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United Nations World Assembly on Aging: International Plan of Action

Action

The United Nations World Assembly on Aging (1982) showed that governments
shared a wigh to interact with experts and providers of care in formulating
and adopting the Vienna International Plan of Action on Aging, to ensure that
quality of life is seen to be as important as long life,

The International Plan of Action is in accordance with the reorientation
of World Health Organization (WHQ) policy towards health for all and primary
health care. The new developments for aging populationsg in emerging health
policies are encouraging, particularly in the following areas:

~ information and studies on minimum data sets for service planmers;

— prevention;

— casze-finding and health education;

~ manpower development and training;

~ rehabilitation and aftercare; and

-~ research and evaluation, including the development of simple indices of
effectiveness.

Recommendations for action?

Health and nutrition

While the rapidly increasing number of old people throughout the world
represents a biological success for humanity, the living conditiong of the
elderly in most countries have, by and large, lagged behind those enjoved by
the economically active population. However, health (the state of total
physical, mental and socizl wellbeing) is the result of interaction between
all the sectors that contribute to development.

Epidemiological studies suggest that successive cohorts of the elderly,
arriving at the same age, have better levels of health, and it is expected
that, as men and women live to increasingly greater ages, major disabilities
will largely be compressed into a narrow age range just prier to death.

Recommendation 1

Care designed to alleviate handicapsz, re—educate remaining functions,
relieve pain, maintain the lueidity, comfort and dignity of the affected and
help them to reorient their hopes and plans, particularly in the case of the
elderly, is just as important as curative treatment.

Recommendation 2

The care of elderly people should go beyond disease orientation and
should involve their total wellbeing, taking into account the interdependence
of physical, mental, social, spiritual and environmental factors. Health care
should therefore involve the health and social sectors and the family in
improving the quality of life of older people. Health efforts, in particular

® Vienna International Plan of Action on Aging. New York, United
Nations, 1983,
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primary health care as a strategy, should be directed at enabling the elderly
to lead independent lives in their own families and communities for as long as
possible instead of being excluded and cut off from all activities of society.

There is no doubt that, with advancing age, pathological couditions
increase in frequency. Furthermore, the living conditions of the elderly make
them more prone to risk factors that might have adverse effects on their
health, e.g. social isolation and accidents: factors that can be modified to
a great extent. Research and practical experience have demonstrated that
health maintenance in the elderly is possible and that diseases do not need to
be essential components of aging.

Recommendation 3

Early diagnosis and appropriate treatment is required, as well as
preventive measures, to reduce disabilities and diseases of the aging.

Recommendation 4

Particular attention should be given to providing health care to the very
old and to those who are incapacitated in their daily lives. This is
particularly true when they are suffering from mental disorders or from
failure to adapt to the environment; mental disorders could often be
prevented or modified by means that do not require placement of the affected
in institutions, such as training and supporting the family and volunteers by
professional workers, promoting ambulant mental health care, welfare work, day
care and measures aimed at preventing social isolation.

Some sectors of the aging, and especially the very old, will nevertheless
continue to be vulnerable. Because they may be among the least mobile, this
group is particularly in need of primary care from facilities located close to
their residences and/or communities. The concept of primary health care
incorporates the use of existing health and social services personnel, with
the assistance of community health officers trained in simple techniques of
caring for the elderly.

Early diagnosis and treatment are of prime importance in preventing
mental illness in older people. Special efforts need to be taken to assist
older people who have mental health problems or who are at high risk in this
respect.

Where hospital care is needed, application of the skills of geriatric
medicine enables a patient's total condition to be assessed and, through the
work of a multidisciplinary team, a programme of treatment and rehabilitation
to be devised that is geared to an early return to the community and the
provision there of any necessary continuing care. All patients should receive,
in proper time, any form of intensive treatment that they require, with a view
to preventing complications and functional failure leading to permanent
invalidity and premature death.

Recommendation 5

Attentive care for the terminally ill, dialogue with them and support for
their close relatives at the time of loss and later require special efforts
that go beyond normal medical practice. Health practitioners should asplire to
provide suck care. The need for these special efforts must be known and
understood by those providing medical care, by the families of the terminally
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ill and by the terminally ill themselves. Bearing these needs in mind,
exchange of information about relevant experiences and practices found in a
number of cultures should be encouraged.

A proper balance between the role of institutions and that of the family
in providing health care for the elderly, based on recognition of the family
and the immediate community as elements in a well balanced system of care, is
important.

Existing social services and health care systems for the aging are
becoming increasingly expensive. Means of halting or reversing this trend and
of developing social systems together with primary health care services need
to be considered, in the spirit of the Declaration of Alma-Ata.

Recommendation 6

The trend towards increased costs of social services and health care
systems should be offset through c¢loser coordination between social welfare
and health care services at both national and community levels. For example,
measures need to be taken to increase collahoration between personnel working
in the two sectors and to provide them with interdisciplinary training. These
systems should, however, be developed taking into account the role of the
family and community, which should remain the interrelated key elements in a
well balanced system of care. All this must be done without detriment to the
standard of medical and social care of the elderly.

Those who give most direct care to the elderly are often the least
trained or have insufficient training for their purpose. To maintain the
wellbeing and independence of the elderly through self-care, health promotion,
and the prevention of disease and disability requires a new orientation and
5kills among the elderly themselves, as well ag their families, and health and
social welfare workers in the local communities.

Recommendation 7

The population at large should be informed with regard to dealing with
the elderly who require care. The elderly themselves should be educated in
self-care.

These who work with the elderly at home or in institutions should receive
basic tralning for their tasks, with particular emphasis on the participation
of the elderly and their families and collaboration between workers in the
health and welfare fields at various levels.

Practitioners and students in the human care professions, e.g. medicine,
nursing and social welfare, ghould be trained in principles and skills in the
relevant areas of gerontology, geriatrics, psychogeriatrics and geriatric
nursing. '

All too often, old age is an age of no—consent. Decisions affecting
aging citizens are frequently made without the participation of the citizens
themselves. This applies particularly to those who are very old, frail or
disabled. Such people should be served by flexible systems of care that give
them a choice as to the types of amenity and the ¥ind of care they receive,
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Recommendation 8

The control of the lives of the aging should not be left solely to
health, social service and other caring personnel, since aging people
themselves usually know best what is needed and how it should be carried out.

Recommendation 9

The participatien of the aged in the development of health care and the
functioning of health services should be encouraged.

A fundamental principle in the care of the elderly should be to enable
them to lead independent lives in the community for as long as pessible.

Recommendatian 10

Health and health-allied services should be developed to the fullest
extent possible in the community. These services should include a broad range
of ambulatory services such as day care centres, outpatient cliniecs, day
hospitals, medical and nursing care, and domestic services. Emergency
services should be always available. Institutional care should always be
appropriate to the needs of the elderly. Inappropriate use of beds in health
care facilities should be avoided. In particular, those not mentally ill
should not be placed in mental hospitals. Health screening and counselling
should be offered through geriatric clinics, neighbourhood bealth c¢entres or
community sites where older people congregate. The necessary health
infrastructure and specialized staff to provide thorough and complete geriatric
care should be made available. In the case of institutional care, alienation
through isolation of the aged from society should be avoided, inter alia, by
further encouraging the involvement of family members and volunteers.

Nutrition problems, such as those caused by insufficient quantity and
inappropriate constituents, are encountered among the poor and underprivileged
elderly in both developed and developing countries. Accidents are also 2
major risk area for the elderly. The alleviation of these problems may
require a multisectoral approach.

Recommendation 11

The promotion of health, the prevention of disease and the maintaining of
functional capacities among elderly people should be actively pursued. For
this purpose, an assessment of the physical, psychological and social needs of
the group concerned is a prerequisite. Such an assessment would enhance the
prevention of disability, early diagnosis and rehabilitation.

Recommendation 12

Adequate, appropriate and sufficient nutrition, particularly the adequate
intake of protein, minerals and vitamins, is essential to the wellbeing of the
elderly. Poor nutrition is exacerbated by poverty, isolation, maldistribution
of food and poor eating habits, including those due to dental problems.
Therefore, special attention should be paid to:

-~ improvement of the availability of sufficient foodstuffs to the elderly
through appropriate schemes and encouraging the aged in rural areas to
play an active role in food production:
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- a fair and equitable distribution of food, wealth, resources and
technology;

— education of the public, including the elderly, in correct nutrition and
eating habits, in both urban and rural areas;

- provision of health and dental services for the early detection of
malnutrition and improvement of mastication;

- studies of the nutritional status of the elderly at community level,
including steps to correct any unsatisfactory local conditions; and

- extension of research into the role of nutritional factors in the aging
process to communities in developing countries.

Recommendation I3

Efforts should be intensified to develop home care to provide high quality
and social gervices in the quantity necessary go that older people are enabled
to remain in their own communities and to live as independently as possible
for as long as possible. Home care should not be viewed as an alternative to
institutional care. Rather, the two are complementary to each other and should
$0 link into the delivery system that older people can receive the best care
appropriate to their needs at the least cost.

Special support must be given to home care gervices by providing them with
sufficient medical, paramedical, nursing and technical facilities of the
required standard to limit the need for hospitalizationm.

Recommendation I4

A very important question concerns the possibilities of preventing or at
least postponing the negative functional consequences of aging. Many lifestyle
factors may have their most pronounced effects during old age when the reserve
capacity is usually lower.

The health of the aging is fundamentally conditioned by their previous
hezlth. Therefore, life-long health care starting at a young age is of
paramount importance; this includes preventive health, nutrition, exercise,
the avoidance of health-harming habits and attention to environmental factors,
and this ecare should be continued,.

Recommendation 15

The health hazards of cumulative nowious substances (including
radioactive and trace elements and other pollutants) assume a greater
importance as life spans increase, and should therefore be the subject of
special attention and investigation throughout the entire life span.

Governments should promote the safe handling of such materials in use,
and move rapidly to ensure that waste materials from such use are permanently
and safely removed from the biosphere.

Recommendation I6

As avoidable accidents represent a gubstantial cost, both in human
suffering and in resources, priority should be given to measures tc prevent
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accidents in the home, on the road, and those precipitated by treatable medical
conditions or inappropriate use of medication.

Recommendation I7

International exchange and research cooperation should be promoted in
carrying out epidemiological studies of local patterns of health and diseases
and their consequences, together with investigating the validity of different
care delivery systems, including self-care and home care by nurses, and in
particular the ways of achieving optimum programme effectiveness;
investigating the demands for various types of care and developing means of
coping with them, paying particular attention to comparative studies regarding
the achievement of objectives and relative cost-effectiveness; and gathering
data on the physical, mental and social profiles of aging individuals in
various social and cultural contexts, including attention to the special
problems of access to services in rural and remote areas in order to provide a
sound basis for future action.

Protection of elderly consumers

Recommendation I8
Governments should:

- ensure that food and household products, installations and equipment
conform to standards of safety that take into account the vulnerability
of the aged:

— encourage the safe use of medication, household chemicals and other
products by requiring manufacturers to indicate necessary warnings and
instructions for use;

~ facilitate the availability of medication, hearing aids, dentures,
glasses and other prostheties to the elderly so that they can prolong

their activities and independence; and

~ restrain the intensive promotion and other marketing techniques primarily
aimed at exploiting the meagre resources of the elderly.

Government bodies should cooperate with nongovermmental organizations on
consumer education programmes.

The international organizations concerned are urged to promote collective
efforts by their member states to protect elderly congumers.

Policies in health care of the elderly

The regional strategy for health for all

The regional strategy for health for all by the year 2000 is in full
accordance with the International Plan of Actiom formulated by the United
Nations World Assembly on Aging. New developments in this field are reflected
in changing health and social policies, legislation and services as well as
the reorientation of biological, clinical and social research, including the
development of simple indices to measure the effectiveness of action taken.
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Demographic changes predicted by the United Nations suggest that the
number of elderly people will increasge for several more decades to come. The
regional strategy for health for all called for the formulation of specific
regional targets to support its implementation. Although no target cites the
elderly per se, reference to this important and increasingly large group of
each country's population is implicit throughout the 38 regional targets
adopted in 1984, It was realized that if health for all was to be reached in
Europe by the year 2000, two basic issues had to be tackled. In the target
book the first issue is described as being "to reduce health inequalities
among countries and among groups within ecountries™. This statement iz then
amplified thus:

All the people of the Region should be assured an equal opportunity to
develop, maintain and use their health. Particular efforts should
therefore be made to provide such an opportunity for those countries,
groups and individuals who lack it most. The second issue is to
strengthen health as much as to reduce diseasze and its consegquences.
Thus, health for all in Europe has four dimensions as regards health
outcomes, involving action to:

- ensure equity in health by reducing the present gap in health status
between countriesg and groups within countries;

~ add life to years, by ensuring the full development and use of
people's integral or residual physical and mental capacity to derive
full benefit from and to cope with life in a healthy way;

- add health to life, by reducing disease and disability;

- add years to life, by reducing premature deaths, and thereby
increasing life expectancy.

