L4, okt . e

iRe[HEE 11602

-

WHODOG [ (

3 “1-"3\‘-\,_)
[

/"\
ST
(j

.COORDINATED ACTION ON AGING

Report of the
Fourth Meeting of the NGO/WHO
Collaborative Group on Aging

Geneva
9 May,. 1985

WORLD HEALTH ORGANIZATION '
ORGANISATION MONDIALE DE LA SANTE . o

QRGANIZACION MUNDIAL DE LA S8ALLUD







IRP/HEE 116-02

CORRIGENULUM

Report of the Fourth Meeting of the
NGO/WHO Collaborative Group on Aging

Ganeva, 9 May 1985

Annex ITT, page '3, List of participants

Under International Epidemiological Association (IEA)

Pleaze replace Dr C, Rumeau-Rocquette by

Professor A,M. Davies, Director, School of Public Health,
Faculty of Medicine, Hebrew University, Jerusalem,

Rapporteur
James T. Sykes
Madisgson, Wiszconsin

UsSA

IRP/HEE 116-02
ORTIGINAL: ENGLISH
UNEDITED




Note

This issue of this document does not constitute formal publication,
It has been prepared by an NGO representative for distribution to all who
participated in the meeting and for other persons concerned with the care
of elderly persons,

The views expressed are those of participants in the meating and do
not necessarily reflect the policy of the World Health Organization.

The designation employed and the presentation of the material does
not imply the expression of any opinion whatscever on the part of the
Director-General of the World Health Organization concerning the legal
status of any country or territory or of its authorities, or concerning
the delimination of its frontiers.

Extra copies of this report are available from:

WHO Global Programme for Health of the Elderly’
WHO Regional Office for Europe

Scherfigsvej 8

2100 Copenhagen 0

Denmark




CONTENTS

Page
1. The Chairman's opening comments......eovrvervvrrenanrerassssrs 1
2. Remarks, WHO Regional Director For BuroPe. ... vevrirrrivarvar s
3 Self/health/care: global strategy....... ... ... R
4. Changing negative attitudes about old age:
a panel discussion...... . vvvvnrairiiia i, M |
5. Reports from discussion groups on changing
negative attitudes toward old age.. .. vvevrrnnrvrrrrrrasrae 20
6. Quality assurance of community hased
long—term care: a panel presentation......................21
7. Regional reports from member ErOUPS....ccvsrrasnvrseressrass 30
7.1 International Centre for Social Gerontology............. 30
7.2 International Federation of ARing........ovvenvenenersos3l
7.3 Help the Aged..... . ivunrrnsrnsnrarsnnsrasnsssasssssadl
7.4 League of Red Cross Societies..... e 32
7.5 Age COncert.......... A
7.6 Association of Schools of Public Health in Burope.......32
7.7 Help the Aged-India......vevveninrarennes A .
7.8 Christian Medical CommisSSion. ... cvvvrrccrinerrasnnsransa3b
7.9 Hellenic Association of GerontologY. ... vvvervscrnarren 37
7.10 National Council on the Aging-USA..... . c.cvirrrrnnsrsne37
7.11 U.8. Committee on World ARing.....civviviivinnnns . ¥/
7.12 New Zealand Council of Christian Sceizl Services........38
7.13 International Agsociation of GerontologY....vvvervrers .38
7.14 Intermational Council of Catholic Wurses................ 39
7.15 Help the Aped-Africa.. ... iviriirirrrrisriasinssaias39
7.16 American Assoeciation of Retired Persons.........couva.. .40
7.17 Inter-University European Institute on Social Welfare...40

8. ERemarks, Dr. Thomas Mahoney, Consultant, U.8. House of
Representatives Select Committee oh AgRifE...... vvvvvnareas 81

9. ERecommendation of writing committes on “changing attitudes™. .43

10. Remarks, Dr. David Macfadyen, on collaboration with NGOs to
implement the Global Strategy for Health for All. (WHA38)...44

1l. Buggestions for 1986 agenda........ Y 3
12. Closing remarks.and adjournmﬂnt......,............; .......... 46
- Annex T "Collaboration with Nongovernmental Organizations in
_ Inmplementing the Global Strategy for Health for All™.
Annex IT  World Health Assembly Resolution (WHA38.31)
Annex 111 List of participants.......ciiiiiininnsnnsnnsnnrnnninn.







NGO/WHO Collaborative Group
on Aging
9 May 19385

1. TINTRODUCTION

The meeting of the NGO/WHO Collaborative Group on Aging was held in
Geneva on 9 May 1985 during the thirty-eighth annual World Health
Azgembly. Representatives of thi;ty—two nongovernmental organizations
(NGQs) and officials of the World Health Organization (WHO) participated

in the one-day =ession.

John Mave, Director of Help the Aged and Chairman of the 1985 NGO/WHO

Collaborative Group on Aging, opened the meeting at 9 A.M. In his

cpening comments he said that it was 2 privilege to work with other NGOs
in various parts of the world. He noted that the NGOs had a very special
and practical role in the work of serving people. He desceribed his own
extensive world travels during eighteen months as Director of Help the
Aged and said: “I've seen what can be accomplished by NGOs, among NGOs,
and by NGOs working with governments."

He assessed the agenda as one rich in content but requiring close
adherence to the time schedule, In response to a comment by Dr. Pathak
of India, the Chairman acknowledged the important role NGOs from the
Eastern and developing nations should and can play in collaborative

efforts,
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2. REMARKS BY WHO Regional Director for Europe.

Dr. J, E. Asvall, was introduced by Mr. Mayo. His remarks are as
follows:

NGO/WHO collaboration in health is no longer a footnote: it isg
headline news--here in Geneva, in the Regions and in the countries.
Indeed WORLD HEALTH devotes its March 1985 issue entirely to articles
describing the invaluable partnership existing between Nongovernmental

Organizations and WHO in our pursuit of the goal of extending to all

preople of the world the health that all of us here enjoy.

The WORLD HEALTH issue features an article by Mr, David Hobman on "An
Aging World" which, in commendably few words, conveys the idealism we
share as partners for making the world we live in better for the elders
of today and for the elders of tomorrow--our future selves.

