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THE WHO WORKING GROUP O MENTAL HEALTH CARE OF THE ELDERLY
Cork, 3-7 October 1983,

This Working Group was couvened as part of the WHO Regional 0ffice for Europe medium ferm
programme o mental heslth, to consider the mental health needs of the elderly in the Europezn
Region. The group was composed of 20 temporary advisers from 10 countries, iseluding 7 from the
hogt country, and 4 representatives of non—governmental organizations. Representatives for the WHO
Collaborating Centre for Research and Training in Mental Health, Central Institute of Mental
Health, Mannheim, Federal Republie of Cermany and the WHO Collaborating Centre on Psychosoceial
Facters and Health, Belgium, alse attended. The disciplines represented were geriatrics,
gerontology, health administration, nursing, psychiatry and the voluntary field.

The purpose of the meeting was to advise on the development of comprehensive cemmunity based
mental health services for old people and to prepare guidelines for the prevention and reduction of
mental disabilities in the eldezrly.

A working paper commissioned by the Regional Office on the organisation of comprehensive
comuunity based mental health services for the elderly wirh mencal disabilities provided am
averview of issues and priorities for consideration and discussion by the group, In additiom,
eight working papers were presented together with a2 selection of background documents and
publications pertinent to the scope of the discussions of the working group.

Members of the group outlined in a genmeral way the organisation of services in their
countries. All scknowledged the growing problem of very old people with wental disorders and the
increased prevalence of mental disorder inm the very old. Epidemiolegical evidence of this was
given. A number of principal topics were highlighted for discussion and the final recommesndaticns
of the group are listed on page 26.

1. THE MAGNITUDE OF THE FROBLEM

In developed countries, particularly in Western Europe, there has been 2 great inerease in the
number of people, aged 65 and over who now comprise approximately 13-16% of the popularion. In the
United HKingdom there are more than 7.5 million people aged 65 vears or mere: a third of them are
over 75 years, and a further large increase is projected. The elderly have high physical, social
and psychiatrie morbidity and consequently make heavy demands on health and soeial services (1).

In the countries of Eurcpe several surveys have been carried out showing similar findinmgs to those
of Kay et gl (2). It is estimated that spproximately 5% of the elderly have severe
psychosyndromes, 5% mild or early psychosyndromes and 3% have major functiomal psychoses, with 10%
having neurotie and character disorders. Surprisingly only 5% of the total elderly are in
institutiens, RKay et al found that half of 2l] dementia csases had progressed to a severity equal
to that found in demented hospital patients, but fewer than one fifth were in hospital. Cases of
depressive illness were in the wajority and not receiving any form of trearment.

Approximately 25% of all referralas to all psychiatriec departments sre now aged 65 and gver amnd
include many of the more intractable problemas. 10X of pecple aged 65 and over and 20% of those
over 80 show evidenece of dementia (3}. In the United States approximately 25 million people are
65 years of age or older, and B0% of them reside in the communiry. 75-80% have uwe significant
psychiatric symproms, but 20-25% (6=9 million) require some form of psychiatric interventiom. It
has been estimated that in 25 years the number of elderly will double to approximately 20-25% of
the gemeral population, with the greatest inerease ipn the older age groups (over 75 years), B85% of

American elderly have at leaat one chronic medical illoness and 50% have two or meore medical
conditions (4}.

Senile dementia Alzheimer's Type (SDAT) is reported az the Fourth leading csuse of death in
the United States and approximately 3% of the eldarly currently suffer from this dementing process.

2. INFORMATION SERVICES

The Working Group in Cork considered that a wide range of information would be required for
the economical deployment of scaree resources. However, in view of the need of financial

stringency such information would need to be carefully salected. It could be collected under four
heedingsi-
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i. Scientific research. Studies on the prevalence of mental illness have already been
successfully undertaken inm 4 number of countries and broadly agree. However, in the case of
dementia there is little information available on incidence, on the outcome of recognised cases and
the large number of 30 called mild cases. Longitudinal studies will ba required to elicit this
information. Such studies will require the use of standardized instruments for gcreening and the
relisble recording of mental scate and other data. It should be possible in the intereats of
economy for nom-medical staff to undertake these interventions and for computer diagnostie systams
te be applied. Such instruments are now becoming available.

ii. Heslth Services, Much has still to be learned from case registers about the outcome of
iliness and the movement of patients between different facilities. Furthar dats will alse be
required on manpower and other rescurces and economic data for cost benafit studies of experimental
services. Special emphasis should be given to the different methodology of these and atudies on
the qualicy control of servieces ineluding consumers and relatives sarisfactionm, The traditienal
statistical informatiom on bed usage and patient flow should continue te be provided.

iii. Communications, It will be necessary to continue to define techmical terms clearly. For
international comparative atudies three areas need attention: the possibility of a glogsary of
general healrh terminology and of ageing itself and an international classification of impairment,
disabilities and handicapa,

iv. Educatiom. The training of both professional and non+professional workers will require an
evaluation of their needs and the preparation. of suitable training programmes. In some countries
little instruction is given on ageing to doestors and nurses or to staff working with old people in
other sertings. This situation will aeed ro be improved. The types of information needed for
training of voluntary workers will also require considerationm.

An example of an educatienal innevatioen lies in the quite unique Department of Health Care of
the Elderly in Nottinghem University, The Professor of Health Care of the Eldarly was appointed in
1977. The Department is at the new University Hospital and there are two academic wards, one
medical and ome psychiatric., The Professor of Health Care of the Elderly, appointed in 1977, is a
psychiatrist, but the post could well have been held by a physician, orthopsedic surgeon or another
doctor with a special interest in che elderly,

Working with the Professor are two semior lecturers, one psychiatrie, the other medical and
their supporting medical and teaching staff are in parallel with senior ragistrars and two
lecturers. Doctora in general professional training in internal medicine, peychiatry and general
practice rotate through the unit. The department has a part-time psychologist, twe social
workers, a heglth visitor, 4 community nurae, remedial therapists and a demographer/rassarch
afficer,

The Department is a unity, but their services are differentiated and, the roles of
pasychiatrists and physicians are not inter-changeable. Nevertheless, they closaly eollaborate,
perform joint ward rounds and look after patients in each other's wards.

The team feel that the joint enterprise is necessary because disorders of the elderly,
partieularly the very elderly, are mixed and do not fall into near compartments., Alse they point
out that care should be afforded where needed rather than compartmentalised. There is the added
advantage that admissiens occur through a single point of entry and sorting out can occur in a
flexible manner theregfter. Lastly, there is a considerable advantage from the point of view of
continuing educatiom, vocational training, under—graduare teaching and research.

Ir was pointed out that in the Federal Republic of Germany, ouly in Berlin (West) and
Heidelburg were there special university departments of psychogeriatries, and this meagre provision
is reflected elsewhere in Europe.

3, FUBLIC AND PROFESSIONAL ATTITUDES 10 THE ELDERLY WITH MENTAL DISABILITIES
All psychiatric services are affected to a greater or lessar extent by the problem of
stigmatisation of the mentally ill. This is especially so for the elderly whose status has already

bean eroded by secial change.

A WHO Working Croup (Behavioural Studies Related to Care of the Aged) (5), concluded that much
more Lnformation was needed oni—

(a} attitudes among the general publie {including the elderly) towards elderly people;
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(b} artitudes of care givers;
{(c) behaviour of other groups towards the elderly;

(d) different approaches and methods of changing attitudes towards the elderly, both ameng
the general public and professienals.

They concluded that a wide range of studies was required related to the above. These included
the formation of attitudes and levels of kmowledge about the topic of the elderly etc. It was
suggested that their recommendations should be implemented urgeatly.

An apparent and universzl need 13 the development of an integrated scheme of education for old
people, their families, and the lay public, so that maximum use is made of the knewledge already
availablie on the health, care and well-being of the elderly; and, in partieular, so that people can
benefit from primary and preventive health care programmes. The mass media should be involved in
educational activity for the general public.

Educational programmes for health professicnals should also be reviewed to ensure an adequate
gerontological content at both pre~ and post-graduate levelsz. "Action-resesarch" programmes
directed towards (a) maintaining the integration of older people in their home environment for as
long as possible and (b) the development of planning for health and social eare programmes for the
aged should be initiated, The implementation of the results of this research and planning should
be actively encouraged. Behavioural sciences could make further studies of the functienal capacity
of the elderly to work and learn and eross—¢ultural studies shopld be conducted to give a berter
understanding of the positive and negative aspects of the processes of aging in different societies
and cultures,

Programmes ocught to be developed to identify and to respond to the needs of families and
others who provide support while in the planning of narional programmes for the improvement of rhe
quality of life, care for older people should be an important priority.

4. DEVELOPMENT OF SERVICES

Whilst there is new clear and widespread epidemialogical avidence of the rising numbers of old
people with mental health problems and particularly dementia, the response of many countries has
been uncertain and tentative. This is compounded by the present seriocus economic problems
affecting service development generally., That these difficulties are likely to continue for some
time to come emphasises the urgency of formulating an overall strategy for the creation of short,
medium and long—term plans., The problems of the elderly mentally i1l musr always be seen in the
context of gservices for the elderly im general with which they must be closely integrated. In that
semse there 1s a need for an acceptance and understanding by 2ll agencies concerned, and in
particular by health and social services, of the unique and growing problems which the developing
epidemic will bring. The primary care amd psychiatric services have a apecial role to play. It is
clear that the extent and perception of the problem varies from country to country and it is
evident that no clear blueprint can serve the differing organisations and resources of different
countries,

For these reasoms the Working Group felt there is an urgent need for the preparation by each
countty of & coherent national strategy for the development of mental health care sarvices for the
elderly. This should take account of the following key itemsi—

= A statement of present and future need based on demographic and epidemiological information.

=~ An analysis of the likely neads of the elderly and the capacity of existing services to cope
with demand.

A proposal for how a comprehensive range of services may be jeintly plamned and operatad.
Cemprehensive services should provide for prevention, early detection, assessment and
treatment and care in various ways. They will contain many alements of service from health,
secial service, howsing, voluntary and other sources.

Racommendations for how educational and research strategiss may be developed to promote zood
practices and seek innovations in service delivery.

A Natiomal strategy might best be drawn up by central government appointing a group of experts
representing the major professional, administrative and lay interests. Present struatural
differences in the organisation and delivery of services must not prevent the develepment of such a
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sftrategy. The varied needs and problems of the elderly mentally ill present the most positive
reagon for new approsches and new professional relatiouships.

5. TREAIMENT OPTIONS FOR THE ELDERLY MENTALLY ILL

Toa often in the pmet the care of the elderly mentally ill has involved considarable and
pProlenged inactivity, Miller (7) suggested that such immebilisation of the elderly resulted in
adverse pnysical and psychologicasl phenomena including anorexia, malnutrition, weight loss,
worsening of paychosis and depressionm, fear and panie, exacerbation of organic brain syndrome, loss
of ability to speak coherently, regressive behaviour, social withdrawal, eating problema,
confractures, deeubiti, ineontinence and stupour. He suggested that all of these symptoms were
reversible with prompt and appropriate treatment. Similarly, semsory deprivation accurs
particularly in the elderly living alome. The symptoms of social isolation and sensory deprivation
simulate senile dementia and are frequently diagnosed as such., Butler & Lewis (8).

5.1 Residential care

An example of therapeutic optimism was seen in s nursing home in Munich which formerly held
600 ipmates, looked after by the 3t. Vincent's Sisters. The orientation was a home for the
"ineurables waiting for death”., The numbers had now been raduced to 300 with 36 patients in the
¢loged geronto-psychiatry rehabilitation area. In additiom there were 70 nursing beds and the rest
of the patients were in apartments. They were visited by a nurse each day and each nurse had to
visit 36 patiants. Physiotherapy plays a major part in the cave of these patients. Considerable
effort is made to involve relatives in visiting. TIn addition some of the inmates are given jobs
within rhe escablishment. There are seven elderly cauples living in the nursing home. In the
apartrents the npurse is familiar with the plan for each of the patients. The patients generally
choose their own docter who visits them in the nursing home. However, in the nursing beds, a
doctor visits three times weekly for a two hour sesSion yet the attendants felt that more time wag
needed. A neuyropsychiatrist alse visited the pursing home together with an aye doctor and there
was algo a dental ¢linic. There is an in-sarvice traiming programme operated for the staff but the
rapidly changing staff produces something of an educational problem. The genior nurses carty out
the training programme but in the closed area there is a training session (with a psychologist) om
the theory of illness and ¢n psychotherapy. The chief nurse explained that she often began
programmes without having sufficient money but found that she was always able to get it on the
merits of the programme, There are in total 130 ataff for 320 patients. The average age of the
patients iz 85 years and in the closed areas, 79 yearsof age.

The nursing home visited had an orientation of "reality therapy", with considerable emphasis
an pictorial messages, improving feeding habits, making sure people wherever possible were
surrounded by their eown furniture; the aim was rehabilitation to self-gare. The enrhusiassm of the
nurses in charge was manifest in the quality of the rehabilitation unit and the improvements being
carried out throughout the entire uursing homa. A positively optimistic approach employing this
reality therapy and emphasising self-care and actention was practised. Throughout the
rehabilitation unit there were clocks, mirrors and signs which help orientationm in time amnd place.
A strong positive effort was made to raduce medication for the patients.

Nursing aetivities were highly organised via a nursing plan work board with definite
azsipnments for each patient and nurse,

.2 Sensory stimulation

There have been many reports of the efficacy of sensory stimulation for the prevention,
maintenance and treatment of old pecple, and these have been reviewed by Shaw (10). She felt rhe
Programmes reflected "a curious optimism''. There was gensral agreemant that therapeutic
programming should not be prematurely abandoned and that attainabla goals should be set. Shaw alsa
emphasised the importance of touch, since rhe eldarly become "touch hungry". Some would suggest
that the demented eldarly can perceive trouch ag indicating = caring attitude.

5.3 Group work

It appears that almest any type of group work can be psychosocially beneficial in the sense of
improving behaviour and enjoyment for the patient as well zs being cost effective Shaw(10). While
the ratismale for group workers is eclectic, the group should provide an empathic armosphere where
the individuals can be stimulated and encouraged to use their faculties, Behaviour modification

and "reality" approaches are both advocated. All of the centres visited practigsed group therapy or
group work with their patients.
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5.4 Medication and the elderly menrally ill

Thompsen et al (11} point out that in the United States of America persons over 63 years now
make up 112 of the populatien, but receive about 30%Z of all prescriptions. It was suggested that
almost 70% of elderly patients regularly used over—the—counter medications as compared with 1.0% of
the general population. About 55% of over—-the-counter preparations aceount For at least 40% of all
drugs used by the elderly. They also receive a disproportionately large percentage of psychatropie
medicatign.

Physiological changes in elderly patients lead to pharmokinetie diffarences. Thus changes in
distribution and elimination of drugs alter plasma concentrations, prolong half lives and lead to a
higher percentage of unbound metabolically active substance.

They advocated careful screening procedures before use of psychoatropic medications in the
elderly. Thus a careful history was required to exclude physical causes of apparently psychiatric
symptoms. The doctor should determine if a current mediecation causing the psychiafric symptom and
previopus expogure to psychotropic medication should be enquired into. A physical examinarion
should seek evidence of neurelogical, renal, hepatic or other medical illnesses. The mental stace
examination should seek evidence of paychiatrie illness of recent onset or evidence of dementia or
dalirium, Laboratory studies should seek evidence of hepatic and renal funation and careful watch
should be kept on possible drug interactions due to preseribing.

