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INTRODUCTEION

The Workshop which is reported in the Eollowing text provided an opportunity to exchange
national experience ia plasning health care for the elderly, in the longer term. This national
experience iz deseribed in ¢ountry reports which are annexed.

Graphical displays of demographic tremds in the elderly population by the year 2000 with
implications for the health sector wers demonatrated on an inexpensive computér. These displays
wera developed For the Workshop in order to facilitate planning health resocurce requirements for

the eldarly by the year Z000.

Ag a result of the Workshop, participants from 12 developed and develeping countyies {Annex 4)
carried back to their own planning groups the experience of other countries in following innovative
approaches and methodologies in planning health care of the elderly., This includes experience in
quantifying the changes in health care provision that will flow from the increasing aumber of old
and very old citizens,

The Workshop concluded with recommendations on the usefulness of micro-computers as an ald to
waking rational planning decisions on future health care provisions for the elderly.

1. NATIONAL EXPERIENCE IN PLANNING FOR HEALTH OF THE ELDERLY

The focus of national health plans is now on a leng=-term horizon, the year
2000, by which date the number of elderly persons will have grown faatexr than any
other population group. Moresver, current projections assume continuation of
current mortality patterans at higher ages, whercas epidemiological evidence
suggests that these have considerable potential for improvement. A wajor
implication in the size of the elderly population will be a rising prevalence of
chronic disease, much of which is preventable throagh the early introduction of
measures of health promotion. Under present policies, heavy utilization of
services by the elderly is predicted with marked escalation of costly
hospitalization. Changing soecietal attitudes have conssquences for cthe quality
of life of the elderly and the changing demographic structure will create
pressures to allocate proportionately more of a nation's income to this age
cohort.

In anticipation of these changes, governments are assuming stronger central
roles in premoting equity iun health vesource allocation and healch attainment
(popularly known as "Health For ALL by the Year 2000"). Greater participaticn by
the elderly is facilitated by decentralization of the plamning process. Health
planners ean obtain pointers to improving services for the entire population by
assessing the current health situation of the elderly. The challenge of finding
inereased resources to secve the inereased numbar of elderly peeple during a
period of economic stapgnation puts a premiwm on providing quality care at low
cost, This is a chalienge which WHO has responded to by formulating 2 simple and
pragmatic planuing wethodology (Managerial Process for National Health
Development), a process that begins with a future-oriented analysis of health
care problems and resourceés.

The age of aping

#y the year 2000, the nations of the world will experience a wajor growth in the size of their
elderly populations. Assuring that these clderly will live out their lives with dignity is a
growing humanitarian cencera of all societies. To aceomplish this objective, long-term planning
fur healch of the eiderly must begin now utilizing the best available data, techniques, and tools.

National reports on health and the elderly Urom a number of deveioped and developing nations
(Annex 1) indicate similav demographic patterns. Women typicaily outlive men, with the result that
the majerity of women of advanced age are widowed or single. By the year 2000, chis pattern will
be accentuated. Families are choosing Lo have [ewer children and this has important ecomomic and
social implications for developing nations for the early decades of the twenty-first century.
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The future of morvtality

Trends in health of the elderly acruss nations are alarmingly dissimilar. GSome are
experiencing declines in mortality rates of the elderly which are especially steep in the United
States of America with respect to deaths from heart digease and stroke. On the other hapd, death
rates For elderly men in Demmark are on the rise, especially for heart disease and respiratory
digease, and [or both men and wemen in Hungary. These treads should not be accepted with
complacency, since improvements in mortality at higher ages are ¢learly possible. Many developing
nations still have a pattern of death rates linked to poor sociveconcwic conditions which are also

subject to considerable improvement.

Stemming the flow of chronie diseases

Oue major implication of the increase in the size of the elderly pepulation is the increased
pravalence of chronie disease, disability, limitation of functienal capacity and mobility that will
gecur by the year 2000. Predictions of the enormous resources that would be required to provide
adequate care underscore the importamee of initiating strategies of prevention Lo mitigate these
problems. Measures of health promotion can veduce the rate of morbidity among the elderly. bSuch
activities include rhose focused on the individual — such as physical fituness, hypertensiom and
diabates acresning = and health education regarding smoking, diet and alcohel abuse, all of which
have a high payeff in terms of improved functioning and quality of life for the elderly. Such
measures should be encouraged from & young age onward., Environmental measures to reduce accident
cates in the work site, home, and community ag well as atmespheric¢ pellution alse have the
potent Lal of stemning the flow of chronic diseazes.

be-escalabing costy

Under current policies, heavy utilization of services for the elderly ave predicted, with
marked escalation of costly inpatient utilization. The expsrience of a number of Europeanm nations
suggests chat the elderly are frequently treated in a higher level of care than nscessary because
of the absence of suitable alternatives. Chronic care beds are in relatively short supply witi the
result that many problems are cared for in high—cost acute care beds. Medical care is often used
when the basic problem is social in nature. In many cases health services are aimply not adapted

ro the needs of the aged.

In 5ri Lanka, although hospitals are geared adquately to cope with acute care of the aged,
slow stream rchabilitatien is not adequately supported due to rapid bed turnover. There is 3 need
therafore For slow stream rehabilitation facilities in hospitals for aged patients with
degencrative disorders.

(Changing attitudes

An Lwportant gap is information on how changing aktitudes will affect the elderly. Societal
attitudes towards aging and the artitudes of physicians and nurses influence the guality of life of
the elderly 23 well as the willingness of people to work with them. Family attitudes are sueh that
members often feel incompetent to assist with health problems of the elderly at home. The
attitudes of the elderly themselves influence their metivation, mental wellbeinyg, life satisfaction
and compliance with beneficial vegimens.

Prassures to increase resources

The impact of aging will also be Felt on the economy: & major growth in the size of the
elderly population is likely to create serious finauncial problems for social security systems,
unless alternative policies such as flexible retirement or later retirement are adepted. The Urosa
Mational Product of certain industrialized countries will have to increase each year just to
accommeclate greater social security and health insurance benefits for the aged.

Planning in an era of non-growth

The growth in the size of the elderly population comes at a time of economic restraint. Since
many eldeviy, especially the very old, regquire substantial health care services for acute and
chronie problens, growth in the size of this population has enormous resource implications.
Additional health personnel and facilities are likely to be vequired, Meeting these needs in an
era of scarcity poses a challenge and opportunity to design new approaches to care of the elderly.
A premium will be placed on innovative appreoaches thab provide quality care at lower cost.
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The elderly as an indicator group

The health of the elderly iz a good measure of how well 8 health gystem works. Health
promotion and disease prevention througheut the life span contribute to loang life and to a hezlthy
and vigorous old age. Since the need for health care increases markedly with age, the way in
which a nation organizes and delivers general health services will be reflected in the health care
received by the elderly. Tf the health system is characterized by inequitable distribution of
gservices, this will be apparent in patterns of health care utilization by the elderly in different
socioeconomic groups and geographical locations. If an excessively technological approach is
pursued ta the neglect of primary health care and disease prevention, the consequences will be most
sharply illustrated in care patterns of the aged. Thus, assessing the health situation of the
elderly can point the way to improving services for the entire population.

‘The WHO approach to planning

The World Health Orgenization has set forth a systematic appreach to healeth planning and
management in view of implementing Health for All by rche Year 2000 (HFA2000), the so-called
Managerial Process for National Health Development (MPNHD) . This MPNHD is basically a
comprehensive, long-term and stcvategic planning appreach, but it can be applied to specific problem
AY2a5, €.p., the care of the elderly. It emphasizes a comprehensive framework for
problem-solving, rather than a narrow emphasis upon resource requirements. It encourages analysis
of alternative strategies for achieving objectives, rather than assuming & fixed level of
requirements for a gilven population group. Basic principles of the process are:

- it stems from the prioritiecs in health development specified by the country!
- it responds to the health for all movement by emphasizing primary health care;

- it makes health a national concern, iavolving other sectors as active partners in health
development;

- it involves planning with people, not for them;

- it is based on & clear constraint analysis including pelicical, cultural, techmical, economic,
and administrative coaztraints;

- it iz flexible and adaptable; and

- it provides & balance between the need for national central coordination and decentralized
local itnvalvement.

The Managerial Process for Natienal Health Development is pragmetic and doess nol replace
current planning. Rather the concept 18 to outline A comprehensive health phlaaniog process which
will sercve to guide couatries to identify missing elemcnts in current approaches and to make
continuous modifications over time.

The steps involved in the process inglude:

- formulation of naticnal health goals and priorities;

- broad programming to provide preferential allocation of budgetary resources according to these
priorities and the development of 2 master plan of action outlining the main problems to be
aplved;

= detailed programming at the local level translating the ocutlines of the broad programme into
specific actions;

= implementation, including training of parsonnel responsible for carryving owt the programme;
- monitoring and evaluation of the performance of the programme; and

- reprugramming or moedifications based on experience with the programae.

AR S v P e——— " at i E s . i
Managerial Process for Natienal Heazlth Development "Guiding Principles for Use in Support
of Strategies for Health for All by the Year 2000", Geneva, World Health Organizariom, 1981
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ALl of these steps are facilitated by a well-designed informaltion system ineluding a
comprehensive data base on the current health situvation, major problems identified in thac
situation analysiz, systematic projections anticipated if current policies continue, and ghmulation
and analysis of alternative strategies for realizing explicit objectives. This infermation system
should be desigued im such a way that it promotes clear communication of information to all parties
involved in the planning process.

It is important to balance the need for natignal coordination with decentralization in nealth
planning for the elderly. National central involvement is necessary to ensuve coordination between
health and non health sectors and a strong national role is alse important in assuring equitable
distributlon of health cave reaocurces.

Decentralization of planning for the elderly is an important complement to national
involvement since it permits adjusting health programmes based on Che heterogenity of the
population in rural areas. It provides better definition of lecal needs and glves more
responsibilities to local authorities. With o decentralized approach it i% pessible to incorpurate
greater participation of the elderly.

However, there are significant obstacles to decentralization of plamning if funding continuas
From national sources. Politicians st the national level may resist delegation of programme
authority to the loeal level., Designing equitable allocation formulae for the distribution of
funds acroas local areas is also difficult. Selection of the apprepriate local level such as town
or provincial government level is not always c¢lear cut. Shortages of qualified manpower services
may exist in some local areas; typically there are shortcomings in local statistics and data.

