the
considerable freedom of choice that may be exercised by consumers of health
services, there is a cross-flow of people making use of services beyond the
area in which they live. Tt has therefore been necessary to recalculate many
of the figures that are available. The information brought together below
represents an estimate of the current level of statutory services enjoyed by
elderly people living within the geographical area of the Frenchay health
authority, regardless of where they receive it.

Services

1. Long—term care

During the past 25 years, the movement towards care in the community has
led to the development of day services and the creation of small residential
units. Hospital beds are reserved for patients who require active treatment
that cannot be easily provided elsewhere or for patients whose symptoms make
it diffieulr to offer adequate care in other settings. Seventy beds are used
for long stay.

1
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Trendy for the future

There is widespread recognition that the dispersal of patients into small
units of accommodation providing residential care is superier to care in large
institutions, which traditionally involves group living arrangements. It is
also acknowledged that specialist health services must be extended te those
living in residential homes.

Where patients live in any type of building that is larger in scale than
ordinary domestic accommodation, opportunities for them to determine their own
lifestyles and to make choices about their daily lives are limited.
Residential care emphasizes the disabilities and dependency of patients and
reduces opportunities for choice, whereas, if there is adequate professional
and practical suppeort, care at home develops patients' abilities and
independence; it leaves patients and their families in control.

The policy of the Frenchay health authority iz to sustain people in their
own homes unless social or medical reasons diectate ctherwise. Avon County
Council has ceased to add to its stock of residential homes for elderly
people. It is seeking partnerships with voluntary housing associations and
district councils to develop very sheltered housing schemes (see section on
service houses and housing) in which frail and confused elderly people can
receive the services they need while retaining the dignity and protection of a
tenancy. The county council has also steadily increased and developed the
home care gervice (see section on home helps) in recent years and specified
that one of its policy objectives is to help informal carers to maintain
elderly pecple in their own homes wherever this can be achieved in a way that
is consistent with the wellbeing of the people concerned. Day care provision
is under review; in future, it is likely to be offered in smaller, more
localized units.

The social services department, the district health authority and the
north Avon district council have recently combined to create a communication
service that links vulnerable elderly people with a communication centre
staffed by personnel from the social services department throughout the day
and night. As funds allow, equipment will be installed in the homes of :
elderly people most at risk, so that they can have immediate contact with
gervices.

2. Acute hospital care

The health authority allocates 136 beds for acute/rehabilitation services
for the elderly. The average length of stay was 37 days in 1985. It is
estimated that another 242 patients (approximately) aged over 65 years occupy
acute/rehabilitation beds in national health service hospitals at any one
time. Fifty patients attend a geriatrie day hospital.

Trends For the future

There are plans to increase the number of acute beds for the elderly on
the Frenchay hospital site from 47 to 75. The development of community
nursing services by the health authority and home aide service by the county
council may avoid or delay admission to hospital and reduce the length of
hospital stay. Improved cooperation is required between hospital and
community services and between different occupational groups in the community,
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to ensure that elderly patients discharged from hospital have adequate back-up
sexvices from the day they arrive home.

3. Pgychiatrig care

There are 82 psychogeriatric beds; another 65 psychiatric beds are
currently occupied by Frenchay residents aged 65 years and over. There iz a
35-place psychegeriatric day hospital, and 58 further day hospital places are
used by the elderly in a general psychiatrie day unit.

Trends for the future

Flans are being formulated for the closure of the large old psychiatrie
hospital on which services have been centred in the past, Short-term
proposals include a 40-place day hospital, of which 20 places will be
available in 1987 and 35-40 inpatient beds by the end of the decade. It is
anticipated that a rising population aged over 73 years will substantially
increase the number of elderly people suffering from dementia, thus increasing
the need for multidisciplinary assessment and flexible care plans.

4, Primary care

There are 104 general practitioners serving the Frenchay district. In
new housing areas on the outskirts of Bristol, the average number of elderly
patients per doctor's list is 11%, rising to 12% in the rural areas and 181 in
the urban areag of Bristol.

0f the total staff employed by the Frenchay health distriect, only 8.6%
are directly employed in the community. Health visiters and community nurses
employed by the health authority work alongside general practitiemers as part
of the primary health care team.

Trends for the future

A team approach to domiciliary care of the elderly is essential. Home
care organizers report substantial telephone contact between themselves and
members of the primary health care team. This is likely to increass.

5. Frevention

The health auvthority appointed a district health education officer in
November 1984, and a five-year health education plan has been approved by the
authority. A health promotion panel has been established to determine health
promotion targets, to advise on priorities and to consider policies, proposals
and progress as well as to examine evaluative reportg. The regiomal health
authority expects each health distriect to spend a minimum of 0.5% of its
annual revenue budget on health promotion and disease prevention. If must te
recognized that health visitors undertake a good deal of preventive work for
the elderly, advising on nutrition, environmental hazards and health care.

Trends for the future
A dietitian will shortly be appointed by the health authority te develsp

proposals and encourage good nutrition. By 1990, it is anticipated that three
more health education officers will be in post to expand preventive work.

1
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6. Aids and adaptationg for independence

Responsibility for providing technical aids ig divided between the health
authority and the social services department. In general, aids that are
required for medical reasons are supplied by the health service and those that
agsist independent living are provided by the social services. Approximately
1030 elderly people in the area were provided with aids by the social services
department in the last year. The department meets the cost of 125 home
telephone rentals. An artifieial limb and appliance centre provided in
Bristol by the Department of Health and Social Security manufactures, supplies
and fits appliances and provides training in their use.

Adaptations to dwellings and the supply and installation of heavy
equipment, such s hoists and stairlifts, are the responsibility of the social
services department, although grants are available from district councils
depending on the cost and the funds available. The social services department
makes approximately 220 adaptations each year in the area.

Trends for the future

As more aged people remain living in their own homes, more aids to daily
living and adaptations to property will be required. The development and
expansion of the communication system previously described will enable it to
sérve an ingreasing number of households whose occupants are dependent and
vulnerable, thus making it unnecessary to install further home telephones.
The split of operational responsibility and funding between housging, health
and social services authorities poses severe problems.

7. Service houses and housing

Three district councils manage 632 dwellings specially designed for the
elderly. In addition, they have 50 sheltered housing schemes with wardens on
site providing 1378 housing units; the warden provides the kind of care a
good neighbour would normally expect to offer and is linked to each dwelling
by & communication system.

Unfortunately, some of the units are unsuitable for the elderly disabled,
being remote from shops and transport and, sometimes, having more than one
floor with no lift. A warden who works alone is unable to meet the needs of
all the tenants, and some complain that health and social services staff do
not provide sufficient domiciliary care. The communication system described
in sections 1 and 6 is being connected to sheltered housing units in north
Avon so that, when the warden is off duty, emergency calls from tenants can be
channelled direct to the centre for action.

Trends for the Ffuture

It is c¢lear that sheltered housing, if properly planned and managed, can
assist far more elderly people than at present. It was conceived as a means
of meeting the meeds of elderly people who required more immediate help than
could be provided in a normal tenancy. Now it has been shown that sheltered
housing can assist very frail and even confused people to retain their
independence.
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Discussions have been taking place for some years between the social
services department and the health and housing authorities about the creation
of "very sheltered houging' units, which would provide for very frail people
and for which the social services department_ and health authaorities would
guarantee domiciliary support. <Capital funds are being made available by both
the social services committee and the health authority to raise the standard
of new accommodation. Four schemes are at varying stages of discussion. None
at the moment are within the catchment area of the Frenchav health district.
The communication system will be extended to sheltered housing schemes in
Bristol and Kingswood as funds permit.

8. Homes for eldexrly people

Avon social services department hag nine homes in the area providing
395 beds. Full board and accommedation is provided, but in older properties
bedrooms are shared. One home was specifically designed and built to
accommodate the elderly mentally confused and another home has been adapted
for this use; they both have higher staffing ratios than ordinary elderly
people’s homes. Fifteen homes are provided by private and voluntary
organizations with 252 beds.

Trends for the Ffuture

Concern is being expressed about the way in which homes for elderly
people sap the independence and initiative of residents. The Avon social
services department is reviewing its accommodation to reduce the extent to
which users share bedrooms. The opportunity may be taken to adapt some of the
buildings to serve as very sheltered housing units, in which each old person
will have his or her own bedroom, livingroom, bathrcoom and toilet, together
with facilities for making simple meals. The number of private homes has
rigen gharply in recent years following more generous financial provision from
the Government for residents on a lew income; the numbers may continue to
rise.