Tn general psychotropic medication should be preseribed at 30-50% of the doses appropriate for
younger patients and the duration of treatment shonld be carefully watched.

Anfianxiety medications are often required in the elderly, but benzodiazepines should only be
praseribed Ffor short term relief of anxiety and psychotherapy or counselling was the treatment of
choice. Benzodiazepines with a short half life are preferable snd barbiturates should be avoided.

Where hypnotic medications are needed they should be prescribed only for short periods of
time. Benzodiazepines with & short half life had advantages, but again barbiturates weare
unsuitable as were antihistamines,

Shampian (12) points out that major tranquilising medicatien is often required in the elderly,
but is hazardous because of the comion and ¢ften serious side—effects such as orthostatie
hypotension, sedation, extrapyramidal symptoms, blurred vigion, dry mouth, utinary retention and
confusion. He also points out the danger of missing the effect of atropinic psychoses caused by
the anticholinergic side effects of the antipsychotic agents. This often worsens the psychosis
wheresupon even more medicatiom is preseribed instead of a4 reduction,

Tardive dyskinesia iz often missed in the elderly or is incorrectly diasgnosed because of poor
dentition. Even in relatively small drug doses, orthostatic changes can occur causing f£alls in the
e¢lderly with serious complications such as fractures and subdnral haemaroma.

Antideprassant agents are often indicated for the treatment of recurrent episodes of
deprassion as well gs treating symptoms in the initial stages of SDAT (senile dementia, Alzheimer’s
typel.

Lithium may be used safely in the elderly, although geriatric patients appear to be more
s$usceptible to its side—effects and are helped by lower than normzal serum levels,

In summary, many elderly people have functiomal illnesses, other than dementia, which should
be treated by, inter alia, psychoactive drugs. High suicide rates underline the importance of
early and adequate intervention. Smaller doses of pesychotropic medications are required.
Polypharmacy decreases compliance and drug intevacrions are commom oceurrences in the alderly.
Paychiotherapy should be comsidered sericusly as an alternative fo psychoactive drug presceriptiom,
Multiple utilisation of services, overlapping of medical care provision, inadequate continuing
education of staff and poor communications, all contribute to this ubiguitous hazard for the
eldarly.

The WHO Ninrh European Symposium on Clinical Pharvmacological Evaluation on Drug centrol was
held en the topic of the control of drugs for the elderly (13), The Report was directed towards
the drug regulatery agencies of the member states. The recommendations included the following:-

(1) They suggested rhere was uo longer a place for the category of remedies alleged to
provide relief for the symptoms of ageing, since they are likely to be entirely ineffective.
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(2) There was a particular need to evaluate drugs from the point of view of trheir sffects im
eldaerly subjects.
(3) Treatment adherence problems are common, therefore:—
(a) it was suggested that the regulatory agencies should ensure that, wherever possible, any
drug likely to be used by an elderly persen was packaged and labelled in such a manner thatb it
wds eagy to use by the old person.
{b) Education of doctors should be unndertaken to ensure that they understood the problem of
prescribing for the elderly in order te avoid wultiple prescriptions and anticipated

compliance problems are now altered to drug responses.

(c) The elderly should be better informed about the proper use of drugs at their stage of
life.

9.5 Paychotherapy servieces for the mentally il1]

For most authors psychotherapy has a laow priority amongst suitable treatments for the elderly
mentally il1, e.g. Pitt lists it even lower tham Leucotemy (14). This is scmewhat surprising in
view of the enormous literature om ill-effects of pharmacotherapy of the elderly. Sparacime (15}
points out that while elderly individuals are still undar-represented in facilities providing
psychotherapy services, interest in psychotherapautic intervemtion with such patients has gradually
rigen. The literatura suggests that descriptions of psychotherapy have generally been global and
that research reports, while collectively pointing to the faasibility of individual paychotherapy,
have been infrequent and methadologically weak. In fairness it should be remembared that this
might be said of psychotherapy for all age groups.

The Group for the Advancement of Psychiatry (16) refers to the negative attitudes towards
treating the elderly. Among the reasens for & nihilistic attitude were:=

(1) The stimulation of therapists' fears regarding their own eventual old age;

(2) therapists conflicta gbout their own parental relatiens;

(3) a feeling of impotence stemning from a belief in the ubiquity of untreatable organic
states in the elderly;

(4) desire to aveid "wasting" their skills on persons nearing death;
(5) feara that an aged patient may died during treatment; and
(6) desire to aveid collesgues' negative evaluatiom of efforts directed towards the aged,

Franz Alexander (17), an early writer on the topic, recommended the use of supportive
approaches where no insight was sought, i.e. offeving guidance, reassurance, dealing with the
patient's senge of inferiority and off-setting guilt through permissive attitudes.

Sparacine (15) has pointed out that most reports concerning psychotherapy with the aged fail
to use any measures of outtome or efficacy. Very often the techniques are deseribed in the most
general rerms and the studies would be impossible to replicate. Nevertheless, most reviews are
optimistic about the importance of considering psychotherapy for elderly patients. Butler & Lewis
(18) point our that the elderly quite spontanecusly review their lives in a manner analagous to
poycho-therapeutie activities. The elderly 8XPress a mora acute senge of time, and a need ro foeus
on the present more than the future, They point algo to the value of even very brief individual or
telephone contacts for therapeutic encounters, It would be wrong to rule sut individual
psychotherapy for the elderly on false premises such as the often deacribed persomal rigidity of
old people and lack of cost benefit justificatiom.

An example of measuring efficacy of psychological treatment was shown at the Dapartment of
Paychiatry, Free lUniversity of Berlin. They have been invelved in a pilot study funded by the VW
Foundation comparing two groups of elderly patients with and without client centred psychotherapy.

4.6 Day care

Arie (19) suggested that "the main function of day care in geriatric paychiatry ia as &
long=term, indeed one might almost say a permanent — supportive facility for patients with chronic
psychiatric disability", However, Greeme & Timbury (20) felt a more pegsimistic attitude was
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required. In a five year review of a day unit it was found rhat its main function had become that
of praviding an immediate short-term supportive facility to demented patients, mainly in the 75
years and over age group, and to their relatives, until such time as beds in the long-stay
paychogeriatric wards of the hospital became available. Thus the role of rhe Day Rospital had net
really beem to avoid admizsion, but rvather to cope with the inadequacy of provision of long-stay
geriatric psychiatry beds, In view of this role of helping the families to cope with their
damented elderly they felt that the day hospital had to be developed in a wider comtext wihich would
include improved transportation to the day hospital, week-end opening, "night sitter" services at
home, greater use of reality orientation and other behaviourzl interventions and the dispersal of
day hospitals inte the commnity they serve rather thanm concentrating them in the grounds of
psychiatrie or other hospitals.

Ross {21) has demonstrated that the cost of providing good quality day care for the elderly is
considerably higher than thzt of providing accommodation in & geriatric hospital or a resgidential
home., Greene & Timbury emphasised that not only financial consideratiens should determine the
planning of services, but also secial, pasychological and humanitarian advantages for the elderly
had to be considered,

All of the centres visited had day care facilities or day hospital services for rthe elderly
mentally ill. In the Department of Gerouto-Psychiatry at the Free University of Berlin, there are
12 to 15 places in the Day Hospital with s three months average stay. It i3 staffed by one male
nurse, one psychiatrist in training, ome occupational therapisf and one social worker. Thers is a
shared physiotherapist who alse works in the polyeclinic., Many of the patients refarred to the Day
Hospital ard polyeliniec have been in-patients ip the Klinilkum Charletenburg or other psychiatric
hospitals prior to their referral for aftereare to the psychogeriatrie unit. The unit has no beds
of its own and if patients require in-patinet c¢are they are referred to psychiatrists rcunning the
general psychiatriec in-patient service, i.2. a different tesm. The large mental hospital has a
catchment area; the psychogeriatric department does not, and most patients come from close-by. The
sex ratio is 207 made and 80X female, Thisg, Professor Kanowski explained, as being partly due to
gurvival aod widowhood, but also there seemed to be a biass against males zccepting psychiztry and
there was a strong stigma for them. They were willing to go and see general practitioners and
medical services other than psychiactry.

At Department “0", Amtssygehuset Nordvang, Copenhagen, the Day Hospitalisation is provided for
in two wards, and one of the wards is purely for day hospital patients. It was fearad that by
early 1984 the day hospital might have to stop functioning because of cuts in expenditure on
transporting patients by taxi (300 Danish Er. per day per patient).

At Northwick Park Hospital, Harrow, many of the at risk population are already in day care and
because of this the level of ocut-patient follow-up is not high. There is a Community Psychiatric
Nurse and the catchment ares is approximately five by four miles. Day care facilities for
functional illness are iptegrated with those for other sge groups and provided on site in the
psychiatric unit of the District General Hospital, There are approximately 80 or 90 patients of
all ages in the day hospital, including the elderly with functiouwal illness. The day care
facilities ave "tiered" for segregation pavticularly for example for dining, so that those who are
unsuitable for integration with others can be treated separately. There are approximately 12
in—paticnts and 15 day patients under the psychogeriatrician's care and a quarter to a third of
patients over 63 in the day hospitzl are so integrated. Shared facilities inelude occupational
therapy and many of the elderly require domestic re—training which is also shared., The day csre
Facilities are used as a primary source of admission or @a 3 stepping stome to discharge of those
in in-patient care. Approximately half of the day patients have been in the in-patient ward and
half admitted direetly. There are very few neurotiec patients in the day hospital. The small
number of neurotic patients include the elderly disabled for example with severe phobias. In
additrion, the local authority provides day care facilities (approximately 50 places) at a day
centre at which the psychogeriatrician consults. These are mostly for the chronically handicapped
and this faeiliry will admit chronic dependent patients, mostly the elderly living alona.

There are also local authority work centres totglling 50 places. These were started on g
voluntary basis but later taken over by the local auwthority. Many of the patients or clients are
stroke or ex-psychlatric patients not needing psychiatrie supervision. A meal and transpert is
provided and ir appeals particularly to men who find the ambience of the ordinary day centre

ungeceptable if they have been doing physical work during their lives. 1t is especially useful if
there is confliet with the family-

There are, in addition, local autherity residential homes all offering some day care. The day
care provided in the regidential homes is usually for the elderly within walking distapnce and
people at risk by tvesson of physical or mental frailty. These facilities at present have mo
organised day programme and provide social relationships only, but the consultant hopes te extend
the level of day programme to these facilities in the futyre. '
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There is gpecial day care provided for the elderly confused. It is felr that when day care is
shared between different categories of diagnoses, provision should be made for segregation because
of the danger of the ambience being unacceptable to the functicnally ill.

There is a specizlised day centre for the elderly mentally i1l provided within a few miles of
the in-patient unit, the Herga Centre. It was originally provided in rundown premiges on the site
of a war-time delousing centre., Joint funding monies between the health services apd local
authority services were used to provide capital to build the prasent purpose-built centre which is
a particularly useful resoures. All referrals are carefully assessed with physical axaminations,
Laboratery and psychiatric assessment. There is a strong emphasis on working with the family and
most of the patients (thres-quarters) live with snother carer, Most of the clients are handicapped
with dementia, hut there are others, approximately half, who live with a similar aged zpouse,
thtee—quarters being over 75 and two-thirds over 80, It is the basa for a relatives’ SUppoOTt group
and the facility provides a bresk of approximately five ro six hours daily which important sinece
most have a disturbance in their relationships with relatives. The Respite Service ia provided
through the local authority, the geriatric department or the G.P. beds in the Cottage Hoapiral (20
beds). All beds are thus used for this servica. With regard to appropriatenesa of admissien, all
effort is made to direct patients to the most appropriate bads. If they are confused and pleasant
they are admitted to local authority residential care, If they are "irritating and difficulc" they
are sent to the psycheogeriatric beda, and if they are "frail" and have medical illnesses (such as
Parkinsomism) they are gent to the G.P. beds or geriatric beds. There is also planned relief care
for emergencies or plammed holidays of relatives. There is a problem in the sense that there is 2
morbidity and mortality attached to residential care and also the risk that the family will not
take the patient back, bur this iz rare.

With regard to the terminology of "day centre" versus "day hospital", approximately half of
the patients are categorised as day centre patients, The patients with less severe disturbance are
encouraged to attend to improve the lavel of the milieu and te encourags fhe most disturbed
elderly patients. It ia felt that the severely dysphasic and dyspraxiec pstients would be
discouraged if they were segregated. Only a minority have severe apraxia and approximately half
have adequate social skills. The mixture of the two groups facilitates occupational and
recreational activities and the less severely disturbed provide behavioural models for the more
severely disturbed, It is found to be appropriate to send the fumctionally ill chromic
psychogeriatric patients to the local authority day care services, and psychiatrie day care
services for the confused severely ill chromic patients., This arrangement is felt to be
appropriate since the higheat physical morbidity occurs in the latter group and a better track can
be kept of their medical progreszs via the medical case conference review; thus a more rapid
Fesponsa can be provided tham in the local authority conference.

Attendance allewances are an important component in helping the families to keep patients at
home. These are nou-means-tested and amount to 17 to 18 pounds per week (day rime) and 23 to 24
pounds per week (for day and night care) and are provided upder social gsecurity. It helps
particularly to enable relatives e.g, to afford a taxi three times weekly, to send the relative to
the day care centre. 'Voluntary" cars and ambulances are also used for this purpose. The
disturbed individuals are provided with a nurse escort in the ambulance or taxi,

6. TRAINING AND MANPOWER CONSIDERATIONS

It has been pointed out that ip the past many leading centres of medical education loocked on
the teaching hespitals as the only source of patients of educational intarest and value (22), This
resulted in the chronically disabled recaiving poor represantatiom in the population being used for
teaching. Similarly, preventive sspects were also neglected as was work in the community. Amongst

those most neglected were the elderly, particularly regarding aspects of care of the elderly with
mental illpess.

Cohen et al (23) suggest that in view of the difficulties of overcrowded curricula that
post~graduate trainees in psychiatry should have a brief clinical rotation of working with the
elderly mentally ill. They felt that although this was not the ideal way of imparting geriatrie
psychiatry skills, it was am effective use of limited time to improve the paychiatrists' approach
to the older patient,

Recommendations concerning organic mental impairment in old age were published in the July,
1981, Journal of the Royal College of Physicians of London. They emphasised that every physician
must be capable of doing a mental assessment and every trainee must also gat thiz type of
training. It is particularly impertant for G.P. trainees.

Lt 2ppears that until recently very little was provided in the wey of training for nurses in
emotienal problems of the elderly.
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The teacher of psyehiatrie ecare of the elderly mentally i1l faces a daunting task. Brooke
(43} has pointed out that many of the paychiatric trainees in his survey would prefer to emigrate
than work in psycho-geriatries. But there are encouraging signs rhat this is changing, at least in
the United Kingdem. (Wattis et al (24)).

At the Technical University of Munich, besides the Professor and Chairman of the Department
there are 14 doctors, a)} two Assoclate Professors, b) two trained psychiatrists, and ) ten
post-graduate frainees at variows levels of training and experience. There are two psychologists,
three oceupational therapists, one and a half social workers and 24 nurses. It was explained that
this level of staffing was unusually generous and in keeping with the University Department's
respongibilities. Two of the psychiatric staff were completely taken up with the liaison service
which has a special responsibility for the Toxicological Unit where 700 suleide attempters are
trained each year.