He states that we have to mobilize all the human resources we can
muster, if "Health for All" is to be achieved. And he proposes the
establishment of a coalition to face this challenge--a coalition of a
wide range of organizations with a wide range of characteristies, which
would have three main functions: advocaey, service delivery, and self
help. These serve as convenient headings for the work of this Group
today, and in the period that will Ilapse before we meet again next year.

I shall begin with “Health for All™ advocacy, because this is an
activity which our Director-General, Dr. Mahler, is taking vigorous
measures to strengthen. This was also a theme which my predecessor, Dr.
Leo Kaprio, took up in his address to you last year when he called on you
to ba the standard bearers for the digadvantaged elderly of the world.

And the standard was raised by the International Federation of Retirad
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Persons, at their meeting in Malloreca in Nuvémber last. The messages
which we advocate are clearly specified iner. Hobman's article:

first, that longevity iz a bonus to be enjoyed not a burden to be

endured;

second, that decent human survival is determined largely by social,

economic and cultural factors;

third, that according elderly people respect and a continuing role

in their community will powerfully influence their
well-being;

fourth that income, housing conditiong, diet, medical and nursing

skills will add years to life and life to years.

Let me now move from advocacy to service delivery. The expectation
of WHO from these annual meetings with you is that we shall build up an
inventory of innovative programmes of action by voluntary organizations
at the community level. Such actions are illustrated in the Poster
Display on Aging, prepared for the Technical Discussions of the Health
Assembly; we are grateful to you for providing ug with the material used
to prepare the Diszplay.

Another illustration, Mr. Chairman, is the catalogue of aging
rrojects in the third world which your own organization, ﬁELP AGE, has
brought inte the national planning process in Belize and in India. I
hope you will share it with the Group this afternoon.

A third example is the national reports of over twenty African
countries presented in December last at the Conference on Aging in Africa
organized by the Intermational Centre of Social Gerontology in Dakar,

which Mr. Flesch will report upon later.
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Finally, I turn to self-help. In his WORLD HEALTH article, Dr.
Gururaj Mutalik states:

"Health development pre-supposes creative teamwork involving
self-help and zelf-care by the people themselves, supplemented
by adequate health care services based on an appropriate health
technology.”
One tangible product of our collaboration with you has been a Manual for
Publiec Policy and Programme Development on Self Health Care for Older
People. This gives examples of wellness projects or well eldarly clinies
which I am delighted to see that Mr. David Hobman is promoting in
Europe. The Manual proposes health programmes for the elderly, and by
the elderly.

Earlier this year, I sat down with Dr. Macfadyven to discussz the
further development of the WHO Global Programme on Health of the
Elderly. We agreed that the sort of programme we should like to see
emerging in the 1990s, would be a WHO programme that was planned, managed
and implemented by elderly people.

The process by which a managerial structure might be established
would, of course, involve NGOsg, aspecially those which represent
co;s£ituancies of alders. And we have already initiated the process, by
taking informal soundings from some of the Group. There will be
opportunities over the next few days, and again over the next few months,
to explore this idea further. I raise it now merely to affirm the full
support of WHO for this initiative. And I sincerely hope that, when we
next meet, we might have a structure whereby this Group can begin to plan

with WEO its programme for the elderly for 1988 and beyond so that you
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may join efforts with us, at every level of implementation, in our task
of improving the physical, mental and social well-heing of the world's
alders.

Following Dr. Asvall's address, Dr. David Macfadyen, Manager, WHO

Global Programme for Health of the Elderly, noted the importance of the

Director's comments and urged the Collaborative Group to accept

Dr. Asvall's invitation to develop an effective relationship between NGOs

and the WHO. He suggested that the NGO/WHO Collaborative Group on Aging,
having publizhed a ugeful manual on self-care, should consider another
product such as (3 manuzl on) how Lo maintain the quality of care in
‘1ong-tarm care settings. He noted that there iz widegpread interest
among the six regions in this Collaborative Group and suggested that the
Rapporteur's report incorporate the significant discussion of the day for

review by those unable te attend.

SELF/HEALTH/CARE: A GLOBAL STRATEGY

The Chaitr recognhized David Hobman, the President of the Intermational

Faderation on Ageing. Mr. Hobman's presentation stressed the importance

of considering self health care in its breadest perspective and urged
that such efforts not be used to reduce the level of health services on
the assumption that individuals ean largely care for themselves., He gaid
that the strengths of the voluntary sector include its passionate
concern, its impatience for change, and its energetic capacity to work
outside of the restraints of bureaucracy. He_called on the participants

to form coalitions and combine resources rather than compete for scarce
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regources. He acknowledged the significant roles NGOs have with
governments and with the WHO in representing consumers and transmitting
their messages and their needs to those in the public sector best able to
respond.

"In practical terms,” he asked "what can we do?" Through efforts to
gather information, identify successful experiences, develop manuals and
printed materials and through scheduling international and regional
conferences, NGOs can make a significant contribution to meeting the need
for adequate health care for older people, he said, He warned that NGOs
must be careful "not to face ourselves,” but to face outward to other
groups, to influence medical, biological and social welfare
organizations. He stated that "we must speak without jargon in the
language of those whom we serve.” He asked that NGOs and the WHO combine
energies in a spirit of partnership to achieve mutual goals.

The Chairman endorsed strongly the partnership idea as a key to the
Collaborative Group's future. He noted that in his visit to Columbiz he

discovered young people teaching older people the lessons of perscnal

hygiene. He supported Mr. Hobman's advice that we speak'in a language

that is clear, and not technical.

The Chairman emphasized the importance of self-care through community
education efforts. He alerted the participants to recognize that
inappropriate usge of language may lead those in need to feel patronized

or a5 a burden tc those who have, in fact, come to serve.

Reactions to Mr. Hobman's presentation included an observation by Dr.

J. Deboise, Secretary, Scientific Council of the International Federation

of Elderly Associations, that we need Lo develop two separate strategies
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régatding health for the elderly: one for the developed nations and
snother for developing countries. He pointed to the problem of finding
and training individuals to transmit basiec health information to people
in need. He noted that NGOs are often in a good position to identify
individuals for this training. NGOs provide alconnection hetween the

people in the community and govermment decision makers, he said.