2. Home care

Approximately 2650 households containing people aged over 65 years
receive home help services every week. About 2080 of these households have
people aged over 75 years in them. All home helps undertake induction and
in-service training and have regular supervision., An emergency 24-hour
service avoids the need for elderly people te be admitted to institutions when
a crisis arises. Home aldes provide an intensive service designed to enable
elderly peaple to be discharged earlier from hospital and to aveid
admissions. The service consists of 16 staff and supperts between 10 and
15> elderly people at any one time. Approximately 930 people aged over
65 years receive mobile meals each week from the social services department;
3500 meals are prepared and delivered each week by a combination of volunteers
and paid staff,

Trends for the future

It has been shown that the flexible provision of home care, arranged tao
suit the needs of clients and their relatives, has a major role to play in
supporting elderly pecple in their own hemes. <There is a need for more
provision in the evenings and for arrangements that permit staff to call twice

L
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or perhaps three times during the course of a day. Also, a formalized
domiciliary laundry service is required to assist with problems of
inecontinence.

10. Transport

Much of the area covered by the Frenchay health district is urban, and a
reasonable bus service operates with a subsidy to the operators from Avon
county council. All three district councils covering the area provide
concegsionary fares for elderly people. Approximately 13 000 people aged over
65 years in the Bristol part of Frenchay have bus passes for cheap travel
outside busy periods. In Kingswood, approximately 10 200 people aged over
65 years are provided with tokens that are valid for bus services, the rail
network and nominated tawi companies, and in the north Avon part tokens for
bus and rail travel are available to approximately 6000 people aged over
65 years. Thus, nearly 30 000 elderly people benefit from a concessionary
fares scheme.

l1. Ozrganizations for retired people

Numerous voluntary organizations run clubs and a variety of services in
the area. Mostly, they serve people who are reasonably mobile and who wish to
join others in social activities. Organizations of this kind are often
attached to local churches, although increasingly they are secular.  The
gocial services committee provides grant aid for some voluntary organizations,
but in recent years it has taken the view that its funds should be directed
towards organizations that meet the needs of very frail and confused people.
The social gervices committee provides financial assistance to an organization
that gives support and sitting services for the relatives of elderly people
who are mentally confused.

Trends for the future

It is not possible for the social services committee to extend its
activities by attempting to meet all the social needs of the pensioner age
group. Discussions are taking place to see whether the community leisure
committee of the county council can extend its services into this area of
work, but it must be recognized that public funds for such activities are
severaly limited.
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REPORTS FROM OTHER COUNTRIES

Greece

The present situation

The basic elements and general coneclusions that constitute the present
situation in Greece are as follows.

1. An increase in the number of people aged 65 years and over — a trend
which, according to the estimates of demographers, will continue in the
future. According to the 1981 census, the size of the population is
approximately 1 600 000 (13.8% of the total population of the country).

2. A reversal of the traditional relationship between various age
groups. Because of the resulting ratio, an increasing burden is placed on the
employed segments of the population.

3, The maintenance of physical and mental health in an increasingly
larger number of peaple in this age group. A$ a consequence of good health,
older people wish, and are able, to remain socially active and involved.

4. The increase in numbers of the very old (80 years and over). The
figure is 83 000 at present and will have inereased to 100 000 by the year
2000. A considerable proportion of thege very old people are likely to find
their independence declining.

3. It is an accepted fact that old age is primarily a gocial phenomenon
and secondly a biological one. This means that at an arbitrary age,
irrespective of health and ability, people become marginally acceptable
socially., This, together with rejection and inaction, substantially
influences acceleration of the biological process of aging.

Qur goals and philosophy

Given this situatiom, it is imperative to create new programmes based on
new concepts of care, Such care programmes should address themselves to the
total population, and not to segments of it, so as to avoid discrimination.
Today's prevalent care concept is for the elderly to remain in their own homes
and in their own neighbourhood or community. Institutional treatment for
dependent aged represents a paternalistic ideology: one of protection and one
that encourages dependence and segregation. Staying at home, on the other
hand, is a concept that represents contemporary ideas of social participation,
activity, solidarity between generations, freedom and dignity. It allows the
individuzl to maintain his position as an active member of the community and
ag a member with equal rights. "Staying at home" is achieved by a network of
medicosocial services whose aims are as follows.

. To change attitudes. The aged should be encouraged to realize their
potential, and they should be convinced that if appropriate preventive
measures are taken it is possible for them to remain healthy and active to a
very advanced age.

2. To disseminate informatigm. Information om how to improve health
and enhance the quality of life should become part of everyone's knowledge.
Simple facts, such as those relating to the prevention of osteoporosis, should
be shared with the elderly and with their families.
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3. To develop health programmes at community level. Such programmes
would promote solidarity among generations and involve all local self-help
groupe concerned with welfare of the aged.

4. To support personnel working im health and social service
programmes. The persomnel of both institutional and noninstitutieonal care
facilities and services should be recruited from among those who have both
knowledge and a social conscience, and they should be encouraged and assisted
to improve their performances. At the same time, programmes should be
continually revised so as to avoid becoming routine and also to meet new
and/or changed needs.

5. Iv eliminate old age homes financed by the state. The few still
existing are being made into homes for the chronically disabled. Thus, old
age homes in Greece are old fashioned institutions supported either by the
church or by private initiative. The number of such establisghments is
diminishing, due to the cessation of public funding and the development of
municipally backed noninstitutional care. The owners of some of those that
still exist are requesting the state to take them over as homes for the
chronically disabled. As there is a need for such homes, the state examines
these requests favourably. These homes for the chronically disabled are
considered to meet the needs of the handicapped and dependent elderly and also
provide a relief service for their families. As they accept adults of all
ages, they prevent the development of age-based ghettos.

Programmes at present available for the care of the aged in Greece

Every programme is organized in collaboration with the ten big
associations of retired people. These associations constitute the only
pressure group of the elderly.

Community care for the elderly

Community care for the elderly is provided through KAPI centres (Greek
initials for open care day centres). The KAPI centres offer medicosccial
services to the elderly of the community they serve. Each centre has a
physician, a social worker, a visiting nurse, a physiotherapist, an
oceupational therapist and a home assistant. Their goals are to prevent
medical, psychological and physical problems; to cooperate with other age
groups; and to undertake research into the problems of the elderly.

Every member of a KAPI centre iz given medical care and periodically has
blood tests (mainly those for diagnosing diabetes mellitus), an
electrocardiogram, an examination for prostatic hypertrophy or a PAP smear
test, a chest X-ray and immunization against influenza and other diseases.

Members of KAPI centres are also given advice, e.g. regarding diets and
the prevention of accidents both in and out of the home. The programme of
social activities ineludes excursions, summer vacations, visits to
archaeological sites and so on. Through occupational therapy programmes, the
members may do brass or copper engraving, embroidery and other handicraftis.
Some 2lso organize their own theatre productions and choirs. At present,
there are 250 KAPI centres in action all over the country. They are
administered by a council composed of members of the municipal council and
elected members of KAPI.
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Housing allowance

A monthly allowance ig given to every homeless old person who cannot pay
for accommodation.

Soecial hostels

Speial hestels operate for those adults who face temporary housing
problems. These hostels are open to people of all age groups, avoiding age
digerimination and grouping. They may be used by dependent elderly people
whose children or other carers need to be away for a period, e.g. during
holiday or admission to hospital. They are used also by adults who for some
reason or another leave their own homes. The social services of the hostel
are made available to assist the latter with whatever problems have brought
them to the hostel.

Homes for chronically disabled adults

Providing homes for chronically disabled adults is a high priority.
Currently, 22 new units have been, or are being, established in different
parts of the country. The aim, included in the five-year development plan, is
to have a home in every prefecture. The ratioc of personnel to beds in these
homes is one to one. Each unit focuses om physical, social and occupational
rehabilitation, as well ag on providing ingtitutional care. Disabled people
who wish to remain in thedir own homes are provided with daily transport,
enabling them to attend an institution for rehabilitation programmes.

Technological centre for the handicapped

A technological centre for the handicapped is alsc being developed. Its
purpose is to disseminate knowledge of moderm technology that may help the
disabled. It has, on permanent exhibition, all aids or apparatus that help to
diminish the effects of dizability. Although it is the importers and makers
who exhibit the mechanical and electronic aids, the control of their quality,
as well as education in their use, are the responsibility of the centre. It
has been established in cooperation with various associations of the disabled,
insurance funds, technological centres of other countries and regiomal centres
throughout the country. The latter ensure that all those who need them have
immediate access to aids.

Research

Several regearch projects are being conducted through the KAPI centres,
in cooperation with either hospital or research centres. They include the
following.

1. A study of diseases of the bones {e.g. osteoporosis), is bheing
undertaken in cooperation with the Orthopaedic Clinie of the Uaiversity of
Athens. An epidemiological survey was cenductad among 2300 elderly people,
representing a random sample from the KAPI centres. The study examined the
nutritional and health parameters relating to skeletal conditiens. Fifteen
per cent of the total sample were found to be suffering from pathologically
based difficulcies and were referred to hospital for Creatment.