Formerly there was only an option to become a neuro-paychiatriast, This involved:-

(1) Two years neurology.
{2} Two yesrs psychiatry.
{3) Two years in a relevant professional subject.

Now the usuzl form of training is to get three years training in psychiatty and one year's
training in neurology or three years of neurology and one of pasychiatry to become & neurclogist.

With regard to psychogeriatrics this is not compulsory, but it is expected that a person
presenting himself for the qualification of being a psychiatrist would have had such experiénce.
It was estimated that in wost University Departmentas the percentsge of patients over 65 years old

s9ould not be higher than 8-9%%. The doc¢tor working in the University c¢linie ¢an only stay for two
years becauze of the number of beds, afrer which time he mmst seek a poat elsewhere for other
experience. There are approximately 200 gpplicants each Year for new posts and it is exrremely
difficult to find suitable training experience.

At the Department of Health Care of the Elderly of the Umiversity of Notrtingham, the emphasis
on the unir is on teaching, particularly on altering attitudes of undergraduates and doctors in
Eraining. It is significant that there were 14 trainees ia the department, three psychiatric and
aleven medical. Between psychiatry and geriatries, rthere were four general practitioner trainees.
There is a total of five university doctors. As well as the Professor, there is a senior lecturer
and lecturer on both the medical and psychiatric side. Therefore, the team concentrates on special
issues applying to the elderly including organizational and social problems along with clinical
cmes. The undergraduate medical teaching is centred in the ¢linical years when 2ll undergraduates
spend a wonth's full-time attachment in the Department. They are offered a course of thres
components i~

{1} A traditional clinical apprenticeship to the department and all itz aspects both inside
arnd outszide the hospital.

(2) Systematic teaching.

{(3) The opportunity to lesrn a aprticular topic in depth with a tutor leading to the
preparation of a report at the end of the course.

A8 regards Post Graduate taaching in Nottingham, trainee physicians, psychiatrists and general
practitioners rotate rhrough the department usually for a peried of =ix menths, Thus the
department has no fixed staff in these gradeas, The belief is that doctors should not specialise at
the general professional training phase in their careers. Because of its reputation the unit
attracts large numbers of visitors from outside Nottingham and from abroad.

The Working Group in Cork felt that educational and training programmes for the wide range of
people, both trained and untrained, who provide and work in services with the elderly with mental
illness are essential. By providing a framework for understanding and learning they heighten
personal cowmitment, confidence and sbility. The feedback of information they provide prowotes
better gervices amd facilitates the monitoring and evaluatiem of them. Meetiangz the mental health
problems of the elderly calls for special knowledge and some countries have developed specialised
services for mental illness in old age in the eentaxt of exisfing memta]l health and general medical
services. Caring for very old people is often seen as a low prestige and low priority area and
there is value in the differentiation of specialised services for them. By this means a body of
skill and knowledge is built up and this becomes codified in principles of gzood practice. Thesa
form a basis for practical amd effective education and training programmes.
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Most long-term ecare of the elderly is provided by relatives or by untrained staff. Their
contributions and those of voluntary workers are enhanced where profasaional staff offer eduecation
and training services as well as active intervention where necessary. Where there area insuf ficient
trained people to provide direct care services for all who need them, their axpartise should be
used as & source of consultation and training for others, Good services have & high philosophy of
care, good staff vatios and growing knowlaedge sharing aystems .

The spreading of knowledge through education must not be confined Lo carers and profesaional
workers with the elderly. Education must also be aimed more widely in order to secure both public
and polirical awareness and concern. In this way society and its leaders will come to recognise
the problems and the pessibilities and comsider its responsibility towards its older membera.

With regard to manpower, with the exception of the U.K., very few countries have many
full-time psychogeristricians. Watris et al (24) suggested that in Britain by 1980 there was s
core group of "psychogeriatricians numbering abour 106, 39 of whom wera working full-time with the
elderly, 52 more tham half-time, and a further 15 were rumning clearly defined psychogeriacrie
services", They estimated that there were additional psychiatrists on whom information was net
available who might provide a total of at least 120 consultant paycliiatrists providing apecial
psychigtric services for the elderly. More than half of their respondents had started this werk in
the five years preceeding L980. They felt that proper training and improvement in serviees might
be facilitated by the formal definition of paychogeriatrics as a naw sub-spacialty of peychiarry.

7. PSYCHIATRIC CONSULTATIONS FOR THE ELDERLY

While rhe model of provision of services under the direction of a specialiat
psychogeriatrician continues ro gain ground in the U.K., other European ecountries and the 1.5, are
unlikely to adopt this pattern, particularly when manpower expansion cannot occur for e¢conemic or
other reasons. Krakowski (25) has emphasised that the general hospital liaison service is an
appropriate model for provision of payehistric consultation for the elderly. He suggested that the
docter, irrespective of specialty, needs to be reminded of the psychosomatic rruism regarding the
multicausality of illness before he becomwss useful to his alderly patients".

He pointed out that the psychiarrist is under-utilised in cut-patient care because emotienal
illness is frequemntly denied by rhe family for ressons of group adaptation and family homeostasis,
or because the family tries to avoid psychiatric treatment to protect the parent from the stigma of
mental illness, Additionally, elderly patients are unwilling to accept the stigms themsalves of
baing seen by psychiatrists.

Like Krakowski, Lipowski {26) drew attention to the need to integrate liaison psychiatry and
gerontopsychiatry. He pointed out that sbout 302 of medical and surgiecal in-patients were 65 years
or older and accounted for about 30% of referrals for psychiatric comsultation. The author
therefore suggested that liaison psyehiatrists should take over the role of psychogeriarric
conguliants in general hospitals and that joint training should be provided for the
psychogeriatrician-liaison psychiatrist. FKrakowski suggested alse that thete was a similar
feluctance to refer the problems of management of terminal patients and the dying to the
payehiatrist. '

Lt is certainly true that in the elderly patients with demantia, much physical illness is
hidden. A British Medical Journal Editorial (27) highlighted the need to detect silent physical
illness in elderly patients whe often did not commmicate their symptoma. Such detection helped
them maintain physical independence at home, minimised the amount of help and servicez they
Tequired, reduced the load on relatives by improving their behaviour and avoided and deferred the
need for chronie institutional care.

B. ' DIAGNOSIS AND ASSESSMENT

Miller (28) reviewed the psychomatric tests and associated techniques which may be used in the
diagnostic assesgment of dementia., While these may contribute te the overall differential
diagnoais he warned against the use ofpaychological eriteria as the sole grounds for a diagnosis of
dementia. Wevertheless, Naguib & Levy (29) found that in g follow-up study for 2 mean period of
28.78 months comparing deceased (27) with survivors (12), the survivors had significancly betrer
performance on a number of ¢linical and peychological tests, particularly those involving speech
functiens and cengtructional ability. Using computer tomography (CT) they found that measures of
radiological density were significantly lower in the right parietal region of the original CT ascans
of these who subsequently died. They felt that a more dizrectly quantitative approach to computed
tomography might yield results which were wmore useful than those obtained from visual
recemstructions,
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With the pessible davelopment of such techniques (30) coupled with existing demands to improve
the accuracy of assessment of the elderly, ir seems likely that assessment units must continue to
develop in asseeciation with major medical faecilitiesz.

Kaprio (31) has pointed out that ever the last hundred years the total health care system,
including primary health care, has evolved in parallel with social and economiec development
reflecting not enly advances in medical science but alse the wishes of the pepulation. There has
been an over—emphasis on sophisticated hospital based care often te the detriment of primazry care.

In a report entitled "Services for the Elderly with Mentral Disabiliety in Scotland” (&), it has
been pointed out that the genaral practitiomer is the key figure in dowiciliary care programmes.
It is assumed that he provides not ounly primary care for illness but also surveillance for chase
neading help but unable to seek it. He may thus be aware of other needs and may meet these by
providing appropriate referrals te Secial Work Departments, Domieiliary Nursing Services and
Hospitals., In Scotland the number of single handed general practitieners has declined in recent
years with emargence of group practices in centralisaed premises. The proportiocn of G.P.
consultations required by the elderly has temained high and the proportion of thesa carried out in
the patient's home has also remained high, inereasing with inereasing age. In addition Health
Visitors attached te the practices routinely visit the elderly quite frequently on behalf of the
primry care team., District nursing services have a higher tate of visiting to the elderly, but it
ig feared that they will not be able te keep pace with home nursing demands on the elderly. A
major problem ariszes for the primiry care team in those elderly patients who are out of toueh with
relatives. Herz the ounset of mental disability may not be detected early enough to enable
appropriste sction to be taken and the delay often results in institutionalisation. It is often
alleged that domicilary care has econowmic advantage over residential care, But the Report points
out that, for the elderly with high levels of disability requiring constant support by a number of
agencies, there is no revenue cost advantage in domiciliary care.

Boyd, Woodside and Zealley (32) faeling that satisfactory data ot domiciliary visits were not
available reported on the characteristics of 100 elderly patients seen om such visits. The mest
common reagen for general practitioners requesting a visit was disturbed behaviour such as
sggression and violensa (23%), being confused or deluded (29%), and wandering out of house (9%).
Cnly 8% of domiailiary visits were requested because of depressioa and other psychiactrie crises,
common in the younger age groups, such as suicidal attempts or alecholism accounted for enly 5% of
requests. Approximately 70% of their domieilary visits resulted in a diagnestie elassification of
dementia for confusional state or paranoid reactions, while 14% had affective disorder and 2%
alecholism. The remaining 15% received no psychiatrie diagnesis,

The authors questioned the value of paychiatrie consultatioen when the diagnosis is often so
obvious and where some of the patients could have been lacked after very effectivly in an old folks
home if only the places had been available. Earlier and wider use of community services,
particularly Home Helps, could have alleviated a great deal of stress.

They were particularly concerned at the danger of the Mental Health Act being misused to
forcibly admit elderly mentally ill patients because the family doctors often saw haespital
admizssion as the only way to enzuring adequate care and friends and neighbours insisred that
"something must be done",

Krakowski (25) reported an extensive study of geriatric referrals from within the general
haspital population. These referrals came frow internists and family practitioners. The diagnoses
by the referring doctors were usually correct with the exception of paychotic depression often
being wmistaken for dementia. The auther suggested it was "unfortunate that some primary care
physicians still centre their attemtion mostly on their respective areas of competence aad accapt
the psychic part of the illness as a bad necessity". He found that referrals oecurred primarily
when behaviour became disturbing and that organic causes and funetional diserders waere
underestimated. Furthermare, paychopharmaceutical agents and vasodilators were ovarused while
psychotherapy and other forms of treatment were underutilised. He sugpested that attitudes towards
consultations amongst these patients and their families and consultees did not differ from those of

youmger groups. He conecluded that lialson psychiatry was well suited to the needs of
psychogeriatrie referals.

Godber (33) drew attention to the need to improve the training of general practitioners and
the recognition and treatment of psychiatric disorders, particularly depression in the elderly. He
felt the major priovity was forincreasing the preventive approach through screening the very
elderly and these with particular risk factors. He felt that this could best be achieved by
training primary care nurses to carry out such tasks,
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The Working Group felt that since the great majority of people live at home, often alome and
payehiatric disorder plays a major role in their motrbidity, all necessary statutory as well as
voluntary services should be available at the primary care level in order to provide the
demieiliary suppart they may need. Such a prospect demands that between the primary care workers
and thege in the specialist services a joint working relationship must be carefully organised and
managed in order to strengthem and enhance their inter~dependencs.

Moat primary care services are based on the concept of a mulri-professional team working in
the community. Here the general practiticner iz sometimes rhe wmost important professional conract,
often the first point of contact and generally deals with most problems, However, the loecal policy
should previde for specialist health or other staff te visit the old person's home when
necessary. GSelf-help groups and other structurad mesans of providing counsel and Support are an
important adjunct to the range of domiciliary care and provision outlined in Organisation of Local
Bervices. With this emphasis on domieciliry care for mentally ill elderly people the needs of the
family supporters amd other carers must also be taken inte account.

Whilst the abilities of old people are often underestimated, careful deciasioms must be taken
to ensure that gcarce resgources are not used unressonably in attempts to maintain in their homes,
those very old people with dementia who live alonme. It may be better to admit them to residential
care and this must be available for those who caunot continue to be cared for adequately at home.

In the Northwick Park Hospital Catchment Area of Harrow, the majority of patients are kaown to
the soeial services snd although the psychogeriatric team has a psychiatric social worker the
locally based local authority workers are encouraged to follow their patients. Only where there is
a severe problem is the patient referred to the psychiatrie team social worker. The day centre
conferences and meetings provide a review forum for exchange of information. The general
practitieomers are also encouraged to follew the case and no prescribing iz carried out in the day
centre. There is a "psychiatrically trained G.P." working part-time in this day unit; the general
practitioners are regarded as the primary care givers in this psychogeriatric servica. The C.P.s
are kept closely informed and given advice in the care of their patients.

Another example of close links with primary care is seen in Department "0" of Amtsevgehuset,
Nordvang, Copenhagen. The County Hospital had three catchment ares reams for adult psychiatry. AIl
the teams provided services for the elderly wentally ill in different ways. But cnly in Dapartment
"0" was there a "special psychogeriatrie team”. The team consists of a diatrict nurse trained in
psyehiatry, a social worker and a psychiatrist.

Department "O" has two wards for the elderly with 18 or 20 beds in each, i.e. 36 beds for
patients aged 65 and over. Exceptionally soms younger cases ara taken into this service, e.g. with
SDAT. 18 of these patients had finished their treatment and were awaiting a placement im nursing
homes which are at present unavailable. Six beds were available for current treatment af new
¢asea. There were numerous tursing homes throughout the county and also day centres and sheltered
housing. Patients are referred from neighbouring hospitals, from gemeral practitionars and
paychiatriats working in the community. All of the elderly mentally ill from the catchment area
are sent to the Department "0" Team from the north of the county and the Island of Amegan, forming
a catchment area of apptoximately 600,000 people (it is estimated that in 1984 the population of
the county and city of Copenhagen would be approximately 1.7 wmilliom). Demiciliary visits are
frequently carried out by a team of three, (psychiatric nurse, psychiatric social worker and the
doctor). Approximately 60% of the patients reviewed at home ares treated zt home.

9. COMMUNITY CARE OF THE ELDERLY MENTALLY ILL

The WHO Report "Psychogeriatric Care in the Community ™ (34) lisced the following possibla
range of community services;-

(1) A visit from a psychiatrist.

(2) A visit from 2 social worker.

(3} A visit from a health visitor.

(4) A visit from a psychiatrie social worker.
(5) Home nursing care.

{6) Suicide prevention.

{7) Alcoholics Anonymous or out—patient clinie.
(8) Incontinent laundry servica.

(9) Domestic help.

{10) Mesls on whaela,

(11) Vitamin or food supplements.

(12) Sheltered housing.




ICP/MNH 063
ICP/MNE 063(1)
5206F

page 13

(13) Subsidised holidays.
(14} Legal aid.

(15) Help with tax returns,
{16} Social clubs.

(17) Neighbourhood groups.

A considerable variation was found in the range of serviees provided in the eight
participating countries, Furthermore rural areas and urban areas were not markedly different in
the provision of services. They concluded that there was a need for development in most areas
which required proper organizatienm and eo-ardination. Furthermeore, informatien about trhe services
mist be readily available to old people who should be encouraged to make use of, and participats
in, the services provided.