Dr, Meropi Violaki-Paraskeva, representing the Hellenic Association

of Gerontology, stressed the importance of creating links between

generations and giving thoughtful consideration to children's reactions
to older people. "NGOs," she said, "can make an important impact on
children's attitudes toward older people by sensitizing them to the

realities of aging."

Ms. Pning Herzog, representing the Intermational Council of Women,

suggested that even in developed countries there ar; too few people well
trained to work with older people and too few people with basic knowledge
of the aging process both within NGOs and in govermment agencies. She
affirmed the importance of invelving the young and old together in
programmes so that the children willlaga better and be willing to work as

volunteers in programs for the aldetly.

Dr. J. D. Pathak of Help the Aped India expressed his delight in

discovering that WHO iz giving increased attention to the special needs
of older people. He described the significant role the family plays in
supporting the elders, but, he warned, the family system is breaking

down. "“If families will teach their children to care, older people will

receive better care,” he offered, and the government system will not be
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required to do more than it can. "If the future man is to live a long

time he must be better prepared for hiz old age," said Dr. Pathak,

Dr. P. Hindson, President of the Intermational Union for Health

Education, noted that older citizens have claim to resources equal to
that of children and thoze in their middle—aé;. He indicated that while
health investments in the elderly seem to have a small return, advocates
need to understand the ethical issues underlying how rescurces are

alleecated and to whom.

Prof. G. Riotton, representing the International Association of

Cancer Repistries, insisted that recommendations must include plans for
implementation. He underlined the importance of using appropriate
language for each audience as we talk about the problems of aging and

what nheeds to be accomplished.

Ms. Vita Ostrander, President of the American Association of Retired

Persons, pointed out the difficulty in convineing both doctors and their
elderly patients that regponsibility for one's health is largely one's
own. As long as older people think their health depends on doctors, they

will overlook or underestimate their own capacity for self-care, she said.

Ms. M. Schwartz of the World Federation of Occupational Therapists
used posters and pictures to show the effectiveness of communicating

complicated health concepts without words.
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The Chairman swummarized the discussion. He thanked Mr. Hobman for

his thoughtful presentation and the participants for their

interventions. He then asked Mr. Sykes to introduce the panel

participants o¢n the subject of attitudes toward older people.

4. CHANGING NEGATIVE ATTITUDES ABOUT OLD AGE

Mr. J. Svkes, representing the National Council on the Aging, USA,

opened the panel discussion on "How to change the negative attitudes
about old age" with the following comments;

- In the preamble to the Vienna Plan of Action, we find these words:

"The countries gathersd in the World Assembly on Aging . . . do solemnly

recognize that quality of life is no less important than longevity, and

that the aging should therefore, as far as possible, be enabled to enjoy
in their own families and communities a life of fulfillment, health,
security and contentment, appreciated as an integral part of society.”
The Vienna Plan succinetly states, “the problem of aging today is not
just one of providing protection and care, but of the involvement and
participation of the elderly and the aging"” and offers a promise:
“eventually, the transition to a poszitive, active and devélopmentally
oriented view of aging may well result from action by elderly people
themselves."

Returning to the Vienna Plan’'s pfeamble, the phrase, "The aging . . .
should be appreciated as an integral part of society," suggests the

subject of this panel: How can we reach that goal?
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How will the general attitudes about old age be changed so that old
age may be regarded as a time of value for both the individual and
society?

Given the changing ratio of old to young in our societies, what
values need to Pe identified and strengthened that will lead to
solidarity among generations and not to age segregation?

Given the tremendous diversity among mature persons (with individual
differences becoming greater as cohorts become older), what can be said
about older pecple that is accurate, leading to useful generalizations
and not to stersotypes?

Given the fact that the older population may be divided between the
young-old (competent, capable, healthy) and the old-old (frail, at risk,
vulnerahle, ill), how may we both describe and celebrate the achievements
of mature years while sensitizing society to the legitimate needs of
those who face infirmities in advanced age? Would it be helpful
to——gomehowu—set age 77 or 80 as the probable time of greatest need, and

avoid the assumption that those who are frail characterize all those who

are retired?

How may we educate and socialize the young people of today so that
they may enjoy a life free of prejudice and stereotypes in their old age?
Myths about aging--the negative stereotypesm-havé emerged from the
activities, tﬁe.limitations, the examples of older people who suffer from

infirmities of aging and suffer also from the acceptance of these
stereotypes. But it is equally true that through the portrayal of older
people at their best--working, deing, contributing, enjoying, living life

to its fullest——we can change attitudes about old age.




~11-
Concluding his introductory comments, Mr. Sykes introduced the

panelists.

Mr. J. Flesch, President of the Intermational Centre of Social
Gerontology, likened the changing aging scene to the cinema and noted
that we cannot deal with the need for major behaviour change as though it
were a series of still photos. He referred to the Vienna Plan of Action
and noted that the demographie imperatives are so overwhelming that
without a dynamic planning process, nations will be forced to react to
erizesz which rgault from dramatic increazes in the aging population.

Mr. Flesch called on the industrialized countries to set an example
of long-range planning for other countries to show that planning is
effective and necessgary for the (quality) socleby we zeek. If we are to
be succgssful, NGOs must spend less time "mending problems™ and more time
undertaking preventive action, he said.

Mr., Flesch criticized the media, generally, for giving too little
attention to age and teo much to "eternal youth.” He noted that while
the need is great for more accurate presentation of the opportunities and
problems of aging, the amount of resources éllocated to programmes to
change negative attitudes is small,

Mr. Flesch closed his remarks wiéh a call to NGOs to work at the
major task necessary to achieve solidarity among generations. He noted
that individuals—-as well as societies--must plan for their mature
years. He added that NGOs must be very critical of their own programmes
to make certain that they are taking appropriate actions to change
attitudes towards the aged. This, he said, is a necessary condition for

progress toward the goals we ghare,
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Mrg, V. Ostrander, President of the American Association of Retired
Persong, described the unfortunate image of aging in America where the
elderly are discussed as a burden. Her remarks are as follows:

I am sorry that we felt it necessary to gather these distinguished
representatives of other societies together to talk about how to improve
the image of older citizens. It saddens me that our apparently shared
negative view of the aged is so pervasive.

A recent izsue 6f AGEING INTERNATIOHNAI asked members of the
International Federation on Aging to discuss the image the elderly have
it their societies and almoét without exception it was a3 negative one.