These considerations suggest that the planning process should be built upon stromg national
iuvolvement in Einancing and establishment of guidelines with the centralized involvement &t the

logal leval in detailed programming and implementation.

iNNOVATIVE STRATECLES

Lnnovative gtratepies directed to health prometion, digense prevention and
improved services for the eldecly and their families include:

4 network of health centres sach served by a family health workeyx and assisted
by volunteers and village health committees, in 5Sri Lanka;

home visits to aged persons by a polyclinic team, supported by social workers
and voludtcers Erpm the Women's Federation, in Cuba;

astioawide consultation dialegues with the elderly, in the Philippines and
France;

cndre of 170 000 volunteers serving 860 senior citizen clubs and assisting
with domestic work and administration of medicaments, in the CGerman Democratic
Rapublie;

local community subsidies to youth groups for leisure activities in exchange
for the services they donate to elderly citizens, in Deomark;

gerontological consultations {modeled on antenatal censultations), in Hungary;
and comprehensive assessments of health and social neads, in Canada and the
United Kingdom;

housing for the elderly in anm environment of orehards and fish ponds where
responsible and worthwhile roles can be assumed, in the Democratic People's
Republic of Horea;

gmall nowmes for the aged, at the village level, each with a "geroatu-hostess",
in Yugoslaviaj

improvemsnt in housing, to reduce demand for institutional care, in Norway.

The potential of research and technological innovations include:

jmprovenent by life-style e¢hanges, such as smoking and exercise nabits or by

dilrfusing existiry methods of hypertension control or by improved hearing and
vigion aids;

moditfication of age-retated physiological changes for example by influencing

the decline in immune fumetion of through similar breakthrough in fundamental
research.
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Primary health care

Several natiens have implemanted innovative approaches to prowmote health and disease
prevention and to improve services to the elderly and their families in a home setting. This
emphasis upon primary care is ofrten an inexpensive and especially humanitarian spproach to eare of
the aged. Over the next lU years, Sri Lanka plans to strengthen the health eare delivery at the
peripheral level by the provision of village health centres {Gramodaya Health Centre), one centye
for a population of 3000, Each centre will be in charge of an adequately trained family health
worker who will be resident in the health centre which will provide the base from which primary
health care activities will be developed within the community with its active support and
participation through further development of village level volunteers and village health committees.

Volunteers

Ancther innovative approach is the Volkssolidaritdt programme in the German Lemeocratic
Republic. This approach engouragus the wsge of volunteers to provide sssiastance cto élderly people.
The programame has enlisted the aid of over 17U 000 volunteers in every rowun and village in the
nation. Volunteers work in 860 elubs, providing hot lunches and a host of activities and
servicea. Home help visits are conducted, often on a dally basis, to homebound aged persons to
msgigt with domestic work and adwinister medications. These aldes are trained by the Hed Cross,

Social contracts

Anvther ifnnovative appreach would be the use of sports clubs, music organizations, ete. to
provide services to elderly people in exchange for subsidized facilities or fimancial contributions

given to them by the community.

Exercise and stimulus

Deamark artempts to keep aged persons aetive, fit, and invelved in their communities through a
nymber of programmes. These include: pensioners e¢lubs, subsidized entertainment tickets,
educational programmes in folk high schools, access to gymnasia and physical fitness programmes.
Surveys indicate a marked incresse in bicyecling, swimming, &nd other specific exercise by older

people in Denmark.

Gerontological consultations have been introduced in Hungary, modelled on the practice of
antenatal consultestions, with the aim of keeping the elderly fit and active.

Caring for the carers

Several nations are pursuing or planning strategies that would provide support te families whoe
care for their aged kin. Some studies have found that 8U0%Z of the support care services veceived by
older people is provided by famity, friends, and neighbours, Among the approaches falling in this
category are education of tamilies to overcome feelings of Lucompebence in coping with health
problems of their aged relatives in their homes, foster care, respite care to provide famiiies with
time off from caring, and day hespitals to permit working people to care for their kin during the
night and weekends.

Cogrdinating services for home care

Aged persouns in Cuba are visited at home by a polyelinic health team composed of & physician,
field nurse, soclal worker and, in some cases, by & healch worker. This team, besides the care
rendered, slao cpordinater their activities with the family members of the axed parsons, in order
te belp them maintain the best level of health of the patient. Comprehensive support of social
workers to old pevsons without family is assisted through mess organizations, such as the Cuba
Womens Federation whose activities include practicazl heaslth duties directed toward advanced age
people, under the advice of the Miaistry of Public Health.

seobland and Manitoba have inscituted comprehengive assessment propgrammes o determine the
healcth and social naeds of eldevly persons, These programmes are based on the philesophy that
independent functioning of aged persons within their own homes should be encouraged and assisted.
A wide range of howe care services are available te achieve this objective including hot meals,
alarm systems, telephone c¢alling, and day centres. Manitoba has 24 hour nursing serviees re halp
even seriously impaired aged persons remain at home, and Denmark is experimenting with a similar
Progriamme,
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tThe Philippines will develop a national plan for the aping for the national plamming perioed
1983-1987. In the formulation of a National Plan of Action, a series of consultation dialogues on
the alderly were conducted nationwide, the purpose of which was ro gatner baseline dats on problems
and needs, based on first-hamd experience, and to encouraze the elderly to participate in rhe
formulation of plans including these invelving veluntary werk. Paxticipants were elderly persons
frowm the rursl and urban areas with varying educational attainment, experiences, social standing
and those representing different meltidisciplinary sectors.

The current pattern of provisions uf leng-term carve within the howe and within the community
is baing realized through primary health care, as a strategy directed at enabling the elderly to
lead independent lives in their own family and community for as leng as posgihle. The elderly are
encouraged to participate in the organization of primary health care.

Reducing institubtional care

Other styategies are concernsd with providing new forns of housing te meet Lhe sogial needs of
elderly poople. Evidence from Scandinavian countries suggests that people are willing to move o
bettar Elats in the same community, if the reduced burden of maintaining their own homes allows
them an indepeodent life. There is new interest in colleective housing, particularly among women.
Rvidence from Norway and the United Kingdom indicate that an improved standard of housing may be
effoctive in reduciag the demand for instituticnal cere. Scotland provides & contituum of housing
settings depending upon the functional capacities of aged persons, Sheltered housing staffed by
auxiliaries is available for those with minimal impaizments who are largely able to care for

themaelves.

Hegidential care

In the Democratic People's Republic of Korea housing for elderly citizens is surroundad by
orchards and fish ponds. Aged persons are expected to work in Ehese activities Lo the extent
possible since this creates a feeling of worth and responsibility in the old,

For those with more seriouR impairments, Scotland has developed residential homus.
[neressingly, these homes are located iLn the centre of town Bo Keep older persuns active in the
community. In theery, aged persons whose condition deteriorates te the point of vequiring skilled
nursing care should be discharged to aursing homes ot long—terw beds in nespitals. However, staff
in residential homes are reluctant to part with elders whom they have come to know. increased
training of staff to provide more skilled nursing services in residential settings may be required.

Cortain activitiecs have been undertaken recently in Yugoslavia to establish small howes for
the aged persons in villages each with one geronto-hostess. Suech homes are built on a voluntaty
bagis by contributions of those who will be later accommodated their own village.

Hursing homes

The gquality of ¢are in nursing homes varies acrosa nations. Ideas for improving the guality
of these institutions for those for whom independent dwellings are not feasible inelude giving
nurses greater responaibility for running the homes. #ncouraging nursing homes and hospitals to
provide a continuum of cere including respite care, day care, and home care can also ilmprove statf
morale and facilitate apprupriate levels of care for the aged according to their needs,

Innovative strategies for research and technology

Policy-makers are obliged to exercise choice among research and technological approaches to
improving the heaith of elderly persons, Such choices should be asgessed in terms of their
likelihood of extending life while gimultancously improving the quality of life.

The aging process may be influenced by three means: early dignosis and therapy through
screening programmes; elimination of factors inducing aging by identifying the causes of aging;
controlling development of age-related physiclogical changes, by inhibiting or delaying those
changer (amre Table below).

Among the technological approzcnes which show promise are: new methods for retarding
phygiological changes, new methods for wanaging the most common disezses of aged persons, new
methods for preserving visiom and hearing, new drugs for therapy of the most common diseases, new
drugs for mental diseases, production of hormones by recombinant techmology, exteasion of organ
transplantation, improvements in notritipn and lifestyle, and new health apd care systems.
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It should be recognized that there arve very different eceonomic and social consequences of
these strategies which need to be carefully waighed,

In additiom it may be necessary to mpdify pelicies in noa~health sectors Lo be aupportive of
these technological advances. TFor example, it may be important to postpone retirement, adopt
flexible retiremeantf, promote parvt—time employment of aged people, or development of a secondary
economy guch as in zgriculture or forestry to pevwmit the aged to remain actively productive. Much
more needs to be learned about the relabtisnship between work and health of older people, and how
best to prepare them for am active, involved and socially contributing old age.

Use of complex technology should anot overshadow the importance of relacively simple
tachnological advances such as design of implantable hearing aids and improved vision aids, and
aidas in suppert of those with limitations in carrying out activities of daily living. FPreventive
activities, even at very young ages, sre impertant to assure & healthy, functioning old age.

TABLE

MAIN LINES QF FUNDAMENIAL RESEARCH ON THE POSFIBLLITY
OF MODIFYING AGE-RELATED PHYSIOLOGLCAL CHANGES

1. Influencing the alterations ocecurring in the vital wmolecules ONA and RNA,
for example by pyritinol or pyracetam.

2. Eliminating cross-links in DNA and collagen molecules, for instance by
mtero-protease produced by Bacillus brevis,

3. Exerting effect on the formation of free radicals by giving anti-oxidants
e.g. cystein, 2=mercaptoethyl-amine, 2.2 diamine-diethyl disulfide, Vitamin C
and E.

&, Restriction of calorie intake.

5. Impeding accumulation of lipofusein, for imstance by centrophenoxine.

a. Influencing the decline of immune funeétion by immunological manipulations.

Batter management of chronic diseases

There is considerable potential for 1ife expectancy at advanced ages to increase glowly due tao
improvements it the contvol and manggement of specific chronic diseases. This is based on a number
of obsarvations. First, control of Lifestyle risk Factors such as smoking and exercise caan lead to
further significant iife expectancy Lncreases.

Reductions are o¢curring in cigarette consumption sod in the tar and nicotine levels of
cigarettes so that there seems to be a likelihood of individuals adapting their behaviour to
realize those gains. Second, there exist procedures for clinically wanagiog certain chrenie
diseases which, though proven effective, have not saturated the populations. For example,
screaning studies in the United States of America tell us that 75% of pexsons with hypertension
were detected; of all those detected 72X were under treatment for hypertension and of that group,
only 70% had their hypertension under control, i.e., 38%Z of the total peopulation. Thus, there
seems to be considerable room for life expectancy gains to be achieved through the more complete
diffusion of existing methods for hypertension control. Third, as procedures for chronic disease
managemant are in axistence for loager periods of time, practical experience impyoves their
afficacy.

Finally, entirely new methoeds for the management of ehronic diseases have been developed.
These developments are of several distinct types. For example, the implanted chemical reservoir
gnd pump, through batter coutrol of insulin administration, promises to greatly reduce the chronic
complications of diabetes. Many cancer therapies, thouph not pessibly curing the diseaze, have
extended aurvival times for several cangex types by sevevral yeavs.
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3. CONTRTBUTION OF THE SMALL-SCALE COMPUTER TU PLANNING

A Computer-Assisted Planning model, develeped by the Johns Hopkins Scheol
of Hygiene and Public Health for the present Workshop, displays on a televigion
screen the implications for the health sector of projected demographic trends in
the elderly population by the yeav 2000. This inexpensive microcomputer
produces, on a choice of formats, projections of Lhe pepulation under
alternative mortality rate assumptions, as well as the impact af the projected
growth of the elderly population on the health status of the populatiom,
urilization of health services, and health expenditures. The interastive deazign
of the model permits viewers to select data elements of particular interest, the
mode of display, the underlying assumption and the time period of projection.