With regard to misplatements in services there was a surprisingly high level of appropriate
placement (85%). They concluded that a facility for which there was a considerable demand in mest
coumtries was the nurzsing home and it was considerad on the basis of that study rhat the number of
places in mentzl nursing homes would need fo be doubled, Parhaps more importantly they concluded
that the esgentiasl requirment of the psychogeriatric patient would appear to be nursing, ne macter
where if 18 carried out. They also drew attention to the high prevalence of physical handicap and
somatic illness in old people, especially in old people who were in psychiatric institutioms.

Pitt (35) has sugpested that the family is atill the wain-stay of the elderly psychiactric
patient at home, although the number of middle aged to elderly women has dropped and the proportion
who worl out of home has increased. Bergmann (36) reporced that 80Z of the demenced slderly were
not institutionalised and thar fawily support was the most important factor determining centinuing
Llife in the community. He felt that the psychogeriatric services' task is to provide suitabls
treatment for the patient living at home, to try te increase the social sarviees, and to improve
community nursing for the elderly. Allied with this the other important facilities for community

cdre are out-patient comsultatiom, day ‘hospital sttendance and short-term admission for holiday
relief as part of community care.

Relatives support groups are advoecated to provide self-help for these facing the eommon
problem of dementia, by Fuller et al (37). Relarives may be Welped in other ways through personal
support by social workers or other members of the primary care tesm, and ecomomic assistance
(through tawi allcwance and laundry services for the incontinent)}.

Other voluntary agencies can also be helpful e.g. organizacions to help the bereaved, widow's
organizations, home helps, 'paid good neighbeyrs’, sheltersd housing and boarding out., The well

€¢lderly can be important in providing such voluntary services.

9.1 Organisarion of local services

The general principle should be that elderly people should continue to live at home wherever
this is reasonably possible apd be provided with such primary care and specialised services as they
require, When life at home is no lomger pussible short-term or longer—term residential care should
be available locally. To achieve rhese aims it ig necessary that a planned comprehensive network
of services should be developed which will functiom to provide for preventiom whenever passible,
early identification of those at risk and skilled assesgwent, treatment and care in various ways.

Generally the provision of services must take account of the rights of old peeple to choose
and of their capacity to understand and exarcise their choice.

There are a wuwber of key factors which will assist in drawing up a loecal plan for actioa.
A definifion of the population to be served locally, ita size and its likaly needs;

an appreciation of the present resources and deficiences:

— the setting up of a local jeint planning group;

this should include key personmel from psychlatry, geriatric medicine, primacy medical care,
faursing, remedial professions, social services, administration and the voluntary sector;

it should produce a strategy for the development and operation of a local service aand should
form clear policies for such items as joint professional working, referrals and admission to
residencial care.
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A comprehengive service will have many e¢lements., There are many different ways in which a
variety of good services can be developed accordiag to the local resources available and the style
of the workers.

On the health side, medical and nursing staff should have the back-up of day hospitals and
beds. Beds should be available in the general hospital for those who require special assessment
and tresatment and longer stay beds should be provided in a local satting. A wide range of help
should be available from Fhe socizl services agencies and this may include meals on wheels, home
helps, social work serviees, day centres and residential accommadation of various kinds.
Voluntary agencies are playing sm incressing part in providing care and suppoert. It is important,
however, that presance of valuntary workers should not encourage statutory agencies to reduce
adequate levels of trained staff employed by them.

To engure that s comprehensibla and ce-ordinated serviee is operating calls for skillad
planning, goed working relatiomships and the maintemance of high morale. Adequate staff ratios,
positive expectations and careful sharing of knowledge can result in a good service inm an area of
work which has for long been regarded by profassional staff s upattractive and of low status. High
standards of care must be szet rtaking account of what local advice is available on good practice
and provision, The achievement of high standards must be vigorously pursued and maintained.

Examples of plauning groups were seen in Munpich apd Harrow. Approximately seven years ago tha
Munich City Council formulated their Altenplan - for the care of ambulant elderly people. There
wag & decision to set up "Service Centres” in different districts of the mumicipality to provide
meals on wheels and other services, including day care, etc. Thirteen service centres are
funetioning at present. Three more are in planning, one is to be opened in 1983 and two in 1984,
However, a change of Government coypled with the change in the economic situation in 1978, has
caused a "denk pause” to reconsider the situation and to institute cost control. Thee has been a
changs in pelicy genarally from providing such centres to self-help principles. In Harrow the
planning group is more informa) and is based on close links between the local authority aseial
servi¢es, paychiatric services and primary care services.

10, PREVENTION

The WHO Working Group om the Organization of Services to Prevent Disability Among the Elderly
(38) reported in 1982, that the high prevalence of dissbility, locomatar problams, mencal
deterioration and sensory disabilities were a marked challenge to the Health Sarvices.
Paychosecial factors played a key role both aetiologically and as an accompaniment to most of the
disabilities, Disability prevention required a wide range of joint activity by the Health & Secial
Services at various levels, both lay and professional, Primsry care played 2 mejor patt in
prevention while secondary and tertiary services provided help for worsening disability.

Interdiseiplinary studies were required in priority areas of prevention and rehabilitation for
the elderly, ineluding the consequences of disease, viz impairment, disability and handieap. It
was felt that the public should be made aware of their own responsibility throughour 1ifa, te
maintain heslth and pravent dissbility in themselves and family members. Unfortunate negative
attitudes, occurzing in the majority of lay and wedical people, included the expectation that
e¢lderly people inevitably become increasingly unwell., This was a self-fulfilling prophesy which
acted against the alderly seeking early adviece on remediable problems,

The WHO publication en "Preventing Disability in the Elderly" (39) recowmends that:i-

(1) Contracts and collaborative mechanisms should be developed between WHO, United Nations
agencies and non-governmental organizariems concerned with disability, prevention and
rehabilitation.

(2} Scientifie centres involved in research amd documentation on disability should be
identified and drawn together.

(3) Rnowledge in the field of disability prevention and rehabilitation should be promoted and
disseminated in Member States in 1982/83.

(4) Member States should be srimulated to share the initiative in disability prevention and
rehabilitation.

(5) The options for interventions as stated in Annex 1 should be promoted.
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(6) Studies should be yndertaken to examine the interface berween the individual and the
enviromment to estzblish how the environment could be adapted to improve the qualicy of life
for people with a digability.

{7) Research should be promoted on the education of professionals and the general public om
disability preventien and management.

{8) Where data are not zvailable, epidemiological studies of impairment and disability in
elderly popluations, including cohort and longitudinal studies, should be vigourously
promoted. Where data already exist, systems for monitoring the changing patterns should be
developed or strengthened, Existing epidemiolegical data should be evaluated within the
framework of the ICIDH with particular emphasis on handicaps.

(9) Member States should examine the wvalue of age-related scresoning programmes for early
detection of morbidity and disability in the general population.

(10} Member States should define and develop the role of the primary care team apd of
individual primary care professionals in the prevention of impairment and disabilicty.

{11) Member States should recognize the value of self-help activities which should be
encouraged as part of 4 therapeutic process. However, it is essential that self-help
activities are not seen as am alternative to professional care.

{12} Attention shoyld be paid to the multidiseiplinary and interdiseiplinary nature of the
problems, in view of the fact that multiple disabilities are more often the rule than the
exception among the elderly.

(13) whenever possible, assessment of needs and resources of an elderly person should take
place in his normal surroundings, not in a clinical setting, as there is sub-stantial evidence
that accurate aggegsment iz best made in familiar melieu.

(14) In order to evaluate agd accurately address and compare the impact of alternative
interventions, and to ensure that their effects can be determined, a system should be used,
which accurately desecribes the intervention in terms of its specific generic compounents. This
applied to prevention measures among the non-disabled as well as interventiom stragegies
concerned with treatment, and strategies for care among the disabled.

(15) Recognizing the role that the mass media play in keeping the elderly informed of
developments concerniag themselves, especially in relation to the pgoal of health fr all by the
year 2000, national governments as well ag WHO should invelve the maszs media whenever possibla
a2s full partners rather than as mere spectators in activities designed to promote these aims.

Concerning the International Classificarion of Tmpairments, Disabiliries and Handicaps the WHO
publication {39) recommended that:

(16) Member States should stimzlate through discussionms in appropriate settings regarding the
wnderlying concepts, and develop corresponding terminalogy te be nsed in each country.

(17) Member States should promote studies of practical applicatiens of the ICIDH to identify
strengths apd weaknesses of the system.

(18) Meuber States should exhort any organization in their own country using the ICIDH tao
cemtribute data for evaluatiom to WHO.

(12} A follow-up of studies in Member States should be under-taken, including thase by
intergovernmental organizatioms in agpplication and sipplification of the ICIDH.

{20) & system of classificarion of types of intervention should be developed taking into
account the existing ICPM, the forthcoming IS0 e¢lassifiecation of aids (im press) and ICIDH.

(21) Ways of categorizing the problems encountered by individuals should be explored (rather
than focused or their impairments, disabilities etc.) in relation to the TCIDH,

The WHO Meeting concerning "Services to Prevent Digability in the Elderly"”, held in Sokobanja,
Oatrober, 1982, reecommendad:-

(1} The development of screening of the elderly.
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(2) Early detection and interventiom.
(3) Technical aids and resource centres.

{4) Organization of services. Services research was required into innovations in providing
services apd in the use of technology with special refarence to systems analysis, including
cost effactivenass. They felt that ways should be found to develop communication and links
between primary health care, institutions and other major elements in the service aystem,
ineluding self-help groups.

(5) Manpower development at primary level, The importance of the Primary Care Team was
highlighted. It waz also stressed that the older patient must ba kept activaly invelved in his
care through self-help and voluntary groups. It was felt that Member Srates should promote
the organizatienal medel of the Primary Health Care Team which worked best in the local
comnunity and was designed to identify the needs of the elderly.

However, gaps in the activities of primary care workers suggested that further education
was required to develop their semsitivity to the needs of elderly people and their awareness
of individual rights. Primary care workers should alsoc be helped to develop a comprehensive
knowledge of the services available locally and to identify the responsible contacts and
agents of all relevant services and organizations.

(6) Studies should be carried out into morbidity, multiple pathology and the effects of the
environment,

(7) Inter-country communication and co—operation should be promoted at national meetings on
various aspects of the prevention of disability.

Arie (40) deals with pessibilities for prevention of dementia through further ressarch into
the pathogenic mechanisws, particularly the pharmacological aspects, involved in dementia, He alseo
refers to the importance, particularly in dementia, of stimilation and reactivation of residual
faculties, This has been described by Wood and Holden (41). Arie vefers te the scanty evidence of
efficacy of such rredtments but does not suggest that they should not be tried. Arie also points

out that depression and paranois are preventable through early treatment and simple provisioms,
2.g. of hearing aids for older people.

Prevention of milti-infaret dementia is widely diascussed byt it ip 2£ill controversial as to
whe ther contrel of bleed pressure in late life is preventive (42).

The WHO Eight Cowtries Study referred to in the report "Psychogeriatric Care in the
Community" (34} recommended the following immediate measures for the prevention of mental disorders
in the elderly:;-

(2} Systematic teaching of geremto psychiatry with its preventive and therapeutic
implications to all medical and nursing students, inclduing post-graduare students.

(b) Establishment of efficient services for the detection and early assessment of the elderly
at Tisk.

(e) Development of social services able to meet the needs of the elderly for contact,
activity, emotional support and practical help.

(d) Community geronto psychiatry teams to prevent illness and start early treatment in the
patient's residence, and thereby minimise the dangercus removal of the elderly frem thair
family environment.

The primary prevention of mental illneas in the elderly is ar prasent limited suggesting that
2 research commitment in this field in an urgent tequirement. The Working Group in Cork welcomed
the scientific group on dementia convened by the WHO with the co-operation of the Fremch Government
in Paris in September 1983.

Secondary preventive practice - the treatmenc of previously undetected psychiatric disorder -
if possible. Major surveys have shown a high prevalence of psychiatric disorder in the elderly.
The screening sand routine assessment of vulnerable groups by primary care services should result ig
early case finding and prompt treatment, The vulnerable groups include those aged 75 and over
living alone, those recently bereaved and those requiring domiciliary services.
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Tertiary prevention ia very feasible and depends upen the better management and treatment of
known psychiatrie disorders. Essential to this is early medical evaluation, a multi-disciplinary
approach snd continuity of care. It requires a knowledge of what constitutes normal ageing
processes and what does nor. It demapds positive and enthusiastic therapeutic attitudes.
Depressive illness calls for prompt diagnosis znd adequate treatment and in dementia even if ne
correctable cause can be treated, awareness of and attention £o accompanying problems can
significantly influence the impact of the illness. Crucial at all thig is the develepment of gocd
comprehensive care services.

Two examples of preventive interventiems are seen in the senior programme of the Social
Dapartment of the city of Mumieh, in the serviee centre at Haidhausen and the Munich Senior
Programme ,

10.1 The Barvice Zentrum at Haidhausan

Haidhausen has a population of 38,000 people, of whom 53,000 are over 65. 750 of these are
kunown to the centre apd through the course of the week approximately 350 attend at least onge ac
the service ceutre. They operate a first come first serwved policy. They currently have economic
difficulties in the provision of the meals on wheels service.

This wnit, one of ten such units in existence in the city already caters for a neighbourhoaod
and because the elderly would tend not to call and ask for help (they felt it would be degrading),
the unit operated an out-reach policy. Thus the staff go to the homes of the elderly to offer
help. There are three staff, consisting of one social worker, one educator, and one altenpfleger
(2 nurse for the elderly with ome and a half years of training). In addition two young people,
completing civil service ags ap alternmative to military serviece, worked in the service centre for
oune and s half vesars, The Service Centre provides food, gymastiec classes, educational classes,
e.g. teaching English to the elderly. The latter iz a particularly popular option sinece many of
the elderly have relatives liviag in English speaking countries and it ensbles them to keep contact
with grandchildren, ete. ’

In addirion the staff go out to the homes of the old people in the district providing social
care and household help, They go to the bank, help them with meals or shopping and in addition
they have recruited 30 to 40 volunteers, many of whom are also elderly, to help in this work.
These volunteers have difficulty in handling the disorientated demented alderly patiant. One of
the objectives of the centre staff is to build up the motivation of the elderly in their distriet.

The building is owned by the municipality. It is a two storey structure, attractively
decorated, It is run by the Protestant Church, but 95% of the personnel and administrative costs
are paid for by the municipality.

The staff operate a policy of carrying out only what is necessary for any partricular client.
There is a heavy emphasis on avoiding the ereation of dependency. Approximately once per month the
elderly are seen with their families to whom the illpness ¢an be explained., Many of the apartments
occupied by the alderly have no water or baths, therefore, showers and washing machines are
provided in the Gentre. Good lizison is maintained with the social workers of the city and with
the medical services so that it is easy te contaect the hospitals and doctors concerned. A choice
of doctor system is operated. Many of the clients have not received a very thorough education and
therefore there is emphasis on activation for these people. They carry out many programmes to
lmprove the health of the elderly such as gymastics, swimming ete. In addition sometimes the
educational programmes operate with some difficulty because the particular teachers are interested
more in the subjects they are teaching than in the problems of the elderly. Tt was emphasised that
the 13 Service Centres all operate somewhat differently.