Industrialization, better education of the young and rapid
urbanization were cited most often as factors in what appears to be a
universally poor image of the aging. Societal elders who once held
positions of great respect are now being seen az "unproductive dead
weight and consumers of public resources,” according to Bruno Ricci,
secretary-general of Italy's National Federation of Pehsioners, who
contributed to the article.

David Hobman, Director of Age Concerti England, will remember his
notation in the article that British Prime Minister Margaret Thatcher has
begun to use the term “burden of care” to deseribe her government's cost
of providing benefits to its aging ecitizens.

And, while I do not believe most Americans resent the cost of caring
for our parents and grandparents, I was alarmed at the topic of a recent
meeting of women léaders in health care “The Burden of Benefits: For

Whom Shall We Pay?"”
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So, what effect has this attitude on the part of our nation's leaders
and policy makers had on our societies and on the elderly themselves?

In America the past four years have seen unprecadented attacks on
povernment programmes serving the aging. In 1983 Congress passed
legislation to carve $100 billion out of the Social Security programme by
the end of this decade. Similarly, the Medicare and Medicaid health
insurance programmes have seeﬁ tremendous budget restraints that have
forced states to cut back services, limit eligibility for Medicaid and
increase out-of-pocket costs for the elderly under Medicare.

Even today members of the American Senate are debating what further
cits will be made to these three programmes,

Would all this be happening if we held the elderly in greater
respect? Why does my Congress think it is right to continually pouge
programmes for the aging to lower federal deficits while allowing rich
corporations to pay no income taxes at all?

While one could spend all day speculating on the answers to those
questions, one thing I know for certain, we cannot, we must not let
politicians fan the flames of intergenerational confliect as cover to
dismantle social programs they do not want to fund,

It is true economics cannot be ignored when exaﬁiﬁing ralations
between the young work force and the retired population. But, we cannot
allow the notion to gain aceeptance that those who do not work are little
more than a burden to those who do. We must continually remind ourselves
and our youth that it is we, the older generation, who fought wars to
protect their freedoms, spent our working lives building the societies
they thrive in and paid our hard-earned dollars into the pension systems

politicians so love to tamper with,
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Perhaps a good way to improve the image of the aging in our homelands
iz to not allow further deteriofation of relationg which serve the
pelitical meanzs of those in power who may profit by it.

What we need to work toward instead is a reacquaintance of the young
with those older and a re—education of our societies and even the elderly
themselves who may have begun to believe themselves outmoded and useless.

AARP has this year decided to devote much of its staff and financial
resources to improving the image of the older worker to American
industry. In America, the poor image of the aging and their ability to
be productive has made opportunities for the older worker limited at best,

AARF has launched an aggressive effort to improve that situation with
three main areags of emphasis that I believe can be put to work in all
areas where age discrimination and nepgative images of the elderly exist.
Those three areas of thrust ineclude: developing, collecting and
disseminating new information about the capabilities, needs and rights of
older workers (persons); educating employers (all members of society and
even older petsons themselves) about their capabilities through the
media; and implementing advocacy programmes aimed at changing workplace
{social) patterns that impede the involvement of older persons not just
in buginess and industry, but in all aspectz of society.

Another factor, I believe adds to a lack of understanding between
generatjions — the urbanization that has brought young families into
cities, often leaving older generatlons behind., The transient nature of
our culture created by business and industry often spreads families out
across the country. A c¢hild without daily contact with grandparents,
aunts or other older persons iz a echild dependent upon the media for his

knowledge about aging and older persons.
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As Mr. Hobman wrote: “The media tend to portray older people in
rather negative terms as barriers against progress. They may be
caricatured as objects of pity if they do nothing., or presented in
amazement if they display characteristics of competence, energy or
imagination.”

Again, while it is beyond our power to stop the flow of the young to
urban centres, or to keep families together in the same town, it is
within our power to petition the media for a more fair and accurate
representation of people who are older, Where do they get the idea that
once advance years are upon us we all become one, homogenous group unable
to work, play or function at all for ourselves? As you know people who
are 60, 70 or B0 are as diverse in almost all ways ag they were in their
208, 30s or 40s.

Everyone, young and e¢ld alike, want their lives to be happy, healthy,
financially secure and free of arbitrary dizcrimination based on their
sex, race, religion or age. And, inasmuch as any image of older people
depends in large part upon who is being portrayed, who is doing the
portraying and‘who sees the portrait, I believe it is within our power to

fulfill that desire and it is our moral obligation to do so.

Dr..J. Deboise, representing the International Federation of Elderly

Assoclations, asked, "At what point should pre-retirement preparation

begin?" He suggested that EWO yvears before retirement seems to be the
usual pattern. Retirement preparation attention chould be foecused on
gelf-care and preventive strategies, he said and efforts should be made

to bring retired people into contact with different generations.
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Interest groups and c¢lubs provide retired individuals with the
opportunity to be active in their communities.

The shift from full time employment to retirement causes serious
problems for many; only recently has this matte; beett given proper
attention, due in large measure to the rapidly increasing numbers of
older people. He said that governments and younger people are becoming
concerned about the impact this population will have on them. The
younger generation sees the older generation as useless, and taking
resources from the active generations. Consequently, older people must
adapt to these circeumstances and stand firm or be pushed aside from
living a satisfactory life,

Older people are on the fringe of society, he noted. In France, 71%
of retired people do not live with their children. Becoming "marginal,”
older people become depressed. Dr. Deboise cited statistics showing that
among laborers, 25% die within two years of retirement while the rate
among a mote professional class is about 15%.

There ié. he said, a growing recognition that one ought to prepare
for retirement. A 1978 survey within the European Economic Community
showed that B81% of personsg between 50 and 55 think often about
retirement; and a third of those were distressed about retiresment. Much
of this distress comes from the realization that after retirement, older
reople lose their places in society; they become, in their own
perception, without useful social roles, he said.

His Federation recognizes that alone one cannot do much about the
attitudes toward older people, but through organizations eolder people
gain the power and the possibility to meet and understand one another and

prepara together for the future.
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He presented information about how the Intermational Federation of
Elderly Associations works to encourage preparation for retirement. He
stressed that among older people one’s value is not determined by one's
work., Retirement is not to be left aside, but accepted as a new periocd
of life which ¢an be as rich as earlier periods of life. Preparation for
retirement is preparation for life, he pointed out.