Obviously, each of these dimensions is relevant to healthy aging.

Target 2 of the regional strategy alsc concerns all age groups, but the
main emphagis is on the health of elderly people and the fostering of social
policies that will help them to maintain and develop their health poteatial.
In recent years, therefore, the Regional QOffice has aimed at supporting Member
States in developing services that will help elderly people use and enjoy
their mental and physical capabilities to the full.

At the fortieth session of the Regional Committee im 1990, the technical
discussions on healthy aging represented the first step of an in-depth debate
with Member States on an action plan to achieve the goal of healthy aging: it
is hoped that this plan will be accepted at a major Conference in 1992 as
WHO's contribution to the tenth anniversary of the adoption of the
International Plan of Action on Aging. More importantly, it provides Member
States with a framework for drawing up comprehensive natiomal policies that
will result in innovative action for healthy aging throughout the Region. It
was agreed that a poliey for health for all needs to have positive health
built up in new ways and in new settings by new combinations of people, in
addition to the methods and means of the past. Healthy aging should not and
indeed, camnnot, develop as a geparate entity: it must be fully integrated
into the overall approach.
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Achieving a balance of care

The balance between institutional and community-based care for the
elderly has been a priority topic in most countries of Europe, and there has
been unanimous agreement that well designed, community-based care could help
to maintain more than 9572 of elderly people in their own homes. Several
Member States have identified a need for a deeper insight into developments in
"small areas" (i.e. those with a population of approximately 150 000 under
loeal administration), with regard to demography, geography and the human,
institutional and financial resources available for the elderly. Because this
deeper insight must obviously be supported by appropriate tools to permit
assessment of functional capacities, assessment of the social and physical
environments, and the creation of healthier public policies, various
activities have been initiated by the Regional Office in the past few years.
They include:

- consultations on and the setting up of small-area (district) planning in
care of the elderly;

- preparation of guidelines on housing for the elderly and the disabled
{in collaboration with staff at the Liverpool Pelytechnic in the United
Kingdom); and

- a second analysis of data generated by the eleven-country study on the
medical and social conditions of the elderly.

These developments have been reflected in country programmes, with the
main emphasis on improved home care of the elderly, specifically in
Czechoslovakia (Ostrava), Portugal (Lisbon) and Yugoslavia (Ljubljana).

The change in emphasis obviously brings changes in the roles of
professionals working in this field of health care and in their training and
education programmes. Educational and teaching materials currently in use
were reviewed by members of a consultation held in Thénex, Switzerland, In
1985. The participants recommended that these should be reoriented to
highlight positive changes in the lifestyles of the elderly and their active
involvement in community life.

Thus, during the period of the Seventh General FProgramme of Work of WHO,
the main emphasis on activities concernmed with health of the elderly has been
the fostering of social policies that support the development and maintenance
of health potential; the building up of a data base on disabling conditlons;
the dissemination of information on humane and cost-effective programmes for
long-term care; and the promotion of more appropriate training and education
of health and social serviee professiomals.

Development of the primary health care approach

Since 1982, the year in which the United Nations held its World Assembly
on Aging in Vienna, the world has experienced not only an increase in the
numbers of elderly people but also an upsurge of interest in meeting their
needs: the universally expressed desire for an active and independent old age
and the variety of social and health-related requirements of the frail elderly
and of the very old. Numergus agencies and crganizations have made successful,
and some not so successful, attempts to fulfil the opportunities thus
presented.
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Within WHO, the health care of the elderly programme of the Regional
Office for Europe has been recognized as an important component of the
Organization's strategy for achieving health for all, and the reorientation of
WHO policy towards that social goal has been reflected in many of its meetings,
conferences and workshops. The Regional Office has developed the concepts of
primary health care and recognized that aspects of a large number of them are
particularly relevant to the advancement of services for the elderly
populations of its Member States. One example iz the emphasis on consumer
participation. This concept provides stimulating opportunities for all those
involved in the planning and management of services for elderly people.
Contrary to a widely held belief, the majority are — or can be helped to be -
independent. Even a small proportion who are unable to be totally independent
can often manage to do more for themselves than is commenly thought. The myth
that families do not care for their elder members, if not totally exploded,
has at least shown signs of cracking in recent years. When the practical
problems caused by prevailing demographic and social trends are taken into
consideration, there is little evidence to suggest that today's families care
less than thoge of times past.

It is therefore obvious that they, as well as elderly people themselves,
need to be involved in identifying, planming and managing the supporting
services they need.

Self-care and responsibility

The elderly should be, and should be expected to be, in charge of their
own lives, continuing to live in their own homes, participating in all
decisions that affect them, maintaining their own health, and remaining
autonomous for as long as the combined efforts of themselves and the support
of others make it pessible. To achieve this, it is necessary to identify what
are the required attitudes, knowledge and skills of the present and future
elderly, the general public, and health and social service professionals.
Future cohorts of the elderly need to be sensitized to their responsibility to
learn about natural aging, how to prevent disease and delay disabilities, how
and where to present with certain signs and symptoms, and, in this context,
the value of regular assegsments, If and when interventions are considered
nacessary, knowledge should be shared, options discussed and decisions mutually
agreed. Financial implications should not influence the determining of the
type of facility or level of care to be provided.

The development of effective gystems for the identification and assessment of
the elderly who are at risk

Information made available in longitudinal studies provides encouraging
evidence that many problems occurrinmg in old age can be prevented. Some, once
believed to be due to the aging process, are now known to be due to other and
modifiable causes.

The congiderable scope of prevention in this field was recognized over
20 years ago when a WHO technical advisory committee met in Munich, but the
means of achieving it have taken much longer to identify clearly. While there
have been a number of educational initiatives aimed at preventing disease and
disability, almost all have been difficult, if not impossible, to evaluate.
Early intervention, through asymptomatic screening, has not yet proved to be
effective in preventing functional decline and admission to long-stay care.
There is evidence, however, that case finding for unreported problems can
improve the health of elderly people, for often they are stimulated and
encouraged by the interest shown in them.
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The health problems of the elderly need to be considered within a broad
context. It is envirommental and social problems, such as poor housing,
paverty and loneliness, that influence attitudes, behaviour and beliefs of
others, as well as of the elderly themselves, putting the latter at risk.

At the WHO Consultation on Guidelines for Assessing the Functioning of
the Elderly, held in 1984, the participants agreed that madicosocial sereening
wag an important tool and stressed the importance of identifying those in need
of multidimensional functional assessment. It was suggested that more detailed
information on the functioning of the elderly would enable better health and
social policy decisions to be made and thus contribute to the attainment of
health for all.

The Working Group on Prevention of Health Risks that have Consequences in
0ld Age, held in Tbilisi, USSR, to discuss links between primary health care
of the elderly and institutional support, agreed that findings from
longitudinal studies being carried out at that time emphasized that more work
needed to be undertaken on the changes in functional capacity and ability to
carry out activities of daily living that are due to aging.

It was also suggested that more research was needed on genetic inheritance
as a factor of longevity and on the mutual interplay of social and physical
environmental factors.

To throw more light on these and other problems of the elderly, the
Regional 0ffice had already initiated, in the 19705, an intermational
population-based study. The first report was published in 1983 and constituted
a first step towards a better understanding of the health and social problems
that are likely to be faced by future old people in Europe.

The promotion and evaluation of health education programmes

Those who give the most direct care to the elderly are often the least
trained and frequently have inadequate knowledge and skills to enable them to
perform optimally. Maintaining the wellbeing and independence of the elderly
through self-care, health promotion and the prevention of disease and
disability requires specific orientation and skills among the elderly
themselves, among thelr families and friends, and among health and social
workers of local communities. 01d people need to be educated in self-care,
while the population at large has to be well informed about the aging process
and about dealing with those elderly who require care.

Those who work with the elderly in either homes or institutions must have
the bhasic training to carry out their tasks competently and compassionately,
involving the elderly and their families and collaborating with other health
and social workers at appropriate levels. In turn, practitioners and students
of the human care professions (medicine, nursing, social welfare and relevant
therapies) must be given the opportunity to learn those principles and skills
that relate to gerontology, geriatrics, psychogeriatrics and geriatriec nursing.
Such educational services reguire the development of close links with key
intermediary groups such as schoolteachers, librarians, journalists,
publishers, mass media personnel and experts in the use of audiovisual aids
and computer information systems. All such programmes should be monitored and
evaluated regularly.
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The conduct of relevant and practical regearch and studies, and digsemination
of their findings

The period 1984-1%89 saw an important turning point because of the
numerous research data that became available on the preventability of some of
the illnesses and impairments associated with old age. Recent information
shows that personal lifestyle as well as environmental factors influence not
only health but also the rate and manifestations of aging itself — within the
limits set by predetermined genetic factors. This is obvicus in the marked
increaze in longevity in some countries (especially in those where limited
migration has meant little change in the population's genetic base), and also
by demonstrated significant cohort differences.

Certain lifestyle factors, such as taking an imbalanced diet and abusge of
alcohol, are known to influence dramatically functiomal characteristics such
as mugcle strength and bone density, and the aveidance of guch harmful
behaviour can therefore enhance the prospect of functional ability in old age.

New knowledge of aging and of the old shows that, within wide limits, a
greater use of physical, mental and emotional resources of individuals improves
their vitality and functional wellbeing. It has also been shown that lifestyle
factors are, in the long term, the c¢ause of many common disorders in the
eldexrly. These facts emphasize that more attention needs to be paid, and more
resources allocated, to research and to the development of measures designed
to prevent the negative consequences of hazardous behaviour and the underuse
of individual resources. Bereavement, an event of significant social, economic
and emotional change for a person of any age, has particular effects on the
elderly. Thig and other causes of loss and loneliness, such as retlrEment
deserve study and preventive and supportive responses.

Given the low-regerve functional and adjustment capacity of the elderly,
eariy correct diagnosis of illness and assessment of disability are of
paramount importance in ensuring correct and early treatment., Impressive
though the achievements of some researchers have been, identified weaknesses
inelude:

a lack of multidisciplinary research to reflect the multiple problems of
many elderly people and the nature of services required te solve them;

- a concentration on descriptive research with a corresponding neglect in
evaluations of altermative interventions, approaches and services:

- a disregard of the need to supply data appropriate for policy-making and
decision-taking, e.g. little or no involvement of health economists in
studies;

= a tendency to study samples rather than total populations, thus often
overlooking informal support networks; and

— little time and attention given to effective ways: of diszeminating
research findings, especially to service providers and the general public.

There is also a need for more knowledge of iatrogeniec disorders, as many
particularly affect old people due to the longer duration of exposure, the
treatment of numerous symptoms, and frequently the simultansous prescribing of
several drugs. The prevention of iatrogenic disorders requires dissemination
of relevant information to the elderly and the public as well as to physicians,
g0 that they themselveg can monitor their prescribing rates and patternsz.
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Support to national programes in organizing comprehensive care systems

Small area planning

To plan and organize comprehensive care systems that are effective and
relevant, clinical and epidemiological studies are needed as well as systematic
inquiry into the most effective ways of using research findings to develop,
plan, implement and evaluate different forms of care.