1
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2. A study under the title "Enviromment and the aged” was conducted in
cooperation with the School of Architecture of Athens. It examined the
involvement of the aged in today's urban realities and their integration
within the mainstream of a fast growing city.

3. A follow—up study to a WHO project ig examining the medicogocial
situations of the elderly living in rural areas.

4, &4 study on the mental health of the elderly is being conducted by
the Psychiatric Clinic of the University of Athens.

Conclusions

1. As a group, the elderly have a greater need for health and social
services than other segments of the population.

2. Health and social conditions are closely interrelated. It is
therefore important that social welfare and public health services are united
in a flexible service system that will meet the needs of the elderly as
comprehensively asz possible, providing individualized care and azsistance.

3. A suitable solution found to a problem today can reduce its cost and
adverse social effects tomorrow, e.g. hospital expenses.

4, A rational prevention policy is a priority.

3. We cannot deny the value of wvery old people and their right to end
their days in circumstances as pleasant as we can make them.
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Malta

Qver recent decades the Government of Malta and veluntary organizations
have, through various policies, programmes and schemes, contributed to the
care and wellbeing of the elderly. The 0ld Age Pensions Act of 1948 was the
first of a sequence of legislative measures, approved by the Maltese
Parliament, to ameliorate the standard of living of the elderly in the Maltese
Islands. The National Assistance Act of 1956 widened the scope of the
previous Act by embracing a larger section of the elderly population. The
Medical Assistance Act offered further help to the sick among the elderly.

The elderly can benefit from the asgistance offered by the Mental Health Act
of 1976 and the community care schemes devised by the health department.
Finally, the Natiomal Insurance Act 1956, as amended in 1979, grants the right
to a two thirds pension to all contributors to the National Insurance Fund,
The elderly are also protected by the arrangements for free hospitalization
and admission to the government homes for the elderly. We should not omit to
point out the significant contribution given by the church and various
voluntary organizations. In fact, most residential care for the elderly is at
present provided in chureh homes. The elderly in Malta are, in general, well
supparted and social security services are highly developed and progressive.

Housing

Most of the elderly in Malta own their place of residence. Nonowners
live in property with controlled rents. By and large, housing is of good
standard. Almest all houses have running water, adequate space and
sanitation. Apart from certain cold spells in winter, the elderly are able to
live comfortably in a manner very similar to that in which they have lived
during their earlier years. The Government has stated its intention of
building and allocating special housing for the elderly including ground floor
flatlets in stare housing schemes.

In¢come

By and large, one does not find evidence in Malta of conditions of
poverty relating to the aged. There is & universal pension scheme based upon
a contributory gystem, introduced in Malta in 1956, which has been amended a
number of times. The retirement age in Malta iz 60 for females and 61 for
males. :

Medical

Health services are highly developed with free hospital and environmental
services. There is also a free drugs distribution service for low income
patients (as determined by a means test) znd for those suffering from certain
scheduled diseases such as diabetes mellitus and hypertemnsion. All drugs are
free in hospitals. Hospital services provide a full range of diagnostic and
treatment facilities in all the common specialties. Enviroamental services,
including a universal provision of drinking-water, adequate sanitation and
rigorous standards of food hygiene, have resulted in very low rates of
communicable diseases and infant mortality. Personal health services zueh as
immunization, occupational health, antenatal, maternity and child care, are
widely available and free for all.
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Primary medical care

There are at present about 200 general practitioners in private practice,
who provide a service (for the payment of moderate fees) for housge calls and
visits to the clinic. The general practitioner enjoys stromg community ties.
Most families and individuals stay with one general practitioner although they
are free to change.

There is also a free general practitioner service which is run from six
health centres (formerly called polyclinics) spread around the island. Health
services in Gozo are based at Qraig Hospital, which is centrally located to
serve the island's whole population.

The health centres have a complement of 85 government general
practitioners and 110 nurses. These health centres keep personal patient
records. The patient, however, is not always seen by the same doctor. Each
health centre has a network of dispensaries where general practitioner and
nursing services are provided daily. There are at present 43 such
dispensaries, almost one in every village. The service provided im these
dispensaries is available to all. Persons entitled to free medicines and
drugs can get them from these dispensaries on presentation of a certified
prescription.

Hospital services

There is a comprehensive and free hospital service for the whole
population. The age composition of patients in the acute mediecal wards shows
a high percentage of elderly persons, especially females. The main function
of the hospital service is to provide a supporting service to the general
practitioner. Patients should be admitted to hospital only when they require
the medical and nursing care and other special facilities which cannot be
provided by other means. Elderly patients who cannot be sent directly home
from the main acute hospital may go either to another hospital for
convalescence or to a regidence for the elderly.

There is considerable difficulty in discharging those elderly patients
who are admitted into the acute wards as a result of so-called "social
emergencies” rather than because of medical problems. Similar difficulties
are met inm the care of thase who, though admitted because of medical reasons,
do not have any place to go, either because convalescent or long-term care
facilities are exhausted, or because their families cannot cope with their
demands. In one month there were no less than 63 "blocked beds" occupied by
elderly persons for purely sccial reasons.

The policy for admission into the convalescent hospital is short-term
rehabilitation for not more than three months, after which the elderly person
is either sent back to his or her home or to long-term care. In a
considerable number of cases, however, it is nct possible to achieve this. In
fact, there are no less than 61 social cases, amounting to 477 of the L30
available beds in the convalescent hospital.

It is interesting that most of these cases are not the results of family
rejection, but more a manifestation of the fact that the eliderly person
concerned, whether living alone or with his or her family had, prior to
entering hospital, been managing with increasing strain at home. In fact
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these social cases are regularly visited by their relatives. The hospital iz
constantly trying to improve its rehabilitation services, especially in the
fields of physiotherapy and speech therapy, despite the shortage of staff in
thege areas.

Acute geriatric teaching hospital

For the first time Malta has, since May 1987, a Parliamentary Secretariat
for the care of the elderly, which is entrusted with the corganization of
services to provide the best possible conditions for the elderly. Among the
various innovations introduced, the Secretariat is currently implementing the
conversion of & former hospital building into an acute geriatriec teaching
hospital with 100 beds which, besides providing for the rehabilitation of
elderly people, will also serve as a day hospital, as a centre for the
distribution of medicine, and as an institute of gerontology.

Long-term care and residential accommodation

Recently government—owned long-term care and residential accommodation
have been modernized to incorporate a& more functional organizatiom with
smaller numbers of elderly persons in each section, The Government's newly
formed secretariat for the care of the elderly is currently implementing a
series of improvements in residences for the elderly. Greater emphasis is
being made on the guality of accommodation and upgrading the care, facilities
and services.

St Vincent de Paul residence for the elderly

This is the largest residential complex for the elderly in Malta.
Formerly known as St Vincent de Paul Hospital, it is not a geriatrie hospital
but containg a mixture of services almost all of which are designated for the
care of the elderly. To some, it offers sheltered housing, to others
residential care and to the majority, long-term care. There are, in fact, 884
geriatric beds, 89 psychogeriatric beds and 75 beds in flatlet accommodation.

With a view to further developing the system of progressive nursing care
so that the degree of nursing support will be oriented towards the patient's
individual need, a categorization of the elderly has been carried out and the
elderly re-accommodated accordingly (bedridden, semi-dependent and ambulant).
The flatlet accommodation is reserved primarily for married couples or
relatives who in order to be admitted must be completely mobile. This
recorganization has helped to accommodate together the patients needing
intensive nursing and to decrease staff levels for thosze in sheltered wards.
It iz hoped that the latter will be transferred to sheltered homeg in the
conmmunity when these become available.

To improve the rehabilitation services offered with a view to enabling
the elderly to regain, if pessible, the ability to live independently, and at
the same time to bring about a more reliable and efficient primary care
service, more nursing and specialized staff hag heen employed. The staff is
now made up of 1 superintendent, 2 consultants, 3 senior house officers,

8 house physicians, 1 senior assistant, 3 physiotherapists and 1 cccupational
therapist, 237 nurses and 71 health assistants. There ig thus 1 nurse for
every 4.4 patients. During the last year, 7751 physiotherapy sessions were
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given to those in need, while 704 residents benefited from sessions in
oeeupational therapy. In-service training of nurses and medical practitioners
is also being carried out. Moreover, the patients are now being cared for on
the spot and sent to the acute main hospital for specialized treatment only.