It is well-suited, therefore, to the broad involvement of many individuals and
groups in the planning process,

Illustrative data from a multitude of sources have been entered for the
United Stares of Americs and Canada, as well as for the Canadian Provinces of
Manitpoba and Quebec,

The putputs of the computer model ave in the fora of coleured bar graphe,
pie chart or line graph displays and cover 10J different subjects including
projections to the year 2000 of trends in health expenditures per capita by age
group, and of movtality rates by major cause of death.

These displays permit government health cfficials, health professicnals and
administrators, elderly persons and other iuterested parties to grasp quickly
the dimensions and implications of the aging of the population. The impact of
many of the innovative strategics outlined above on health status, use of
health services and biomedical breakthroughs can be modelled with the aid of the
computer., Similarly, simulations can be made regarding alternative primary
health care strategies, such as the impact on utilization and expenditures of
promoting home care services.

In short the Computer—-Assisted Planning medel illustrates how
future-oriented snalysis of the health problems of the ehderly can provide a
basis for rational planning.

Microcomputer technology in planning

Advance in microcomputer rechaclogy shows promise of assisting long-term planning effortsa,
With interactive graphic¢ programmes, selective data can be recrieved from a massive data base and
displayed in a readily understandable format. Factovs influencing future projections can be
gtudied and analyses made of assumptions underlying these projectiona.

An inexpensive, smali-scale computer can sfore a comprehensive national data base on health
aspects of the elderly (in the broadest context), ineluding the relation to other nem-health
sectors. Thiz would inglude information on dempgraphic characteristies, sociveconomic status,
health status, health resources, health utilizatioen, health expenditures, as well ss information on
other sectors affected by and affecting health of the elderly such as the overall economy, labeour
force participation, pensiens, housing and social services.

More importantly, the capacity of computers permits projections of future trends with the
ability te incerporate alternative assumptions, for sxample on mortality rates or other key
pacvameters., It permits selection of alternative planning horizoms, such as the year 2000 oy
beyond. The interactive nature of the computer keeps such analyseg manageable and comprehensible.
Further, the computer is an ideal tool for conducting policy simulations of alternative
strategies. Different types of “what if" questions can be posed and answered through compufer
simulations.

The Johns Hopkins University Computer-Assisted flanning Model

A Computer-Assisted Planning Model to assist health planning for the elderly nas been
developed by the Johns Hopkins School of Hygiene and Public Health for the preseant Workshep. This
model provides an interactive, graphic display of the implications for the health sector of
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projected demographic tremds in the elderly population by the year 2000. 1t displays, on a cholce
of formats, projections of the population under alternative wertality rvate assumptions, as well as
the impact of the projected growth of the elderly population on the health status of the
population, utilization of health services, and health expenditures. It is designed to facilitate
cimulation of alternative strategies for meeting the future health needs of the elderly, including
digplays of the health and cost implications of alternative policies.

The Model has heen developed on an Apphe LI microcomputer. This inexpensive, portable
computer linked to & colour monitor provides high quality graphic displsys in the Fforw of bar
charts, pie charts, line graphs or tabular information. The interactive design of the model
permits viewers to select those data elements of particular interest, the mode of display, the
underlying mortality rate assumption, the time period of projection, depending upon their
particular interests. &t is well suited, therefore, to the broad invelvement of many individuals
and groups in the planning process.

Using the microcomputer in the WHO planning and management process

The Model was developed for the cenduct of comprehensive situation analyses of health of the
elderly since it facilitakes future-oriented examination of heslth problems, as proposed in the WHO
Managerial Process for National Health Development. The data base also permits examination of the
impact of aging on non-health sectors such as the economy and the secial security system, as well
as the implications of sectors such as housing.

Illustrative analyses

The Model has been implemented with data from the United States of America and Uanada, as well
as the Canadian Provinces of Manitoba and Quebec. Current baseline data from a wmultitude of
sources were collectad For these countries and provinces. The data base contains information on
dempgraphic characteristics of the population, socloeconomic atatus, economy, labour force
participation, social security, housing, social services, health status, health rescurces, health
utilizetien, and health expenditures. Special information on long-term care services is included.

Projections of the elements of the computer model are based on official government estimates
in the United States and Canada of future population by age and szex. For the United States this
includes prejections to the year 2030, mad for Canada and the pruvinces projections to the year
2001. Alternative mortality rate assumptions permit prejections for the United States that assume
a decline in overall mortality twice that of the officisl forecast, at half the rate officially
forecasted, or with no change in mortality.

Projection methodolopies ~

The computer model permits a numbet of projection methodologies. These include: direct data
entry, a fixed annual rate of increase, increase at the same rate as population growth of subgroups
of the population, or sowme coubinaticon of these methods. For example, in the United States,
projections of future physician supply are entered directly, based on results of a five-year study
by a national committee. Health expendiltures are assumed te increase ab a constant annupal vate of
growth, with specific parameters based on econometric estimates of past trends in expenditures,
adjusted for inflation. The prevalence of digability or functional limitation per persoen of a
given agewsex group is assumed to be constant over time. The total level of disabling conditions
in the populaticn in future years is determined therefore by the growth of those populabion
subgroups. These assumptions can bhe rveadlly modified if evidence is gbtained on guperior
predictive assumptions.

Sample outputs

Examples of output of the Model inelude coloured bar chart, pie chart, and Line graph displays
of the curvent age-sex distribution of the population and its growth over time; projections of
trends in health expeadituves pey capits by age group, adjusted for inflation; the health
resources used by the elderly and predictions of future supply: mortality rates by major cause of
death for different eiderly men and women currently and projected to the year 2000; patterns of
utilization of physician, hospital, and aursing home services by age and sex currently and
projected over time. Approximately 100 different subject topics (Annex 2} are displayed in a
variety of graphical formats for the United States.
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Participative planning

Theze displays permit government health afficiale, health professionals and administrators,
elderly persons and other interested parties to grasp quickly the dimensions and implications of
the aging of the pepulation. The design of the modal Facilitates simulation of alternative
strategies for altering the future course of the health of the elderly such as preventive measures,
breaktheoughs in biomedical research on illuess of the aged, or new approaches to the organization,
delivery, and Cingacing of health and sucial services.

Use of computers in simulation of stratepies

Choice among strategies is among the most difficule but jmportant tasks facing health
afficials. Tt is important that the best available information on the impact, consequences, and
costs of these strategies be made available te all interested persoms to facilitate informed
decision-making.

Many of the innovative strategies outliped in Section 2 above can be modelled with the aid of
computers, These models can project impact on health status, use of health services, and health
expenditures of alternative strategies. For example, the Model can project nursing homs
urilization and expenditures that would occur with biemedical hreakthroughs in the prevention or
treatment of senile dementia or osteoporasis. Similarly, simulstions can be wmade regarding
alternative primary care strategies, such as the impact on utilization and expenditures of
promoting hows care serviges. Alternatively, fixed budgetary constraints may be established and
simulations cunducted of the ralative payoff from alternative gtrategies within that constraint.

4. QUANTIFYINUG CHANGE

The Computer-Assisted Planning model encourapes the formulation of
guantitative predictions of trends under current practices contrasted with Lhe
changes that would flow from better target attainment. Illustrations from the
United States of America and Scotland are given a3 to how quantified targets can
relate:

-~ to health status, for example hy 1990, to reduce the number of days of
testricted activity in people aged 63 and over to fewer than 30 days per year

~ to prevention, for example by 1990, to reduce by 25% the number of elderly

persons vequiring hospitalization because of adverse drug reactions

- to heaith services, for example planning tatrgets of 25 spaces per 1000 aged
5% and over far sheltered housing; or of 6.2 places per 100U zged 63 and over
for day caentres

- to equitable distribution of servieces, for example by 193U, no geopelitical
arca ahould De without an effective public programme to ideatify persons with
high blood pressure and fellowup theiy treatment

- to increase public and professional awareness for example by 1990, at least
50 percent of adultas should be able to state the principle risk factors for
coronary heart diseazse and stroke

- to aliminate information gaps limiting prediction, for example by 1990, data
should be svailable to evaluate the effect on health care costs af physical
fitness programmeés.

(uantifying predictions

The Model encourages establishment of quantified objectives for improving health of the
elderly. Quantitative predictions generally include health status of the elderly, use of health
pervices, health expenditures, and other aspects. Ubjectives can be eatablished for improving on
current levels, and future performance can be evalvated relative to what would have been expected
in future years without policy interventiona. It is important, however, to supplement quantitative
goala available in a cowmputerized medel with qualitative geals for those dimenaicns that cannot be
gAasily modelled or measured, as well as those aspects for which baseline data are not aveilable.
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Serting targets

The primary goal for health of the elderly is te maintain the independence and qualicy of life
of the elderly for as long as possible. This overall goal can he amplified into specific
cbiectives and targets, regarding improvements in health status of the elderly, improved provision
of medical, social, and other non-health services; improvements in life conditions, envirenment
and lifestyle; increased public and professional awereness; and improved surveillance,
evaluation, and research,

Targets in each of these areas should be acceptable to the elderly and cheir families.
Uriceria in the establishment of targets should assume thar:

- they are achievable;

- they can be monitored]

= they are affordable within the econstraints of the seciety for which they are formulated;
- they are ynderstandable; and

- they are politically acceptable.

Selection of targets should consider whether the problem can be defined, an objective met, a
wethad to achieve it exists, as well as a wmechanism for evaluation.

Targets focused on health status

The principle underlying the pursuit of the goal of Health for All by the Year 2000 is that
varignce in measures of heslth status within and among nations should be minimized.

Targets Focusing on health status of the elderly should include mortality rates by major
cause, disability, functional capacity, satisfaction and autonomy. Examples are:2

= by 1990, to reduce the averageé aunual number af days of restricted activity <due to acute and
chronic conditions by 204, to fewer than 30 days per vear for people aged 6% and older.

Tatgets focused on prevention

Targets for improvements in prevention should address such areas as: high blood pressure
conteel; acclident prevention and injury control; dental health; imwnization; smoking; wmisuse
uf alecohol and drugs; mnotrition; physical fltoess and exercise; control of atress: reduction in
social isolation aad support te cope with bercavement; eontrel of environmental hazards. Examples
ArCe s

- by 1990, rhe share of the adult population aware that smoking is one of the wajor risk factors
for heart disease should be increased co at least 85%;

- by 1490, adverse reactions from medical drug use that are sufficiently severe to require
hospiral admission should be reduced to 254 fewer zuch zamissions per year;

— by 1990, the prevalence of significant overwaight (120% of "desired" weight) among the elderly
population should be decreased by 10%;

- by 1990, 30% of adults 65 years and older should be engaging in appropriate physical
agitivity, &.g. regular walking, swimming or other "elderobic' activity;

= by 1990, ro reduce the gap in mental health services, the number of persons reached by mutual
support or self-help groups should double.