The Munich Senior Programme is administered by the Cultural Department with money provided by
the Senior Programme of the Social Department of the City, The Director explained that the Service
Centres were part of the Munchener Altenplan providing help for the elderly via clinic and nuraing
homes. Part of this plan was the provision of a senior programpe for “culturzl activation and
animation", It had been plammed that these should be integrated in each Service Centre, but in
his partiasular area rhere was no Service Cenfre. A comsiderable sum had been set sside for the
¢onstruction of a Service Centre with gardens etc. Unfortunately, the recession stopped that
development. Instead rooms were now provided in 3 renovated old building to provide 3 first piloet
programme .,

The programme has three parts:i-

(a) Language courses together with arts and crafes,
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(b) Services pravided for conversatiem with the elderly regarding television programmes,
tapes, current affairs diseussiens, seclo-political discussions, health care and prevention of
1l1lness, amusement, “training in thinking" and "learning by playing".

(¢) Free communication: the clients of the Centre alected repregentatives of the elderly to a
parliament. They elected a spokesman who is the Director's partner, with a strong emphasis on
their feeling of participation in running the unit.

The Director explained that the elderly generacion were not used to speaking out or taking
partnerships and responsibility in this way. However, this programme was baing organised by the
elderly for themselves., They had an orchestra of the elderly, they discussed their own creations
versuy younger peoples, they wrganise exhibitions of their work. The aim is to promote activity,
independence, integration and self-esteem improvement. They are iavolved in organising the child
minding and theatrical productions, and the staff of rhe Centre remain particularly "neutral', i.e.
non-directive,

In 1982 they had over 70,000 visits per year to the unit from four and 2 half to Five thousand
vigitors in four centres in Munich. Doetors can and do refer their patients to the programme. The
Director felt there was no need to have a psychogeriatric consultant, because of his feeling that
old people fear psychiatrists. He had an idea that an "incognito paychiatrist” would be of bemaefit
to the service. A paychologist already does some informal group therapy with the programme, buc
there is heavy emphasis on weintaining the activity of the elderly and avoiding any
institutionalisation, The orientation of this treatment was to activate the healthy part of tha
ego of the elderly persoun, "to enabla him to live with his past and master his own history".

i1l. CONCLUSIONS
&

A very varied spectrum of services for the elderly mentally ill was seen in the cefitres
visited, This variztion occurred, not only between countries, but also between services even
within the same c¢ity. Very often the growth of such services had baen dependent on historical and
statutory factors as well as on the specigl interest of the ipdividuals and authorities imvolved
with the development af services,

There iz obvious merit in having such a varied range of support available. The variety of
services between units provides a richuess of resources as well as interest adding to the job
satiafaction and even posaibly contributing to healthy competition between teams.

However desirable, such variety tends to increase the hazard of lacumae in the provision of
serviees in the area. For this reason cousiderable planning is needad to ensure equitable
allocation of resources between catchmenr ares reams and to ensure quality contrel.

While this report shows that the same task can be completed in so many differsnt ways,
neverthales, there are predictable hazards and preferred modes of aparation,

Severe illness in the elderly mentally infirm is most often traated in long-stay wards of
large and frequently isolated psychiatric hospitals. Large numbers increase the hazards of
institurionalisation with poor individual levels of care, low staff morale {causing recruitment
problems)}, isolation from family and community, Thus it is desirable that the severely 11l elderly
to be cared for in smaller units. Furthermore, it is tha training, dedication, imagination aund
skill of the staff which ultimately determines what happens in terms of rehabilitation and qualiry
of care.

Underlying themes emerged between these differing services for the elderly mentally ill, all
of such variety and high quality.

(1) The dual medical and paychological pathelegy found in the elderly demands a close working
relationship between physicians and paychiatrists caring for the elderly. This seems to he
best provided close to major medical facilities with the full range of diagnostic resaurces.

(2) Develaopment of good day care facilities is not in itself sufficient to cater for the
variety of problems seen. Emphasis in most areas is placed on good Home visiring for
disgnosis and continuing assessment of patients cared for in the community,

(3) Because the elderly are reticent and fear psychiatric services, considerable imagination
is required in the development of "out reach" services for the eldarly.

(4) With few exceptions very little effort is being placed on preventive sarvices which have
énormous potential ilmpact on the paychogeriatric cases.
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(3) There is general agreement that considerable and continuing work needs to be carried out
on changing attirudes particularly of professionals with whom the elderly mentally ill may
comz into coutact.

(A} The quality and range of provision of services seems to depend larpely on the therapeutic
enthusiasm and imaginatien of leaders in the field.

(7) In many areas primary care for the elderly is not clesely allied with psychiatric and
sacial services.

(8) In many areass visited, marked constraints are placed on mental healrh professionals’
ability to influence allecation of finaneial resocurces to meet rising community expectations
in quality of care.

12. RECOMMENDATIONS OF THE WORKING GROUF ON MENTAL HEALTH CARE OF THE ELDERLY, CORK, October 1983,

In the context of Health For All by the Year 2000 and the development of regional strategies,
mental health needs of the elderly must be incorporated. Essentisl aspects of natcioenal peliecies
are wunder the heading of Development of Services.

Health information systems at each level of health care provision should include data
conllection raferable to mental health care of the alderly. Categories of data and information
requirements are given under the heading of Information Services. [WHO should consider what
further cowparative data referable to the elderly mentally ill might be sought on 3 Regional basis].

The group welcomes the Report of the Working Group on First Contact Mental Health Care at
Tampere. It endorses the recommendations of thar group and emphasises the importance of training
workshops in mental health practice ar the pwimary care level. [The group would like to see WHO
taice a lead om thisg],

A collaborative study is recommended of intervention praetices in different countries and
health carse settings with the objectives of identifying effective strategies for prevention of
mental disorder in the elderly. [The group would like to see WHD be the lead agency in this].

WHO should congider the feasibility of the preparation of guidelines for training manuals
referable to various categories of health care persomnel charged with health care of the elderly.
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RAPPORT SOMMALRE

Introduction

Le groupe de travail a été organisé dams le cadre du programme 3 moyen terme de 1'OMS celatif
A la santé mentale pour examiner les besoins des personnes dgées en macidre de santé mentale dans
la Région europdamme. La& groups &tait composé da 20 conseillers temporaires venus de 10 pays, dount
sapt du pays d'accueil at de quatre représentants d'organisatioms non gouvernemeutales., La centre
collaborataur de 1'0OMS pour la recherche et la formation relatives & la sancé mentale 3 1'Institut
central de santé mentale de Mannheim, REpublique fé&dérale d'Allemagne, ainsi que le centre colla-
borateur de 1'OMS pour la santé et les facteura psychosogiaux en Belgique étaient également repré—
sentéa. Les disciplines représentéea &taient la gériatrie, la gérontologle, 1L'administration sapi-~
taire, les scins infirmiers, la paychiatria at la travail bénévola,

Le but de la réuniou était de formuler des comnseils sur la mise au point de sarvices complets
de santé mentale en collectivitd pour les persommes 3gdes, et de ré&diger des principes directeurs
en vue de prévenir et de diminuer les incapacicés mentales chez lea personnes 3gdes. On o présents
un document de trzvail donmnant une vue d'ensemble da 1'organisation de ces services, et les parti-
eipants ont fourni un apergu général de l'organisation de services de ce type dana leurs pays,

Tous ont recomnu l'importance croissante dea problimes des personnas trds 3gdes souffrant de
troubles mentaux, et la prévalence accrue de ces troublas chez las personnes tras Agées.

Etsblissement de services

Les doonées dpidéminlogiques démomtrent anjourd'hui qu'il y a un accroissement manifeate at

général du nombre da pearsonnes Agées atteintes de troubles de santé mentale, A savoir surtout la
démence. :

Les services destinds sux personnes igdes meutalewent atteintes doivent toujours &tre consi-
déréa dans le contexte des gservices destinés aux personnes igées en général, auxquels ils doivent
étre étroicemant intégrds. Les services de soina de sanvd primaires et Jes services pesychiatrigues
ont un rdle spéecial A jouay. Il east certain que l'importance du problime et la manidre da 1e voir
varient d'un pays A l'autre at qu'asucun plan stérdotypé ne peut s'appliquar aux organisations et
aux ressourcas diverses de pays différents.

Chaque pays doit préperer 4'urgence une stratégie nationale cohdvsnte afin d'établir des

sarvices de santé mentale pour les persounes 8géea. A cet égard, il fauwdrait tenir compte des
factegrs clés sulvants :

- une définition des besoins présents et futurs sur la hase des donndes démographiques at &pidé-
miclogiques;

= une analysea des besoiuns probables des perscones 3gées et de la mesure dans laquelle las
sarvices actyels sont capables d'y satisfaire;

une proposition de procéduze permettant de planifier et d'exploiter conjointement une gamme
compléte de servicea. Des seyvices coumplets devraient assurer la prévention, le dépistage
précace, 1l'évaluatiovn, le traitement et les soins de diverses manidres. Ils incluerout de

.nombreux &lémencs des services de santd, des services sociaux, du logement, et des gervices
bénévoles ainai que d'aurrss sarvices;

des vecommandations sur les moyens de metfre au point des styatégies de la formatiom et de 1a
recherche pour promouvoir las pratiques raticunelles et la recherche des innovations dans la
dizpensation des sarvices.
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Sarvices d'information

Une graznde varidté de renseignements szt néceasaire pour asgsurer l'affecration optimale de
ressources limicées. Des rensaignements pourraient 3tra recpeillis dans quatre domsines principauvx,

Rechercha scientifique. On a d4&ji réalisé avec succis dans plusieyrs pays des &Studes sur la
prévalence des maladies mencales et las constatatiouna faites ont &té en gros acceptéms. On est
toutefois pew renseigné sur la démence, sur son incidence ou sur 1'aboutissement de éas recounus,
surtout da nombreux cas dits béning. Il faudra, pour obtenir caes remnseignemants, affactyar das
études lengitudinales qui ndcessiteront 1l'usage d'inatruments normalisés pour la dépistage at
1'envegistrement fiable de l'étar mental, ainsi que d'autres donnédes.

Services de santé. Il reste encore heaucoup 3 appreundre sur l'abourissement de la maladie
¢hez les personnes Agées, les déplacements des patients entre les divers services. On devra done
obtenir un complément de domnées gsur les perscunels et les autres moyens et sur les facteurs écomo—
miques pour pouvoir faire desa études du rapport cofits=avantages de services expérimentaux. On
ingisters particulidrement sur les différsntesa méthodologiesa dans ces &tudes et dans d'autres
&tudes gur le c¢ontrdle de qualicé des sarvices, y compris la satiafaction das consommateurs at da
leyrs prochea. L'information statistique traditicmnelle gur l'utilisation des lits et le flux de
patients ne devrait pas cesser d'drre fournie.

Commmication. Il fauwdra coutinuer de définir clairement les termes techniques. FPour les
étudaes cowparatives internacionalas, trois domaines sollicitent notre attention ; la rédaction
éventuelle d'un glossaire de la tarminologie sanitaire générale et d'uyn glossaire du vieillissement
proprement dit; ainsi que le développement ultdrisur de la Glassification internationale des
déficiences, incapacités et handicaps.

Engeignement. Pour assurer la formation de travailleurs tant professiounsls que non profes-
sionnels il faudra évaluer leurs besoins et préparer des programmes de formetion adaptés. Dans
certiine pays, las médecins et infirmidres ainsi que le persomnel travaillant avec des personnes
figées dana d'antres cadres regoivent trds peu de formation en matidre de viaillissement, T1 faudra
corrigar cacte gituation. On devra également 4dtudiar les typas d'informations nécessaires pour la
formation des travaillaurs béndvelaea.

Organigation de servicas locaux

Il y 2 un accord géuéral gur le principe que les parsonnes igées doivent continusr da vivre
chez elles, sauf impoasibilité réslle, tout en bénéficiant des soins primaires at das services
spécialiséds qui penvent leur #tre nécessaires. Loraque la vie 3 domicile n'ast plus poamibla, il
faudrait qu'il exiate localement des moyens de soins avec aéjour i ¢ourt terme ou i plus long terme
dang un établissement, Il faudrait, pour attaindre ces objectifs, mettre sur pied un Tésesu
complet at organisé de sarvices permettant de pratiquer la prévention chaque fois qu'elle est
poaasible, et le dépistage précace des personnes A risque, avec das services compétenta d'évalus-
tion, de traitemant &t de soins chaque fois qu'il eaf besoin.

On a identifid, pour aider 3 &cablir wa tel plar d'action local, um certain nembre de tiches
nécegpaires, coume la définicion de la population 3 desservir, une satimation des ressources et des
lacunes existantes et la eréation d'un groupe wmixte de planificariom 3 1'&chelou local, qui
comprendrait les persomnels clés : peychiatrie, médecine gériacrique, soins médicaux primairas,
soing infirmiers, réadaptation, services sociaux, administration ef secteur béndvoles.

Le foncriommement d'un service complet et coordonnéd nécesaite une planification axperte, de
bBomnes relations de travail et un haut degré de motivation. Il faudra f£ixer las normes de soins 3
un niveau &levé, en tenant compte des conseilas dispenibles localement sur les pratiques ration—
nelles. Il faudra activemeut z'efforcer d'actfeindre et de maintenir ces anymes &lavéea.

.
Soins primaires

La plupart des personnes Agdes vivent A leur domicile, souvent saulas, et les troubles paye
chiatriques jousnt un réle de premisr plan dans leur morbidité. Tous les services nécessaires,
officials ouw bénévoles, devraient &tre disponibles au niveay des soins primaires, pour douner & ces
personnes 1'sgide A& domicile qui peut @tre nécessaire. 11 faut pour cela qu'il exiasce entre les
agents da soins primaires et ceux das sepvices spéeialisés, des ralaticns da travail en commun sai-
Fnensament organisées et gérées en vue de renforcer et rendre plus efficace leur action conjointe.
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La plupart des services de soins primaires sont fondés sur la notion de 1'é&quipe pluriprofes-
siomnelle travaillant au sein de la collectivité. A ce niveau, ie généralista est parfois le point
de comtact professionnel le plus impertant, souvent en tout cas le premiaer, et c'ast lui qui traite
généralement la plupart des problames. La politique locale devrait toutefois prévoir la visite de
persoonel de santé spéecialisé ou d'autre personuel auprds des personnes dgdes lorsque clest néces-
saire. Les groupes d'auto-assistance et autres moyens srganisés de conseil at d'aide gont un
complément important de la gamme des soins et services & domicile érudiés dans la rubrique
"Organisation de services locaux". Avec 1'accent ginsi mis sur les soins & domicile pour les
parsonnes Igdes atteintes de maladie mentala, 31 faut &Sgalement tenir compte des besoins des
membres de la familla at d'aptres parsonmes qui apportent leur soutilen et donnent des soins.,

Engeignement

Les programmes d'enseignement et de formation somt essentiels pour les catégories tras
diverzes da pagsonnas, formées ou oon, qui Fournissent les sepvicas aux gens Bgés atteints de
maladie mentale. En leur donnant un cadre pour comprendre et apprendre, ils renforcent l'enga-—
gement persounel, la confiance en sol et la capacité de ces personnes. Le retour d'informatiom
qu'ils permettant favorise 1'amélioration des services en facilite leur surveillance et leur dva~
luation. Des connaissances spéciales gont nécessaires pour faire face aux problimes de santé
mentale des persounes dgées = certains pays ont mis au point des services spécialisés pour ce
genre da maladies mentalas dans le contexte des sarvices de santd mentale st de médacine générale
d&ja existanca.