Te further improve the quality of life of the elderly, almost all the
wards have been refurbished and divided into rooms containing six beds. BSome
of the wards, where bedridden residents are accommodated, have been
air-conditioned and it is planned to install air-—conditiconers in others in the
future. To lessen as much 25 possible the degree of dependence and feeling of
helplessness, dining-rooms have been set up where the mobile and semi-mobile
take their meals. The corridors have been redecorated to c¢reate a homely
feeling. Furthermore, the grounds surrounding the complex have been given a
general facelift. The elderly are now more than encouraged to go for walks in
the adjoining gardens and courtyards. In order to remove the ghetto mentality
and feeling of helplessness which existed, and at the same time instil a
certain amount of soecial involvement, various cultural and social activities
are organized, both within and especially outside the complex. Regular visits
from relatives and friends undoubtedly help the elderly to divert their minds
and to increase their joy of living. The administration also encourages those
who are fully mobile to make frequent visits back to their villages and
communities.,

Residential homes

4 residential home is primarily designed for old people who, on the
whole, are self-reliant, but who nevertheless have a need or desire to live in
a communal household, where they are not responsible for household tasks and
where they have the possibility for supervision and a certain amount of care.
In Malta, residential homes are provided mainly by the church, but the
Government has one such residential home which can be considered as the first
experiment in sheltered accommodation run by the Government. There are strict
admission criteria and only those who are over 65 years of age and in need of
minimal care are accepted.

Church residential homes

Religion is a major factor in the lives of the Maltese. The elderly
especially, regard the church as a very important part of their lives and
derive great comfort from its spiritual and material support. For a long
time, the elderly have been very well looked after in the homes run by the
church, which provides most of the residential homes on the islands.

There are at present 16 such homesz for the elderly, providing 596 beds
which are not only fully occupied, but have very long waiting lists of more
than 2000 persons. The quality of care is usually of a very high standard and
ensures that the individuality and persomality of the residents are preserved.

In 1979, a commission of church homes for the elderly was set up to
coordinate activities and to formulate common policies. Due consideration is
now given to the sociceconomic conditions of the applicant. Prior to their
admission, prospective residents are visited at their homes by a team of
persons to assess the actual need of the applicant before any final decision
iz taken. Particular emphasiz is made to ensure that admission is not sought
as a result of family instigation or feelings of insecurity (which in most
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cases could be relieved through appropriate home care). Moreover, residents
are told not to dispoge of their houses at least before ome year from their
admission so that they can see whether living in a home ig congenial to them.
One home provides temporary support to the elderly person or his or her family
during a trying time or temporary illness.

Nursing and basic medical care is usually given by the 136 nuns who are
qualified nurses or who have long eXperience in care of the elderly. The
homes employ 133 persons to provide hotel services, namely catering and
¢cleaning. Constant efforts are made to involve the elderly themselves in the
day-to-day running of the homes. Maintenance jobs are mostly carried out by
voluntary workers., A number of voluntary organizations visit the resgidents
regularly and try to build up a relationship with them. They alsc organize
gocial, recreational and religious activities for the residents. Such
volunteer work is of vital importance to the residents' mental, physical and
social wellbeing.

The residents are regularly visited by their relatives and the latter are
encouraged to take them home, especially on family occasions or village
events. Residents are free to go out whenever they want. One of the homes
hag a day centre which is open to elderly people from the same locality.

Care of the elderly within the commnity

Maltese society has always been characterized by its strong family
structure. It has been part of Malta's social pattern that where a daughter
remained unmarried, or was married but bore no children, she was expected to
look after her aged parents. Despite recurrent misgivings about the
commitment of the family to care for its elderly members, it is generally
accepted that most help continues to come from the family. It can thus be
said that formal sources of support are only turned to when informal sources
are either unavailable or lack the necessary skills or resources.

Care of the elderly in the community has become the accepted perspective
of present social pelicy in a number of countries. Community care services,
by providing care and support where the family and the individual are unable
to manage alone, help maintain the elderly in the community and at the same
time enable families to cope, thus preventing or at least delaying the need
for institutional care. It is important to note that such services
complement, rather than substitute, or replace care from family, friends or
neighbours. In order to enable the elderly to live their lives as fully as
possible in their own homes, domiciliary nursing and home help services have
been develaped.

Domiciliary nursing gervice

Originally started in May 1973 for people who pass a means test, this
gervice now provides free viszits (irrespective of economic means) to patients’
homes by community nurses at any time of the day or night. They give
qualified nursing care and tveatment as prescribed by a general practitioner.
The service ig under the control and management of a private nursing
association, Malta Memorial District Nurses Association (MMDNA), founded in
September 1945 in liaison with the community (paramedical) services centre
situated at the Floriana health centre, on behalf of the secretariat for the
care of the elderly.
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Forty—three community nurses (31 government nurses and 12 MMDNA nurses)
are employed at present to cover the whole of Malta. This does not inelude
the 9 midwives (3 government employed and 6 MMDNA employed), also employed in
this service which is supervised by highly trained and dedicated senior
nurses, who in turn visit patients independently. Nurses working in the
community receive inservice training. As part of the integrated programme to
upgrade and reorganize formal community care started by the secretariat for
the care of the elderly, an institute of health care was set up at the
University of Malta, which provides special courses in community nursing.
This encompasses aspects of geriatric care, health visiting and preventive
aspects of health care.

As expected, the elderly form a majority of the patients visited. It is
estimated that they take up almost 72% of the diabetic services and 45% of the
other services given.

It is evident that the community nursing service, by giving adequate
post-hospital care at home, has been instrumental in preventing unnecessary

hospitalization and has helped to reduce delayed hogpital discharges.

Home help service

This scheme was also contracted out to MMDNA, three years ago. The
gervice, which is free for all, is available during normal working hours
except on Sundays and public holidays. It consists of fortnightly house
cleaning visits made by 22 health assistants. At present, there are
160 persons benefiting from this. During the first 8 months of 1988, the
number of visits amounted to 5498 and the average is 131 per month.

Unlike domiciliary nursing, this service is only given to those who are
housebound or nearly housebound and who are unable to clean their house
themselves. In the absence of this help, the patient would have to be
admitted into an institution. In order to ensure that this service is not
abused but is given to those who really need it, all requests must be made by
a general practitioner or a registered social worker. Each request is
assessed and decided upon by a special panel of three qualified persons who
personally visit the house. A considerable number of the beneficiaries regain
a certain amount of alertness and interest in life and are also re-motivated
to help by doing certain chores.

To provide a more efficient and comprehensive home help service to those
elderly persons who are housebound, or nearly housebound, and who have
difficuity in managing the practical household chores and, in some cases, even
lock after themselves, the Government has in the first week of July 1988
introduced a new pilot scheme of specialized home/care helps in four towns of
the island. Prior to the launching of this scheme, a survey regarding the
needs of the elderly living alone was carried out in these four towns.
Following the results of this, a number of female casual social assistan*s
were recruited and given a 7-day intengive in-training course.

The service, which is not a substitute for, but runs parallel to, the
home help service, includes daily shopping, running small errands, bed-making,
washing, ironing, limited personal attention such as dressing and waghing, and
cooking cne meal a day when reguested. In order that the service achieves the
desired humane effeet and that each elderly person receives adequate and not




EUR/ICP/HEE 225 Rev. 1
7520w
page 33

haphazard attention, each casual social assistant is not allowed to take
charge of more than four elderly perszons. Thirty-two elderly persons,

26 females and 6 males, including 3 couples, are at present benefiting from
this service which is carried out daily between 8 a.m. and 12 noon except on
Sundays and public heolidays. Ninety-four per cent of the heneficiaries are
over 70 years of age. Half of them (16 in number) are octogenarians. The
service is provided against nominal fees. Extra is charged where a meal is
provided. Prior to an application being entertained, a registered social
worker visits the applicant’'s house to assesg the real need of the applicant.

Among "other services" being contemplated by the Government in order to
strengthen the care of the elderly there are home maintenance services whereby
minor household repairs are carried out in the houses of the elderly, and a
lifeline service to be linked up with the emergency department at St Luke's
Hospital and with a general practitioner in cases of emergency.

Hostel type homes within the community

A short time after the creation of the post of a parliamentary
secretariat for the care of the elderly, the first hostel type house was
opened in August 1987 in Floriapa. It has 24 residents, 12 males and
12 females, including 2 couples. The majority of the residents (87.5%) are
over /70 years of age. The home is centrally located and has easy access to
essential services. It countains 14 rooms (2 single and 12 double) distributed
aver three storeys connected by elevators. A medical practitioner from the
Floriana Health Centre visits the residents regularly. A health assistant
from MMDNA is available on call when a resident is unable to bathe himself or
herself. There is a consultative committee made up of Chairperson, two
welfare officers, two repregentatives from the seeretariat for the care of the
elderly (all appointed by the Parliamentary secretary), plus two
representatives from the Floriana senior citizens organization and one
representative of the residents themselves.

The residents are encouraged to maintain maximum communication with
persons within the community in order to be able to retain their social
roles. The home is open to friends and relatives of the residents and to
elderly persons within the community. Facilities for social and reereational
activities are provided. A social and cultural club has been set up and
weekly meetings are organized by a qualified social worker assisted by three
volunteers. Elderly nonresidents from the Floriana community are invited to
take part. Various activities are organized during the meeting, such as
lectures by qualified speakers on matters pertaining to the elderly,
discussions, quizzes, tombolas, therapeutic and recall exercises. It is
encouraging to note that these weekly gatherings are well attended bath by the
residents as well as nonresidents. The club also organizes on a regular
basis, visits to cultural places and outings for the residents and friends.
In order to remain active and make themselves useful to their home, residents
are encouraged to help in the daily runniag.