2 uniess otherwise gtated, all examples are from the United States of America
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Targets focused on health services

Targets for health services should include the availability of a continuum of home care,
ambulatory care, acute and chronic institutional care. Targets may alzo be established for the
prganization and coordipatien of services. Examples from Scetland are:

- home-help support to clients aged 63 and over should reach a target of 89 per 100G
- a planning target of 200 meals per week per 1000 population aged 65 apd over;

- day centre places number b.2 pef 1000 population aged 65 and over;

- for both geriatric and geriatric psychiatry day hospital provisions the target is 2.5 to 3
places per 1000 aged 63 and over;

- for sheltered housing, the planning target is 25 spaces pev 100U elderly.

Targets focused on equitable distribution

Targets may also be established regarding the equitable distribution of services among
aociocconomic wroups and elderly living in different geographical areas of the natien. Fot example:

- by 1990, no geopolitical area should be without an effective publie programme to identify
persons with high blood pressure and ro follow up on their treatment.

Targets [ocused on inereas ing awareness

Targets for increased public and professional awareness should include measures of the
effectiveness of health education efforts and training of health professionals invalved in the care
of the aged.

- By 1990, at least 50% of adults sheuld be able to state the principal risk factors for
coronary heart disease and stroke, l.e., high blood pressure, cigarette smoking, elevated
hlood cholesterol levels, diabetes.

- by 1990, at least 73% of adults should be aware of the necessity for both thorough personal

oral hygiene and regular prefessicmnal care in the prevention and control of periodontal
discase,

Targets for eliminating infermation gaps

Finally, it is important that targets be eatablished Ffor the surveillance of trends in heakth
of the elderly and evaluation of the impact of strategies to improve health. This should include
targets for eliminating gaps in important data bases and research. Examples are:

~ befora 1940, a comprehensive national nutrition status monitoring system should have the
capability for detecting nutritional problems in special population groups, as well as for
obtaining baseline data for decisions on natiocnal nutrition policies;

- by 1990, data should be available to evaluate the effects of participation in programmes of
physical fitness on job performance and health cave costs;
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5. PFULURE DIRECTIONS KN HEALTH PLANNING

-

Health planning which Follows a systematic cowprehensive appreach sguch az the
WHD Managerial Frocess [or National Health Development has great potential for
improving health of the elderly in an era of economic restralont, Informed debate
over policy changes will enhance the chances of significant progress.

WHQ should therefore support the extension of computer—-assisted health
planning for the elderly since:

- it prometes political censcicusness of health problems of the elderly both now
and in the fulture

=~ it poels information from a number of sources in one central place
- it is inexpensive and feasible to implement

= it facilitates comparisons of inequalities within and between countries
thetreby stimulating the attainment of health for all by the year 2000,

Ubstacles

Healch planning which follows a systemabtic comprehensive approach such as the WHO Managerial
Frocess for National Health Development has great potential for improving health of the eldetly.
Tu an era of economic restraint, it is important to consider a broad array of alternatives and to
base decisiens on the best available informatiom.

tlowever, it is impovtant to be awsre of the obstacles that ratiomal planning must face.
Political, economic, administrative, cultural, and social barriers to change are inevitable. Bread
involvemant and debale over policy changes will eohance the chances of significant progress.

Among the major obstacles to rational planaing must be dncluded:

- political pressures, which frequently are ananticipated;

= professional medical bias that emphasizes cure of acute digease rather than improved
tunctioning for those with multiple chronic condicions.

Hecommendat iong

The World Health Qrganization should suggest the extension of computer-assisted health
planning fvr the elderly in eorder to raise political conscicusuess of the health problems of the
elderly both now and in the future.
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Annex 1
LONG-TERM PLANNING FOR CARE OF THE ELDERLY
WA'T [ONAL REPQRTS
CUBA

by Dr A. Rodriguez, Chief, Department of Speial Welfave, Province Las Tunas.

DEMOCRATIC PEQPLE'S REPUBLLIC QF KOREA

by Dr Kim Chang Ho, Researcher, Ministry of Publie Health, Pyomgyang.
DENMARK

by Dr P, From Hansen, Head, Department of Internal Medicine C, Section of Prospective Medicine,
Glostrup Hospital, University of Copenhagen.

FRANCE
by Professor J.¢. Henrard, Technical Adviser, Secrétariat d'ftat chargé des persounes Bgbcs, Paris.

GERMAN DEMOCRATIC REPUBLIC

by Dr C. Seidel, Head, Department of Social Service, Institute of Social Hygiene and Organization
of Healrh Protection, Berlin.

HUNGARY

by Dr E, Beregi, Professor, Gerontology Centre, Semmelweis Medical 5chool, Budapest, and
Dr M. Hankiss, Head, Department of Internal Medicine, Markusovszky Teaching lospital, Szombathely.

NORWAY

by Dr O.B. Hovind, Director, Hospital Division, Healrh services of Norway, Oslo.

PHILIPPINES

by Mrs C. Fermin, Social Programme Supervisor, Ministry of Social Services and Development, Manila.
SRI_LANKA

by Dr .C.k. liyanage, Assistant Director, Ministry of Health, Colombo.

UNITED £INGROM (SCOTLAND)

by Dr R.M. Melville, Senior Medical Officer, Scottish Home and Health Department, St Andrew's
Houge, Edinburgh.

YUGOS LAVIA

by Dr ¥. Milosavljevic, Professor, $pecialist in social medicine, Head of Lepartment of
Tnvestigation of Diseases and Phenomena of Medicosocial Importance, Medical Faculty, Institute for
Health Protection, Npvi Sad.
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CUBA

At present 10,9% of the population of Cuba ks wore than 00 years old. The expectation of life
at birth is 73 vears.

Since 1970 the birth rate has fallen consistently and is now the lowegt in Letin America. The
death rate has shown 4 continuous degeresse since 1960.

tiealth and social security for the aged

The organization of social and medical care for the aged is peared to the prevention of
pathological and premature aging; the prevention of chromic¢ diseases of mass incidence; rvesearch
aimed at early detection of the causes of chronic diseases and at discovering the best
prophylactic, therapeutic, and rehabilitation measures. BEmphasis is piaced on the following
aspests:

- improvement of the scieatific knowledge of health and social welfare professional and
auxiliary staff concerned with geriatrics and gerontology;

- heatth educstion applied to geronto~hyglens and geronto-prophylaxis:
- ambulateory domiciliary services for the aged and the disabled;
- maintaining aged people in their family environment a5 much as possible;
e leisure—time activities: eultural and social, occupational, gymnastie, educational;
- institutional care for those who need it for social or wedical reasons}
- rehabilitation for aped persons with psychomotor disabling chronic diseases;
- countrywide comprehensive health and social care, free of charge.
Examples of these are:

- a canpaigh against uwahealthy habits such as sedentary living, smoking, dietary practices
leading to obesity, self-medication, and accident—producing behaviours

- health gcreening of aged persons by means of complete medical examination including laborstory
tests at primary health care pelyclinies, or once a year at home — followed if necessary by
special and systematic medical care for 2 or 3 months;

- gpecial domiciliary medical services for disabled aged persons who cannor atrend polyclinics;

- home visits to aged persons by polyclinie health team composed of a physician, a community
nurse, a social worker and a sanitary worker;

- the participation of the organized masses in such activities as comprehénsive support of
social workers for old persons without families organized, for instance, by the Cuba Women's

Federat Lo,

Twi agencies, the State Comuittee for Work and Social Security asupported by other agencies and
mass vrganizations and the Ministry of Publie Health, are responsible respectively for financial
support and for guaranteeing free wmedicaménts and other health accessories = prosthesis ete. = to
needy persons.

There is institutional accommodation for 8500 aged people and other homes are being
constructed or planned. These institutions aere made as abttractive as possible for the aged, to
avold a sense of isolation or reduce the effects of disability, and they provide free of charge =a
range of scrvices: medical and nursing care, stomatology, dietetics, podelogy, physiotherapy,
asccupational therapy, recraaition and eunltural and goeial programmes. An effort is made bte aveid an
axcess of medical procedures, because the residents should consider the institution as a home
rather than a hospital, and they should not be overprotected or unduly restricted., There is a
close relarion, however, with a hospital service. These residencial institutions are provided
mainly for aged persons whose families are unable to care for tham; they contain s large number of
iomigrants. Also, they provide day services, but only if all wembers of a family are workers and
theve is no one to care for the aged parson.
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Perspectives jin gerontology and geriatrics

Although 60% of inpatients in internal medicine services are aged persons, cared for by
internal medicine specialists, it ia felt nccessary to direct some physicians towards geriatrica.
There are at present no geriatrics hespitals or institutes but gariatrics research is carried out
in such national institutes as those concerned with angiology, oncology, cardiovascular disesses,
endacrinology and metabolic diseases.

Several theses of graduate nurses, and medicine specialists, including angioclegists and
psyehiatriats, are based on studies on aged populations, The National Group of Geriatrics has
outlined a development plan of social and medical assistance methods for institutional and home

CAre.

The educational level of social workers is being raised so that they can benefit from studies
of this speciality, and there iz a plan for university gtudies for sccial workers.

The technical capacity of physicians and paramedical staff concerned with geriatrice is being
raised by natignal training and scholarships abroad.

A National Study-Day on geriatrics and gerontclogy was held in October 1982; sixty HGiEﬂt;fiC
papers on medical and social cave of the aged as well as developments and perspectives in the field
wers discussed. Previously the country's 14 provinces had held their own mectings.

The country will be participating in wor ld=wide and regicnal studies in geriatrics, and

acientific exchanges will be made with other countries with gradual incorporation of sdvances
according to respurces and level of sociseconomical development.

DEMQCRATIC PEQPLE'S REPUBLIC OF KOREA

The alderiy population, i.e., these over 60 years of age, in the Democratie People's Republic
of Korea ipcreased by 79% between 1950 and 1980, However, the rate of growth is comparatively slow
in relation to total population growth, and the populabion as a whole will remain a “young"
population for some time. In 1976 the average life span was 73 years (males 70, fewales 76}; this
represented a doubling since 1944,

The Socialist Conatitubion of the Democratic People's Republic of Korea assures free medical
sare For all citizens and material assistance for petsons disabled by old age, sickness or
deformity and for old people with no means of support.

The Labour Law prescribes that the eldetly may use cultural houses and dormitories free of
charge, that they are supplied with at low prices, that they receive an old-age pension, and that
the elderly with no means of support are accommodated in homes for the aged, free of charge.