Le plus souvent les soins de lomgue durée sux persounes dgées sont fournis par des proches ou
par un personnel sans formation. Leur eontribution ef celle des travailleurs bénévoles sont plus
efficaces si un personnel profmsaionmel peut assurer des services d'enseignement et de formation en
méme temps qu'une intervention zctive lorsque c'ast nécessaire. Lorsque la parsounel formé est en
nombre insuffisant pour pouvoir donmer lui-méme das soins A tous ceux qui en out besoin, ou devrait
tiger parti de ses compétences en lui falsant jouer um réle de conseil et de formation aux autres.

La diffusion des connaissances par 1'enseignement ue devrait pas s'adresser seulement aux gens
qui dounent les soing et aux travailleurs professionnels. L'enseignement doit aussi viser, de
fagon plus large, A4 semaibiliser et motiver la grand public et les milieux politiques. GC'est ainmsi
que l'on aménera la société er ses dirigeants 3 raconnaltre les problimes et les possibilités, et &
prendre conscience de leur responsabilité i 1'édgard des membres les plus Zgés de la collectivitd.

Prévention

La prévention primaire des maladies mentales chez las personmes Agdes est peu développde
actuellement, une recherche dans ce domaine s'impose done d'urgencs.

La prévention secondaire - le traitement de troubles psychiatriquea non détectés par le
passé — est possible. D'importantes études ont montré une forte prévalence des troubles psychia-
triques chez les personnes 3gdes. Le dépistage ef 1'&valuation régulidres des groupes vulnérables
par les services de soins primaires devraient permettre de découvrir tdt er de goigner vite les cas
% traiter. Les groupes wulnérables comprennent les persounes HGgdes de plus de 75 ang at vivant
seules, celles ayant récemment perdun leur compagnom et celles qui onc besoin da services 2 domicile.

La prévention tertiaire est tout 3 fait faisable, i condition qu'il y 2it une meilleurs
gestion et un meilleur traitement des troublas payechiatyiques counus. Pour cela, une &valustion

médiczle précoce, ainsi qu'une approche plyridisciplinaire et une continuité des soins sont
azasnrielles,

Recomnandations

1. Les besoins des parsounes 3gées dans le domaine da 1la santé mentale doivent &tre pris em
compte dans le développement de la stratégie régionale de Sancé 2000.

2. Las systimes d'informarion de santé devraient inelure, 3 chaque niveau de la fourniture des
soing de santé, une collecte des données relatives aux soins de santé mentale aux personnes igées.

3. Le groupe a approuvd les recommandations du groupe da travail OMS des soins de santé ﬁentale
de premisr contact quwi 9'est réuni en avril 19832 A Tampere et qui a souligné 1l'importance de la
formation 4 la pratique des soina de santé mentale au niveau des soing primaires.

2 Document MNH 059(1)(5).
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4. Il eat recommandé une étude coopérative des pratiques d'intervention dans différents pays at
différents cadres dans lesquels se situent les soins de santé, afin d'identifier des stratégiea
efficaces pour la prévention des troubles menfaux chez las parsonnea Agées.

5. L'OMS devrait &tudier la possibilicé de rédiger des prinecipes directaurs pour la rédaction de
manvels 4 1'intentiom de diverses catégories de personnels de soins de santé chargés des soins de
sanCé aux personnes Azday,
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Einleitung

Diese Arbeibsgruppa war eine Varanstaltung im Rahmen des pittelfristigen WGO-Prograwms Lir
geistig—paychische Gesundheit und diente dem Zwack, die paychischen Gesundheitsbediirfnisse der
dlteren Menschen in der Eurcpidischen Region zu erdrtern, Die Arbeitsgruppe setzta zich azus 20 Be-
ratern auf Zeit aus 10 Lindern zusammen, daruater 7 Beratern aus dem Gastgeberland umd 4 Vertretern
nichtstastlicher Organisationen. Fermer waren das WGO-Kollaboratiounszeutrum fiir Forschung und Aus-
bildung auf dem Gebiet der geistig-paychischen Gesundheit am Zentralinstitutb fir seelische Gesund-
heit in Mannheim, Bundesrepublik Deutschland, sowie das WGOwKollaborationszentrum fiir psychosoziale
Faktoren und Gesundheit in Belgiem vertreten. Anwesend waren Vertreter dar Fachgebiete Ceriatrie,
Gerontologie, Gesundheltsverwaltung, Pflegewaesen, Paychiatrie und Freiwilligensrbeit.

Zweck der Tagung war, Empfehlungen fiir die Entwicklungz umfassender, gemeindeorientierter psy—
¢chiatrischer Dienste fiir Betagte zu geben und Leitlinien fiir die Verhiitung ¢id Verminderung gei-
stig+psychischer Behinderungen bei #lteren Manschen auszuarbeiten. Ein Arbeitsdokument gab einen
ffberblick Uber die Organisation solcher Diengte, und die Teilnehwer schilderten in kurzen Umrissen
die Organisation dieser Dienste in ihren Lindern, Alle Teilpnehmer anerkannten, dass die Problema=
tik geistig-psychischer StUrungen bei sehr alten Menschen immer grissere Bedeutung erlangt und dass.
die Privalenz geistig-psychiacher St8rungen bei hochbetagten Menschan zunimmt,

Verbesserung der Dienste fiir Hltere Menachen

Es gibt heute zahlreiche eindeutige epidemiologische Unterlagen dafiir, dass die Zahl dar
Betagten mit geistig-pdychischen Gesundheitsproblemen, insbescudere Demenz, im Steigen begriffen
ist.

Die Probleme der Dienste fiir paychisch kranke Batagte miissen stets im Zusammenhang mit den
geriatrischen Dicusten im allgemeinen batrachtet werden und miissen eng in diese intagriert seim.
Dabel spielen die Primdrversgorgungs— und Psychiatriedienste eine Besonders Rolle, Sowohl dazs Aus-
mass des Problema zlas auch das Problemverstindnis sind offenmsichtlich von Land zu Land verachieden,
washaldb es kein allgemeingiltiges Schema fiir die verschiedensn Organisationen und Ressoutcen der
verschiedenen Linder geban kamm.

Es ist dringend ndtig, dass jedes Land eine zusammeuhingende nationals Strategie flir die Ver-
besserung der psychiatrischen Diensre fiir die Betagten ausarbeitet, Dabei wiissen die folgenden
Hauptpunkte berlicksichtigt werden: '

- eine Definivion der gegenwdrtigen und Yiinftigen Bediirfnisse auf dev Grumdlage demographischer
und epidemiologischer Daten

= eine Analyse der wahrscheinlichen Bediirfnisse der Betagten und der Fihigkeit der bestehenden
Disnate, der Nachfrige gerecht zu werden

= ein Vorschlag, wie 2in uwmfassendes Dienstleistungsspektrum gemeinsam geplant und durchgefiihrt
werden kamn. Umfassende Dienste wmiissen verschiedene Aufgaben auf dem Gebiet der Frivention,
der Frilherkemnung, der Bewertung, der Behandlung und Betreuung wahrnehmen. Dazu geh&ren auch
zahlreiche Elemente des Gesundheits— und Sozizldienstes, des Wohnungswesens, freiwillige und
andere Disnatleistungen

- Ewpfehlungen fiir die Entwicklung von Ausbildungs— und Forschungsstrategiem zur Férderung
erwiinschter Praktiken und zur Suche nach Innovationen auf dem Gebiet der Dienstleistung.
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Informationsdienste

Um eine wirtschaftliche Verwendung der knappen Mittel zu gewiihrlaisten, ist eine Vielfalt von
Informationen e¢zforderlich, die unter den vier folgenden Titels gessmmelr werden kanm:

Wissenschaftliche Forschung: Studien Uber die Privalenz geistig-psychischer Krankheiten sind
bereits in eimer Reihe ven Lindern erfolgraich durchgefilhrt worden, und ihre Ergebnisse haben
breire Anerkennung gefundem. Was die Demenz betrifft, verfiigt man jedoch nur iiber wenige Informa-
tionen betraffend die Inzidenz bzw, den Verlauf der erkannten FElle und insbesondars iiber dia
grosse Zahl der Fille mit ¢inem "milden" Verlanf, Um diese Informationen zu ermitteln, sind Lomgi-
tudinalstudien nftig, die die Verwendung standardisierter Sersening-Methoden und aine zuverlissige
Aufgeichnung der Daten iiber den Geisteszustand und anderer Datem erfordern.

Gegundhaitsdienste: Die Kenntnis des Krankheitsverlaufs bai Hlteren Menschen und der Pacien-
tenbawaguugen zwischen verschiedemen Betreuungseinrichtungen ist noch ganz ungeniigend. Auch iber
die Arbeitskrdfte und andere Ressourcen sind bessere Daten erforderlich, desgleichen wirtschaft-
liche Daten fiir Kosten=Nutzen—Analysen experimenteller Diansta, Besonderes Gewicht muss auf ver—
schiedene Methoden bei diesen und snderem Studien iiber die Qualititskonmtrolle der Dienatlajstungen
gelegt werden, 3o z.B. auf die Zufriedesheit der Bemutzer dieser Disnste und ihrer Angehirigen.
Auch die herkGmmlichan statistischen Daten iber die Bettenbelegung und die Zahl und Aufenthalts-
dauer der Patienten asnliten weiterhin erhoben werden,

Fommunikation: Eine klare Definition der tachnischen Begriffe wird auch in Zukunft notwandig
sein. Fir internationsle verglaichende Studien sind drei Gebiete zu baachten; MSglicherweise sin
Gloasar Gber allgemeine Begriffe des Gesundheitswasens, ajun Glossar Uber das Altern als solchas
sowie die weitere Ergiuzung und Verfeinerung der Iaternational classification of impairmeunts,
disabilities and handicaps. &

Ausbildung: Die Ausbildung des professionmellen wie auch des nichtprofessionallen Gesundheits-
personals erfordert sice Bewertung ihrer Bediirfnisse und die Ausarbeitung zweckdienlicher Ausbil~
dungsprogramme. In einigen Lindern werden die Arzte, Pflegefachkrifte und das tibrige Perscnal, das
die Betagten unter anderen Husseren Bedingungen betreut, nur ungeniigend iiber Fragen des Alterus
ausgebildac., Diese Lage muse varbassart warden. Zu ilberlagen ist anch, was £ir Informaticnen
freiwilligen Helfern in ihrer Aushildung vermittelt werden miissen.

Orgepisation Yrtlicher Dienste

Die Avbeitsgruppe war prinzipiell dariiber einig, dass die &lteren Manachen grundsitzlich stats
zu Hause laben sollen, wo immer dies miglich ist, und wit den primiren Batreuungadiensten und Spe—
zialdiensten versorgt werden sollenm, derem sie bedlirfen, Falls sie nicht mehr zu Hause leben kin—
nen, gollte am Wohnort eioe statiomire Betreuung fiir kilrzere oder lingere Dauar rur Verfiigung ste-
hen. Um diese Ziele zu verwirklichem, muss ein gue geplantes, umfagsendes Netz von Dienstleiastun-
geu entwickelt werden, das in der Lage ist, wo immer miglich eimer Pflegebediirftigkeit vorzubaugen,
Risikopersonen frilhzeitig zu erkennen und die Betagten weun ndtig kompetent zu beurteilen, zu
behandaln und zu betreuen.

Es wurde aine Reihe vou Schliisselfaktoren ermittelt, die die Aufstellung eines aolchen Hreli-
chen Akvionsplans erleichtern, wie atwa die Definition der zu versorgenden Beviilkerung, die Ab-
schitzung der vorhandenen und fehlenden Ressourcen und die Bildung einer gemeinsamen Srtlichen Pla-
nungsgruppe, in die leitendes Personal aus den Gebieten der Paychiatrie, der Geriatrie, der Hrazt-
lichen Primirversorgung, des Pflegewesens, der Heilbarufe, der Sozialdienste, der Verwaltung und
deg Freiwilligensektors sinbezogen werden muas.

Der Batrieb eimes durchachaubaren und koordinierten Dienates arfordert sine kompetente Pla—
nung, ein gutes Arbeiesklima upd die Aufrachterhaltung eines hohen Arbeitsathos, An den Betreu-
ungsatandard milssen hohe Anforderungen gescellt werden, wobei zu berilcksichtigen ist, was fiir Bera-
tungsmiiglichkeiten fiir eine gute Betreuungspraxis an Ort und Stelle zuz Verfiigung stehen. Die Ein-
haltung diesess holen Betreuungsstandards wuss energisch angeatrebt und aufrechrerhalten werden.

Primﬁrversorgung

Pie grossze Mehrzahl der Betagten lebt zu Hausa, oft in einem Einpersonen-Haushalt; paychische
Stdrungen spielen eine wichetige Rolle fiir ihre Morbiditdt. Alle ndtigen gesatzlich festgelegten
und freiwilligen Dienstleisfungen sollten auf der Ebene der Primirversorgung zur Verfiigung stehen,
um den Betagfen zu Hause die ndtige Unterstiitzung zu geben. Dafiir ist es erforderlich, zwischen
dem Gesundheitaparsenal der Primirversorgung und den Angehdrigen der spezialisierten Dienste eine
umsichtig organisierte und geleirate gemeinssme Arbeitabeziehung zu schaffen, die darauf abzielt,
ihre gegenseitige Verflechtung zu verstirken und zu vergrbssermn.
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Die meisten primdren Betreuungsdienste beruhen auf dem ¥onzept eines multiprofessionellen
Arbeitsteams auf Gemeindesbene. Hier ist der praktische Allgemeinarzt in vielen Fillen die wich-
tigste fachliche Kontaktperson, oft sogar die erste Kontaktscelle, und hat im zllgemeinen die mei-
sten Probleme zuy bewHltigen. Auf Brtlicher Bbene sollte jedoch eine Scrategie betrieben werdan,
die es armbglicht, dass auch Fachdrzte oder Spezislisten anderar Berufsrichtungen die Batagten wenn
nitig zu Hause besuechen. Selbsthilfegruppen und andere styukturierte Arten der Beratung und Untarz-
stiitzung sind eine wichtige Ergdnzung des Spektrums der h¥uslichen Betreuung und Versergung, die im
Abschnict "QOrganisation Brelicher Dienste" umrissen wurde. Bei dieser Betonung der hduslichen
Betreuung geistiz oder psychisch kranker Betagter wiissen auch die Bediirfnisse der betreuenden Fami-
licnangeh¥rigen und anderer Pflegepersounen berlicksichtigt werden.

Ausbildung

Auz= ynd Fortbildungsprogramme sind eine unerlfssliche Voraussetzung fir das breite Spektrum
der Fach- und Hilfskrifte, die geistig oder psychisch kranke Betagte betrauen oder in solchen
Betreuungsdiensten arbeiten. Sie bildes einen Rahmen fiir das Leruen und Verstehen und ctragen damit
zu einem atdrkeren persinlichen Engagement, gesteigertem 3elbstvertrauen und verbesserten Fihigkei-
ten bei, Der dadurch bewirkte Informationsriickfluss kann zu einer Verbesserung der Dienstleistun=-
gen fihren und ihre Wberwachung und Bewertung erleichterm. Um den psychischen Problemen der Betag-
ten gerecht zu werden, sind bescndere Kenntnisse ndtig, weshalb einige Linder Souderdiensce fiir
psychische Krankheiten im hohen Alter im Rahmen der bestehenden psychiatrischen und allgemeinmedi-
zinischen Dienste eingerichtet haben.