Among the conclusions of the WHO Working Group on Continuity of Care of
the Elderly, held in 1986, long-term planning for the elderly within small
administrative areas was identified as a priority. After a comparative study
of test areas in Sweden (Linkdping) and the United Kingdom (Avon) had been
undertaken, the main issues were identified as follows:

- services are difficult for users to locate, and no single person or
organization accepts regponsibility for ensuring that the full range of
servicas is made available to those who need them;

- overlaps and gaps in provisionm mean that services lack cohesion,
direction and clearly identified purposes;

- there are insufficient or inadequate mechanisms for deciding priorities
in the allocation of funds;

- the current organizational structure of services for elderly people owes
more to professional aspirations than to consumer needs;

~ the professionalization of services has increased the variety of skills
available to people in need, but at the same time has created problems of
coordination: it has also failed to respond adegquately to the need to
sensitize elderly people to seek information and advice, e.g. on healthy
diet and exercise, rather than practical professional help;

~ providing care and services to elderly pecple does not have a high status
in any profession;

— there is a paucity of consumer power and consumer studies in the health
and social services; when the latter have been conducted, they have
ghown failures that could be rectified by improved management,

e.g. staffing, or c¢coordination, e.g. supervision; and

- the prevailing lack of multidisciplinary assessment of individuals often
leads te inappropriate placements; for example, an overall use of
institutional beds was found in both test areas, and a need for more
comprehensive and individual assessment as a means of avoiding
inappropriate admissions was identified as a priority.

Since that time, WHO has sponsored a number of country studies on
small-area planning. They are being carried out in Czechoslovakia, Denmark,
Greece, Portugal, Sweden, the United Kingdom and Yugoslavia, and all have used
a common methodology aimed at developing a model of small-area integrated
comprehensive care for the elderly. The subjects covered include resources,
service integration and forward planning; long-term, acute somatic and primary
health care; disease preventioni technical aids and rehabilitation; social
weifare; homes and service homes for the aged; home helps; transportation;
and the organization of voluntary work.
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The development of an agreed basis for cooperation between health and
social service personnel should remove existing confusion, ambiguities and
conflicts, and it is hoped to provide a framework within which a comprehensive
system can be developed and implemented.

What is obviously required are flexible services provided by switched
resources (as necessary) and responding swiftly to changed needs (when
required). The priority is to give quality of life to all elderly people, and
this means that adequate and relevant indicaters need to be developed to
identify which services will help to achieve that goal.

In April 1990, WHO contributed to a colloquy held in Copenhagen,
organized jointly with the European Federation for the Welfare of the Elderly
{EURAG), Nordisk Samrod for Eldretilta (Norszam) and Omsorgsorganisationerne
Samrod Denmark (0.5.). The meeting was an attempt to create more awareness of
the need for changes in relation to care for elderly people at local level.
EURAG contributed through its network of collaborators, while WHO presented
results of the "Small area planning for the elderly' project and its "Healthy
Cities" project.

The combination of publie and private expenditure on services for elderly
pecple in western countries is considerable but it tends to be allocated
inefficiently between various forms of care. Because the majority of
governments and private health insurance agencies give prime conzideration to
expenditure ¢n institutional care, services for elderly people do not
represent good value for momey, elderly people often receive a poor service
and informal carers suffer. Indeed, the literature of social care contains
considerable evidence relating to the burdens carried by informal carers of
elderly people. Until existing expenditure ig rearranged to provide better
value for money, it will be difficult to face politicians with the need for
more expenditure. However, there is reason to believe that elderly people and
their families will become more articulate in future and press for services
which meet their needs more effectively.

In the mean time, by revealing the way in which different communities
allocate resources to meet the needs of elderly people, the system of small
area planning stimulates political and professional providers to enquire why
the pattern of services is so varied. It also encourages discussion about
better ways to deploy existing resources to meet the needs of elderly people
with their many and diverse needs, circumstances and environments.

Within this context of small area plamming for elderly people, WHO was
also involved in the structuring of an international workshop convened by the
University of Hamburg, Germany, in May 1991, whose participants thought that
it was important for Member State to be aware of the potential of local action
for the elderly as part of the effort to conmtribute to healthy aging. Early
and coordinated planning for healthy elderly people to keep fit until later in
life and for the needs of disabled or frail elderly people are prerequisites
for keeping elderly people in their homes for as long as possible and avoiding
unnecessary institutionalization. Participants made recommendatiens which
would facilitate better planning for elderly people at local, national and
international levels.

Gaining entry jinto the care system

‘ One of the most important aspects of any system of supporting care is its
facility of access when needed. In the case of elderly people, this is likely
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to be when their ability to maintain autonomy is in danger. There is a need
for a professional member of the primary health care team to develop a key
role in providing a counselling service and in facilitating entry points to
other services as required. Such a person needs to be familiar with all the
services and levels of care available, so that decisions are based on accurate
and up-to-date information. Entitlement to a service should be seen as an
instrument to allow balance and relativity between people and their
environments. In this way, both abuse and unnecessary bureaucracy can be
controlled.

Identifying risk factors in the elderly

While the accumulation of risk factors published by WHO nearly 15 years
ago can indicate that a danger point has been reached, none Dy itself can be
used as an indicator of need. For example, the attainment of the age of
70 years cannot now be considered a risk factor in itself: a number of
longitudinal studies suggest that faculties and cognitive function can even
improve beyond that age. Merely living or being alone is not synonymous with
the feeling of being alone or loneliness. Many elderly people who live alone
are rarely, if ever, lonely, whereas those who live with family, friends or in
an institution can feel lonely although in the midst of company.

It has been suggested that the four main factors that contribute to
loneliness are poor health, poverty, total or little interest in others
(probably, like many habits that affect old age, a characteristic of
individuals throughout 1ife), and the death of the person with whom one has
been living. Unmarried or unpartnered people who have adequate incomes and
are reasonably well and active are unlikely to suffer from loneliness, even
when living alone. There are, nevertheless, times of vulnerability when help,
if degired, should be available from the formal services.

The physical, social and psychological needs of people are frequently
intertwined and therefore require a multidisciplinary team approach. A
combination of professional skills and knowledge is necessary to keep old
people independent, for no one discipline can be all things to all old people.
It ig important, in this context, that social needs are recognized as such and
not treated as medical problems.

One significant risk factor in later life is that of multiple loss: loss
of spouse and/or friends, losz of role, loss of work and earned income, loss
of mobility, loss of social interchanges, loss of secial status and loss of
self-esteem. With advancing age, therefore, large numbers of the elderly
undergo great stress, and this can lead to emotional problems and increased
dependency. In the extreme, an inability to cope with life's criges
undoubtedly contributes to aleohol and nicotine abuse. Insufficient atteation
iz paid to the immediate post-retirement or, among the young-old, the immediate
post-redundancy period. These are times where there is a specific need for
mental stimulus, cultural activities and the learning of new skills.
Retirement counselling or preretirement training offers good opportunities for
educating people about the services and facilities that are available locally
to improve the quality of lLife.

Poverty, poor envirommental conditioms and social isolation can lead to
manifestations, often in the guise of somatic symptoms. Medical therapy can
be a danger; psychotropic drugs, for example, not only do not relieve the
primary condition but alsc draw attention away from the underlying cause and
expose the old person to all the hazards associated with drug use.
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Screening and assessment

To ecreate a society in which the needs of the elderly stand a good chance
of being met appropriately, a determined educational drive is required aimed
at ensuring a better understanding of the aged and of the most effective ways
of enabling and supporting them. Primary care is a term that embraces bhoth
health and seocial care. Physicians have a fundamental and key role in primary
care teams, and individuals should have available to them specialist opinion
in geriatric and social medicine and psychogeriatries, so as to clarify aging
and disease and their reversibility. Referrals are seen as opportunities for
intervention to restore balance between the physical, mental and social status
of individuals and the environments in which they live. Improvement or
deterioration in health status or social economic circumstances should be
balanced by dynamic adjustments being made to the health and social support
services, which may include a total change of environment (see Fig. 1).

The participants of several WHO meetings have devoted much time in recent
years to discussing the comparative advantages of multiphasic screening by a
gerontological/geriatric expert and regular medical examinations performed by
an elderly person's own doctor at home.

Fig. 1. Assessment for level of care
(including envirommental change)
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The fact that much chronic illness and disability among the elderly is
unreported or undetected has led to the development of a2 variety of screening
and case-finding mwethods that aim at diagnosing the disease or condition at an
asymptomatic stage. However, there has been no agreement about the tests to
be included in sereening or case finding. Instead, a variety of procedures
have been initiated in a number of countries. Because unnecessary treatment
and iatrogenic disorders are possible consequences of an overenthusiastic use
of tests, any screening procedure introduced at primary level should be well
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planned and carefully implemented by people with sound knowledge and
appropriate attitudes and skills. Evaluation should include an analysis of
the functional abilities of elderly people as well as their current or
proposed environments. By comparing data on their functiemal ability and
needs for functioning with the demands made (or likely to be made) by their
living environments, it should be possible to make mutually arrived at and
agreed decisions om the appropriate measures to be taken.

The needs of the elderly are, however, subject to change and once-only
assessments are inadequate. A dynamic approach needs to be adopted and
assessments of physical, mental and social needs made at times of critical
life events, e.g. as bereavement and retirement, as well as at times when
medical treatment is obviously required, e.g. illness or accident,

Aging itself is a dynamic process that continues throughout old age, and
only by reassessing the social situation and physical and mental status can
the care provided be continuously appropriate. This means regular reviews of
decisions taken so that the care level can be altered as needed, not only in
character but also in scope and depth. Only in this way can misplacements of
elderly people be avoided and only then will the formal services prove a
safety net at times of need rather than an entrapping mesh for all time.

Assessment of disability should be made to predict the future course of
action and management; to identify pathological processes, especially those
that may be partly reversible; and to consider the possible changes that need
to be made in an individual's support system.

The latter - a support system to help an elderly person to maintain health
autonomy and activity — is the major concern. It is important to determine
how, in what form and by what mechanisms the formal health and social services
ean give backing to the elderly and, when appropriate, to their families and
friends who together make up the informal support system,

Multifunctional assessment of elderly people

Participants in a one-day workshop on community-oriented rehabilitation
of the elderly held in Malta in 1989 developed a core data form and reiterated
that aging is a dynamic process where one-off assessments could, and
unfortunately often do, result in long—term misplacements.

To date, most assessments of elderly people cover activities of daily
living (ADL) and medical, psychiatric and nursing data, but have little on the
social problems that could warrant a change of environment mere than any of
the health data collected. The revised (10th) edition of the International
Classification of Diseases now includes a Z-code for recording such
information. While many of the circumstances described refer to child/parent
difficulties, a number are also relevant to elderly peope.

A Who consultation in Jerusalem, Israel, in early 19%0 repeated that data
were required from physical, mental, ADL and social support assessments,
including details of nursing needs, the tolerance/coping level of the informal
carer(s) and the availability of specific social aids, such as a telephone or
call system. The consensus was that there was an urgent need for short,
simple forms with a common core to which relevant informatien could be added
at times of proposed admission, discharge and referral. It was agreed that a
scoring range would help assess the urgency of the needed environmental
change. A situation diagnosis made at an early stage could avert a potential
crigis.
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The informal support system

Despite the many and marked changes that have occurred in most European
countries in the structure of families and in communication between
generations, the family ¢till plays an important part in the social
relationships of many elderly people. The role as a provider of care differs,
however, from country to country. In the WHO eleven—country study, for
example, it was observed that care of the elderly in rural parts of Greece, in
Florence and in Bucharest appears to be family baged, while in Berlin (West)
and Tampere the care service was individually oriented (private or commercial
in Berlin (West) and public in Tampere).

In family-bhased service settings, voluntary organizations were found to
be important providers of social services, while in individual-based systems
municipal services predominated. These findings imply that, in some countries,
formal support is a substitute for family services and that support to informal
carers is given mainly by voluntary organizations. This is in direct contrast
to recommendations from several WHO meetings in which participants have urged
that formal services personnel should support, and not supplant, informal
carers of the elderly.

Care of carers

The low status afforded to the informal ecarerg of old people is a matter
of grave concern. Frequently, they are single persons who provide a year-round
service. There is evidence to show that the incidence of breakdown among this
group of neglected people is increasing. For example, following a series of
studies in the United States, some companies have voiced concern about the
effect that ecaring for elderly relatives has on the productivity of their
employees. Many, they said, found it difficult to cope with the financial
burden, the guilt and the stress while trying to do a full-time job. A study
conducted at the University of Michigan Bechool of Nursing found that people
caring for the aged are three times more likely to suffer from depression than
are the relatives for whom they care. According to a study undertaken by the
Duke University Center on Aging, 33% of the people caring for relatives
suffering from Alzheimer's disease take prescribed drugs for their own
depression.