There arve apecial hoapitals and research centres for the elderly in the capital, and a network
of hospitals throughout the country. The section-docter system, whereby a section-doctor Lis
responsible for the health care of the elderly and the children in 2 designated section, is devoted
mainly Co preventive health care for the elderly, based on health education, regular vigits and
consultations, medical exawinations and systematic medical treatment. With increasing
suciceconomic development, the Level of social and medical services for the elderly is expected to
rise considerably.

The technical capacity of section—docters in geriatrics will be increased and maintained by
means of continuing medical education and of undergraduste medical education in gerontology and
geriatrics; the training of specialists in the geriatrics research institutes will be similarly
atrengthened.

On-the-spot nursing and nurasing consultations for the elderly is to be prowoted by special
training of nurses in geriatrics. Ubesides the stremgthening of the geriatric hospital in the
capital, new geriatric hospitals will be set up in every provincial cepital and geriatric seckions
will be organized in all city and county hospitals.

¢lans provide for the intensification of molecular~biological and biophysical research into
the causes of aging and their mechaniam, and of research into the adaptation and regulation of the
organism, aml [or the strengthening of ¢linico—gerontological and preventive gerontelogical
reseacch.




IRP/ADR 145
0362e
page 17

In the homes for the aged, situated in the suburbs and in beauty spots, the residents have the
apportunity to continue with light outdoor work as leng as they are able to do so, in erder to
prescerve their abilities, improve their health, and enhance their wmental life.

The Korean colture aceords parents and elderly people an honourable place, and the present
political philosophy and educational systew veinforces this positive cultural stritude., Grown-up
children have a strong sense of responaibility towards their elders. One result is that elderly
pecple naver live aleone. At the same time the elderly are proud that they continue to be useful as
full members of their families and of =ocjiety.

DENMARK

The population forecast for 1981-2000 shows an increase of men 67 years and over from 266 400
to 268 500, and of women [rom 376 680G to 401 700; compared with the total population it mesns s
4% increase for both sexes, whereas the age group 26~06 years will increase by 8% and the younger
age groups decrease gonsiderably,

Expectation of life, according to the life—tables, assuming that mortality rates remain
constant, has hardiy changed since 1955-60 in wen between 70 and 79 years of age {lU.7 years) and
has increased by 0.4 year (5.8-6.2) For men 30-8Y years of age and by U.2 year (3.1-3.3) for men
90 years or over. With regard to women it has inereased from Ll1.% to 13.9, from 6.1 to 7.7 and
from 3.2 to 3.7 years respectively in the same three age brackets.

Two—thirds of all deaths above the age of 60 years are due to three causes; malignant
neoplasms, ischaemic heart disease, and cerebrovascular diseases.

As the number of elderly iua Deumark increases the need for services is growing also. Services
for the elderly are provided by the Ministry of the Interier (medical and nursing care) and the
Ministry of Social Welfare (social services to the elderly at home and in social caentres).
Municipalities are responsible for home care and institutional care. The counties provide hospital
services. Geriatric departments form a bridge between these two zuthorities; they assess the
functional level of an old person in need of care, provide treatment and rehabilitation, and
tinally aszess the ueed for future services. A gap between home care and nursing~home care is only
partly filled by day-care centres and day hospitals for the elderly living at home.

Between 1979 apd 1992 the total of full—-time employees providing services for the elderly is
expected to rise from 41 700 co 58 000 - i.e, a 404 increase. This corresponds to the expected
inerease in the numbers of elderly, taking Lntoe account the changes in age stratification. This
forecast does not take inte account probable economic recession or change in political concepts.
At present the staff of nursing homes account for 94-93% of the tozal staff providing services for

the elderly.

Staff for the care of the elderly are less well educated than the corresponding level for,
say, the care of children. lBesides, relatively few have had special training for social services
to the elderly, Madical and nursing care are the preferved training areas.

In 1980 a new category of staff was introduced = old people's home auxiliary; this functien
encompasses up to 508 of service/care in nursing homes, compared with L1X for specific nursing care
and therapy. There is a trend therefore towavds swploying more old people's home auxiliaries and
MO E.EEJ-.E tant nurses.

Hospital resident patieats awaiting admission to nursing homes oumber about 2000: the average
walting period iz 66 days. Hospital bed usage is three timea as high among single men and women as
ameng those who live with & spouse, and still higher if the groups ave adjusted for age.

A Z4-hour home care service continuous or intermittent, as an alternative to hogpitalization
ia being evaluated in different parts of the country. It remains to be seen whether this home-care
axperiment will diminish the need of hospital beds or merely result in better home facilities.
Medical needs apart che risl. groups among the elderly are characterized by their living alene, poet
teansport and shopping facilities, and greater use of howe help than ether elderly people in the
community, O the whele, the unmet needs of home care seem to be moderate, at least as far as the
lighter services, such as 'meals-on-wheels', linen service, and control and alarm calls are
concerned; other seyvices such as day centres and sheltered flats need to be expanded.
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The value of the tradithon of institutional housing for frail elderly has been queationed in
public discussions, Housing and service are proposed to be separated. 01ld people in need of
services should receive them irreapective of where they live — in their own house or flat, in a
sheltored flat, ov in & nursing home. The provisien of suitable housing should depend on factors

other than the need for services.

Another suggestion is that services for Che elderly should be paid for, while ensuring that
the old person is not forced to deo without important services for economic reasons.

A recent survey of 219 persons in a birth cohort aged exactly 83 years (The Glostrup
Population Studies) showed that (8% were living in a nursing homwe and that 24 were in hospital.
Amoug those living alone, 50% lived in their own house and only 50% received home help., The
Glostrup Population Studies have followed up 2 number of cohorts since 1964. The L1897 birth cohort
has been investigated at ages of 70, 80 and 85; the 1914 birth cohort ar ages 50, 66U, and 67; and
the 1936 birth cohort at ages 40 and 45, The studies are continuing and the resulis will provide
data for asgessing spe—determined and age~conditioned trends, as well as the changes between
generationa - the secular trends. Thus, the Glostrup Population Studies constitute an instrument
for registering changes in health, service, and care for the elderly in the future.

FRANCE

Demopraphic trends and projections

france was the first 'aged' country of the industrialized world. Since the begianing of the
19th century the proportion of the aging in the French populatien has continuously increased.

In 1981 there were 9 336 000 persons aged 60 and over (17.3% of the population), of which
3 200 000 were 75 and over, and 380 000 were 83 aad over,

The firat cause of demographic aging in France is a continuing declime in fertility
intertupted by the baby boom of the 1946-1964 period. If fertility rates remain unchanged, there
will be no significant increase in the numbers of the elderly during the next 20 years. The young
elderly will decrease because of the lean generations of 1915~1920 reaching 65, and the very old
will increage, The age-proup of 85 and over will indrease from 580 000 to 860 000 {poasibly to
990 000, pesing a majer challenge to health policy makers.

The aged population has a high proportion of women and an unequal geographic distribution.
The nlder women are the moat isolated, have the lowest incomes, live coften in individual houging of
substandard conditions, particularly in rural areas. They counstitute the main risk group for being
instisutionalized.

The decline of rural areas as well as the development of new urban conglomerations pose
problems of social integration of the aging and accessibility to peeded seyvices.

The health of the aged population

A higher morbidity vate among males, particularly the aged between 55 and 74 years 15 caused
by lung ¢ancer, ischaemic heart diseases and cirrhesis of the liver. C{ardiovascular diseases,
acute and chronic respiratory diseorders, rheumatic disorders, gastro-intestinal disorders, diseases
of the nervous system and ill-defined conditions represent 60 to 704 of the healcth problems aeen by
zeneral practitioners. Several disability surveys have shown that one~third of those aged 65 and
over liviug ab home are unable to do domestic duties, 15% are unable to carry out the daily

activities related to survival,

Home gervices and institutions for the elderly

To facilitate living at home, the agpiratign of the great majority of the e¢lderly, home
renewal and home services are a major concern. An important home renovation programme is under
way, including specific adanptations for disability. A national network of associations, the
Centres for 'La Protection, Amélioration, Conservation et Transformation de 1'Habitat' is a major
channel for financing the programme. Since 1982 the Stete pays up to 6 000 francs per operation,
and double the amount in casgse of disability; this finanging is complemented by local community
arganizaktlon and penzion funds which dispose of social and health action funds.
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Home-help services are the most widespread, for which the aged pay according to their means.
Welfare and social security pensionsg are the main providers of funds to the public or private,
anon=profit, services, which reach nearly 400 000 beneficiaries.

Other socisl services are numerous neighbourhood meal centres and, for the more disabled,
'meals-on-wheels' servicea; repair services, laundry, transport on demand, and tele—alaym systems
are beginning ta develop.

llome nursing services have expanded from 3 DUO to lU 000 places in one year since a
ministerial civcular encouraged their development. Intermediate between living at heme and in an
institution are temporary housiny and day-centres or day-hospitals.

About 400 G0 (4.5%) of the elderiy are living in institutions. The main principles of
community-living policy are the adaptation of establishments to the problems of the eldezly and the
avgidance of segregation. Funds earmarked for the conversion of old almshouses are being uged fur
the reconatruction or renovation of amall buildings in Ehe widdle of towns or in villages, in such
a way that individual privacy is respected and the sveial needs of each person are met. Reszidents'
Associations are sab up to encourage pecple to take part in the life of the establishment.

Because of the aging of people in reszidences and the increase in the aumber of dependent
people, the medical sections of the social establishments are to De considerably extended.

Organization of medico=social policy

Besides the State, other agencies - gocizl secuvity schemes, local comsmunity organizations =
complement the funds to publie and private establighments and services provided by professionals
and volunteers,

Following the Government's decentralization of responsibilities te the Regions and
Departments, the Departments must now prepare a Gerontological Flan. Its objective is to assure a
better undevstanding of aeeds, with a view to a coherent reinforcement of health and sccial care
for the elderly. A contractual relationship will be established between the Department council
responsible for planning and implementation and the $tare, which is responsible for the level of
heastth ingurance financing. The plan must include a detsiled sgenda of sctions to be updated
annually after consultatien with the Depavtmental committee of retired and eldarly persons.

The creation for the first time of a State Secretary for the Elderly ensures pood governmental
coordination and inspires a worve global peliey with the drafting of the Intermediary Plan
1982~1953. At the local level,grants have been galloted for the c¢reation of 500 coordinataors'
positions to assure a closer linke between services and establishments. State Credits are given to
crganizationa grouping all the leocal pavtpers iovolved in medicosocial policy for the elderly.

GERMAN DEMOCRATIC REPUBLIC

The Constitution of the German Democratic Republic (Article 36) states: 'Every citizen of the
German Democratie Republic shall have the right ko social care in case of old age and invalidity,
This right shall be guaranteed by a rising standard of material, social spd cultural care, and care
of elderly and dissbled citizens,' State instituticons, eunterprises and public organizations play a
part Ln comprehensive care of the elderly. A decree of the Council of Ministers covers the
principles and measures designed to lmprove the medical, soeial and cultural care of citizeas of an
advanced age and to promote greater participation in the life of the community, and also deals with
the main areas of gerontological research.

Social insurance pensions form the wain element of material provision for the elderly.