The Federation's strategy 1z to build on the experience of already
retired people to help new retirees. They seek leaders from the local
community, a grasscvoots effort to keep the strategy in proper seale,

They seek to include everyone, no matter their status, and work to

prevent social stratification in their clubs. The goal is to provide

educational information esgential to good retirement and an active
program which is interesting and varied. fhey like to involve people two
years before retirement to ease the transition between work and
retirement.

The programme's goal is to modify the attitudes and habits of people
before retirement——to bring their expectations into line with the
realities of retirement. He identified three major areas of concern
among retired people: health, social and family life, and personal
economics.‘Tha Federation encourages clubs to scheduls workshops and
provide information directed toward each of the problemsg. The Federation
recognizes that while attitudes have a gréat deal to do with successful
retirement, such matters as knowing one's rights, knowing what services
are available, and becoming invelved in activities that broaden and keep

one stimulated are algo important.
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He closed his presentation by saying that these goals—-if they are to
be reached—-require touching, caring, skilled leaders in the clubs.
Persons with these qualities should welcome new retirees inte the
organizations. He suggested that natural groups be identified among
retired people at the local level where meaningful relationships can

continue following the working years.

Mr. J. Murdock, representing the Christian Medical Commigsion,

offered the following observations on changing general attitudes toward

older people.

Earlier in this meeting speakers have gaid that the three primary

roles of non-governmental organizations in working with older people are
advocacy, service and promotion of self-care. As we now talk about
changing general attitudes toward clder people it seems to me that NGOs
do the most effective work in such areas of advocacy. "

While we do not like to admit it, nearly all societies give value to
those people who are economic producers, and to those people who display
the abilities and attributes of economic producers, such as physical
strength, agility, quick responses and keen senses. This giving of value
places many older people at a disadvantage, because they eithar are
dependent or are thought to be dependent.

We grow up with attitudes toward others who are old and those

L L

attitudes carry over to our own aging and "agedness. Therefore,
preparation for old age and retirement should start in childhood in order
that negative and inaccurate attitudes toward aging can be prevented,

More specialized pre-retirement planning seems to be effective in
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improving attitudes towards one's own aging even in the last few years
before retirement, but it should not be left until then.

In the United States some observers detect improvement in the status
of old people, and even to some extent in their roles. They find laws
about retirement to be less rigid, recognition of the physical .
attractiveness of older people to be increasing, and they notice that
many older politicians hold power.

It is my opinion that in the final analysis the changing of attitudes

toward old people iz a matter of power and rightg--propaganda will not

accomplish our task. And I assume that power must be used by the subject

group, in this case, older people,

In my work in a national;office of a church we have taken some
preliminary steps. For many years we have done a reasonably good job of
"ministering to" older people by provi@ing services and facilities for
those who needed them., Now we are struggling to find ways to "minister
with" older people. Recently we have set up the means for older people

to act on their own behalf. We hope that that will help to change

attitudes toward older people.

Mr. Sykes thaﬁked the paﬁelists. He desceribed the tasks for each of
the sub-groups, and asked for specific proposals on strategies to change
negative attitudes toward older people. The participants were assigned

to three groups to continue discussions on the subject.
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5. REPORTS FROM SUB-GROUPS ON CHANGING MEGATIVE ATTITUDES TOWARD OLD AGE

Sub-Group A noted the importance of including older people in
leadership positions at the provincial and local level, and keeping older
people in the forefront of public advocacy efforts. The group found that
to achieve this objeective there need to be special efforts directed at
training older advocates and for publiecizing their concernz. Until older
people receive appropriate status, resources to meet the needs of older
people will be severely limited,

While the media is important, the group reported, there need to be
community level organizations in which older people are involved in
entrepreneurial activities creating arts and crafts, serving in community
centres, teaching their skills and sharing their wisdom with young people.

Group A recommended that examples of successful programnes which
portray older people accurately and positively should be shared
throughout the network. Examples from Columbia, the Netherlands, and the
United Kingdom were cited.

Group B took note of the rapidly increasing numbers of older people

and reported that in the year 2025 three-fourfhs'of the older people will
live in what are now the world's poorest countries. The group also cited
the migration from rural areas to already crowded urban areas in most
countries leaving the old to fend for themselves without health and
social services. The group called for a strategy that integrates the
generations through suech efforts as community cenitres and through formal

education in gerontelegy at all levels. The group stressed the
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importance of focusing on families and what they can do to enhance the
image af older people. The group urged that the Vienna Plan of Aection be
implemented and the exchange of people and ideas across regional lines be
encouraged. Through collaboration, the group noted, the role of NGOg-.as
providers and advocates--can be strengthened; NGOs can take the lead in
humanitacian efforts whieh, ultimately, improve the conditions of older
people, the group concluded.

Group C identified the worksite as an important place where attitﬁdes
toward colder pecple need to be improved. The group reported that
agsertiveness training can go a long way to enable individual older
people to recognize their own worth and to help others do so as well.

The group went on to emphasize the importance of life-long learning and
that while the roles of NGOs vary from country to country, NGOs can
stimulate advocacy, community involvement and assertiveness training.
W¥GOs should influence the media to provide accurate impressions of old
age.

It was suggested that while the groups have begun discussing a
strategy for changing attitudes toward old age, a committee should
develop a resolution for presentation at the close of the day's session.

Mr. 8ykes agreed Lo convene the group.

6. QUALITY ASSURANCE OF COMMUNITY BASED LONG-TERM CARE: A PANEL

PRESENTATION AND VIDEOQ FILM.

Pr. Macfadyen introduced Professor L. Chambers, a Short-Term
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Consultant with WHO, Copenhagen, to chair the session on Quality
Assurance.

Following a video presentation of an interview between Dr. D.

Macfadyen, Manager, Global Programme, Health of The Elderly, WHO, and

Prof, L. Chambers, Associate Professor, McMaster University, Canada,

Professor Chambers indicated that an important way to assure quality
long-term care services in the community is to assist care providers to
assess their own capacity for providing care. He noted different
strategies are needed within long-term care facilities and within the
community. He suggested such strategies as quality circles for
self-evaluation and continuing education provided by and for staff of
such facilities are essential.