The majority of persons have remarked that since taking up residence they
not only felt less lonely and less isolated, but experienced a sense of
security and an improved feeling ef confidence. The success has encouraged
the Government to open similar homes in other parts of the island.
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Volunkary organizations

The various efforts of the Government to improve the care services being
given to the ever growing number of elderly on the island and, at the same
time, to help them remain in the cdmmunity for as long as pessible, are being
significantly complemented by the sterling services provided by a number of
voluntary organizations. A number of voluntary organizations offer unique
opportunities for support of the elderly in the community.

i} The main source of voluntary action for the benefit of the elderly is
through Caritas Malta which provides a powerful force of volunteers. Under
the guidance of a fully qualified staff, the volunteers are prepared and
trained not only to give a service to be received by the elderly by helping
them in their own homes, in hospitals or in institutions, but aware of the
potential of the elderly themselves, also to encourage their participation and
involvement. Among .the most important services offered by Caritas are:

good neighbour gcheme

social clubs

self health care programme
schools programme on the elderly.

Two of the services are of particular interest.

Self health ¢care programme

Aware that healthy personal habits and health education offer the best
expectation of a healthy old age, Caritas Malta initiated a self health care
programme for elderly people. It has already published two pamphlets, one on
foot care and the other on the management of incontinence. It has plans to
publish more in the series, covering such topics as diet, nutrition, etc.
Elderly volunteers themselves are involved in promoting the use of thesze
booklets through the good neighbour scheme and through practical sessions at
the social clubs. Caritas also has four committed elderly volunteers who give
regular sessions, in the social clubs, on first aid, diet, nutrition, personal
hygiene, dealing with minor aches and pains, keep-fit exercises, etc.
QOccupational therapy sessions are regularly provided on a voluntary basis by a
professional occupational therapist, whe is also training a number of
volunteers. This scheme promotes the use of simple aids or equipment
e.g. walking-stick, spectacles, hearing aids, dentures. These enable the
elderly to lead a more independent life.

Schools programme on the elderly

For some time, the need has been recognized to provide a general
educational policy aimed at establishing the prestige of the elderly and the
normality of old age. Caritas Malta beiieves that long-term planning is
needed in order to find appropriate ways of changing society's attitudes
towards the elderly. It has started work in this direction by initiating in
1987 a schools programme on the elderly which aims te raise schoolchildren's
awareness about the needs, problems and potential of elderly people,
especially those living on their own. It also strives to create a national
awareness of respeect and responsibility due to the elderly.
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The programme consists of three 40-minute visits during which students
are helped to find eut how they can take better care of their grandparents and
elderly people whom they know and who are living nearby. During the vigits,
various group media techniques such as stories, mimes, discussiens and visual
aids are used. Each visit focuses on two main aspects: education (learning)
and social involwvement. So far, this programme has been conducted in
19 primary schools run by the church. It is indeed encouraging to note that
children are enthusiastically responding to the challenges of this
participative programme, by even involving their parents in helping an elderly
person in their neighbourhood.

1
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Portugal

In Portugal there are four services with responsibilities for providing
care for the elderly. These services are: general medical practice; social
services; other health and social care (Misericdrdias); and veluntary work.

No single agency is in overall charge and each agency that contributes to
meeting the needs of the elderly also has responsibilities for other age
groups.

Social services are provided by the councils of regiomnal centres for
social services and are related to envirommental health (e.g. refuse

collection, housing, provision and care of parks, museums).

Migericdrdias

This is a semi-independent organization with its own resources. A
supplementary budget is received from the state. It provides health and
gocial care.

Facts about the small area chosen for study

The district of Santarém has a large proportion of very old people in the
population. Fifteen point two per cent are over 65 years, and 5.7% are over
the age of 85. The total population is 460 400.

The district has both urban and rural populations, the countryside being
gsparsely populated.

The district of Santarém is served by a general hospital of approximately
550 beds and a mental health centre. There is also a regional administration
of health that has district responsibility for strategic planning, resource
allocation and monitoring. The regional area of health is divided into health
centres, each of which caters for a population of approximately 30 000 persons.

The district also has a regional centre for gocial services.

The Salvaterra project was started in 1985 as part of the WHO pilot
project on supporting the elderly in the community.

Main objectives of the project

1. To identify the current situation and needs of the elderly.

2. To promote liaison between social and health services especially at
primary health care level, towards more comprehensive care of the elderly.

3. To make contact and liaise with the different local avthorities that
could give support to the project.

4. To make contact with families, neighbours and volunteers to organize
support schemes.

3. To train unemployed young people to carry out the inquiry.
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6. To initiate training programmes for home helpers.

7. To implement community-based rehabilitation schemes.
8. To organize a team to coordinate the project.

Q. To give immediate support to the elderly most in need.
10. To repair some of the homes that had severe problems.

What has been achieved

1. Meeting with the Minister of Health.
2. Meetings of all persons concerned with the project.
3. Inquiry by representatives of the project and the Ministry of Health.

4. Training the research assistants who undertook the ingquiry {(they were
paid from EEC funds).

5. Study of the elderly population focusing on:

— housing conditions

- isolation

- level of utilization of health and sgocial services
- level of dependency

- occupation

— economic situation

- attitudes.

6. Immediate support given to the most needy elderly includes:

- social workers' visits

- nursing and medical care

— rehabilitation

- adaptation of homes with low cost aids
- attendance at day centres

- home help.

The gample in Salvaterra de Magos (over the age of 60 years) encompassed
a total of 1111 people (661 women and 450 men). It was found that: the
majority live with spouse and/or childrem; 50% of the houses need repairing;
all persons are able to do their own shopping; some persons are mentally
and/or physically dependent; when elderly persons are ill they go to the
health centre; only a few receive social services support; the majority of
them are of a low economic sociostatus; all have low incomes; and nearly 24%
are "isolated"”.

The maln physical problems are high blood preassure (61.7%), heart
problems (3%.50%) and vision problems.

1
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The Almeirim project

After a seminar held last May with the support of WHO on the care of the
elderly in the community, the regional administration of health of Santarém
recognized the need to improve community care and liaison with other services.

It was decided to improve and extend the community care of the elderly in
all districts.

It was also agreed to initiate another project within the boundaries of
Salvaterra — the Council of Almeirim - and from that to gradually extend it to
cover the whole district.

The inquiry in Salvaterra had already been undertaken among 446 of the
2234 people of 60 years of age or more.

It was found that the health centre functions well, has two old people's
homes, two day centres with good support from the Social Services Misericordia
and well organized voluntary services. The council gives good support with
transport and repairs to houses. There are alzo plans to build flats for the
elderly.

It was decided to form a local team to be in charge of the project. This
consists of one doctor, one nurse, one occupational therapist and one
physiotherapist from the health services, and a social worker from the social
services.

The district coordinating team also has a consultant from the primary
health care directorate and cne occupational therapist.

As the health centre has 22 beds mostly occupied by elderly people, it
was decided to assess their ability to return home with support after a period
of rehabilitation. It was also decided that the number of beds could be
reduced and a small day hospital should be established.

The main obiectives of the programme

To contribute to keeping the elderly in their own homes as long as
possible, in the best way and with the support of the community services.

The main objectives are the same as those of the Salvaterra project but
with a stronger health component. Consequently the project has been organized

by the health sector.

What has been achieved

-~ Various meetings between all authorities;
- identification of community resources;

- organization of the service;

— recruitment of team members;

- design of assessment forms.
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Planning and coordination of the project

The joint care planning team meets monthly with members of the local
team, representatives of voluntary organizations and the council to receive
reports, discuss the development of the programme, to make recommendations,
and to plan further action.

Plans for the future

Reorganization of the programme to meet the needs of the Portuguese
elderly population as identified in answers to the questionnaire.

Extension of the programme in other regions.

To give more relevant and appropriate answers to the needs of the elderly
populations.

To collaborate with local authorities especially with councils in matters
concerning housing and the environmment.

Plan with WHO a curricula for inservice training.
As a team approach to demiciliary care is essential, it is intended to:
- organize teams (where there are none) to coordinate and supervise the
projects; the teams will be composed of a family doctor, a community
nurse, a social worker, an occupational therapist and a physiotherapist;
— expand day care in combination with home care services;
- as more elderly remain in their own homes, more aids to daily living,
more adaptation to homes and communications systems will be needed; it

is hoped to develop low-cost aids whenever possible.

— day centres already have a laundry service and provide meals on wheels,
but their services need to be expanded.