The wedical care system for the elderly was reorganized following new Ministry of Health
guidelines in 1973, designed to keep medical care abreast of advances and changing expectations in
this field. It invelves all doctors and nurses both in hospitals and in the outpatient sector.

The doctors obtaln precisc information about the older residents ia their community, especially
those in need of care, from district nurses, welfare workers and Volkssolidaritdc and German Red
Cross volunteers. They also have access to local couneil files. Gerizeric consultants play a
coordinatiag role, ensuring that patients who need care veceive proper attentien in their own
homes, or ave admitted to & home for the infipe or, temporarily, to 2 hospital. They work together
with general practitioners and advise on aspects of medical attention related to age.
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Providing accomodation for older and elderly citizeans is pavt of the GDR's housing programme,
the central project within a broad ramge of social policies, which should solve the housing problem
by 1990. Many older people have received better accommodation ¢ither in new houses or as a result
of modernization work on individual flats or even on whole boroughs. One special form of
accommodation is blecks of flats for the slderly: an interwediary stage between iadividual flats
equipped for the elderly, on the one hand, and old people's and nursing homes, on the other.

In 1981, 4.2% of citizens of pensionable age were living in eid people's or nursing homes
hecause they could no longer cope alone with their own household and had no recourse to an
alternative (family, neighbours). Nursing homes accommodate old peeple whe are chronieally ill and
need constant care: old people's homes include ecare units for those who fall ill. There are many
more applicants for accommodation in old people's homes than can currently be met, despite a
steadily growing provision of places. The 1981 capacity of 125 000 places is to iacrease to
140 Q00 by 1983,

The Volkssclidaritdt is a public organization, of over 2 million members, specifically
concernad with elderly citizens, and funded to the extent of about 40 million marks a year from
contributions and domations. In each neighbourhood, the Volkssolideritdt plays a crucial part in
the broad range of care and welfave offered to old people, cooperating clesely with the state
authorities, trade unions, enterprises, other organizaticns, and families. About
170 000 volunteers, organized in every town and village in about 14 OQU groups, provide services,
Old-age peusioners who enjoy variety and company can visit one of the Volkssolidaritdt's
860 clubs, Over 42 000 home helps, paid Volkasolidaritlt staff trained by the German Ked Cross
viait 73 00U pensioners daily or at least several times a week fo carry out chores such as
shopping, cleaning the flat, bringing a hot dinner, or administering prescribed wedicines.

HUNCARY
Preventive and therapeutic care of the elderly iz an integral part of the health care system.

Health care planning for the old requires demegraphic and nealth=status analysis to define
expected needs. Mortality and morbidity data as well as less reliable data on utilization of
institutions and information obtained from screening examinations may assist in the analysis.
Hlungarian mortality data indicate a deterioration in the health of the oid. Mortality due to
diseases of the circulatory system, neoplasms and accidents over 6U years accounts for 73% of all
causes of death. A remarkable rise has been registered in the past decade in deaths due to
accidentg.

The most relisble morbidity data are obtained {n respect of hospitalized patients. The latest
detailed survey, in 1972-73, showed every third bed occupied by an old person; since then the
proportion hospitalized has risen further. A coansiderable increase in ineideuce occurred in four
groups of diseasas ~ diabetes, hypertension, arteriocsclerosis, and chronic ischaemic heart disease
- between 1972 and 1976. With regard to all diseases, hoespitalization in old age lasts longer, but
average hsopitalization time decreased in all proups of diseaszes and in all age groups hetween 1972
and (%76, owing probably to improved treatment.

Health planning for the elderly

The questions for planners are whether present health services can weet the growing needs of
the elderly, and what kinds of long=range programmes are needed? The key issue of health care for
the aged s the provieion of primary health care, first of all by the district physician (general
practitioner). 0ld people need continuous wedical control at the primary-care—level; hence the
absolute nead to improve the efficiency of the district physician's service. Deficiuncies are
manjfested mainly with cegard to the regular care of old people with chronic diseases, and in
inadequate contact between the district physician and the home-care network.

Besides the district physician the district nurse has a significant role in the care of
patients confimed to bed at howme.

it is a general deficiancy that patients who need nursing are sent to inpatient institutions,
without professicnal justification: the digtrict physieian's service too often dees not call on
the gsocial welfare network.
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¥Most old patients are Created inm unnecessarily costly inpatient departments. Mediuom= and
long—term health plans give exceptional impurtance to preventive health care for the aged and fo
gupanding the network of secial care. Long-term development focuses on the expansion of primary
health care. Long-term plans in regspect of digesges with the highest mortality provide fox
poaf—-primary treatment and rehabilitation in long=stay departments. Rehabilitation facilities will
be establiszhed also specialized departments such as cardiology, rheumatology and traumatology.
Methods of population screening are being elaborated. It is planned to extend apcial care from the
currvent 5% of the population ovar 60 co 10X, and new types of institution care to some 13% of the

old population by the year Z000.

The possibility of a national preventive getontological consultation service is being
considered,

Mediecal curricula are to include the geriatrie aspects of the different disciplines, and a
second specialization in geroatology bullt upon a basic specialization, e.g. in internal medicine,

is coutemplaced,

NORWAY

Health planning for the elderly

In Norway health planning for the elderly is part of a still incomplete health plaoning
system. [¢ encompasses only the institutional sector ~ hespitals and nursing homes - and excludes
old-folk's homes and community services. This is seen as fundamental weakness, given the
interdependence of primary health care and institutions. It is planned to reduce the number of
heds in acute hospitals to develop outpatient facilities, and increase the number of beds and
rehabilitation services in the nursing homes.

The planning target for nursing homes is 7.5 beds per 100 population aged 70 years and more.
The planning guidelines emphasize flexibility, innovation, decentralization, and coordination.

At present new methods are being developed whereby housing slandards wmay be attained which
will better mect health needs and thus reduce demand for services and institutional care.

Thera 1s an obvious need and a demand for new ideas and Lunovation, particularly with regard
to the organigation and administration of services, and in that content to cogrdination, access,
and acceptability. The public accepts that there is a limit to services but do uoct accept unfair
disteibution and ubilization of services, ‘The need is to ensure that the services reach those who
need chem most, to get the most out of the comnunity's resources, and to achieve the optimal
balance between the services.

Special training proprammes tor geriateicians and primary care practitioners, nurses,
phvaigtherapists, and occupational therapiats are organized by the various professional
organizations. There are no national manpower planning guidelines,

Research is funded to the extent of approximately US $3.0 miilion & year into the organization
of services and new approaches to health and social services for the elderly.

PHILIPFLINES

The Philippines has 4 very young population. The aging seclur, those 60 years old and above,
numbers about 2,5 million or 4,8% of the total population of 48 million; 46% of the aging sector
are male, The pext Philippine Developmeat Plan covers the period 1983-87 and it has as one of its
components a national plan for the aging.

In 1942 the President .ppointed a Mational Executive Committee on Aging, attached to the
Ministry of Social Services and Development and composed of representatives of various agencies
cancarned with the welfare of the elderly. Its functions are:

(a) to formulate 2 national plan of action on aging in consgonance with the zegional plan of
action eveolved during the Regional I[ntergovernmental Preparatory Meeting for the World

Assembly on Aging;
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(b) direct and supevvise its implementation, and

{¢c) =erve as liaison to the UN World Assembly on Aging.

Among the recommendations for considerations in the National Plan of Action are:

the expansion of Medicare coverage to include those not currently covered;

- the motivation of voluntary socio—civic clubs and organizations to provide free medical
consultation, treatment and technical aids such as eyeglasses and dentures specially for

alderly personsg;

- research inte the degenerative diseases associated with aging, into the use of herbal
medicines, and into the nutritional requirements of the elderly;

- the identification of lecal expeyts to act as resource persons, and the training of
professionals and community workers to provide geriatric services in the primary health
care context;

- the inclusion of geriatricg and gerontolegy in the undergraduate medical curriculum.

In preparation for the ESCAP Regional Intergevernmental Preparatory Mecting held in Manila in
1981, and in the formulation of the MNational Plan of Action, consultations on the elderly were
conducted thrpughout the country to gather baseline data on problems and nceds, opportunities and
recommendations, and to encourage the elderly to participate in the fermulation of plana. The
participants were themselves elderly persons from rural and urban areas, with varying educatienal
attainment, experiences and social standing, and they also represented different diseciplines and

seCLOYs.

The primary health care approach now being implemented throughout the country provides for
long=term care in the home and in the community, and for enabling the elderly to lead independent
livés in their families and communities for as long as posaible. The elderly are being encouraged
to participate in primary health care.

The National Plan of Action has provisions for traiming geriatric nursing aides, ag well as

for the training of local para—professionals, community health workers, and volunteers engaged in
primary health care in the management of the problems of the elderly.

SRT LANKA

the population of 5ri Lanka in 198i was 14 5383 OUl. The following table shows the expectad
increase in the aged population to the year 2001 and an expected reversal in the male to female
ratio.

Pable L. Actual and projected aged population 1963-2001

Number Percentage of total population
Census  Males Females Total Males Females Population
year aged 60+ aged 60+ agad 60+ aged 60+  aged 60+ aged 60+
1963 346 950 275 300 622 250 3.28 2.60 5.88
1971 440 201 362 010 802 211 3.40 2,85 6.25
1981 322 763 461 929 484 692 3.52 3.5 6.63
1991 782 QoY 741 000 1 %23 Q00 3.92 3.72 7 .04
2001 9461 000 L 917 000 1 478 000 3.90 4.13 8.03
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The child and youth population is gradually declining. The great majority of the aged are
married: B86.7% of males and b4.4% of females. HNeaely 31% of aged females are widowed.

The extended family system, streugthened by custom, enables aged people to live in their own
homes.

The State provides for social and economic security, with pension schemes, widows' provident
fund schewmes, insurance and savings and public assistance schemes.

A larvge aumber of persoas of over 60 years are employed, in private activities oy by voluntary
organizations or in agriculture and casual work. Nearly half are gainfully employed; this is one
of the mala reasons for the continuance of the extended family system.

Abour 0.3%2 of the elderly are in residencial institutions, of which there are three types for
the elderly:

- state homes which do not charge for accommodation,

- homes which charge, managed by voluntary organizatCions with stare assistance, and
- cottage homes Lor the elderly managed by ad hoc committees, with gtate grants.
Two day centres have bgen esgtablighed by voluntary organizstions.

It is evident that the family howes are what the aged need in Sri Lanka, and consequently the
strangthening of the community services should be the policy rather than the provision of
residential institutions.

The security and the care of the aged is almost guaranteed by the social system and the
cultural background; the health care of the aged has not been a problem in the past and there is
no special health plan for the aged. There are no geriatric hospitals. The general health care
gystem is =zdequately geared to cope with acute care needs of the aged. However, thers i1s a need
for rehabilitation facilities in heospitals for patients.