He referred to the Holland experlence where a national quality
assurance association provides free counsel to facilities and programmes,
building on the teaching nursing home concept and exchanging information
around "best practices.”™

He described government efforts in various countries to encourage
professional organizations to develop standards, educational institutions
to provide courses and activities for care-givers, and regulatory
agencles to use such devices as certification, peer review and
acereditation to impreove quality of care. He indicated that financial
incentives can prove very helpful in these areas.

He introduced a panel of four individuals to comment on the general

isgue of quality assurance.
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Ms. 8 Greengross, Secretary Geggﬁgi of the International Federation
on Aging, reported that in the United Kingdom there are two codes of
practice, one for residential care and one for nursing home care. She
noted the difficulty in achieving cooperation between health officiale
and social services officials in monitering and enforecing the codes. She
gsald that rigid spending restraints make it diffieult for providers to
ensure that all residents and patients receive the quality of care to
which they are entitled. She called for a change in practices which
permit the managers to do their job while ignoring the impact on the
individuals affected. She indicated that a philosophy that “community
care iz always better than institutional care” does not adequately
address the issue for many people for whom there is no choice. She
called on institutions to create capacity and flexibility to provide such
related services as respite and day care.

Speaking for the Intermational Couneil of Nurses, Dr. D. Krebs

took note of the movement to establish standards for nursing especially
as nurses play a central role in the dalivery of long-term care

gservices. She noted that such standards should provide for professional
accountability, well-defined objectives, continuing evaluation, clear
functions, and also have concern for cost. 8She ﬁoted a2 similar need for
standards in the primary health field and for a careful assessment of the
number of health e¢are workers required, how they are to be trained,
potential use of computers and the importance of achieving a collegial
relationship among health care pra;iders. She reported that the ICN is

studying laws affecting nursing in various countries. She added that

there is widespread interest among nurses on the subjects of
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accountability, standards, and ways te assist an elderly petrson to live

as normal a life as possible.

Prof. J. T. Sykes, representing the National Council on the Aging,

USA, focused his comments on those older people living in the community
and some problems in applying quality assurance standards in the home and
in other community-based long-term care settings. His text, "The Problem
of Quality Assurance in Community Based Long-Term Care,"” follows:

Clearly there is a need to establish standards by which to measure
the illusive quality of care., Certainly, efforts to introduce rigorous
quality evaluation proecesses reflect concern for the older person'’s
well-being. Arguably, the quality assurance experience generated from
acute care and chronic care settings may be applicable to the community
setting.

However, we are faced with multiple problems under each of these
axioms.

1. The development of standards is a worthy exercise and may result in
high-sounding goals and widely accepted principles, their usefulness
is limited by such factors as:

a) The skills and sensitivity of the evaluators;

b) The fact that outcomes are far more important than
procedures, but nearly impossible to measure--given the
complexity of chronie conditions, their intractability, and
the way in which physical and social (mental) elements
interact;

c) Maintaining relative wellness—-or levels of
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satisfaction—-is a function of multiple services and conditions;

causal relationships are nearly impossible to identify;

Because care is provided by family members, neighbours and
volunteers, the factor of enguring that care is provided by a
well-trained person is nearly inoperative. Who applies quality
agsurance standards? To whom?

While zome afgue that there is a technology of caring and that caring
has procedures, steps, phases, it is very diffiecult to divide the
process into discrete, measurable elements which need to be evaluated
for quality.

As is so often true, the demand for standards and careful monitoring
follows evidence of abuse or neglect; nonetheless, a systems
response to specific problems may be inappropriate.

The applieability of quality assurance tools developed for acute and
chronic care facilities is highly problematic. Charts, diagnoses,
treatments, training of staff,'length of stay, etc., are available
for review and judgement in such settings, but in the community these
records are not,

The basic concern of quality assurance is the effectiveness and
efficiency of health care. To apply tests of effectiveness
(outcomes) and efficiency (procedures, costs) there must be
acceptable standards, reliable measurements, and competent persons to
make the measurements, interpret the data and arrive at supportable
cottelusions.

Thus, the steps required after setting standards include specifying

and quantifying the benefits and then comparing the actual benefits to
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the persons with a hypothetical or preferred goal. Each of these steps
iz difficult to take, but, more importantly, they may lead nowhere.

Let me offer what will appear to be a less scientifie, systematie,
reliable approach to achieving the goal of assuring the highest possible
quality of care provided in the cdmmunity. Persons with three or four
chronic maladies find their well-being has less to do with treatments and
more Lo do with living conditions, the availability of caring family and
friends, and their own perception of their condition.

The care they require is multifaceted., Caring for those whose
chronic conditions severely limit their range of motion and their ability
to cope with the activities of daily living requires concern and presence
more than medicine and therapies. The tasks a care-giver undertakes are
rather simple: cooking, bathing, dressing, sometimes feeding, always
providing attention cheerfully and with love. There are certain skills
one needs, but far more important are one's attitudes toward the person
in. need,

T have written a paper, "Caring with Care,” that identifies the
attitudes and thoughtfulness a caring son or daughter need. I am
convinced that assuring quality care in the community has everything to
do w;th who provides the support, a lot to do with the attitude and
health of the one in need, and very little to do with discrete steps that
can be identified, quantified and analyzed to establish whether the
quality of care has been high or low, adequate or inadequate.

I believe we can take a leaf from the notebook of Carl Rogers, the
diztinguished psychologist noted for client-centred therapy. He put

great faith in identifying caring, empathetic, non-judgemental
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counselors, and sensitizing them to the client's needs. He affirmed that
good results will be obtained if the therapist truly cares.

To the extent we can train our children, largely by example, to be
caring persons, we can count on the highest quality of care from them.

As we find ways to sensitize neighbours, including health profesgionals,
to reach out, to give of their time and humanity, to that extent we will
be doing something useful and effective in asguring quality care in the
community for those in need. We can measure procedures, set hypothetical
ideal outcomes, and fill out charts and develop a sclentific process
without actually reaching our goal of ensuring quality of care.

The field of aging has suffered too long with a tension between
medical models and social models—-between trying desperately to be
geientists when we've needed humanists. While we have spoken out on the
limitation of medical models, of "health" as though it is what we have
after the doctor visits or a hogpital stay, som;“professionals now seetfn
willing to rely on the tools of quality assurance, developed for
physicians, health professionals and acute care facilities for evaluating
quality of care in the community.