It ig believed that the provision of flexible home care arranged to suit
the needs of each elderly person and his or her relatives will be a main
feature of care of the elderly in the future.

1
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A CQURSE ON SMALL AREA PLANNING AT THE INTER-UNIVERSITY CENTRE
OF POSTGRADUATE STUDIES, DUBROVNIK, YUGOSLAVIA, MAY-JUNE 1989

Each year the Inter-University Centre of Fostgraduate Studies in
Dubrovnik, Yugoslavia, has held a two—week course on social gerontology in
international and cross—cultural perspectives. (The Centre was burnt down in
1981.) TIn 1989 the subject was "Small area planning for the elderly". The
course was attended by 13 international experts and 5 participants from
Yugoslavia. Its aim was to compare activities in long-term planning for the
elderly within countries and internationally with smaller administrative areas
and to develop a model of an integrated comprehensive core system for the
elderly.

The course description was "to compare sociological, psychological,
health, and other factors which create and modify experiences shared by
elderly people in a variety of national and cultural settings. Subjective and
objective consequences of these factors on the elderly are examined. Specific
factors to be discussed included prejuedice, stereotyping and soecial stigma,
family, occupation, education, social class, govermment, medicine, services
and residential institutional care, life cyele, careers, retirement and
leigure social changes affecting the elderly, and social gerontology."

Background

The course organizers had analysed the country reports received (see
Part II) and presented a paper outlining scme of their interpretatioms.

They had recognized that in all participating countries, small area
planning dees exist in some form. Whether it is short- or long-term depends
on sgeial conditions. The importance of district planning which responds to
laocal needs, conditions, circumstances and resources is obvious, considering
that approximately 94% of all elderly people live in their own homes (the
average figure for the majority of European countries). Although most elderly
people live in their homes, the majority of governments give meagre funding to
home care in comparison with funding for institutional, long-term or acute
hospital eare. Yet home care is regarded as an important link in a series of
integrated services and various levels of care (primary health care, acute
hospital care, long-term ecare, social care). Well developed and carefully
planned home care including appropriate rehabilitation regimes (after
hospitalization or for disabled patients) and other social services could
shorten stays in hospitals and institutions.

Therefore special attention needs to be given to the education and
training of both professional and informal carers who are in direct contact
with the elderly.

It ig important tgo have good alternative types of care, which are not
definite, but flexible and zensitive, to permit changes according to
conditions and the wishes of elderly people themselves: their needs vary and
services must vary alsc.

In cagses where ingtitutionalizarion is necessary, care should be of a
high professional standard. The trend appears to be to build and organize all
types of institution in smaller units, with varying options and achieving a
warm, homely atmosphere.
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An impartant problem in most countries is the difficulty many elderly
people find in getting access to the services they need. Neither do they
participate actively in decision-making and planning, so that their needs are
not yet fully rerognized. There is a strong demand for better collaboratioen
and integration of different sectors and services. A more individual approach
is needad that will take into account the unique situation of each elderly
person (his or her family, housing, health, ecomomic and social situatiom).
This can be achieved only through direct contact with the elderly person by
informal carers, professionals (geriatrie nurges in primary health ecare and
social workers in particular) and voluntary helpers.

Relatively little has been done to promote the prevention of disease and
disability. Everybody should be screened, especially the elderly. Prevention
of chronic disability should be taken into consideration in all long-term
planning. The content of curricula for profeszionals needed tc be redirected
to include the need to preserve positive human values and an awarenegs of the
values of life in all generations. Emphasis should be on the lifesgpan
approach.

Informal carers, especially those burdened by disabled elderly family
members, are not usually recognized as future "high-risk" groups. Their
problems and that of their situations require study. Most are middle-aged,
and because of tradition and culture the majority are women, many of whom have
their own paid occupation as well as numerous family roles. Taking into
aceount demographic projections, many negative consequences of such a
lifestyle could be expected in old age. Prevention therefore should be
planned long-term, and include today's middle-aged who are the future old.

The value and importance of technology in care for the aged, and
egpecially the technology of nursing, was considered to be grossly
underestimated and underused. Technological innovations are needed to help
elderly people and their carers at home, and the subject should be included in
education and training of both formal and informal carers.

Difficulties concerning access to information azbout the various types of
service available to the elderly were mentioned by almost all countries. At
the same time, there is a lack of information about attitudes, needs, and
lifestyles of the elderly and their opinions about various types of service,
&mong the questions raised, were "Who is planning for the wellbeing of the
elderly?" and "On what information are these plans based?” Most elderly
people and their family members do not know enough about their rights, about
the facilities available to them, and about the services and authorities
responsible for meating their needs. Often an elderly pergon him or herself
coordinates the various administrative, health and social care components he
or she receives. Thisg lack of official coordination and integration also
means that many elderly people are left without recognition of their needs
because no comprehensive assessment has been made.

Some countrieg have made efforts te give elderly people the care they
need through an organized home help service provided (in most cases) by
primary health care nurses and social workers. It Is important that elderly
people get such help from people with whom they are familiar and who are
sensitive to their needs.

It was suggested by the Yugoslav analysts that at district level an
information centre and advisory board (composed of multidisciplinary members)
was needed. Such a centre would keep records on all elderly pesople in the
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district with a specially developed methodology. Health, social, housing and
environmental services would be coordinated by using modern communication
technology (computers and development of a database, etc.). The existence of
such & centre and an multidisciplinary advisory team would alsc help the
planning and evaluation of activities in each small area. Elderly people and
their carers should have easy access ko such a centre at all times.

It is important to inform the community about action taken, and also to
provide everyone with some knowledge of gerontology.

The differences between small areas in the same country need to be
recognized. For example, some urban areas have highly specialized and
professional services, while rural areas may have only a general practitioner
service. A coordinating body, information centre and/or team could serve two
or three rural areas and thus begin networking. Day centres would provide the
elderly in each small area with the needed social and health care, aszs well as
giving advice on other services available to them (Fig. 1).

Fig. 1. A proposed model for organization of comprehensive care
for the elderly in a small area

Government

3

Administrative regional
unit

!

Administrative units (loeal)
(district)

+

advisory board responsible for
small area planning for the
elderly

|

healthy
5i::chronically il

disabled

terminally ill

—=—= | Elderly

4

Informal and formal {(health and gocial) care




EUR/ICP/HEE 225 Rev. 1
78520
page 44

Brief summaries of ather papers presented by participantg: some needs and
factors to be taken into account in small area plamnning for the elderly

Nursing care needs (Tyrol, Austria)

In Austria, as in many other countries, there is a shortage of qualified
nurges in nursing homes and hospitals. At the present time there are three
main branches of nursing: general, psychiatric and paediatric. A fourth -
relating to geriatric and chronie illness/disablement - is badly needed.
Meanwhile, assistant nurses who have completed an 18-month course provide care
in nursing homes and residential homes for the elderly.

In Inngbruck itself there is an even greater need of nursing beds:
waiting lists for both nursing homes and hospitals are long and Tyrol, with
600 000 inhabitants, requires approximately 400 additional nursing beds
including 200 in Innsbruck.

The current emphasis therefore is on developing a well-functioning home
care service in town and country. In rural areas "social districts" of
approximately 10 000-12 000 inhabitants have been formed, which combirne
2-4 villages. These provide social and medical services including mother and
childcare, school health, neighbourhood help, etc. The intention is for each
to establish short—term nursing units with up to 15 beds for patients being
cared for at home, so that relatives and other informal carers are able to
have short periods of resgpite.

For hospital nursing care, elderly patients are admitted to general wards
and not gegregated. This puts an additional burden not only om staff but also
on younger patients.

Innsbruck is planning a day centre, but an overwhelming problem is
transport: it is expensive and long journeys from rural areas are exhausting
for old people. Taking needs and problems into consideration, small area
planning for the elderly is very much needed as well as regular discussion.

Nutritional needs of the elderly (Czechoslovakia)

Faced with increasing numbers of elderly people in its populatiom,
Czechoslovakia has recognized the need to prevent disease and disability in
old age. One important programme concerns nutrition and education of all age
groups.

Migration from rural to urban areas has often resulted in a decrease in
physical activity and this, coupled with a high calorie diet (high consumption
of fat, sugar, salt, alcohol and sweetened soft drinks), has meant an increase
in obesity rates, especially among the populations of towns and cities.

From a study undertaken among retired persons in 1300 households and
1200 living in old people's homes, it was found that more than 70% of the
pensioners’' bouseholds had an overconsumption of 10% of these foodstuffs. In
some households the excess was as much as 25-30%. There was also a deficiency
of vitamins A, B and C. Similar results were reperted from the studies
conducted in old people's homes.
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In order to improve the nutritional intake of the elderly, a model of
recommended food amounts has been prepared. This invelves a decrease of 14%
in sugar consumption and of 207 in fat congumption. People are encouragad Lo
eat less pork and more fish and poultry, and to increase their fruit and
vegetable intake by 45%. With regard to the latter, a wide educational
programme is being launched and manufacturers are being asked to produce low
fat, good tasting foods, fortified with vitamins and minerals.