The Government has recently approved the restructuring of the health care system, to use the
primary health care approach and the health centre concept to achieve Health for all by the
Year 2000. The emphasis is on strengthening health care at the periphery by providing village
tenttes, one centre for 300U people, in charge of a trained resident family healeh worker,
suppurtad by wvolunteers and a viliasge health committee. Singce 994 of the aged live in family homes
and mostly in rural areas, this system is expected to be the mainstay of the caxe of the aged. The
planned referral and supervisory support to the priwmary health care systewm will provide for the
general and specialist medical care needs of the elderly,

The country has an extensive network of voluntary organizations and voluntary workers, with
close links at the village level with the family health workers., After the World Assembly on Aging
a National Committee on aging was appeinted, comprised of key personnel From the Department of
Social Services, Ministry of Health, frowm voluntary oryanizations. The Comnittee emphagizes that
the solution to the problewms of aging lies in economic development with conmtinued prowth of present
¢ultural and soecial values, whigh promote respect and supporbive family care for the elders.

The National Committee has launched six projects:

- the analysis from ceusus data of demographic trends in respect of the elderly te the
year 2000, tor the attention of development planners, policy-makers and social workers;

- surveys to identify social and economic problems of the elderly as a basis for devigzing
strategies for golving them;

- enlisting the elderly and their integration in the community;
- formulating programmes to easure Lhe sconemic security of the elderly;
- formulating programmes to ensure the social security of the elderly;

- disseminating koowledge about the elderly to the generval public.
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Soma of the steps that are indicated in connexion with the development of geriatric care
services in Sri Lanka are:
- to identify the specific health needs amenable Lo primary health care;

- to determine the specific training needs of primary health care workers for geriatric
gervices;

- pilot studies related to geriatric care within primary health caxe;

- the provision by the primary health care of healtn education in the care of the elderly
as part of the domiciliary care services;

e a widening of the scope of activitiea of departments of rhewnatology, and of acute
medical care faciiites im the district hospitals; these departments should develop a
comprohengive team approach for the total care of the aged, with links with the primary
health care teams;

- the establishment of a national geriatric institute to meat long—terwm needs;
- the Ilncurporation of education in geriatrics at all levels of medical education;
- the extensive uss of mass media for community education;

- the encourdgement and stimulation of voluntary bodies and service clubs to suppett the
development of geriatric care.

UNITES KINGDOM (SCOTLAND)

Between now and Ehe year 2000, the population aged 6% and over is projected to remain more or
lesa static but the age=group BU and over will continue to increase - from Lo QU0 in L4981 to
160 200 in 1996. The age-group B35 and over is expected to increase éven more = from 45 100 in 198)
ta 67 100 in 1996, an increase of 48.8%,

Mosl Scots obtain health care through the National Health Service. Pergonal secial services
are provided by the social-work departments of local autherities.

The Secretary of State for Sceotland is responsible for the provision of health services;
15 Health Boards exercise his functiens within defined geographical areas.

The Scottish Health Service Planning Council, on which is represented each Health Board and
the four universitics with medical schools, advises the Secretary of State. A National
Coneultative Committese for each of the principal health professions reports to the Planning Couneil
and may establish sub—committess for specialties, Health Boards may seek advice from Area Advisory
Committees established by the different professions.

Thus at national level, advice on planning c¢an be obtained fvem the Planning Couneil through
its committees and sub-committees. Alternatively the Planning Council may establish ad hog
planning groups with o wembership drawn Ivoem the professions involved and from other interested
agencies. In either cage the advice assists in the formelation of pelicy within the Scottish Howe
and Health Department (SHHD). Health Boawds are expected Lo plan in accordance with the pelicy
promulgated by SHHD.

Care of the elderly at home

The great majority of the elderly live at heme, Fewer than 6% of the eiderly Live in
inscitutions. Current planning provides for community support &o senable the elderiy Lo remain at
home for as long as is practicable consistent with their own and others safety. The elements or
community support are the yrimary care team and their allies, the home—help, sitting, 'tucking=in',
laundry and 'meals=on-wheels' services. Lunch clubs, social clubs, day centres, day hospitals, and
crises, respite and holiday short—term admissions are additional methods of supporting patients at
homa.
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The primary care team comprisea a general medic¢al practitioner, a visitor, a district nurse,
and sometimes a socisl worker. Except in cities most practices have attached health visitors and
distriet nurses who provide services for the patients of the praetice. Intreasing numbers of
practices maintain age registers for elderly patients to identify those especially at risk. The
primary care feam is in an excellent position to take action in case of need. Health visitors are
well trained assessing patients’ need for support serviees and for the mobilization of the
necessary services.

The average number of patients on a doctor's list in 1980 was 1831 of whom 236 (144} were aged
65 years or more. The number of general medical practitioners rises slowly to cope with an ever
increasing workload, part of which iz related to the greater demands made by the increasing numbers
of elderly patients. The aumbers of health visitors and district nurses have been increasing more
rapidly. Betwsen 1970 and 1980 vigits by health visitors to the elderly increased by 634, and by
district nurses by 32%.

The allies of the primary care team are the dentist, the physistherapist, the occupational
therapist, the chiropodist, the optician, the audiometrician aud the pharmacist. There are no
planning targets for these groups.

For patients at home the key persom is the howe=help. Altheough employed primarily for
domesti¢ work, many home-helps perform a caring role beyond the nominal scope of their duties,
Night and evening sitter serviges are available in a few areas to allow caring relatives to have a
good unight's sleep or & free evening. Veluntary bodies also provide this type of relief.

Additional support to pafients and relief to relatives iz provided by day centres for patients
vhose major needs are social; day hospitals for patients who need continging medical, nursing and
physiotherapy care; naight nusing and "tueking=in" services; and short-term admissiona to
residential homes ov hospitals to cover domestic crises or to provide the caring relarive with
short spells of respite ar a holidsy break. 1In 1981, per LOUQ population aged v5 and over, day
cantras provided 6.2 places, and day hoapitels 1.i places for geriatric patients and 0.76 for
geriatyic psychiatyy patients, TFor bhoth geriatric and geriatric psychiatry day-hospital prevision
the target is 2.5-3 places per 1000 aged 6% and over.

For the small proportion of the elderly who become unable fo maintain a fully independenc
existence in their own homes or in specially designed houses, but who deo not need institutional
care, sheltered housing has been develeped, It comprises a group of one~ or two=-roomed houses
connected by an alarm or communication system with the house of & warden. In some schemes meals
are available from a central dining-room. Communal sitting=rooms are mede available Lo encourage
g2gcial intercourge azmong the residents. A ratic of 17.3 bed spaces pexr L0 population aged 65 and
over was provided im 1979; the interim planning target is 25 spaces per L1000,

Institutional care

Patients in residential homes are expected to be able tw dress, toilet and feed rhemselves:
meals and cleaning services ace provided and assistance is given as neceszary, The newer homes
seldom cater for wore than 30 rvesidents and provide individual bed/sitting-rooms az well as
communal sitting and dining-rooms. The aim is to build relatively small homes close to the
community to whieh the residents belong.

The rate of provision is 20 beds per 1000 population aged 65 and over, against an interim
planning target of 25 beds per l000. To take zccount of the demographic changes, a working group
suggested & revieed target of 60 beds per 1000 population aged 75 and over.

A small number of elderly patients need continued medieal and nursing care in hespital. Full
multidisciplinary assessment is made and maximum efforts at rehabilitation before patients are
admitted tor long-term hospital care. Many long-stay geriatric units which provide difficule
working conditions for nursing staff and lack of privacy for patients are being replaced by
buildings which offer better working conditions and more suitable accommodation for long=-stay
patients.

In 1980 the provision of 9,792 beds were available for geriatrie patients, i.e. beds per
1000 population aged 73 and over was 35,94, agaiust a planning tacget of 40. With the projected
increase by 25% over the next decade in the population aged B0 years and over, and the
corresponding rise in the incidence of dementia, there will be a greater need for hospital
accommeodalion and care, even though many patients can be managed at home. Healrh Boards are
accordingly tending to construct units of 30 beds near the communities they seyve, for geriatrie
paychiatyy patients without sericus behaviour problems; patients with serious behaviour disorders
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will have to continue to be carad for in the psychiatyic hospitals. No firm planning target has
been get for geriatric psychiatry patients but a working group has suggested a need for U beds per
1000 population aged 65 and over.

Innovaktive approaches

Studies have shown that close collaboration between specialists in geriatric medicine and
their colleagues in acute medical wards leads to & reduction in the mean and median stays of
geriatric patieats in acute wards, and to more patients being discharged home instead of to
convalescent wards. Morbidicy and mortality are similar in patients treated at home with
additional nursing and home—help support te those of patients admitted to acute hospital wards with
gimilar illuesses. Keturn to the pre—illness level of independence has been shown to ke guicker
and more complete in patients treated at home.

Manpowel planning and training

Geriatric medicine is taught in undergraduate medical curricula; postgraduate training on the
subject involves progreasion through posts of increasing senjority in the specialty for at least
5 years and usually the obtaining of a higher qualification; and geriatric medicine is an optienal
gubject in general practitioner vocatienal training. No specific manpower targels are aset for
geviatric medicine or for general practitioners., Additional posts are requested and authorized as

workload requires.

Basic nursing training and courses for healch visitors and district nurses are placing
increased emphasis on the aging process and the needs of the elderly. The Scottish Home and Health
Department has produced a training package for in-service training for nursing staff, A large
element relared to rhe elderly, particularly the assessment of activities of daily living, is
ineluded in the training of occupational therapists; in the physiotherapy syllabus the emphasis iB
less. Additional training in the nceds of the slderly is now included in the training of
opticlians, audiometricians, and chiropedists. Sociai-work training so far includes very little on
the elderly.

Hegearch
lesearch in progress includes studies of:
- augmented home care within the confines of the primary care team;

- different aspects of the structure of services, pathways into and between them, and the impact
on the provision of care for the elderly;

- the atbitudes and expectations of the elderly living at houe towards sheltered housing and
towards residential howes, and of pre and post adwission attitudes of Lhe same individuals;
and

- the impact of community support services on the supporters of geriatric psychiatry patients.

YUGOSLAVIA

The Yugeslav society, like wmost others, has found itself inadequately prepared for many of the
health and social problems asscciated with aging and the aged. )

The Yugoslav population is an aging one; the number and the proportion of aged persons is
rising, but with considerable regional variation. There is a general rise in the ratio of
dependent to active persons.

Secinl poliey and attitudes towards old age and aging, 1% reflected in the Federal
Constitution and by sociopolitical, scientific and professional associations, accord the aged equal
social and political statu: as the rest of the pupulation, and recegnize the contribution they have
wade to the country's development.

There have been impressive achisvements in applying this palicy, with regard to social welfare
aud health care, the provision of institutional and domiciliary services, education and scientific
and research work and the participatien of the aged in decision-waking particularly regarding the
problems and golutions that affect themselves.