Even where relief help, such as day hospitals or centres, or any other
form of assistance is available, it is often inadegquate, not known about or
difficult to acquire. Consequently, in the domiciliary setting, the care of
an elderly person frequently falters or even collapses altogether: the
standard of care deteriorates or the carer becomes ill. Contributing to this
in many instances i1s the poor level of communication between the community and
other statutory levels of administration and assistance. It is believed that
valuable information can be obtained from specially designed studies of the
causes of gaps in the desirable continuum of care and the help and advice that
informal carers need so as to prevent or fill these gaps. It is also in the
interests of everyone, not least the carers themselves, for their status
(social, legal and financial) to be studied, clarified and universally
recognized. )

Volunteer groups and voluntary organizations

Family help, community care and voluntary organizations all require
cooperation and support from the formal and statutory services. However,
while lip-gervice is frequently paid to self-help and also to self-care, often
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little is done to help family members or to give them the knowledge, skills
and advice they need to be able to contribute intelligently and competently in
providing care.

Sometimes, there is fault on the other side also: wvoluntary work is not
always dynamic, responding sensitively and swiftly to new needs, and needs may
not always be those that volunteers would prefer to meet or those on which
well established voluntary organizations have built their past reputations.
Both groups have much to learn about each other and about working together,
and both sides require preparation for this. The attainment of common goals
is dependent on much more than geographical proximity.

Day hospitals and day centres

In most countries, elderly pecople who attend day centres or hospitals are
usually handicapped or disabled, often with multiple pathology, but who with
appropriate and adequate help are able to live at home. A day hospital should
therefore provide diagnostic tests, a full range of assessments, medical
treatment, nursing care and active rehabilitation. To attain this range of
services, there needs to be a liaison with the staff of relevant acute care
facilities, the community and social services, day centres, sheltered
accommodation, the relevant voluntary organizations that operate locally,
family doctors and domiciliary nurses. Such a network can then make the
maximum use of all leocal resources.

The principles needed to achieve success include:

- the involvement and endorsement of the elderly themselves in planning
their individual programmes:

- the development of positive and optimistic attitudes among the staff;

- a comprehenszive and dynamic approach to planning and implementing each
programme;

- coordination with hospital departments so that the widest possible
variety of up-to-date treatment can be offered;

- the inclusion of social, educational and cultural activities in the
programme for elderly people; and

-~ a policy of welcoming visits from friends and families of elderly people,
community members, and staff of local organizations and agencies, thus
attracting local interest, participation, goodwill and funding.

Acute care

Sometimes, fragmentation of services contributes to confusion and breaks
the continuity of care. This is especially so when no one person has the
responsibility and authority to see that the services and activities agreed on
by elderly people and the multidisciplinary team are actually supplied or
carried out. Where there is no coordinator or liaison officer, ome key member
of the team should be given responsibility for coordination. This is of
particular importance in relation to the admission and discharge of an elderly
person to and from an acute hospital ward,
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Aged people can often find that, in an acute care setting, their lives
are taken over by staff who have little or no knowledge of the aging process
and the change it brings. Frequently, discharge from hospital is abrupt and
unplanned, allowing little time for adequate preparation of the home or of the
mobilization of community staff and services, Bearing in mind the research
finding that each year a large number of elderly people become hospital
inpatients, this is a major problem and cause for concern. Elderly people who
live alone are the most vulnerable, but frequently informal carers alsoc become
demoralized and what should be a period of recuperation for the elderly persom
becomes a time of stress and deterioration for the whole family.

Each hospital unit should identify the likely discharge needs of patientsg
well before they leave hospital (see Annex l). There should alsc be a
formalized system for gathering information and for placing responsibility for
clear discharge procedures on one individual., Patients and their principal
informal earers should be supplied with a c¢copy of the égreed plan of care on
discharge and spot checks made to allow evaluations and amendments as
necessary. These should then be written and disseminated to everyone inveolved
in the care plan. Early planning for discharge to the home is a prereguisite
for an efficient continuum of care and, to ensure that, communication and
collaboration at the interface of the two levels of the health care system are
absolutely wital.

Some hogpitals allow time for a gradual transition to home life. These
arrangements are supervised by social workers and therapists, and patients
"experiments" in their own homes for one or twe days, during which difficulties
are identified and dealt with. Other hospitals arrange returns to a day
hospital for a few hours each day, thus enabling family members to continue
their normal day-time lives, ineluding paid employment.

In Denmark, it has been found that many of the elderly people discharged
from hospital have a need for nursing services during the evening and at night.
Some municipalities have therefore organized a home nursing service to provide
round-the-clock care at two levels. The first level consgists of maintenance
home care. This provides personal and social services to patients whose
conditions are stable but who require visits from someone who does not need to
be professionally gqualified. The second level offers intermediazte home care.
This means that both personal care and social services are delivered and
coordinated by professionalsg. The patients who are offered this type of care
(1) have conditions that are not expected te fluctuate greatly; (2) are
experiencing a period of rehabilitation after acute care; or (3) are
accommodating to progressive disease. The teams on these evening and night
shifts consist of nurses and either home helps or practieal assistants. Each
team receives a report from the team of the previcus shift and then drives to
patients' homes. Each wvehicle bhas radio contact with a control point,
enabling staff teo give and to receive information and emergency calls. In
Czechoslovakia, members of the geriatric nursing service keep in touch with
their patients whenever and wherever they are transferred from one level of
care to another. This means that elderly people have continuous contackt with
gomeone who knows them. ‘

Behabilitation

Even when the pathology of a disease is irreversible, undesirable
physical, emotional, and social and occasional sequelae need not bed
develapments in rehabilitation have minimized, alleviated or even eliminated
them. Elderly patients probably constitute the largest single group able to
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benefit from home rehabilitation services. The value of preventing their
dependence on the state is considerable in economic terms. In humanitarian
terms, it is beyond measure. Yet most countries have grossly inadequate
rehabilitation programmes for their elderly populations.

An integral part of caring for elderly people is allowing them time. Not
only are they slower in responding to care and in learning new skills (e.g. in
rehabilitation) but multiple dysfunctions are also likely to slow down the way
they carry out their ADL.

Maximizing the health potential of hospital patients

Participants at a seminar held in Innsbruck, Austria, in 1990 agreed that
units caring for elderly people should adopt a rehabilitation approach that
entailed:

- the activation of patients in routine procedures (ADL, transfer,
mobility) within, rather than beleow, their abilities;

- the activation of patients during therapeutic sessions (physiotherapy,
occupational therapy and group therapy); this requires an understanding
of patients' families (particularly the over-protective ones) and
involving them in activities; it also makes the best use of morning
hours (if necessary, unit routine administrative programmes can be
rearranged);

- the creation of a supportive environment (repetition of names, place,
obvious clocks and signs with the date etc., and specially selected
furniture and clothing);

-~ if possible, the establishment of a day care unit in which hospitalized
patients, with the agreement and involvement of their families, can
continue treatment and thus be discharged earlier;

- if possible, allowing time for a gradual transition to home life, through
weekend breaks or short holidays;

- ensuring that all staff adopt attitudes towards patients which reinforce
degired patient behaviour patterng and encourage achievements,
self-esteem and an interest in surroundings.

The eavironment to which the elderly person will be discharged or
transferred should be assessed so that any necessary adaptations or
alterations agreed with the patient and his or her family or friends may be
made as quickly as possible, and any needed aids, appliances, equipment,
wheelchairs and/or community services provided as soon as they are required.

Elderly patients' discharge from hospital should be planned from the day
of admission so as to ensure a smooth continuum of rehabilitation and no
reduction in the individual's functional ability. Documentation from hospital
staff to community colleagues should contain all relevant information
facilitating this, under the broad headings of medical information (diagnostic
findings, treatment given, etc.), functional information derived from
multidisciplinary assessment of ADL, ete., patient's social environment
{social network, housing conditions, etc.) and professional or services
information (contact people and follow-up responsibilities and arrangements).
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Community-oriented rehabilitation

It is important for health and social workers to answer certain questions
about individual patients, including what the patients can do for themselves,
what their families or friends can do to enable and assist them, how the
official services can help or provide for them, how institutional help can
support them, how their environments should be adapted, and whether aids or
appliances are required and how these can be distributed. When the balance
between people and their envirouments is disturbed they need physical and
social interventions as well as diagnosis and treatment. Multifunctienal
assessments are required at each stage of the continuum home -—-3 hospital
-3 rehabilitation ~——> long-term care or home.

To give elderly people and their carers the information they need for
each phase, WHO is producing a series of instructional packages to be used as
guidelines. Most focus on specific problems or conditions likely to be
experienced by elderly people and are designed to assist them to stay healthy,
cope with specific disorders and disabilities, keep their independence and
remain in their home e¢nviromments. The guidelines are described in more
detail in the section on education for elderly people on page 32.

Rehabilitation facilities

Elderly people fall inte four categories: healthy people in their own
homes and in institutions, acutely ill people in their own homes and in
institutions, and people who are chronically ill, frail or disabled either in
their own homes or in institutions. Because the problems and tasks are
different, the services, facilities and enviromment must also vary accordingly
for each individual.

The "greying of the nations" and growing numbers of dependent and
gemi—dependent people will require a shift in resource allocation from the
more prestigious "high tech" of intensive care hospital facilities to
"enabling" community services. Entrenched attitudes need to be changed and
politicians influenced to make these shifts. Services need to be converted
inte time as well as monetary units. It has been suggested that studies of
cost-effectiveness and the cost of non-intervention could provide interesting
and convineing data.

Although it ig obvious that many factors affect eutcomes, most
rehabilitation centres have no specific criteria for admissions and discharges
at present and consequently few of the relevant data are collected. Discharge
is often haphazardly planned and ecarried out, on the basis of the needs of
patientg waiting to be admitted. Little regard is paid to obvious or latent
social problems, to potential crisis situations or to the coping capacity of
the carer(s).

The timing of measurement of gutcome iz algo important. While evaluation
of the episade itself is valuable, a longitudinal study could produce vital
material for better planning of rehabilitative facilities and the necessary
enabling services and environments. Effective planning for future scemarios
demands a move away from the pregsent biologieal orientation. Non-medical
factors need to be given appropriate weighting in any decision-making.
Aggregate scales should he related to detailed scales and demonstration data
compared with self-expressed data, 0 that services and facilities are
developed and established on the basis aof reliable information.
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Long—-term care

There is, however, a growing trend in a number of Member States to expand
other community-based services. The aim is to keep people at home rather than
to provide the services they would need in an institutional setting. Again,
the rationale behind this is basically humanitarian, but there are also
economic advantages. It is apparent that many countries will need to develop
these even further in the near future. Planning should be based on local
circumstances, and analyses should be made of the types of care available and
the strategies and approaches that have been found to be cost-effective.
Information will also be needed on new technology and innovatory home care.
Although there are few such plamning models in existence, assessments of those
already in operation would be helpful.

Home care may not become an alternmative to institutional care in all
countries, but it represents an important link in the geries of integrated
services covering primary health care, hospital acute care and long-term
chronic care. The changing environment, including shifts in demography and
morbidity patterns, now makes it a forceful optiom for a higher quality of
life for both the elderly and the disabled.

For a minority of the elderly, nursing home care will continue to be
needed, and more information iz required on the prevalence and depth of
particular attitudes and behaviour of staff working in this field, and of the
standard of services provided by them. These staff members often need help
and encouragement themselves to support old people with their multiple problems
of lomeliness and apathy, inmcontinence and confusion, bereavement and failing
faculties and, indeed, in the overall management of their changed and changing
lives. The responsibilities of staff in these nursing homes are overwhelmingly
great: they have to provide an atmosphere that helps the elderly to maintain
choice, independence and mobility to the optimum possible; they give treatment
as prescribed and in accordance with ethical guidelines as produced by
profeszional bodies; and they provide a safe environment in which people can
meet their daily needs. Caring for mentally disturbed elderly people can bring
additional responsibilities and difficulties. Im all instances, these homes
have to be centres for quality living as well as of quality care. It is
essential that periodic reviews are made of the level of care being provided
to each individual and amendments or changes made as appropriate. The
initiator of a person's admission should be involved in such reviews and
criteria drawn up for discharge as well as admission (see Anmex 2).