We know too much about what helps people live with illness, too much
about the limitations of medical technology, too much about aging and the
human condition to run after the symbols of scientific respectability.

It is far better to seek the goal of quality care within ourselves, our
children, our neighbors. We should guide the spirit of caring by helping
those who earry the heavy burden of constant caring with our personal and

public support.
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Of course, the attention of skilled physicians, therapists and
counselors may be required at different points in a person's life and
illness, but in the community, those with disabling chronic conditions
must rely on the caring impulse within family and friends. We should not
geek the zolution to the problem of asszuring quality of care among the
ﬁonls and instruments of peer review, hypothetical outeomes and
quantifiable measurementsz. The receiver and giver of care know when

quality iz achieved and when it is not——without tests or formal standards.

Prof, A. M. Davies, representing the Association of Schools of Public

Health in Europe, noted the important role that NGOz can play in
improving the quality of care in long-term care facilities. Despite such
problems as dumping the elderly poor in institutionsz, the poor physical
condition of many care facilities (some being phased out without
replacement facilities being built) a very large number of untrained
people looking after the elderly, thers is a great deal that can be done.

He supgested that NGOs should accept responsibility for deing all
within their power to upgrade nursing homes, to provide willing hands and
assuring that high standards of care be set and monitored.

He stated that attention must be focused on such causes of
institutionalization as accidents and falls and that the effective use of
screening tools can identify those who need institutionalization and
those who don't. He called for a preventive strategy which would ineclude
oral hygiene, frequent blood pressure readings and monitoring hearing
loszes., He =ald that the field must not neglect what are correctable

conditions among the elderly.




Professor Chambers thanked the presentors. He noted that quality
assurance can be enhanced by providing technical assistance to those
eager to do the job well. Quality assurance should not be confined to
such issues as cost effectiveness and other "political” factors. He
noted that the desired level of care and the community's capacity to
provide that care have to be in balance. He called for the publication
of manuals, instructive booklets and pépers which enable professionals,

nen-professionals and others to apply the art and the science of caring,

Dr. Krebs reiterated her position that the development of standards
is erucial to an effort in which care, not cure, is the goal and that the

principal outcome must be that the patient's dignity is protected.

Mr=, QOstrander discussed the effect of diagnostie related groups
(DRGs) and prospective payments on the early discharge of elderly
patients and the consequent impact on nursing home. She noted that these

discharges into the community are coming before an effective home-care

system is in place. "Without'aquuate community services including day

care,” she said, "and with coﬁt containment measures taking precedence in
the United States, long-term care quality will suffer.” 5he underlined
the importanee of efforts to infatm both the consumers of service and
their doctors about the kinds and levels of care that may be required and

to provide a mechanism for complaint resolution.

Dr. Macfadyen called for a halt to the warehousing of frail people

and suggested that in order to enhance the personal dignity of those in
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such settings, NGOs and government agencies must work together to develop
the materials and the strategies necessgary to prevent indecent treatment

of those perzons most vulnerable,

Mr. Hobman, while agreeing that standards and codes of practice are
ezszential, said that standards without sanctions against their violation
are useless. He indicated that agencies within the community have to

play an active part to ensure a high quality of care.

Dr. Davies urged c¢lose attention to the concept of autonomy and its
relationship to the quality of onea's life. Mr. Murdock warmed that the
“celebration of professionalism™ and the drive toward certification are
not an effective means to achieve quality of care for those requiring

long-term care.

7. REGIONAL REPORTS FROM MEMBER GROUPS

Mr, J. Flesch, reporting for the International Centre for Sociszl

Gerontology, commented on the Afriean Conference on Gerontology and
reported that excellent recommendatioris were adopted based om a realistic
assessment of problems and opportunities. He noted that most African
governments seem aware of the problems in their aging societies. He
noted the central place the family plays in African =soeiety in

protecting aging members.He added that technical developments have

placed the elderly at the margin of society, developments exacerbated by
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the exodus of younger people from rural areas. African nations have a
better chance of avoiding some of the image problems of old people
through the thoughtful training of children, he said.

Discussing the International Federation of Aging, Ms. S. Greengross

g#3id that the IFA has doubled its membership to 90 countries and that
through this diversity of membership, the IFA has access to individuals
with important skills necessary for training. She noted the production
of training manuals has been a central activity of the IFA and that now
it ig responding to many requests from developing countries to set up
comminity-based low-cost care programs. "The exchange of information
through manuals and individuals.is increasing and will continue to bhe a

central part of the TFA program,"” she concluded.

Mr., J.Mayo, the Director of Help the Aged, reviewed the

organization's programme and stressed the importance of recognizing older
people as both income producers and consumers in all societies. He
emphasized the place of intergenerational activities in building
solidarity among generations. Help the Aged beliaves and builds on the
premise that older people must be invelved in the deciszions that affect
them. He mentioned efforts in Belize, in India and Colombia where Help
the Aged is involved in projects and programs directed at relieving the
plight of the elderly poor. He stated that it is essential that
development programmes be divested of any donor-recipient stigma and that
they be seen as the practical collaboration of mutually interested

parties,
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Ms. M. Esnard, representing the League of Red Cross Societies,

reported that there are 136 national scocieties with diverse agendas and
action programmes, but all of them are giving increased attention to the
needs of older people. She commented on a study taken in the Eastern
Mediterranean area ot nutrition and famine among national societies., The

league publishes materials important to care-givers.

Mr. D. Hobman, speaking for Age Concern, reported that his
organization has 1300 groups including 80 national groups working as s
ecoalition in Euro Link-Age. He noted the special arrangements Age
Concern has with the Parliament and the opportunitiegs the organization
has to influence policy in areas of respite care, mental health in old
age, housing, and women's issues. He conmented on successes in working
with an inter-parliamentary group in the Buropean Parliament. The fact
that eight nations sought co-chair leadership positiens in this age

related issues group points to the high interest.

Dr. A, M. Davieg, representing the Aggociation of Schools of Public

Health in Europe, reported that in September the Assoeciation will hold an
international conference in Jerusalem foéusing on the role of schools of
public health for an aging society. He said they are working te form a
world fedaration of schoole of public health and to collahorate with NGds

in various countries on special projects and programmes.