Special health and social needs of persons over the age of 80 years
(Czechoslovakia)

Because people over the age of 80 years are found to have decreased
self-sufficiency and increased diszability, an empirical investigation was
undertaken among 1128 people in this age group, with the help of general
practitioners and geriatric nurses.

The majority were found to be living with families and approximately 25%
with a life partner. Of those living alone, 77% were women. More widowers
than widows remarry and the country has large numbers of elderly
prmarried/childless women.

In relation to mobility, 50% of the men walked without help and 25% went
outside the house. Thirty eight per cent of women walked without help and 13%
did not go out. Five per cemnt of women were confined to bed, compared with
2.5% of men. The percentage of women in need of another person to help with
activities of daily living was also higher - 35% compared to 23% of the men.

Almost 50% of the sample had good eyesight‘and the 12.4% who did not see
well thought this was an inevitable result of old age which could not be
helped. Many had defective hearing but an insignificant number used hearing
aids.

None had a complete set of teeth and 38.6% of the women and 55% of the
men were edentulous (no teeth and no prostheses). This obviously had some
significance in relation to biting and chewing (e.g. good nutrition). The
majority of these who had not bothered to acquire dentures lived in rural
areas.

Diseases found among the sample were those of the circulatory system
(53.37 women and 44.7% men), respiratory disorders, musculoskeletal and
neurological conditiong; 7.6% were recommended for institutional admission,
3% to homes for the aged and 4.6% to hospitals. Over 1l7% of the women and
over 12% of the men required home help (later recommended and provided).

Because 76% of the women and 79% of the men were considered to he
potentially independent and able to live in their own homes if adequate
services were provided, the number of geriatric nurses has been increased, a
geriatric department with 70 beds has been established in the hogpital; the
network of home help has been widened and new psychiatric polyeclinies have
been established in health centres. The spectrum of social services has also
been broadened.

The study was reported to have highlighted the differences in needs
agccording to districts and also the services required at the various levels of
a social and health care system.

!
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The need for education and mental stimulation among the elderly (Poland)

In Poland as well as in other eastern European countries, a few thousand
seniors’ clubs have been established. Starting with clubs established by
state committees of social asgistance through different community clubs,
pensioners' clubs exist in enterprises and other institutions organized by
different unions and associations. 1In spite of all these developments, the
universities of the third age have achieved a high zocial esteem, They are
affiljated either to universities or to gerontological centres.

Continuing education through lectures, seminars, study of foreign
languages, and work in different areas of interest, such as literature,
theatre, art and tourism has been highly successful,

It has to be emphagized that thesa groups were created through the
initiative of the elderly themselves, who are actively invelved in
self-management bodies of the universities of the Third Age on a voluntary
bazis.

Often the local activities regain their intermational standing and form
specific federations. One example is Eurolink Age, established in 1981, with
headquarters in Great Britain. It is composed of associations of the retired,
social workers involved with the elderly, politiciang and gerontologists from
12 countries of the Eurcopean Common Market. The programme of Eureolink Age
addresses the interests of elderly people of the Community and its budget
amounts to 20% of the funding of the current European anti-poverty programme.

The Intermational Faderation of Asgociations of Elderly [Fédération
internationale des associations de personnes agées] (FIPA) was established in
1980 in Paris. It includes over 80 asscciations from the European, American,
Asiatic and African countries. FIPA organizes congresses during which the
participants - all elderly people — discuss in groups different topics related
to the situation of their generation. In the plenary sessions the invited
experts in gerontology are used as source persong during digcussions.

The small group discussions include education and training in the field
of social assistance to elderly and disabled persons. There have been calls
for training those elderly people who wish to, and can, devote themselves to
social activities within the framework of self-help.

It is recognized that health and education are interdependent. Health
enables or facilitates the procurement of other values, such as participation
in ecultural life and further education. In turn, education influences better
health - taking into consideration that the basis of health protectiom, and
especially of prevention, is health education.

One of the purposes of education is to prepare people for retirement and
for developing interests to teach them how to make the best use of their
leisure time. It has a biological basis (consequences of muscle work and
stimulation of the nervous system) as well as sociopsvchological benefits
(healthy behaviour, life satisfaction).

Stimulation is of fundamental importance in gerontoleogical prophylaxis.
Intellectual activity and mental work (like exercise of muscles and physical
effort) are indispensable elements for human health and efficiency.
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Education of the elderly, in particular, should promote self-realization
of the aging adult, his or her gelf-fulfilment and integration into society.
Essential elements of this education are:

further development of the personality;

- establishing and strengthening social relations:
- development of acquired skills and interests)

- fostering creativity, new skills and interests;

- re-investment of personal experience in society;

— strategies of gelf-management and active participation in soeial life;
and

- understanding changes in =society.

Matters relating to education of the elderly are the main subjects
studied in universities of the Third Age.

The University of the Third Age in Warsaw

The first University of the Third Age (UTA) in Poland was established in
1975, in Warsaw. ©Now there are 14 UTAs in 14 Polish cities,

The objectives of the Warsaw UTA include the following.

1. To help the elderly to enter a process of continuous education.

2, To find out the effects on mature students of participation in lectures
and other forms of active intellectual, physical and social inveolvement
and to pursue research in this field.

3. To formulate practical methods which will promote the principles of
gerontology prophylaxis, including biomedical and social factors

essential for healthy and joyful aging.

4. To identify students able to work for the community and to prepare them
to perform this task efficiently.

In practice, the objectives of the UTA were realized through:

(a) education: lectures, seminars, discussions, teaching foreign
languages;

(b) self-realization: writings, poetry, literary groups, arts, amateur
theatre groups, theatregoers groups, listening to music, cheoral groups,
ete.;

{¢) cooperation with the UTA section of the Polish Association of
Gerontology: participation in svmposia, conferences;

{d} cooperation and exchange of experience and information with other
universities of the Third Age, both in Poland and abroad;
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(e) preservation and advancement of health and physical efficiency:
physical exercises, physical rehabilitation, walking tours, recreation
and sports camps, tourism;

(f)} students' participation in the organization and implementation of
the University's programme.

The whole programme offerz a choice from 65 hours of lectures per week,
Participation in self-realization groups is voluntary.

Institutions of higher learning and academics have responded readily to
the social demand and involved themselves in the task of transmitting
knowledge to the elderly, thus helping them in their continued physical and
intellectual development. This ensures a high level of lectures and other
activities conducted by the universities of the Third Age. Cooperation of
prominent scholars strengthens the authority and attractiveness of the
universities. At the same time, to schools of higher learning themselves
(universities, medical academies, colleges of technology) such cooperation
offers an essential form of their active involvement in society’'s work and, in
a sense, helps directly to popularize the results of their scientific
research, especially in relation to their practical application. For many
disciplines, universities of the Third Age also represent a promising area for
scientific research.

Care of the elderly in a postindustrial society: an overview (United Kingdom)

Most western countries are in a state of transition between an industrial
and postindustrial model of care for elderly people. As significant
proportions of elderly people in the population can afford to purchase the
care they need, they exert pressure on the market — private, voluntary and
state - to produce services that better meet their needs and wishes. This
leads to pressure from other income groups for improved services. It is a
matter of political judgement how far standards of care obtained by those who
can afford to meet the cost from their own resources should be available to
other groups who, whether by chance or choice, are unable to make provision
for themselves. However, a postindustrial society has sufficient resources
which it can devote to good quality care for vulnerable people if it so
chooses and in democratic societies, governments are provoked into extending
and improving provision.

There is pressure through private purchase, the ballot box or both, for
adequate public transport, leisure activities, educational facilities,
accommodation, medical treatment and social care. Elderly people who become
incapacitated mainly want to remain living in familiar surroundings near to
friends and relatives in a dwelling that is suitable or can be made suitable
for their reduced capacities. With advancing frailty it may be necesgary to
consider moving to purpose-built accommodation but it is often posgsible to
adapt the elderly person's own home for a wheelchair, to install a downstairs
toilet and shower, or to provide a stairlift, hoist and other apparatus. An
electronic communications system allows immediate contact to be made with
emergency services, including care staff.

Home nursing, home help services, meals on wheels and laundry provision
can also be made available. The provision of care services on a day, evening,
or night, basis enables the elderly person to enjoy the company of others or
offer respite to a relative. Services provided in the home must extend to
e¢leaning, cooking and personal care; assistance should he available
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throughout the day if required, although if constant personal attention is
needed, consideratien will need to be given to care in hospital, a nursing
home or in a sheltered housing unit. Servieces should be available in the home
on a 24-hour basis to cover emergencies and to enable full assessments of need
to be carried out.