For those patients unable to feed, wash or dress themselves or who are in
some way permanently dependent and to whom rehabilitation procedures offer no
prospects, nursing care is inevitable. Whenever and wherever this ls provided,
quality assurance is essential. The standard of care provided depends on the
personal qualitiez of the carers as well as on their professional preparation.

The management of chronic pain

Chronic non-malignant pain is a frequent health problem in middie and old
age and often results in a deteriorating quality of life. A consultation in
Bratislava, Czechoslovakia, in 1991 reviewed new knowledge in the management
of chronic non-malignant pain, including innovative altermative or
complementary approaches (in the light of the varying legislative and cultural
differences throughout the Region).
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Correct diagnosis is very important. Diagnoses are often influenced by
the tunnel vision of specialists and their particular areas of expertise, but
there is a a growing consensus that a holistic appreoach to pain should be
adopted in both diagnesis and treatment, stressing the individual's autonomy
in selecting and carrying out diagnostic and therapeutic procedures and
respecting his or her beliefs, personality, relationships and lifestyle.

Chronic pain is a complex health problem in response to which diverse
therapeutic approaches have been developed. In addition to the classical or
conventional somatic pain relief techniques - analgesics, local and conducting
anaesthesia, neuroleptic nerve block, physical therapy - some altermative or
complementary procedures are increasingly being tried. These are mainly
thermotherapy (parafango, paraffin, infra-red, ultrasound), mechanotherapy
(massage, lymphatic system drainages, underwater massage), electrotherapy
(short-wave, galvanism, iontophorese, high-voltage therapy, transcutaneous
electrical stimulation (TENS)), balneotherapy (moorbath, spas (sulphur and
ichtyol))}, and hydrotherapy (Kneipp application). Psychological approaches
have also been used, such as relaxation methods, bebaviour therapy, cognitive
coping, group therapy and biofeedback. The trend is 2 multidimensional
approach, intervening at the various levels of the pain experience.

In addition to specific approaches and techmiques, the elderly person
with chronic pain and hig or her family or friends has a need for a long-term
supportive relationship. One member of the primary health care team or pain
management programme staff should act as counsellor, manager or coordinator
and see the sufferer on a freguent regular basis. It is important that the
individual becomes an active collaborator and not a passive recipient.

First, the sufferer's interpretation of quality of life must bhe degeribed
and then realistic goals established to attain that quality as far as
possible. Primary prevention will involve the development of a prosthetic
environment, while secondary prevention will protect against deconditioning.
The important goal is to prevent an elderly person with recurrent or
persistent pain from becoming & chronie pain patient with an altered quality
of life. This can be done by correct diagnosis and wise and comprehensive
pain management.

Terminal care and care of the bereaved

When a patient is dying, there frequently comes a time when the
application of medical measures aimed solely at prolonging life hecomes highly
inappropriate. The art of terminal care ig the highest standard of nursing
care, which includes relief of distressing symptoms such as pain, nauses,
vomiting, hiccups, dyspnoea and coughing. Pain may be relieved '"by the clock"
and by the "analpgesie ladder". In latter years, hospices have proliferated
and now provide centres for teaching and regource as well as of care. Another
invaluable service they give is care of the bereaved. Grieving is normal and
should not be denied: sedation will only postpone, not remove, it. Activity
can help, and while no immediate major decisions concerning the future should
be made by an elderly bereaved spouse, immediate action concerned with
statutory responsibilities and personal arrangements for the funeral, burial
ar ecremation can aectually be helpful. This should be encouraged and the
person enabled to cope. For most people, the first six months after
bereavement are the worst, and it is during this period that the bereaved
spouse is most vulnerable to illmess, alcohol or nicotine abuse, and éven
guicide. This is when the formal services should be alert teo need. After one
year, with help, most will pick up the threads of their individual lives once
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more, the dying, the death and the grief having been accepted, interpreted and
absorbed. Formal help may again be needed when this latter stage is reached:
with making permanent arrangements for future living. Housing and financial
status will influence all such decisions, but every possibility and altermative
should be carefully thought through, considered and discussed before definite
plans are formed with the elderly person concerned.

Houging for the elderly

A proper balance needs to be struck between providing special housing for
the elderly and formulating strategies enabling them to remain in their own
homes. Private dependency housing is essential for the severely disabled
elderly, but is too frequently used for elderly people with social rather than
mobility difficulties.

Measures enabling the elderly to remain in their own homes include the
promotion of practical housing designs that lend themselves to subsequent low
cost and minimal adaptation as the need arises, investment, repair and
majintenance, rent or tax subsidies assisting either elderly people direect or
their families, and a range of other supportive services. The report of the
WHO Expert Group on Health of the Elderly makes it ¢lear that:

... such programmes are necessarily intersectoral in that they must
bridge social, health and housing policies and local, and often national,
governmental institutions. Appropriate policies will often involve
public and private, both voluntary and for profit, sectors, providing the
necessary options. Without adequate and affordable housing that can
enable the provision of supportive services (e.g. shopping, meals,
transportation and surveillance), older persons will become inappropriate
consumers of long-term care services (e.g. home care; day care; nurging
home, or even hospital care).

In one Member State (Czechoslovakia), five main types of housing have
been developed for elderly pecople:

- flats or houses without any special adjustments;

- flats or houses with speeial adjustments, such as a lift that accommodates
a wheelchair, window ledges of a suitable height, non-slip floors, lifting
devicez in bathrooms and lavatories, bright lightiung, light signals and
loud telephone bells (in some countries, such flats are built close to
new housing estates or other residential quarters to enable and encourage
intergenerational contacts);

- pensions or boarding houses, which may be municipal, private or
church-owned, for those elderly people who do not wish to continue to run
a household; they are not subjected to a daily routine and they can move
freely; some have their own furniture in their rooms; commen roomg.are
provided for social and c¢ultural activities and include a dining room,
library, workshop, gymmasium, hair salon, ete.j

- ‘"regimented" boardiung houses, which ensure comprehensive care of those
who require treatment; there are set times for routines; and

-~ long-term homes.
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Groups of two or more of these types of housing have organizational,
economic and psvchological advantages. Elderly people can be moved from one
level to another if and when their circumstances and needsg change. Thig gives
them a feeling of security, especially in relation to the prospect of terminal
iliness, for which they know that nearby care is available and will be used.

Preventing hospital admiggion

Elderly people tend to be confused by a change of enviromment, egpecially
if there is little time to prepare for it. The range and intensity of
home—baged services should be such that no elderly person needs to enter
hogpital for short-term nursing care. The c¢riteria for acute hospital
admission should be that patients require the technology that is available
only in hospital. The control of chronie non-malignant pain, for example,
should not require hospital admission. Instead a prosthetic enviromment with
remedial and recreatiomal facilities should be created so that the best
possible quality of life c¢an be maintained. Living with chronie pain is one
of the subjects dealt with in the self-care series of booklets being produced
by the Regional 0ffice: it hag many implications for the education of the
sufferer, the lay publie and social and health professicnals.

Hospital care can make elderly people dependent and inactive so that they
lose the ability to care for themselves. On their return home, when they may
no lomger have an incentive to work, passive behaviour will lead to a
deterioration in their quality of life.

Nursing services

In practice, nurging personnel are the main health workers caring for
elderly people. The prime responsibility of nursing is to assist individuals,
families and communities to optimize physical, social and psychological
function during varying states of health and throughout all stages of life.
When an individual happens to be aged, continuing care emphasizes the
surveillance and assessment of asgets and capacity for self-care. Thus, the
main orientation of nursing will be towards bringing about independence
through maximum function. An essential element in the promotion of self-care
and independence in the elderly ig that the strategies used must have meaning
for the old people themselves.

Care of aged individuals operates within the framework that people at
thiz stage of life have needs that must not only be met but must be
anticipated and guided. These needs require tc be met bilaterally: by the
individuals themselves and by those around them. Elderly people are
threatened in many ways: physically, they feel their power and strengths
dwindling; psychologically, they are aware of being ascribed a lower status;
emptionally, they may feel insecure and sometimes lonely. These threats have
to be minimized if not totally removed. Nurses can assuage many of them by
exercising their own specific qualities and persenal characteristies. '

Because aged individuals are sensitive, fragile and easily hurt, nurses
have to embody characteristics that are both wholesome and therapeutic. Some
of the qualities that can facilitate interventions with elderly pecople include
empathic understanding, genuineness (demonstrated by consistent congruence of
words, actions and judgements), and conditioned and unconditioned positive
regard.
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Reminiscing is one therapeutic activity engaged in by most elderly people.
It can help to prevent both mental and physical deterioration and can also aid
adjustment to new situatioms. They should therefore be encouraged to talk
about their earlier lives and share their experiences. BRetirement from work
may mean that they need to be recognized and esteemed in ways other than
through their jobs or careers. Nursing includes the anticipation of this need
and uses elderly people a$ advisers, listening to their views and opinions and
enabling them to continue to be of service to their families and communities
for as long as possible.

Elderly people who retire and do not become engaged in an active
occupation often suffer a sharp decline in vitality and become digsatisfied
with their status. The aging process advances. BSocially useful employment
can give a boost to morale and social status.

The loss of earning status often causes elderly people to cling to
possessions: they become more attached to what they already have as well as
g0 to great pains to acquire and retain things of even little value. If
appropriate, opportunities should be created by nurses to facilitate discussion
of economic insecurity, earning capability and any potential contributiom in
terms of part—time employment. If this is not appropriate, fears need to be
diverted to knowledge that some useful tasks can be performed for themselves
and others. This development or enhancement of gelf-reliance in elderly people
is based on the recognition of their self-worth and the exercise of their
capabilities and strengths.

Fducation and training

Education of health and social workers

In most countries, health manpower development receives inadequate
attention, and in a number of Member States no manpower policy exists. In
gome others, educational programmes of professionals do not include the
development of teamwork within curricula. Often, there is a lack of knowledge
among health and social workers of each other's roles and responsibilities.
Becauge no sector and no profession can function competently when isolated,
ignorance of others' objectives can be a serious impediment to the attainment
of any objectives. Coordinated planning at all levels, beginning at national
level, is essential for the development of effective educational and service
programmes. Just as each country must develop its own services according to
the needs of its population, so must it alsc develop its own educational
programmes for professionals and others (such as community or village health
workers, nursing aides or practical nurses) who will provide these services.
Nevertheless, certain principles apply to all. First, standards of care are,
everywhere, the tripartite responsibility of ¢liniecal practice, management and
education. GSecond, all countries need to foster attitudes, empathy and
aptitudes in their health and social workers that will ensure elderly people’s
right to privacy, choice and control of their own destinies.

In recent years, the subject of educational programmes has raised many
questions in WHO consultations and among its working group members. Should
related theory and practice be included in all basic education? If 50, what
should be the focus? What clinical experience should be made available? How
can students learn to make comprehensive assessments without violating the
privacy of the elderly? How can the principles of rehabilitation be taught so
that elderly people maintain or regain their optimal, physical, social and
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mental functioning? How can teachers develop in their students an appreciation
of the importanée of protecting the liberty of elderly people so that they are
able to retain maximum control over their own lives and eventually their own
dying? How should teachers be prepared? '

The WHO Consultation on Education in Care of the Elderly, held in 1985,
developed a series of proposed curricula on which training of various grades
of practitioners working with the elderly could be based. Roughly, they fell
into eight categories:

a background for observation and referral at basic level;

- simple instructions and interventionj

- Lknowledge allowing recognition of morbidity ameng elderly people;

- for nursing aides who have received only in-gervice training;

— for practical nurses who have received at least one year's professional
training;

- for registered nurses, therapists and zocial workers with three or more
years of training; '

- for general medical practitioners; and

— for physiciang specializing in geriatric medicine.

It was suggested that postgraduate training in geriatric medicine should
involve maximum integration with all the other disciplines involved in caring
for elderly people and that, te facilitate this model, opportunities for
appropriate and interdisciplinary learning experiences should be provided
garly on in the curriculum.