Die langfristige Betreuung der Betagten wird grdsstentails von Angehbrigen oder unqualifizier—
tem Personal erbracht. Die Arbeit disser Betreuer und freiwilliger Helfer kann wirksamer gestaltet
werden, wemn aich qualifizferte Fachkrifte ihrer Ausbildung und Schulyng snnehmen und wenn ndtig
auch akriv eingreifen. Wenn das ausgebildete Personal fiip die direk:e Batreuung aller Pflegebe—
diirftigen nicht ausreicht, sollte die Erfahrung und Sachkenntnis dieser Fachkridfre genutzt werden,
um andere Helfer zu beraten und auszubildan.

Die Vermittlung von Wissen durch Ausbildung darf sich nicht auf die Betreuungspersonen und die
auagebildeten Fachkrifte beschrinken; vielmehr muss angestrebt werden, auch das Sffentliche und
politische Bewusstsein und die dffentliche Anteilnahme zu weeken und #uy verbessern. Dadurch werden
sich die Gesellschaft und ihre wmassgebenden Kreise der Probleme und Mdglichkeiten bewusst und kon-
nen ihrer Verantwertung gegenilber ihren betagten Mitgliedern besser geracht werden,

Verhiitung

Die Primirprivention ven geistig-psychischen Erkrankungen der Beragten ist z.Z. sahr begrenzet,
wvoraus folgt, dass auf diesem Gebiet dringend eine verstirkte Forschung ndtig isc.

Sekundire Priventionsmassnahmen, d.h. dia Behandlung bis dahin aicht erkannter psychischer
Stdruyngen, sind mdglich. Gr¥sseve Erhebungen haben gezeigt, dass psychische St¥rungen bei Hlteren
Menschen sehr h¥ufig sind. Durch Reihenvatersuchungen und routinemissige Erfassung gefihrdeter
Gruppen durch die Primirversorgungsdienste sollten solche Fille frilhzeitig erkannt und unverziiglich
behandelt warden. Zu den gefdhrdeten Gruppen gehiren Uber 75j%hrige alleinlebende Fersonen,
Betagte, die vor kurzem Angehrige verloren habeu, und sclche, die zu Hause berreyt werden misser,

Auch die Tertifirprivention ist durchaus praktikabel; sie hingt weitgehend von der besseren
Erfassung und Behandlung der bekanmten psychischen 3tHrungen ab. Ausschlaggebend sind in diegem

Zusammenhang eine irihzeitige wedizinische Bewertung, eine multidisziplindirae Behzndlungsmerhode und
die KontinuitHt der Betreuung.

Empfehlungen

1. Der Bedarf der Betagten mach psychiatrischer Betreuung muss in die Entwicklung der Regional-
strategie "Gesundheir fir alle bis zum Jahr 2000" eingegliedert werden.

2. Pie Gesundheitsinformationssysteme auf jeder Ebene der Gesundneitsversorgung missen sich auf
die Ssmmlung von Daten erstrecken, die auf die psychiatrische Versorgung der Beragten Bezug haben.

3. Die Arbeitsgruppe billigte die Empfehlungen der WGO-Arbeitsgruppe iiber dia pasychiatrizehe
Erstkontakrbetreuung, die im April 1983 in Tamwpere abgehalfen wurde®, und unterscrich dia Badep-
tung der praktischen psychiatrischen Ausbildung auf der Ebene der Brim¥rversorgung.

? Dokument MNH 059(1)(3) .
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4. Es wird empfohlen, durch Kollaborationszentren eine Studie iiber die Interventiomspraxis in
verschiedenen Lindern und unter verschiedenen Rahmenbedingungen der Gesundheirsversorgung durch-

fihren zu lassen mit dem Ziel, wirksame Strategienm fir die Privention psychischer St¥rungen bei
dlteren Menschen zu ermitteln.

3. Die WGD sollre pfiifen, ob Leitlinien fiir Ausbildungshaundbiicher fiir die verschiadenen Karago-

rien von Gesundheitspersonal aufgestellt werden kinnen, die sich mit der Gesundheitsversorgung der
dlueren Menschen befassen,

& Dekument MNH 059(1){(S)
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Paficuas rpyima no oxpaHe ICP/MNH 063(1) (5
MOHXHYECKOrD aIOPOBLA TPECTapehiX O758A

19 pexatpA 1983 roma
Kopk, 3=7 oxTADpR 1983 rona OPHIMHAT: AHDTHACKHA

KPATHHW OTYET

BRegeHMe

lamma Padovan Cpyina CHMA COSEAHA B pAMKAX CPpeqHeCPOVHOH MPorpaMmes BO3 o oxpaHe noiaeIeckoro
aOopDOERR IH PRCCMOTREMHA NMoTReCHooTeH B ITOR ofyRAcTH P COCTyEMEBAHKH MDecTIperiX B oTPaMaX
EDpoefiCKore perucHa, B ee cocTan AXomyH 20 Epesesian coBeTHHxeR M3 10 orpal, =omvas
7 mpPencTARKTENSR OTpAHN — YCTDOHTENLHWIN COBEmAHHA, A TaKEe 4 MPeICTABHTENR HenpaBHTeMECTReHHEX
cpraspzaimit. Kposme Toro, B pafioTe CORSURHMT MPHEMMATH YHACTHE CHeLHAMHCTH COoTPYIHHSakmero UeHTDA
BOR 10 HAYWIEM HOCIENOBAHHWAM H [MOOrOTCEKE HANPGE B OJRACTH OXPAHH TIOHRGMEcKOrs 3ICROBRA UH
[eHTpamEHOK MHCTHTYTE CXPaHH (KNMXHMeCKOrD SOODCEBH B NaHrefMe, demepaTvEHan PecryGmiwa DeDMRA, H
CoTpyIHHRIMero HeHTpa B3 0o {eyveHHm MOHNOCOIMAMEINX (aKTopos W 3npaBooXpaHeHo 3 Bemeru. B
Patoyel TPYIme fHH MPeIcTRENSHEN CIeUHAMCTH B CIeOvERpmx OSNACTAN: DePHATRHA, [epOETOMOMMA,
OYKOBOOCTES IODABOOXPAHEHMEM, CEeCTPHHOKOR e, MOMHATPHA. B He® BOM TaxKZe NMpelcTaBHTeH
ISpOBOBHAD OPTrAHMEaIHA.

Paficqasd TRYITR CTARWMA CHoell tanhd PAspadoTKy DEKOMEHIAUMH OTHOCHTESHHO PASBMTHA KOMILISKCHBX
KOMMYHATLHENK CAYVAS OXPapE ICHOMeckoro SI0POEEA NPRECTARE/NX H NOMToTOBKY PYKCBOLFAMHX YRAZSaHMA 0o
MOOMURKTHIS ¥ CORDANSHMD YHOMA NOHYecKHEX Fapynetisl cpem NpecTapersx. B pacoves JoKyMeHTe
copex@sMa (RN JAH O020D CDrAHHMSAIMM TAKOTC DO Ciyxt, a VRCTHMKH COPEMAHHA B CBOMX BRCTYILTEHHAX
MU KPaTKYR x@pakTepHcTHKY ofued ocplamimalMy PaROOTH B DTOM FRIDARNSHMH ‘B HX oTpaHaX. Pafouan
IDYITE UPHIHANE [ACTYMESe JHAYEHWe OPOONeM, CBAIAHINX C BOSHWKHOBEHHEM NCHXHYeCKHX HADYMeHMd CpemM
OPSCTAPEREX, W COTMETHIA YEEIHWeHHE WHOR COiywdel Takoro pola HADYHeHWH Yy HAEHOORES OEMIRK
MPeSCTABYTENSd HTof BOapAcCTHON IDYIME.

FaspuTHe CIy=sD

K HCTOAmENY BRoNMeHH coOpaH 3HANMTe LMK DIHOSMHCROrHYecKHi MaTephal, KOTORMH oo BOoH
OYERHIHOCTRD CBHOSTANMLOTEYET O TOM, Y9T0 B CTRAHRXK PervoH2 oTHMeWmeToI ROCT HHCMm NMPecTRperHX,
CTPAIRNMID, NOCOReckHMY SadoNeBaHHANE, B SACTHOOTH IeMeHLMeH.

NpofneMd OXPAMN NCHXMYECKOND IMOPOERA MPSCTAReSHX BCermn cnefyeT paccMaTPHBATE B KOHTEKCTEe
offgefi DEATEMEHOCTH MO CGXFAHe IOCPOBRLA MIecTIparkd, MOCROIBLKY PadtoTa 10 peMedHR DTHY Npoted
ABMRESTCOA COCTABHGE €& HacThb. OCoGaN POk 3Iech [PHHAICEHT CNYEGaM [NePEHYHON MeMKo-CAHHTADHOH w
MOoOSTHYScKol MoMoMH, OYeBMIHG, MACMTACKH IRHHOH TDOONeMH PRIMHYHKH B PRSHMX orpakax PerHoma o
BRAD MM CYReCTEYST TDENENEHHAA MOOeNh, KOTORAA MOrTR CH CMTE PpiMeHHMd B YOIOBMAX PAVIIDL{ CHOTENM
opTaHiSaAlHH PAlOTH H HeQIHHAKUEMX BOSMOXHOCTEH TeX MMM HHMX CTRaH.

HacToRTeNEHO HeODXOMMMO B KALION HS MOCYIRPCTE PerdHceE: pazpaloTarh &MMHVI0 HAMCHAULHYD
CTpaTer¥l DRIBWTHA UIyxS oXpaHd NOOGMecKore DOROERA TRecTapetux. [k oroM HepbooTelerHos
BHHMAHHE IOUIEHO CWTh YISNSH) HEXeCT e nyimeMy.

- OrpepenesHDn Ha OCHOBS JeMOTTadiieckol ¥ Srmiesyonoriteckoll MIPopMaliM NoTReCHoCoTed B
COCIYEHBAHMH MDECTAReNY B HACTCAMEN H OyayueM.

- AIRUHZY BepOATHRX MOTpeCHooTel MPecTRpenNX ¥ BOSMOKHOOTSH X YIOBMETECRSHHA B DARMKAX
JeHCTEBYIRID, CITyED.

- PapatoTKe MPeloEeHHA CIHOEITENbEO BOAMOKHOCTSH COBMBCTHOMG IUEHHPOBRHNA IeATeTLHOCTH
KOMUTEKCIBMX YR OXpaH 3J0pORLA TPeCTARS/MX ¥ VTIPAEMemst MMM, JefTeNRHCOTE KOMILMeXCHHX
CYED DOEHA ofeclleuHBaTE: MPOIRKTHIKY SAOONeBAaHMA, HX PAHHES AUTRISHHE H Jevssie, OHeHKY
MPOBOIMMGEH patoTh H HCTITLSOBAHMEe RATHOOOSPASHMX MeTONoB OOCNYEMBANHA. OHA DONIENZ BHAFYSTS 3
Cefif MHOTHE SIEMENTH PatoTH 5 MeDMKO—CANWTADHOR H colmamesol ofmacrax, odepe obSecnedetMA
IMIRaEM, 2 TaKXe B PAMKAX IeRTelLHOCTH OOOPOBONEHEX B ADyTHX OITyXS.
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~ PeKOMSMIAIGIAN [0 PRIpaloTie CTDATErdH B otvmacTH ODPASOBAHHA H HAYUHO~HECTe Do PATenbsCiKOR
HeATentbHOCTH A copeficTpil BHenpetdmn NS MTHRHCHA MRAKTHKH ¥ HOBOBBeOeHHR B OeATEeNEHOITH STy

HudopMainiomme Ty XCa

Ina sdbexTHREHOrD HCTIOMEIOBANHA OCDAHMYEMHIX PEecypCoB CNeoyer oleCneyHTE HAMYHE CRMOH pasdHo—
ofipaRHOR HEDODNALINL. Takoro pola MHGOPMAL HEeOUXOIHMA [0 HeTHPeM OCHOBHHM HATRARISHMAM DAOOTH.

Hayarme woclefcBaHHA, B OAIe CTPAH yOometHO MPORORATEA WOCReIOBARHA UACTOTH BOAHUKHOBEHMA
IOIDOTNErKHE Sa00NeBaluR CpenH MPeCcTADSRX, U PeSYNBLTATH HTHX HOCNeJOBAHMA Xopcwo H3BecTHL. Y1o xe
KECRETCS JeMOHIIAM, TO K HACTOMmeMY BPEMeHH HAKCIAeH /imE HESHAUMTeNEHNA oObeM HHEOPMAILM O YAcCToTe
BOAMMKHOBEHMA STOr0 JAfoNepaHHd M OCOOSHHO O TeX MHOMOWHCNeHHEY GIYHAAK, KOTOpHe XaprrrepimyeT
CYEOOBHPARSHHER XOpAKTEp TeweHHA OoiesHM. HeolxOMMMO MPOBeIetHe UiTelThHRX HOCTeNOBAMMA A
DONYVHEHHA TAKOTO PODA HHPODMALEH. B ot uensx Syle? HeoOXODMMO HCTIONE3ORAMHHe VHIHGWI POBRHHGH
AMMAPATYDH A NPOBENEHHN CKOHHMHTA, 4 TAKES HALSXHEX METOIOB COOOpa JAHHID O COCTOMIHM NCHXIECKOra
INOPORLA MALMAKTOB X IPYIoH MHGODMARHHN.

M ey mico—C il . MHOTOE eme MDeICTOWT VEHATL OO MCXOOe [EInGMecKix 3a00neBaril cpedd
Mpectapedl ¥ OOPANAEMOCTY NAEHTOR B PASIIMYHEE MeIMKO-CAHHTERHKS YIRexDeHHA. HeolxomiMg ToKXe
NOMOMHTENEHNe JAHMKE O KAODORWMX H IDYTHX PEeCypceax, A TAKAe HHCOMAIME O PesyixTaTax WooUe DoBAHMA
ICOHOMHECKOH SOPEKTHEHOTTH SKCTTePHMEHTRNBHAEX onyE®., Ocofof BINNAHWE CNafyeT YIemr'h Pas3JIrqHEN
NETOOONOTHAM, mwemmmmmmmmmmmmmm-ﬂnoﬁmmxmmm
CIYMS, SHJMAA PACCHCTDEHME BONPOCOB YOOBASTRORSHHOCTH noTReluTenefl rpenOCTARNSHHEN THX oryxs.
ClefyeT TaKzZe MPODIANTL COOP TPROHUMCHHOA CTATHCTHISCKOH MEQODMATMIE O TIOTOKAX OCNEHLEX ¥ OO
HCTIOVTSAOBAHIH SONMEHHTHNX MEeCT.

KONTAKTH. HeofXommMo MDOSOEHTS YOWDAT [0 DaspalorTie TOTHHX IPeNenc i TeXHiHecioX TePMUHOB.
rtmrrpone,nemm HEEOYHAPOMIMNA CPAPHMTILINX HOCNENCBANIS] CRedyeT YIeSHTE EHHMAHHE TDeM BOMPOCAM S
PO MOXHOCTAM MOIFOTORKH TMOCCRpHMA [0 obilefl MeIHKC—CAHHTAPHOA TePMHHONCTIH,  BROVOKY TOCCapHa o

NpOGMeMAN CTEDEHMA! A TAKIe MPODRENMD PAtOTH WAL MeXmyimpomsoil kmccvicuyesl Hapyweiitl,,
drEEecKX ¥ JDYIHX JedekToR.