THB/ADR 115
Dible
page 27

However, the demand for special institutional accommodation for the aged iz still not fully
met, bul increasing attention is being paid to the development of so-called '"oppen' social welitare
and treatment at home, particularly in the larger towns. Home medical treatment, a form of
haspital tyeatment but at the patient's place, is still more defined in theory than it is
implemented in everyday practice; however, the number of home visits paid by doctors on request is
great, many medicaments are ministerved in patients' homes, and ambulance stations offer a great

wumber of services.

Health ecare of the aged is expanding in scope and improving in quality. The number of
patients per physicianm is 630. The perecentage of hospitalized old persons is inereasing;
diagnoses indicate the increasing number of chronic diseases charasteristic of older age groups.
The increasing opportunities afforded to citizens to exercise their health care rights resulr in
increases in registered morbidity, very much influenced by population aging, comparsble with the
disease patterns of more developed countries.

There is social security for all in case of illnesa or dissbility, including the aged, and the
right of every ¢itizen to health care, as part of social welfare and social security is thereby
guaranteed.

It is accepted that hospital care of the aged should not be separated from the health care of
the population at large. For ambulatory care doctors tend to reserve separate surgery hours for
aged parsons ovr at least fo provide separate counselling services for chronical diseases. If
neither is possible aged persons should come for check-ups by appointment.

During working age the health care services, particularly ocecupational medicine, protects the
workers as much as possible from the inevitable hazards of the work process, with the aim of
allowing them to age naturally. However, the psychosocial and educatignal preparation of working
pecple for retirement is still insuificiently organized, though self manggement offers enough
possibilities of doing se. The retirement age for men is 65 and for women 60 but the problem of
lack of occupation for retired active people has not baen solved. A so-called "small-scale
economy' has been suggested based on individual or group handerafts, Many people in the "third
age" euagage themselves in activities of various clubs, or in local community activiries.

Housing and old age was the main topic of the inaugural Congress of the Associstion of the
Gerontological Societies of Yugoslavia, held in 1979. However, many houses are old and lack modern
sanitation, particularly in rural areas, mostly inhabited by old persons. The provision of
comforteble and functionally adapbed accommodation specially for pld persons and close to the
youngar penarvations, i1s financially not Ffeasible, Thus, although a great number of £lats have been
buitt since World War TI, housing of the aged remains a serious problem.

The ecouomic status of the aged is assured by personal and family peansions and finangial
assistaunce in case of special need. Pensions are constantly adjusted to the cost of living.

Towns are "younger'" than villages roday, as the result of strong migrational movements witich
inevitably follow abrupt technical and other development. The aged are concentrated in town, which
haz both advantages and disadvantages. Alienation is more liable to oceur in the towns, but
ocganized measures to deal with social difficulties associated with aging are wore feasible in
Lowns .

In villages the aging of the population is more pronscunced. Some predominantly agricultural
regions are menasced by depopulation, and aged Farmers are deprived of labour, skills, and
investmeat. Tradirvional neighbouriiness can no longer be relied upon. The leasing of land to
agricultural cembines in exchange for a life pension is sugpested as a way to reduce social
problems in rural areas. There is a move to establish a system of pensions for all farmers.

Steps have been taken recently to establish small homes for aged persons and a
“geronzo-hostess" in villsges. Such homes built by volunteers and paid for by contributions of
prospective residents seem to be one form of solutien of the problem.

Professional education and pesearch in gertatrics and gerontology

Social medicine and related sciences applied to aging is continuously being elaborated,
Important contributions to education and the publishing of new knowledge were made by the two
Gerontological Congresses held in Yugeslavig in 1977 and in 1982, The Geroutological Sacieties of
Republics, the Geriatric Sections of Medical Secieries, and various associarions of citizens have
published several thousand articles which constitute a valuable muitidisciplinary treasure of
knowledge in the field, as well as a number of studies and monographs. Theses oo gerontological
subjects, for masters' and doctors' degrees, have been submitted.
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There is continucus schentific and research work concerned either with direct questions on
aging and old age, or with indirect issues such as the disintegration of village kife,
urbanizarion, industrial development, demographic trends, and health status.

The future of Yugoslav gecrontological and geriatric thought and practice can be regarded with
confidence and optimism for a oumber of reasons. For example, there is a progressive social
atritude; there iz a stromg basis of gerontelegical and geriatrie thought and practice;
multldlsclpllnarlty is accepted as a way of ohserving phencmena and pursuing selutions; primary
health care is well established; there ave incentives fo work with the aged and to enygsge more
junior experts; aged persons have increasing pessibilities to participate in decislon-making in
géneral and with reference to themselves and their rights, life and work; and it is realized that
since great problems require great efforts, organized social forces must contribute to the further
development of gerentological thought and practice and to the search for ever—better aolutiona,
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Annex 2

COMPUTER-ASSISTED PLANNING:

Subject topics

Demography

1. Age—-Sex Distribulion
2. Marital Status

3. Living Arvangements
4, Urban/Rural Regidenge

Spcigecenomic Status

1. Incoma Distribution

2. Poverty Levels

a3, Educational Attainment

Economy

1. Cross Natiomal Product Per Capita
2. hependency Ratio

3. Labour Force Participation

Soclal Security

1. Spcial Security Bencficiaries
2.  Social Security Expenditures
3. Sources of Income

4, Payroll Tax Rate

Hous ing

L. Age of Dwelling

z. Number of Bathrooma

3. Type of Heating

4. Type of Dwelling

3. Ounership

Health Resources

1.
2.

4.
5.
6.

Fhysigians

Registered Nurses

Cther Health Professionals
Hospital Beds

Nursing Uome Beds

Home Health Services

Health Sfratus

Death

Life Bxpectancy

Heart Death Rate

Cancer Death Rate

Stroke Death Rate

Chronie Conditions
Hestrictions in Activities of Daily Living
Mobility Restriction
Limitation of Activity
Sell Assessment of Health
EBdeantulous Fopulation
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8.

10.

11.

Health Utilization

1. Physician Services

2. Physician $ervices by Specialty

3. Physician Services by Place of Care
&, Dental Services

5. Hospital Dischavges

6. Hospital Patient Days

7. Hospital Patisnt Days by Diagnosis
§. Operatiens

9, Male Operations

10, Female Operations

Health Expenditures

1. Total

2. Relation Eto GNP

3. Age Differences

4. Physician Expenditures

5. Hospital Expenditures

6. Nursing UWeme Expenditures

7. Dental Expenditures

8. Spurce of Financing

9. Financing by Type of Service
10, Publie Expenditures

11. Total Current

12, Helation Lo GNF

13. Age Differences

14. Physician Expenditures

15. Hospital Expenditures

16. Nursing Home Expenditures
17. Dental Expenditures

18, Source of Financing

19. Financing by Typs of Service
20, Public Expenditures

Long-Term Care

1. ADL for Non~Institutionalized
Z. Sources of Help

3. Mobility Restriction

4. Nursing Home Resideats

5,  Age-Sex Disfribution

6., ADL for Nursing Home Hesideats
7. Primary Diagnosis

8. Conditions and Impalrments

9. Prior Residence

10. HNursing Home Expenditures

11. Sourece of Payment

Mental Health
L. Suicide
2. S5ealected Measures

3. Congerna

Soeial Countacts

1. Church Attendance
1. Contact with Children
iR Leigure Activitiis
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Annex 3

LIST OF PARTICLPANTS

CANADA
Mg Betty Havens
Proviacial Gerontologist, Manitoba Department of Health, Winnipeg, Canada
CUBA
Dr A, Rodriguesz
Chief, Department of Social Welfare, Province Las Tunas, Cuba
DEMQCRATLIC PEGPLE'S REPUBLIC OF KOREA
Dr Kim Chang Ho

Researcher, Ministry of Public Health, Pyongyang, bemocratic People's Republic of Kovea

Dr. Li Zhu Son
Director, Korean Red Cross Hospital, Pyongyang, Democratic People's Republic of Korea
DENMARK

Dr F. From Hansen
Medicine Department, Copenhagen County Hospital, Glostrup, Denmark

FRANCE

Prefessor J.G. Benvard
Tachnical Adviser, Secrétariat d'Etat chargé des persounes Sgées, Paris, France

GERMAN DEMOCRATIC REPUBLIC

Dy Christa Seidel
Hezd, Department of Social Serviece, Institute of Social Hygiene and Organization of Health
Protection, German Democratic Republic

HUNGARY

Dr Edit Beregil
Professor, lerontology Centre, Semmelweis Medical dchool, Budapest, Hungary (also represeating
the International Association of Gerontology)

Dr J. Hankiss

Professor, Head, Department of [nternal Medicine,lMarkusovszky Teaching Hospital, Szombathely,
Hungary

NORWAY

Dr 4.8, Hovind
The Hezalth Services of Norway, Reyal Norweglan Ministry of Social Affairs, Osleo, Norway
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PHILIPPINES
Mrs Catalina L. Fermin
Social Programme Supervisor, Ministry of Social Services and Development, Mauila, Philippines
SRT LANKA
br. L.GC.R., Liyanage
Assistant Director, Ministry of Health, Colembo, Sri Lanka
UNLTED KINGDOM
Dr R.M. Melville
Senior Medical Officer, S$cottish Home and Health Departmeant, St. Andrew's House, Edinburgh,
United Kingdom
U3A
Dy W.S5. Cartwright
Chief, Demography and Biometry Office, Epidemiclogy, Demography and Biometry Programne,
National Institute on Aging, Bethesds, Maryland, USA

YUGOSLAVIA

Dr N, Milosavljevic
Institute for Public Health, Bulevar Revolucije, Novi §ad, Yugoslavia

TEMPOXARY ADVISER

Profesaor Karen Davis,
Departwent of Health Services Administration, The Johns Hopking University, School of Hygilene
and Public Health, North Wolfe Street, Baltimere, USa

REPRESENTATIVES OF OTHER ORGANIZATIUNG

International Social Security Associlation

Mr R, Bédard
Kesearch OFficer, Research and Documentation Branch of the General secretariat, Geneva,
Switzerland

Internat lonal Association of Gerpntology

Professor £. Beregi,
Budapest, Hungary

OBSERVERS

nr J. Baleg
Director, Centre for Organization Planning and Inforwation, Ministry of Health, Budapest,
Hungary
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Mr L, Cseh-Szombathy
Deputy-Director, Institute of Sociolegy, Hungarian Academy of Sciences, Budapest, Hungary

Dr 1. Forgacs
Divector, Imstitute of Social Medicine, Postgraduate Medical School, Budapest, Hungary

Mr I. Kakuszi
Head, Section of Social Policy, National Planaing Office, Budapest, Hungary

pr L. Madi
Balatonalmadi, Hungary

e J, Tamasy
Acting Director, Central Statistical Office, Demographic Research Institute, Budapest, Hungary

Dr G, Vukovics
Head, Department of Social Statistics, Central Statistical Office, Budapest, Hungary

WORLD HEALTH QRGANIZATION

Regional Office for Europe

Dr J.E. Asvall
pirector, Programme Management

Mr P.A. Lamarche
Programme Planning Officer

Global Programme, Copenhagen

Dr David M. Macfadyen
Manager, Global Programme for Care of the Aged