It is generally agreed that in every country there should be joint
postbasie courzes to provide gerontology and geriatric theory to all health
and social service professicnals. The matrix of curricula should focus on
theories of human development, aging, self-care, health promotion and community
health, and should include the development of disease, dizability and
dysfunction as well as specific treatment and rehabilitation. Opportunities
should also be provided for students to engage in c¢clinical and social
experiences with elderly people in all settings, so that the importance of a
continuum of care is understood. During these learning experiences, they
should partiecipate in interdisciplinary work, so that they gain knowledge and
an appreciation of other health and social service workers of all disciplines
and alsc of those working in other relevant sectors such as housing and the
environment.

It is essential that all health workers have knowledge (and are able to
apply that knowledge) of the various ethnic, sociocultural and historical
backgrounds of those for whom they are caring. In relation to the elderly,
this is of particular importance, for all team members should be aware of the
social history of the period covering the life span of the people with whom
they are in professional comtact. Within the behavioural and social services,
those aspects required for a better understanding of the elderly can be -
identified and developed as core content in multidisciplinary educational
Programmes.

The curricula of student social workers should include the
sociopsychological aspects of aging and information on relevant legislation,
social services, pension schemes, health agencies and organizatioms, and local
rehabilitation programmes. In particular, students should be familiar with
the rights of the elderly. They should also learn counselling arts, especially
in relation to providing guidance at times of crisis and family events and in

L
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relation to multigenerational relationships and attitudes. Becauge of the
rapidity of social and economic change in today's world and the necessity to
recharge the motivation of professionals working with old people, postbasic
and continuing education programmes are essential. Another necessary
development is interfaculty cooperation in universities, bringing together
disparate departments, all of which may have a relevant interest in research
and teaching. The Institute of Gerontology in the University of Syracuse in
the United States has provided an early model for this type of coordinated
development, and other universities are encouraged to set up an institute or a
cooperative on gerontology along similar lines that can serve as a source of
knowledge and tesearch, and provide teaching in summer schools and courses in
curricula of first-degree programmes.

All health persomnel acquire the understanding, knowledge and relevant
skills to practise - initially through theory and practice, and subsequently
in continuing, supplementary or advanced education, ineluding further field
practice. Six recommendations on training and education are included in the
International Plan of Actiom on Aging adopted by the United Natiens CGeneral
Assembly. Also, one of the 18 recommendations (No. 7) on health and nutrition
relates to training (see page 3). Text supporting these recommendations
called for:

... exchange of skills, knowledge and experience among countries with
similar or comparable structures and compositions. In regioms that
include both developed and developing countries side by side

(e.g. Europe), the rich opportunity for mutual learning and cooperation
in training should be wvigorously explored.

The recommended approaches are that:

- training programmes should be interdisciplinary, available to all levels
and not restricted to specialists;

- nongovernmental and intergovernmental bodies should take the necessary
measures to develop trained perszomnel in the field of aging; and

— training centres linked with the United Nations should be encouraged to
train persounel, especially from developing countries, who in their turn
will train others.

The health and nutrition recommendation (No. 7) includes the proposals
that:

... medical, nursing and social work students be trained in principles
and skills in the relevant areas of gerontology, geriatrics and geriatric
nursing; and that those who work with the elderly at home or in
institutions receive basgic training for their tasks.

These recommendations were adopted unanimously by representatives of the
124 nations attending the United Nations World Assembly on Aging in 19282,
They were derived from a number of documents prepared prior to the Assembly,
including a policy document from WHO. The latter stated:

Support to aging people must be provided by practitioners who are
¥nowledgeable on the subject of aging; who are interested in aging
people and their families; who are skilled in working with them; and
who are concerned about the quality of care given.
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In Europe, WHO groups have made similar recommendations for teaching
gerontology and related medicine and for establishing a ¢learing-house on
curricula. 8vanborg and Williamson have also made suggestions with regard to
training health professionals to care for elderly people, namely that:

- students should learn the biology and physiology of aging as part of
teaching in biology and physiology;

- age-related changes in wental and social function should be taught in
betavioural science classess

~ sgtudents should be able to recognize the c¢linical differences between
normal aging and changes due to disease, as well as the susceptibility
of elderly people to overtreatment;

- community health teaching should emphasize the importance in old age of
preventive care and healthy lifestyles; and

— gtudents should have oppartunities to observe old people in their own
homes to see how they cope with illness and disability and to become
familiar with the varying ways in which families and the community rally
to their aid.

The ultimate aim must be that all those invelved professionally with the
elderly are knowledgeable about gerontology. These include not simply
physiciang, nurses, social workers, therapists and care assistants, but also
housing managers, transport administrators, organizers of leisure and outdoor
pursuits, officers in environmental planning departments, those concerned with
accident prevention, educators, treasurers, adminigtrators and, indeed,
peliticians.

The mass media is an important source of knowledge, information and
audiovisual demonstration, and health and social professionals should
callaborate with the publie in using it to influence politiciansg and other
decision—makersg.

Nursing education

Much has been done in the United Kingdom during the past few years in
relation to nurse training. Training in the care of old pecple is no longer
an option but a statutory compoment of basic nursing education. The syllabus
of the United Kingdom Central Council is wide ranging, covering every aspect
of the care of elderly people im both their homes and hospital settings. It
is designed to stimulate a caring for, and an interested attitude to the
welfare of, older generations. The promotion of the maximum degree of dignity
and the encouragement of independence are specifically emphasized.

Following the publication of a report from a joint working party
(Department of Health and Social Security, British Geriatrics Society and the
Roval College of Nursing), a joint workinmg group was set up with
representatives from the national health service to develop a series of
training aids designed to help staff to identify areas for improvement, set
goals and monitor progress. By involving staff from administrative, care and
support services, the working group provided a focus for ideas, a forum for
discussion and a framework for action. The pilot programme included an
attitude survey as part of the evaluation. This indicated that the programme
could positively influence staff attitudes to patient care.
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Desirable changes have also taken place in other countries of the
European Region. The need to maintain, for example, the initial motivation
and enthusiasm of young students is being increasingly recognized. One major
problem in a number of Member States is the low level of gerontolegical
knowledge among many of the nurse-tutors. To teach the teachers is therefore
an urgent priority.

In the long term, the aim must be a reorientation of the curricula of all
health and social services' training courses so as to place the correct
emphasis on human development, prevention of disease and disability, community
and family health, and the principle and practice of comprehensive and
integrated care of old people. No longer can the Cartesian philosophy of the
separation of the mind from the body be applied to the care of the elderly.

Medical education

Some of the specific causes of the loy status afforded to a medical
career in the care of the elderly have been identified. These include the
lack of interest in the subject shown by universities, governments and
politicians; the dearth of teachers and teaching facilities; the reduction
in income while taking further education in this field; poor career prospects;
the low priority given to the funding of both service and education programmes;
the scarcity of research posts; the paucity of research funds; and the
changing policies of successive governments.

Curative medicine, with itg exciting technology, dramatic gurgery and
“miracle" drugs, is seen by students to be more satisfying both materially and
intellectually. It is also seen to be held in higher regard by universities,
politiciansg, funding bodies and the general public. Consequently, its
practitioners enjoy higher prestige. It is considered that the cycle can be
broken by creating attractive teacher models. Dynamic, innovative and
research-minded faculties, teaching gerontology and health care of the elderly
at pregraduate and postgraduate levels, could improve education, services and
research on the subject, thereby making it more attractive universally. Again,
5 in the case of nursing, the vital starting peoint 1s to develop a sound basis
for the education, recruitment and selection of teachers.

At clinical level, there is an urgent need for more and better instruction
in geriatric medicine to help students towards an understanding of the special
symptomatology, the altered course of disease and the special aspects of
treatment and rehabilitation in older patients. Students must also be
introduced to the importance of teamwork in geriatric¢ and long-term care
medicine, and become familiar with the various levels of provision of
geriatric care.

The existing large body of knowledge in gerontology and geriatric
medicine necessitates the provision of separate courses of instruction in
these two disciplines and the allocation of adequate curricular time. The
specialized form of teamwork required for success in geriatric and long-term
care medicine makes it essential that a significant number of physicians and
other health care professionals should devote all or most of their professional
lives to this field. These individuals form the key persomnnel who, working
within systems of comprehensive care, will enable teachers and research
workers to make possible the educational plans advocated.
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Education of the general publie

Positive attitudes about working with the elderly stem, of course, from
early education. It is therefore important to develop sultable resource
documentation that can be used in schools and youth clubs as vehicles for
promoting positive attitudes. A number of educational packages are now
available, and it is appropriate for a resource centre to be created for the
development and dissemination of educational models and materials.

Many members of the public have a fear of the physiological, social and
psychological effects of aging and of their implications. Because this fear
can be greater at the age of 40 years than at the age of 80 years, education
on normal aging and on the prevention of disease and disability should be made
available through educational campaigns to cohorts of future elderly people.
As health professionals have a particular responsibility to provide this
knowledge, it is imperative for all of them to acquire it.

The location of such teaching will depend on local circumstances and on
the type and level of course to be mounted. Schools, evening classes, adult
educational institutions, and the Red Cross and other voluntary agencies could
well provide the necessary facilities. The initiative may come from
appropriate authorities, including professions involved with institutes of
gerontology and schools of nursing or therapies, as well as from the staff of
postgraduate training centres.

Education of informal carers

In some countries, there is a perceptible shift in the balance of care
from the formal to the voluntary or informal sector. This gives rise to
special concern when there has been insufficient preparation. At an early
stage, the educational needs of carers should be incorporated into overall
planning, research and service delivery, with the gpecific aim of providing
them with the skills and knowledge they require to continue their caring roles.

It is vital for all nurses to keep their knowledge updated not only so
that the latest technology in nursing is made available to the elderly but
also so that the appropriate knowledge and the skills needed are passed on to
informal carers: the elderly themselves, family members, friends, volunteers
and neighbours.

The importance of training in communication skills has been repeatedly
emphasized not only for formal carers in relation to interprofessional and
intersectoral teamwork but also to keep all carers informed of, and responsive
to, changes in the circumstances of elderly people. It is suggested that
training materials and methodologies should be problem oriented so that
students learn by doing. In 1984, WHO publizhed a manual for public policy
and programme development entitled Self/health/care and older people - a
manual for public policy and programme development, which has been cited as
providing a good basis for developing such training programmes.

In Malta, the newly established Geromtological Institute at the University
cooperates with the International Institute on Aging to provide specialized
training courses. Future training activities will be conducted in cooperation
with, inter alia, the United Nations Educational, Scientific and Cultural
Organization, the International Labour Cffice and WHO.
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Help-Age International has also been successful, particularly in
developing countries, in introducing diploma courses for carers working in
residential homes. A quarterly training and information bulletin for carers
and elderly people is made available throughout the developing world.

Experiences in organizing, educating, supporting and supervising these
categories of invaluable people are bound to vary from country to gountry, but
certain attitudes, knowledge and skills are believed to be universal. They
include a love of old people, an unselfish personality, patience, readiness
and ability to listen, nursing skills, and knowledge of the psychosomatic
aging process, of the help and the sociceconomic services avallable in the
area, and of the local key person to contact when an entry point into the
formal care system is required.

Education of elderly people

The value of the contribution elderly people can make by caring for
themselves cannot be overestimated. BSelf-care remains, and will continue to
remain, the most important and effective form of health care for elderly
people. Information and advice on how tao maximize their strengths should be
made available to old people in a clear and understandable form.

General education for the elderly is a prophylactic and revitalizing
activity that can delay the onset of dependency, which the traditienal model
of social welfare inadvertently encourages. Universities of the Third Age are
an effective modern form of social assistance. The first such university was
established in Toulouse, France, in 1972, and the International Association of
the Universities of the Third Age was established in 1975. The university
courses aim at promoting self-realization, self-fulfilment and sacial
integration, BSkills are acquired, interest expressed and the changing nature
of modern society investigated. Students come from a range of social strata
and, while no formal age limit or educational status is required, bhasie
knowledge and general experience and a degree of mental maturity are
essential. The success and rapid expansion of universities of the third age
confirm that there is a need for them, and contradict the widely held notion
that the elderly are unwilling or unable to learn new skills and acquire new
knowledge.