Ooyuvenpe, [omroroBka ‘KAK MPOPECCHOHRENCTD, 13K # HOMPOPeCTHOHAMMHOTD MRPCOHATRA oTpedyeT
mmmmmmmnwmmmﬂummmmymwﬂmxmm. B oTnensmex
oTpaHax Bpavafthil ¢ CscTpHHCKIE TepCOran, a TAaKXe JI, patoTAImHe ¢ NPeCTAR&NEMA BHE MEIKO—
CAMHTADHKY YNpexOesstl, TPOXOIAT HEeOOCTATONHM MHCTDYKTaX 1O Mpotnema CTapeHMA. Taxoe noioxedie
nen Tpedyer HCTpaBTeHH. Heofxomee TAKEZS NOOBOPrHYT: HIYHEHHR T AHUIM HHOODMALTM, KOTOPHE
HeolXOMIMM I MOOrCToBKH DoCPOBONEHOTD [epsUHana.

OpraHuEaliT JIeATANEHOCTH MeCTHHX M

Vyscmomy COPENAHHMA MU K COITRCHD OTHOCHTeNLHO TOMY, YTC B MMHUMNE MRecThpeihiM Cnelyet,
ST ITO BOSMOEHO, XHTH IOMA UM YONOBHH HX GOeCTeNeHiA COOTBETCTEYIMMM MePRHIHM METHKO=CAHWTADHEMK
W CIRIMAMEHPOBSHENM COCTYEHBAHHEM, B KOTODROM CHM HYEIARTCH. Eom npoappamie moma He ARMETCH
DOSMOXHHM, HEODXODMMO COSCTIAWHTh BOOMORHOCTH MX MPeCuBAHUA B TeYeHHe KOPOTHOID WIH PO OO TENLHOTD
EPHOIA EBpeMeHd B DOMAX INA NPECTApesX 10 MecTY FMTefECIDH. O poctrisaiir oTHX tefel HecfKoIHm
COSIAHME WETKO CYUMAHMPOBRIHFCH KOMUIEKCHOH CeTH CUTYRS ¢ UeEhD EMAREHMA, KOMDA 370 BOSMORHO, H
pAHHErO OOpemsnesya MM, NONBEpPESHHEX (AKTODAM DMOKA, A TAKES TROBEIEHHA KBAMUGIOHDOBAHHON OLIeHKH
NedeHUA M oSCHYRHBAHKA, B KOTOPOM HYARAKNTCA IRecTaperke.

mmmmemmmmmwmpmmme, B YACTHOCTH
POTIPOCH, CEABAMHNG O OIpemeneHHes CPYTHT OLCHyRMBASMOrC HACeSeHiin, oUeHEOH HMMeIRnCIIT PeCYPCoR o
Mootnex, 3 TAKEe COBRAHMEM MeCTHCA PV KOMIERCHOrO IRHWPOBANA C BRANMEHMEeM B Hee CNeLHaMoeToD
B OGRACTH NCWMHATDHM, epHATEHIeccl MeDWLIHH, MepBudHGt Me HKC-CAHMTAPHON MOMOH, CeCTPHHCKOIO
Ooena, PASJOMOLD FedeCHEX IHCLETLTEH, OOUMANEIGD, CUTYES, A TAKES MpercTaswltancl ADMHHHMCTRALIM 4
JOODOBONEHEY OPTAHHI AL,

XOpomo CKOCDIMHIPOBAHHAR DeATENLEHOCTE KOMIWEXSHLX cyxh TPefSyeT KBASMRPHILIHDOBAHHOMD
[UAHHDOBAHWS, TOCHEX PaccuuX KCHTAKTOR H yTpepEneHwa COOTBEeTOTEYMOL MODA/EHEX KAYECTB. HeoDXOmMMO
DoOHBATECH BWCOKOTO YPOBHA OOCTYZHBaHMA, MPH STOM CNEdyeT VNHTHBOTE paspaldoTaHHES HE MECTIX,
DEKOMEHIRLIG TR COBEFMEHCTEORAHMD TPAKTHIecked pafori. [ocTHEeHHe BUCOKOrT YROBHA COCITY XIBRHAA
OOTMEHO CTATE CCMOBHOR W MOCTOMMHOA 3afavetl.

TNepEuaHes oSO IHEAHMS

SHAMHTEMHOR SAMLEMHCTBG MReCTAPSNMX AHBYYT fOM2, HepPeINe 5 OIHHOYeCThé, NOITOMY WA HUX
rApAKTepHd NONMeckile Hapywerdd., B STod cAfasy HeoOXOIMMG MoedocCTARTh B DACTIOPAXEHHE TOFRINX
MMOeR CoTIBeTCTRVIHE NPOPECCHOHANBHEE o JOCOOBOIEHNE CIVICH B MEPAMHOM MeIMKO<CAHITTADHOM YPOBRHE,
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ofeclevyBaEmHe HEeoOXOMHMOS ofCITyXHBAHME M0 MECTY FHTEMECTER. ITO MpafinalasT ThalenhHyHn
OPTRHHIALME, PAZBEHMTHE DSAMMOOSHCTBHA H TeCHMX paGOWHX CRAReH mexgy MEPCOHANOM MEPBHTHRE Mo DHie—
CAHUTAPHNX W CTIOLHATE HOOBANMNY CITYES.

JeATeLHOCTE CONEMMECTEA OTYES MepBHYHOR NOMOMH CCHOBMBASTCA HE KOULIGHTEH MHODOTIROMe COHOME TS HOH
SpuraHof padomd Mo MeCTY EMTEERCTER. B TONHX onyWas spad ofmero mpodHnE Dopolil ARRAeTCd Hautonee
CIBITHAM [TROHeCCHOHATREHNM PaloTHHKOM, X KOTODOMY HEPRIKC CODAHSMTCA B NepEyD ouepedh M KOTOROMY
TEMXOMMTN penaTe: COMENYD 4acTh BOSHMKANNHX MRoG/eM. PadoTs Ha MecTax OOMIEEA MPeIOMK-raTs, B omydas
HecOXOMMMOCTH, NMOCRNeHHe MALMOHTI HA [OMY CTOLMAICTOM 3 ToR Mm HHOH MeMIMHCOKOH ofVRoTH WD
NEPCOHAIION IDYyTHY Oye0. BammiM BCNOMOTATOIGIMM JISMEHTOM OOCUTYEWBAMAT [0 MECTY MHTE/ECTER ABgfeTos
LRATEMBHOCTR TRYTIT COMONOMOM W APYTHX CPrRmE@alid, MRenccTaRRmRnms KOHCYNMETSTHEHYVEN M UHYY [OMONE
IPSCTAPEIHM, 9IU YEE® OTMEYRNGCD Blie, 3 pazlense of "OpraNWRallid MecTHX anyxS". Yoensa souMamie
BOTPOCEM COCNYEHBARHMA NMOWUNX THIeH, CTPRInEMHY MTCICOIYEcHM PRCCTRORCTSAMH, [0 MECTY IHTEMLOTEA,
HEOOXOQHWO TaKEe YUHTHEATE HOTPeCHOOTH YiEHOB MK ceMel H IRYTHX 8Ol OKASLBAONHX [IOMCHDL MRecTaperkiM.

QCveHe

Bomutty® PONE ONA PROMWHEY KSTOrop MEOPECCHOHARENX W HelDOdeCrHORR LD PaCOTHHROR,
COeCTICYHBAENHX OOSC/YXUEAHNE MPECTAPandX, CTPAMAIMIM CHXHIeCKHME DAaCCTPONCTEAMM, HIDRNT THOCDEMME
COYwerHr ¥ ODOM'OTOEKH. [IOBMNAA CBOM SHAHHMA W KOMOSTEHIMN, OHH PACHHDACT CHOW BOSMOEHOCTH, Sepyh
NoENMEHHNe OOASATENECTEA, COBSTUEHCTDVIN CBOH HABLIKH. HHPODMALIMCHEAA OTIRYE OT HX Datora
CONSRCTEYST YIVNEeHHD JeATEerEHOOTH (lyxf, a Tase MOHHTOPHHDY W QUEeHKEe IMpOBOIMMON padoTd. PomesHe
npofuieM, CTOMDIX Nepel MOXUNH HAICSTEHHEM, CTPANANHM [CIDOIIerKHMA PRCCTROACTEaMY, TpafiyeT
TeLHannHEX, IHAHMHA. B HeKOTOPWX CTDANRX oooDanu MHATHIHPOBAHEN S CyaliN OXPal MeHXHUSCKoTD
FLOPCERA NReCTApe/hX B DAMKAX ISACTBYIONMMX CTICIMAMHIHDOBRHIMY I oM MBIITHRHX CTyRd.

SHERAYHTSNLHYD Y2CTh oOAsaHHCoCoTS o KARICOHEBHOMY OSCNYZHBAHMN NDECTIPeMNX SenVT i cefla
PONCTREHIMKH M HE NOOCOTORNSRLH 5 NPCHeCCHOHANBHON URHEe [epcoHAN. [efCTREHHOCTE TaKOID OOy M-
BRI, A TAKES SQGPEKTHEHCCTH YUWLS! IoSpOBCIBHMY padoTHHKOR CYHMeCTBEHHD BOSPacIanT, 2o POoBOOMTCA
COOTRCTCTEY AR YuetHAR W NoAroTOBHTEMhiEAA pafioTa M TPeICCTARNASTCN MPAKTHYSCKSA TOMONE, S0 ONa
HEOOXOMMMA, CO CTOPOHN TRODOCCHOHAIEHNY MeIInEHCKHX PRCCTHHKOR. Eom oMymmeTol HeXBaTKa moIroToD—
TIEFHOIG NepCCHATA MM OKIZAHHA HENOCPeNCTHeHHON DOMOWM [TRecTapesky, HYXAANMHMER B OSCIyEMBaG,
CHT M 3HAHMA 3TOM0 [epcoHaf@ QoMSHN HETVLSOBATRCR IR KOECYMBTAIMN H DOITUTORKH OpYyruyX PasoTHHKOR.

Bmpampoﬂpmmmsammﬂﬂmmaxoﬁymaﬂnommnmmmuﬂanﬂemxo
A, TPeDcCTANIAMEHS MOMOMEB, HO W MPOBecCHOMHIMSHNA MeSHLMECRHE nepooHan. QOyuesyde IoftxEo
UPOBOIRTECT Ha GOMee MHOOWGA OCHOBE IR TPHDSYeNHA X PEMENHE CTOMMITC TROLSM KA HHRORKOH
COHeCTHENHOCTH, TaK ¥ [MOANTHISCKHX JedTeqaeil. OCHeCTBEHHOCTE H DYKOBONHTOM CIPaH Do/BHE IPHIHATE
HRMr3e CTOAMHE NROGHaN, OCOSHATE CBOR OTDETUTEeHHOOT: 533 HX pememie ¥ DACCMOTRETE: DOSMOEHCOOTH
CKAAHUA [TOMCIH MReCTaDaNM,

Hmuﬂma

NepEaad MROOHRKTHES ITOOMEcKHX HADYMEHWH CPafl NMPecTaperky HOCHT & HacTommes EpeMA
OITAHMMIEANEN] XIPAKTeD, YTO CEUISTONLCTEVET O HACTOHTONMRHOH HEeOCXOMHMOCTH TDOBEIeHHA HayIHNX
HOUNeIOBaHHE B 5TOR ol RoTH.

BTopu"EaA MpofWBKTHKA, 10 acTh JouyeHme FRHES HOFMABMSHHUEX MCHXHYECKHY HADYMenal, Rrome
ECSMOEHR, JHATMTEIBHEE HOCUISICBANHY, [MMOBSHEHHENE B =Tol COMRCTH, NOKISHBANT, YTO OCHHYSCKHEe
HEDYOSHHA CRafd MDeCTApamy ABIANTOS DCCTRTOWHO HYaciuM ABMSHMeM. [IpoDensHue CHOMHWHTR o CHeHKH
COCTOMHHA 3OOPOHEA YADBUMEX TTVIT HACENSHHA CHITMH cnyxS [MepBHYHOi MWK CO—CAHFTRPHON ToMomH
DABGIMAC Cn COCTISYHTE: PaHHee ENARIeHHEe 3atonebamdt u ux COOUTHETCTOYRMES NeyeHue. K yAsBHMHM
TPYTIRM CienyeT OTHECTH JMU B BGSpAcTe cByme 75 fer, aMBym¢ B OMHHOYECTES, 4 TAKES [PecTaperuX,
HEIAPHD MOTePASIMX DORMLX WH SMHMIKUX M HYKTSEMUXeT 5 COCTYEHBAHHM 10 MECTY AMTenECTDA,

TreTHHaA MEOMUIRKTHRE Jerko SCYMECTEHMR # ZAPHCUT OT YPOBHA PYKOBOOCTEa pafioTol no nevetim
HEBECTTHHY NOCMYeCKHX HERpyNersdl. DXt SneMeyTams TakcH PACOTH ABNANITCA MPODeISHHS CROABDEMEHNON
MEMIHHCOOH CUSHKH, MHOTOIHCIGMUMHADHEE TOIXOD | HENDEMHBHOCTS TReIOCTATIASNONO off oMy RHDAHNMA.
PexoMeHIa: p

1. Jagaym o OXpaHe CHOMECKOro AMODOEEA MPeCTRREMMX JOMEHN SWTE BKTINEHN & PerHOHATEHYE
CTPATEIVN NOCTHESHHA 3A0PCELA IMA Bcex K 2000 romv.

2. JefATeNEHOCTE CHOTEM MeOMKO—CAHHTARHON HHQOPMALIHH H2 JiSOM YROBHE MeldECKOID CECITY RHBaHMA
Lodia BEKJEMATE cOOp [RHIMX O COCTOMMM IOMGMEcKord 3I0poEha NMPECTARS K.
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3. VH4acTHMEH COBCUSHHA ODOOPHMIH DeKOMEHIRLFH, NOIrOTORNEHHNE HA mooxoOUEded 3 anpene 1383 rom B
Tamrepe Patowed royTme B03 M0 rEpacHy KOHTAKTY B ~UCTEME OXPaHE [OHGMNEcKoro 3O0POERAS, u
MOMUMEPKHY M SHAYeHWe TOOrOTCBEKH KAmpoB LR MEAK THIeCKH JeATeNEHOCTH 10 OXPRHO NCHXHHIeckoro
JACPOERA Ha OSPEHVHOM YDOBHE.

4. MpelCTARIRETCA LenecoolPaIHeM MROReleHe COBMECTHQr® WCCNeDORaMHA JedeCHON NPaKTHKH 7
pRANHEX CTPRMAX M B PAMKAX DAMALRY CHITTEM HBIHO—CAHKTRPHODD OOQIYVAHEAHHA ¢ UaNpd ofensnerif
spdexTHEINX CTPaTerHA MPOPWRAKTIKHN MIOWISCKHN, HAPYHeHHHA <Peid NMPecTRpeSX.

5. B cnemyeT pacoMOTReTh BCSMOAHOCTH NOIICTOEKH DYKOBOAAMIX YKASANW 10 COCTARSHHN yJeOHhX
MITEPWANOB WA PRiMUHEX KETEropHH MeIMKo-CAHNTADHOO MepcoHAT®, IAHMMANMeroe oOCITYAHBEAHWAM
peCTAPEsHX.

2 Joxywmest MNH 059(1)(3).