Elderly people and their informal carers must have opportunities to
discuss their needs and to select, from a range of provisions, the particular
combination of services they wish to receive. Where arrangements for care are
offered by a variety of organizations, information must be made available
about the nature of their services so that users can make informed cheoices.

Some elderly people feel isolated or insecure in their own
accommodation. Qthers require care services to be instantly avallable in a
way that is virtually impossible if they continue living at home in the
general community. For them, sheltered housing may be required, in which
gecupants have the dignity of their own front door and their own private
facilities vet enjoy the advantages of having care staff close at hand whom
they can summon when needed, together with the availability of cooked meals
and the opportunity to use a communal lounge if they so desire. Suitable
housing and care staff in adequate numbers can meet the needs of severely
handicapped people and help to prevent the personal deterioration that often
accompanies isolation at home or group living in residential hemes. BSheltered
housing is suitable for all but the most deteriorated elderly people, for whom
nursing home care may be needed either because constant nursing attention is
required or they are confined to bed. It is likely that the extent of need
for nursing home accommodation is overstated.

Safeguarding ugers in & postindustrial society

Industrial countries have found it necessary to legislate to protect
consumers. Minimum standards of quality, controls on labelling and tests on
welghts and measures also serve to protect the interests of the private
citizen in areas where he or she may have difficulty making judgements.
Countries wishing to protect ethnic minority citizens from discrimination in
jobs and services have found that only by enshrining rights in legislation is
it possible to provide minorities with genuine power. People who require
health and welfare services also need protection, but for many of them the
problam is compounded because they are especially.vulnerable, due to mental
frailty, their dependency on othersg, or their lack of knowledge. Special
measures are therefore needed to safeguard their interests, to protect their
rights of citizenship, to prevent exploitation and to ensure that due regard
is given to their individual needs and wishes when arrangements are being made
for their care.

A number of strands can be identified for offering protection to
consumers of health and soclial services.

— Legal gafeguards to prevent relativesg and prefessional people acting on
their behalf from encouraging frail elderly people to dispose of their
incomes, assets or rights without independent advice. In parts of the
United States the concept of a "living will"™ has legal status; this
enables an individual to make a written declaration about what gshould
happen in the event that he or she is no longer competent to make
decisions (1).

1
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— A guarantee of basic income and the provision of services as a right,
with appeal and complaints procedures. Protectionm is best afforded if
users have a right to a comprehensive assessment of need coupled with a
written gtatement specifying the gervice to be offered and the terms and
conditions on which it may be varied. In the Federal Republic of
Germany, legislation requires a written contract between a resident and
home owner (2). Similar arrangements will shortly be introduced in the
United Kingdom.

The establishment of standards relating to the physical layout of
buildings, staffing arrangementz, staff quality and routines, coupled
with a statutory system of inspection and the application of sanctions
where necessary.

Several countries - including France, the Federal Republic of Germany and
the Netherlands - require residents in elderly persons' homes to elect
councils to advise on the management of the home.

An extension of the range and style of services requireg a mechanism by
which elderly people and their familieg can make informed choices when
they zelect from available options. This iz particularly important where
there are a number of competing suppliers. The task can be carried out
by an independent broker who offers impartial advice to users and their
families, advice that is based on regular inspection reports about the
effectiveness of the different sources of help.

The availability of advocates who can speak on behalf of those who are
most dependent, a core of people who can safeguard the interests of those
who are most vulnerable and activate systems of legal protection for
them. Such tasks performed by newly retired persons would inform a wider
range of the population about the issues and problems surrounding old age
and prepare the next generation of frail elderly people to make informed
decisions about their lifestyles.

disadvantages of institutional care

The disadvantages of long-term care in residential homes and hospitals
well documented. They include the following aspects.

Excess dependence of residents on staff for meeting basic human
requirements.

Loss of opportunities for residents to assert their individuality, to
make decisions and to exercise initiative.

The stigmatizing effects of segregation - particularly when institutions
contain more than 100 people, as in Germany, Greece, USSR, Yugoslavia and
other countries,

Insecurity and lack of legal protection by forms of tenure that exclude a
tenancy or owner-occupation.

The difficulty of providing mental and physical stimulation to people who
are required to make few, if any, decisicons about their lifestyle or
daily routines.

Loss of purpeoseful relationships.
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— Depersonalizing effect of losing personal possessions accumulated over a
lifetime.

- Loss of personal space and the need in some homes to live in dormitories
or to share bedrooms with strangers.

- Loss of personal involvement by relatives and friends and a lack of
privacy for their wigits.

- The absence of a personal toilet and the impact of this on personal
comfort and sense of dignity at a time of growing infirmity and when
incontinence may be emerging.

Even people who are severely mentally impaired, can respond favourably to
caring relationships, adequate space, possessions and regimes which are
personalized, but these are difficult to provide in an institutional setting.
Because of the failure to meet the persomnal needs of residents, institutions
commonly create apathy, disinterest, introspection and submissiveness among
residents; in extreme circumstances institutional care can lead to a
characteristic posture and gait. With the passage of time, changes in
behaviour brought about by institutionalization can overlay the symptoms and
behaviour that led to admission, so that relatives and staff become convinced
that institutional care represents the only option available.

Staff in the best residential homes struggle to offer personmal care of a
high quality, and often succeed in minimizing the adverse effects of
institutional care by simulating family life through:

~ involving residents in discussions about their lifestyle;

-~ providing copportunities for residents to make decisions about activities
and menus;

— inviting the local community to become involved in the home and enabling
residents to have outings to places of interest;

- grganizing social events and other recreatiemal activitiles;

- adopting a key worker scheme o that residents know that there is one
member of staff with a positive perscnal interest in their care;

— pergonalizing bedrpoms and dividing large institutions into smaller, more
self-contained living areas;

- encouraging relatives and friends to visit by creating private space and
opportunities for them to provide & measure of care;

- establishing a programme to meet the toilet needs of people suffering
from incontinence.

Residential homes can be an effective way of providing care. High
staffing levels, skilled management, appropriate training for well motivated
staff and good standards of furniture, equipment and decorations can all help
to provide an enviromment that minimizes adverse features of institutions.
Ironically the best standards of institutional care are achieved by adapting
the buildings, the routine and staff attitudes to resemble those that prevall
for peaple in their own homes; but the individual resident and his or her

1
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family only have the power and authority that is shared with them by
beneveolent providers; they have privileges, not the kind of power available
ag a right to other consumers of goods and services.

Blockages to change - attitudes and values

The development of z postindustrial model of care requires a shift of
values away from less eligibility, social control and a relationship of
subservience towards personal freedom, rights, choice and self-determination.
Such a shift represents a challenge to the authority and power of service
providers;y it requires them to rethink the value base on which services are
offered and this is not easily achieved in one generation.

Liberal and socialisr movements in the twentieth century have sought to
replace the harshest features in industrial life. Postwar social legislation
in the United Kingdom transformed supplicants inte applicants and later into
clients; concepts of choice and rights have been introduced into public
provision. Attempts have been made to create what is called "a compassionate
society" inm which vulnerable people can enjoy rights that they were formerly
denied but rights without power are illusory and compassion without freedom is
humiliating and stigmatizing. A society which places power with politicians
and professional providers erects parameters round self-determination and
freedom of choice. Whatever the benevolent and benign intentions, state power
tends to be perceived by users as malevolent and unaccommodating. QOppressed
people prefer the tyranny of self-government to the implied generosity of
colonial rule. C(Compassion is an attribute of individuals - not of
organizations or societies. The only safe society for vulnerable people is
one that cherishes individual liberties and freedoms. Ignatieff (3) pursues
these arguments in greater detail.

Democratic governments create equality of citizenship but gross
inequalities in purchasing power may remain. The central problem of
postindustrial societies is how to reduce this inequality in ways that sustain
genuine freedom for vulnerable people. In a postindustrial age politiciansg
face the challenge of building a just society in which, overwhelmingly,
individuals retain the power of choice; yet politieians are often reluctant
to surrender power.

In many industrial countries the pattern of public services represents
the views of politiciang and professionals about how needs should be met;
pressure from service users has been minimal. Often the structure of services
revolves around the expressed needs of various occupational groups for
arrangements that protect and enhance professional status and which preserve
their separateness. In the United Kingdom, for example, informal carers
seeking help for a frail elderly relative may be required to communicate with
a general practitioner employed by a family practitioner committee, a
comminity nurse employed by a health authority, a housing officer employed by
a district council and a home help organizer employed by a county council.
Some services are provided by more than one statutory authority - as when
health autherity community nurses and social services home help staff offer
nightsitting arrangements o¢r provide home bathing facilities. Services tend
to be offered in an uncoordinated fashion and sometimes each organization
assumes that other agencies are responding to the need. Whatever advantages
these organizational arrangements have for service providers, they are
distinctly unfriendly to users.