Instructional packages

It has often been recommended that Information and advice on how to
maximize their strengths and maintain their independence should be made
available to old people in a c¢lear and understandable form. In responmse the
Regional office is preparing for publication the fcollowing series of seven
booklets entitled "Self-care in health and disease: guides for the elderly”:

No. Keeping fit in old age

No. Coping with a stroke

No. Living with diabetes

No. Preventing falls

No. Living with chronie arthritis

No. Coping with cardiovascular and pulmonary disorders

No. Improving the quality of life of sufferers from chromic
noen~malignant pain.

The first package has already been published. It advocates physical
activity and gives advice on nutrition, including importance of drinking
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enough and avoiding overeating. The importance of sufficient rest and sleep,
personal cleanliness and intellectual and social activities is particularly
stressed. Coping with some common disorders, such as those affecting the
senses, causing vertigo, shortness of breath and incontinence, iz also
included.

Although these bocklets are aimed at elderly people themselves, health
professionals - particularly those involved in health education and
rehabilitation of the elderly — will also find them useful. Some approaches
could be relevant for updating policies on aging as they put more emphasis on
gelf=care and community-oriented rehabilitation.

At the time of the fortieth session of the Regional Committee in 1990,
the Regional Office also produced a publication entitled “The art of aging"
with the aim of providing ideas and themes that could be developed according
to each country's culture and customs. The Regional Office hopes that this
publication will encourage its Member States to produce similar brochures.
Each section addresses, in a question and answer format, some of the factors
relevant to a specific topic., While the discussion and information are not
exhaustive, the material presented suggests a comprehensive approach to the
subject which is essential to attain competence in the art of aging.

Research

Although there is general recognition that the problems associated with
aging populations are of worldwide relevance, many deficiencieg remain in
attempts that have been made to coordinate international research into the
aging process and needs of the aged. Inevitably, therefore, there ig an
uneven spread of data, different countrieg having concentrated on different
aspects of social gerontology.

In some countries (or in some areas within a country), there is a great
need for epidemiclogical data. In others, those that already exist are often
badly interpreted or not used at all.

Information on existing good practices and on evaluations of innovatory
practices in the avoidance of hazards (confusion, falls, incontinence and
communication failure are identified under this heading) and in the prevention
and management of disesase and disabilities is poorly disseminated. Impairments
that lead te communication disabilities warrant special attention, and
information concerning means of prevention and control should receive wider
publicity at all levels. Because those impairments often cause or exacerbate
confusion and other mental disorders, it is considered of great importance,
for mental health as well as for the avoidance of physical hazards, that
opportunities for listeming, speaking and seeing should be facilitated for
elderly people as much as possible. Research should therefore ineclude study
of the needs of elderly people in relation to the living standards and
services available in the country in which they live.

Major research should also focus on the compensatory effort to cope made
by elderly people with digabilities. In gemeral, they do this in one or more
of three ways: by catastrophic action as they become aware of the illness and
their increasing incompetence, by a marked accentuation of established
personality dispositions, and by withdrawal from tasks that tax their limited
capacities.
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Use of services

In relation to the use of health and social services, there were
variations between countries and cultures and between rural and urban areas.

Health services® were used a good deal by old people, frequency being
gsomewhat higher among women than men. By far the most common cutpatient
services used were those provided by doctors: the type varied between
countries as well as between centres. Qutpatient services provided by public
health nurses were rare and the use of rehabilitation services insignificant.

The interrelation between the use of outpatient health services and the
use of hospital services was believed to explaln the variations in length of
hospital stay. Rehabilitation services made for shorter periods of hospital
care., Although it was not confirmed as being the real situation, acceszsibility
to health services was considered by elderly people to be poor in some centres.
The prescribing of medicine and the provision of meals—on-wheels and laundry
services varied, while chiropody services were found mestly in cities and used
more by women than men. Contacts with social workers were also more fraquent
in urban areas.

The results indicated that the need for both health and social services
was greatest in the oldest age groups. Health and social conditions are
¢losely related, and it is therefore important that social welfare and public
health services develop in close collaboration. Their cooperation and
coordination should lead to the creation of a flexible service system that will

meet the overall needs of the elderly as comprehensively as possible, and also
provide individual care and help when required. Of course, it is undesirable,
as well as impossible, to satisfy all the needs of all old people through
official channels. A large proportion of the task should be left to the old
people themselves, their relatives and friends, and voluntary helpers.

Review and re-survey

In reviewing the eleven—country study, the Steering CGroup that met in
1987 decided that it should be continued, but as a re-survey. The design of
the study and the contents of the original survey provide a good starting
point for follow-up studies. These are aimed at describing changes in the
four identified problem areas, at evaluating predictors of independent life
regarding functional capacity, and at investigating possible differences
between consecutive cohorts. The practical objective of the re-survey iz to
update the information already collected, and this is being made available to
the country authorities involved, so that they may create realistic policies
for the elderly and plan the health and social services that can support
independent living.

During an extensive debate on the general design of the re-survey, it was
agreed that in principle the survivors of the four younger subgroups of tHe
1979 and 1980 samples (i.e. those who were aged 60-79 years at entry) should
be restudied, and two new cohorts aged 60-64 years and 65-69 years should be
added. The reason for adding newer cohorts was to test for any presence of
secular changes in the areas studied (which would alter the base-line
characteristics of the population) and for the presence of any new problems
that might be of practical importance. Depending on research requirements and

In some Member States, specific servieces for the elderly do not exist.
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the resources available, the participating centres have added clinical
examinations to the study design. Such examinations vary in scope and purpose
and aim at different goals. These include the production of e¢linical or
biochemical reference values, the validation of interview data on health and
functional abilities, and the elucidation of certain specifie problems of
health (e.g. osteoporosis and depression) and functional capacity

(e.g. balance, muscular strength and coordination).

One of the most important components of this follow-up is the
identification of assessment, screening and case-finding programmes amgong the

elderly.

Develgpment of regional indicators

Epidemiclogical studies as a resource and a stimulus for developing
systems of care

One study being undertaken in Gothenburg, Sweden, is both retrospective
and longitudinally prospective.

Sweden has long recognized that it must plan for future increases in its
numbers of elderly people. Whereas in 1970 the age group 63 years and over
formed 147 of Sweden's total population, by 2020 it will have increased to
25%. Three cohorts of 70-year-old people are being studied: those born
during the periods 1901-1902, 1906-1907 and 1911-1912, The first cohort has
been followed up to the age of 85 years, the second cohort has been examined
at the ages of 75 and 79 years, while an intervention programme has been added
to the third cohort study.

To date, findings have suggested that there are marked cohort age
differences in both the functional consequences of aging and the occurrence of
definable diseases. Positive changes have been shown in the consecutive
cohorts as regards life expectancy at the age of 70 years, height and bedy
weight, intellectual funetion, dental status and certain other indicators of
health status. There are also a few indicators suggesting that some negative
cohort age differences may appear in the future. For example, because the
immediate future generations of the elderly will include more smokers and more
long-standing smokers than previously, it is expected that the prevalence and
incidence of certain patholeogical conditions known to be related to tobacco
smoking, such as chronic bronchitis and lung and other forms of cancer, will
increase. One interesting observation has been that there is no sex difference
in the risk of developing chronic bronchitis or lung cancer when the amount of
tobacce smoked, the inhalation habit and the duration of smoking are all
experimentally controlled. Both nicotine and alcohol abuse have been confirmed
as being associated with lower body weight, muscle strength and skeletal
density. There is also direct evidence that the former accelerates aging
through alteration in the production of gonadal steroid hormone, and this is
also associated with chronic brain disorders.

The study, together with those undertaken in 10 other Member States,
i.e. the eleven—country study, indicates a mean prevalence of about 25% for
mental disorders in old age. The frequency of functional mental disorders is
estimated to be about 15% in the population aged 65 years and over. Organic
mental disorders, however, increase considerably with age. In the age group
65-69 years, the figure is estimated to be about 5% and in the age group
80-8% years around 25%. Of all mental disorders, depression and dementia are
regarded as heing of overwhelming importance, At the present time, there are
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difficulties in obtaining an early diagnosis for either, and there are few
reliable data relating to incidence trends, although a decline in the incidence
of dementia over the past 20-30 years has been reported. Because little is
known as yet about the etiology, these two conditions currently present
intractable problems and require more research.

Incidence rates of cancer show a sex difference: 1in the younger cohorts
rates are higher among women, while in the older cohorts they are higher among
men.

One finding of particular importance is the identification of the
inadequacy of criteria for the specific diseases that occur in the elderly.
This means that both underdiagnosis and overdiagnosig are common.
Underdiagnosis is due in part to the belief of many elderly people that certain
signs and symptoms are normal in later life. Overdiagnosis appears to be due
mainly to insufficient or inadequate knowledge concerning ¢linical reference
values of the elderly. Therefore, many changes observed in the aged are
erroneously interpreted as pathological. On the other hand, because symptoms
of the elderly are often vague and frequently atypical, pathological conditions
can go unrecognized. Both points underscore the urgent need to determine what
iz abnormal in the elderly.

Improvements in diagnostic and therapeutic criteria could have a
considerable effect on the health status and functional ability of the
elderly, as functional reserve capacity lessens with age. This emphasizes the
importance of early diagnosis and prompt, correct treatment, for an
individual's future health and vitality depend on both. FPreventive and
postponement measures have been found to be effective, even when initiated as
late in life asg 70 years of age. It is suggested that, in view of this
finding, changes in lifestyles and their consequences on future health and
mobility should be carefully monitored and educational programmes and/or other
relevant interventions developed so as to strengthen and encourage
health-promoting behaviour.

In this context, it is moted that changes have oceurred in the target
groups over recent years. For example, little was known previously about the
oldest age groups (those aged over 83 years). Studies carried out among
long-living people have now elucidated the differences between age groups and
have contributed to a better understanding of some of the real possibilities
for the prevention and treatment of disease in old age. Information on the
younger—elderly, i.e. those aged 62-64 years, is still wanting; these people
are identified as a target group for future analyses.

The prevention of immobility, accidents and disabilities has been
jdentified as an area of particular richness in relation to the undertaking of
appropriate intervention measures. There 1s evidence that many of the changes
at pregent common in old age are preventable: they are not inevitable
concomitants of bioclogical aging but are, rather, the result of earlier and/or
current exposure to various risks. Problem areas in primary prevention, where
results by intervention might be anticipated, are cited as including
osteoporosis, decreased mobility, chronie pain, accidents and malnutrition.
Foot disorders and urinary incontinence are often not reported by the elderly
and are therefore left untended or uncontrolled. Cancer screening, early
detection of sensory impairments, hypertension and hypothyroidism have led to
successful secondary interventions. In relation to disability, there is a
deplorable dearth of relevant statistics in the European Region.
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Intervention studies

The aim of the Gothenburg intervention study, c¢urrently being undertaken
among the youngest of the three c¢ohorts, is to explore to what extent
dysfunctions of aging and poor health can be postponed or prevented by systemic
health sereening and multidisciplinary intervemtion. It is hoped to find out
to what extent certain interventions (advisory, physical, psychological and
social activities) can be proved to have maintained or improved physical and
mental funectioning or, alternatively, retarded the development of handicaps;
increased the sense of wellbeing:; improved the subjective quality of life;
and/or reduced the requirement for soecial gervices.

Subjective assessment for gelf-rated health status

One of the indicators relating to health care of the elderly programmes
ig the measurement of self-perception of health status. In addition to
¢linically observable and definable diseases, a further measure of people's
health status is to ask how they themselves rate or perceive their own health.
This definitiom of health is often called subjective assessment, whereas
clinical examinations are considered to provide an objective evaluation.
Despite the high prevalence of cliniecally definable diseases, it has been found
that a large proportion of the elderly rate their health as good. The criteria
people use for health self-rating are not clear, but it has been suggested that
there is a general tendency for the health aspiration level to decrease with
aging, with the result that people's expected level is achieved even as their
clinically defined status of health declines. Empirical studies on gelf-rated
health have shown that the factors associated with health ratings vary between
different age groups. Elderly people pay attention mainly to their physical
fitness and the physical consequences of biological aging, whereas middle-aged
people rate indicators of physical and mental capacity equally.

It is recognized that the concept of self-rated health is a complex one.
For examplae, in a study carried out among the elderly in Tampere, Finland,
health gelf-ratings correlated with a number of repcorted diseases, the number
of various symptoms, the level of functional ability and general life
satisfaction. In longitudinal studies, it has been shown that longevity in
terms of survivorship is more closely related to subjective health tham it is
to objective health., One survey undertaken in Bonn, Federal Republie of
Germany, has found that the elderly who feel healthier also show a high level
of interest in their environment and are more active, less bored, less lonely
and have a less restrietive future time perspective. These findings clearly
point to the necessity of paying more attention to the concept of subjective
health. To understand the health problems of the future elderly, there is a
clear need to know more about their subjective feelings, what factors
constitute the most important determinants of health self-ratings, and the
extent to which people behave or change their behaviour according to their own
perceived health status.

Functional ability or dependence in activitieg of daily living

The third indicator identified in relation to achieving the health care
target for elderly populations is the measurement of independence in
activities of daily living.

The assessment of pecple's funetional abilities has become increasingly
important, and there are several reasons for this. Chronic diseases that
develop gradually over several years and decades play a dominating role in the




EUR/ICP/RHBE 01l6A Rev.l
1385r
page 40

digease spectrum. In the majority of instances, they could be completely
cured; the question to be asked is to what extent do they limit a person's
functional ability? Predictions about the development of the health and
wellbeing of elderly populations therefore appear to be more closely associated
with the lavel of funetional ability than with the prevalence of chronic
diseases. This means that special attention has to be paid to people’s
behaviour and to their capacity to cope with the activities, duties and
situations of their everyday lives.

Numerous studies can be cited that have shown how the ability of people
to cope with the activities of daily living decreases significantly with aging.
Certain functional abilities, such as moving out of doors and doing housework,
begin to decline around the ages of 7075 years, while the ability to care
about personal hygiene, to eat, to dress and to walk about outside the home
deteriorates significantly after the age of 73 years. Women, particularly
those in higher age groups (those aged over 80 years) tend to have a lower
functional ability than men of the same age. The reasons for this are unglear,
but it has been suggested that men represent a more select group of survivors.
Also, in most countries, women compared with men in the higher age groups are
socially less active, have narrower social networks and more frequently suffer
from feelings of loneliness and anomia. Some studies have shown that there is
a high incidence of joint disorders among women, a factor that could contribute
to their increased immobility.

Of particular interest are studies that have been undertaken amoug peoaple
who are "long-livers" in Georgia, SSR. Georgia has a population of 5 500 000,
of which 18 000 are aged 90 years and over. There has been an increase in
life span over the past 23 years, even among the very elderly population.
Many of those over pensionable age (55 years for women and 60 years for men)
remain economically active. It has been noted in these studies that norms and
reference values for the population as a whole, using some of the key measures
of physiological status, may not be appropriate for the elderly. Research
carried out in Georgia shows that blood pressure increases with age until it
levels off at about the age of 75 years. There is a sex difference in the
rate of increase: women's blood pressure increases more steeply than men's.
Other studies confirm this general finding, although there is varying evidence
about the age at which the increase in women's blood pressure rises and
overtakes men's. Studies of the very elderly in Georgia show that 42% were
mobile and 60% were completely self-sufficient, that the mental age of 81% was
satizfactory, that the memory of 85% was normal, and that 84% were making
social contacts. Vision was adequate in 88% and hearing in 70%, while 4% had
a form of senile dementia. It is difficult to compare these findings with
other similar studies owing to the different criteria and research methods
uzed.

The sample consisted of rural and urban dwellers, their occupations were
peasant and office workers respectively, and the general education level of
each group was low. The increase in longevity has been attributed to better
living conditions: housing, sanitation and hygiene have all been improved.
However, it is argued that such changes have not altered the bagie way of
life, which involves a large amount of physical activity in the open air, a
good mixture of work and leisure, a lomg working life until perhaps the age of
75 years and over, and a productive role within the family after retirement.
The daily routine of the samples was judged to be constant and rational. It
was felt that the social factors were important in facilitating a long life:
the very elderly sample were respected by their families and had roles in them
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and thus positive self-images. Other family members were respectful and
supportive and gave assistance. The sample demonstrated a psychological
make—up conducive to longevity.

Because the impairment of sensory, psychomotor and motor functions are
typical of the elderly, it is assumed that the future rapid growth in the
numbers of people aged 85 years and over will lead to a significant increaze
in overall disability among the aged, and consequently there will be a greater
demand for both specialized health services and varying forms of social
support. Provided that findings in respect of cohort age differences in health
and functional ability can be applied in general, certain trends within the
¢lderly population can be anticipated. On the one hand, the health and
functional ability of those aged under 75 years will improve, and they will
look for better opportunities to remain in society and be actively invalved in
various spheres of it. On the other hand, by the year 2000, the large increase
in the proportion of those aged 85 years and over will inevitably lead to
incressed numbers of frail and disabled people who will have difficulty in
coping with the tasks of everyday life and will therefore be in need of health
and social services of a personal care nature.

One major eoncern is the net result of these two trends in terms of the
prevalence of disability and the corresponding need for services. At present,
disease and disability are just postponed, and it is likely that the latter
years of a very long life will bring a compressed period of multiple pathology.
People are still likely to die of the same diseases but at a later age. Other
research data suggest that the increase in life expectancy at the age of
65 years will lead to an increase in the expectancy of a longer active life.

It has been suggested that epidemiological data should be more
systematically collated by WHO and interpretations of the combined analyses of
longitudinal and intervention studies widely disseminated in an appropriate
form, not only to professiocnals but alsc to policy-makers and the general
public. The distribution of such information should be made through various
chammels, including counselling groups, umiversities of the Third Age and the
mass media.

Acute case finding and acute care

Based on the rationale that efficient support in risk situations might
often prevent acute breakdown and institutionsalization, a2 research and
demonstration project was launched in Holbaek, Denmark, in 1981. Holbaek is =
mixed urban and rural community with a population of 30 000, of which at that
time 24% were aged over 65 years. The objective of the project was to describe
the course of illness in specific risk situations, to intervene with sufficient
medical and social support in the acute phase, and to evaluate the benefits of
these interventions.

Three types of risk situation were identified: acute illness of people
aged /5 years and over living at home; discharge from hospital of people aged
over 70 years; and admittance to wailting lists for hospital treatment of
those whe aged over 70 years. Acute care nursing was organized from the local
administration's community nursing unit. Some 536 people were identified,
visited, interviewed and supported by needed services or by adjustments of
services already being received. Two weeks later, the elderly were revisited
and interviewed abeout the course of illness and the benefit of the support.
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The majority of the elderly people who were visited were suffering from
pain and reduced mobility in relation to either an acute illness episzsode or an
acute aggravation of a chroniec condition. They were characterized by poor
functional capacity and a high consumption of health and social services:

75% had home helps and 25% had been in contact with their general practitioner
during the previous month. Despite this extended contact with providers of
services, there were many heavy, unmet needs. This was believed to be an
indication of a general incapacity of the service provision systems to ad just
services to the changing needs of the elderly. The evaluation of intervention
was based on an elderly person's own assessment of the benefits and a nurse's
professional assessment after a follow-up visit two weeks later. Some 835% of
the respondents visited and interviewed answered questions about actual
condition, recovery, received and needed services, and so on. By that time,
25% said that the acute problem was over, 47% had improved, 25% were unchanged,
and 62 had become worse. Among the sample of 267 acutely ill patients, 61 had
needs: 13 for acute nursing care, 28 for additional home help, 11 for regular
community nurse visits, 19 for aids for physical handicap, 14 for contact with
their general practitiomers, and 21 for contact with other health or social
workers; 9 needed other forms of intervention. Among the group of

291 discharged patients, 55 had needs: 19 for acute nursing care, 16 for
additional home help, 8 for regular community nurse visits, 13 for handicap
compensating aids, 14 for contact with their general practitioners, and 15 for
contact with others; 6 needed other forms of intervention.

It is obvious that research is an essential ingredient in the organization
of care and the development of prevention programmes. Therefore, the active

participation of medical schools and research institutions in establishing
appropriate and comprehensive services to care for the old is c¢rucial.

Specific topics

Balneotherapy

It has been recognized for centuries that certain places contribute to
the promotion and maintenance of health by their favourable climatic and
natural resources. These are variously known as mineral water resorts, thermal
health resorts or spas. A growing number of countries with modern health care
systems are paying greater attention to balneotherapy, and in some it has
developed into a specific specialty of medicine with its own scientific bodies
and research institutes. In recognition of this development, WHO convened a
meeting to consider whether the specialty of balneotherapy could contribute to
better health in old age and to the maintenance of health in middle age. The
beneficial use of balneotherapy for the elderly, particularly for more chronic
conditions, is supported by field research, but much of this research ig
correlated and not population based. While a certain scientific base does
exist, there is a need for multicentre epidemiological studies. In terms of
the use or contribution of balneotherapy, very different selection criteria
exist. For example, in some countries, myocardial infarction and other
cardiac disorders are generally considered to be contraindications to the use
of balneotherapy, although there seemed to be indications, pending further
study, that the thermal treatment of obliterative arteriopathy is effective.
Investigations elsewhere, on the other hand, have indicated the value of
balneotherapy in many cardiovascular diseases, although special care has to be
taken to supervise patients before, during and after treatment. All
¢liniecians, not only thogse involved in balneotherapy, should be acquainted
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with the specialty, and those clinicians who refer patients to spas for
treatment must know the essential characteristics and possibilities of
treatment regimes and be aware of indications and contraindications.

In locomotor disorders in old age, balneotherapy can be useful if properly
prescribed and carefully performed. The combined measures of spa treatment
can promote rehabilitation even in those patients with marked permanent
damage. The social benefits also seem to be of a positive nature. On the
other hand, there are possible undesired effects that must be considered.

The role of diet in the nutrition of old people, whether sick or well, is
of fundamental importance in relation to the use of balneotherapy. The control
of diet in many centres is therefore part of the general principles of the spa
regime and an inseparable part of the therapeutic discipline. The diet should
obviously be based on the physiological needs of a healthy subject of the
relevant age group, and, combined with other components of balneotherapy, its
role can be therapeutic or even rebabilitative. Certain principles should be
followed: calorie content should conform to the patient's requirements;
precedence should be given to proteins in the composition of the diet:; the
therapeutic effect should be achieved by suitable combinations of foodstuffs
and their appropriate preparation; meals should be varied, but there should
be no disturbance of the calorifi¢ and chemical balance of the various
nutrients; and nutrition should be under the control of a qualified dietitian,
who should be a member of the spa staff. Studies undertaken in centres
combining balneotherapy with dietetic regimes have indicated beneficial
effects, particularly in patients with arterieseclerosis and symptoms of
intermittent c¢laudication.

Saunas are more common in Finland than anywhere else in the world:
1 300 000 saunas are in regular use, averaging one sauna for every four
people. Sweden has only one third of this number, and in the Federal Republic
of Germany there are approximately 150 000. Nearly 90Z of people aged over
80 years in Finland still take saunas regularly, and some 3 300 0004 Q00 Q0
Finns take weekly saunas. Saunas are contraindicated in the acute phases of
many diseases, especially in acute cardiovascular disease such as myocardial
infarction, but sauna bathing is well tolerated in patients with moderate
hypertension because blood pressure 1s decreased both during and after
bathing. Saunas also have an excellent therapeutic effect in musculoskeletal
diseases, and they often have a beneficial effect in association with sport,
e.g. for warming muscles before events as a prophylactic against sporting
injuries.

In general, it can be said that there is a good tolerance of saunas among
the elderly, and on the basis of many investigations sauna bathing can be
considered safe provided that it is conducted sensibly. Extremely high
temperatures, i.e. over 90°C, and long bathing time should be avoided, as
should the drinking of alcohol when taking a sauna.

Considerable data exist on the role of balneotherapy, but much of it ig
inadequate for accurate assessments to be made. It is dangerous to project
the findings from one age group to another and, while the result of some
studies may be generalized, this is not true of all. For example, it is
important when considering the elderly to take into account the functional,
rather than the chronological, age of the individual. It is therefore wvital
to identify positive and negative indicators for the use of balneotherapy as a
supportive field in health szervices. When considering costs and application,