Dr. J. D. Pathak, speaking for Help the Aped, India, discussed the

implications of the movement from a rural society to an urban society in
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which the traditional systems are being upset. He noted the great need
for the problems of Eastern countries to be identified, studied, and
resolved. He noted that while economic factors are most important, in
developing societies, persons from the lower classes age early and need
the most training to take practical steps to create more supportive
environments,

He called on NGOs to play coordinating roles for training for the
"evening of life," for integrating religious traditions and practices, to
provide and train medical aides, and to apply in developing countries
what is already known about nutrition, hygiene and prevention. His
prepared text is asz follows:

India is a signatory to the Alma Ata resolution, "Health for all by
the year 2000." This commitment needs careful planning and preparation.
OQur child ag well as adult death rate is higher than other countries.
Human life is cut short much earlier than for people of other countries.
That is why people surviving beyond 60 years are comparatively few as a
percent of total population. It will not be =0 in the near future.

We have not yet authentic country-wide data on the health of elderly
Indians.

Health is the only wealth of eldarly: This is the age when more
medical attention and facilities are needed. MNo special geriatric
¢linics, hospitals or Qutpatient Department are thought of in our five
year plans. No consideration or priority is given to the elderly for
hospital admission even in an emergency. It is almost futile to expect
that facilities which are available in developed countries for elderly

will be provided in the near future in India.
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Compare the budget set aside~-by U.S.A.--for its elderly and that of
India. The U.S5.A. has almost the same number of people 60+ as India,
j.e. 33.9 million. The elderly in India have only their joint family
system as their shelter. Now with ever—growing hardships of life, the
o0ld in course of time are apt to be unpopular, a change that cannot be
imagined. The most filial of the sons may not be able to look after
their old parents in the future.

(Dr. Pathak provided statistical information comparing U.S.A.'s and
India‘'s allocation for health care and manpower need projections. The
existing health care arrangemgnté in India for ites population are grossly
inadequate, he said. There are no special arrangements for geriatric
care in India at present. They have to be provided, he added.)

All programmes require financial resources. The main constrgint in
the achievement of targets and expansion of resources in villages and
slums has been paucity of funds. Health and education are part of thé
gocial gervices. Social services have been receiving lowest priority in
finaneial allocation.

Tt will be unwise for a poor country like India to mimic all sﬁch
arrangements and set up institutions which even the affluent West finds
difficult to afford or maintain. Hence instead of being too idealistic,
only a few practical arrangements are mentioned. Some simple steps:

Advisory centres: both prior to retirement and thereafter,
especially for economic, health, social adjustments and similar matters.

Small aids: at concession or cost for dentures, spectacles,
walking sticks, etc., hearing aids, items of nutrition - proteins,

vitamins; common drugs and other articles of basic needs; priority and
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eoncessions in travel, transport; literature, entertainment, reereation;
arrangements to assure final rites.

More facilities in existing medical centres: at hospitals,
separate counter and some priorities for aged by outpatient department
and admission facilities when needed, strengthen physiotherapy,
occupation therapy facilities; where possible, instituting day centres,
separate speciality awards, departments of geriatriecs; training patients
and relatives in matters of health, nutrition and ordinary care,

Homes for elderly - Temporary abodes: by adopting idle
sanitoria, dharmashalas especially in pilgrim places and providing a few
facilities like wholesome food at reasonable cost with some provision for
medical emergencies and proper envitonment.

Gerontology Institution of India: which would provide a model
to initiate geriatric education, research, intellectual activities,
reference library literature, information, meetings and planning to suit
our conditions, ete.

Geriatrie Education: introductory type in under-graduzte
medical years, paramedical courses; postgraduate diploma and degree,
refresher courses for practitioners; all women eduéation cenktres to
impart elementary nursing, first-aid teaching; general p;biic -~ how to
keep health/literature, talks, press information, radie, T.V., ete.

Every c¢itizen looking forward te his evening of life should pay
attention to his financial, health, social interests and adopt to the

changing times, Dr. Pathak concluded.
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Mr. J. Murdock of the Christian Medical Commission shared information

from the Western Pacifie. He cited Df. Tofaeono Imo's observations
relative to old age in Samca. He reported cld people are held in deep
affection and given respect because of their age. They hold a secure
place in the family.

Az a result of these conditiong there has been nc natienal
legiglation for care of aged people, Care is provided through self-care
and through the family. However, Dr. Tmo fees an inevitable increase in
life zpan as a result of various improvements, and he thinks that an
increase in the number of old people and an increase in their years may
force the society to provide alternative methods of care and service,

At the same time he reports strong resistance to western-type
institutions to provide for older people. Those institutions atre not
desirable because, it is thought, they cannot replace the family. He
finds that problem also exists in acute care hospitals in their care of
older patients. Defining health as "being at peace with our family
around usg,”™ Dr. Imo thinks that healing comes more from human touch than
from the manipulation of technology.

He views western-type homes for old people as the least painful place
that an indifferent society chooses to put the elderly.

He concludes that change is under way since the past 20 years have
shown an important increase in the number of parsonsg over 75 years of
age, He sees self-care as being vital to older Samoans, requiring much
more activity in health education and health promotion.

Dr. Imo refers to churches as a good source for much of the work
gince they have shown historical interest in multi-disciplinary

approaches,
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Dr. M. Violaki-Paraskeva, speaking for the Hellenic Association of

Gerontology, indicated that the Association has been investigating the
attitudes of children concerning older people. She asked, "when does old
age begin?" If there is to be respect toward older people, she zaid,
younger people need a ciear understanding about older psople and their
needs. Members of the Association are giving considerable attention to

retirement in Greece, she feportad.

Mr. J. Sykes, representing the National Council on the Aging, USA,

described numerous activities of the Council in promoting appropriate and
positive attitudes toward older peopla, He indicated that the Couneil
eontinues to work for the strengthening and preservation of the Social
Security system and for a more comprehensive, less costly, health
insurance program. He said the Council is addressing the issues
surrounding long-term care and the place housing has in the long-term
care system. The NCOA's annual conference brings together professionals
in the field including representatives from other countries, he

reported. Through a coalition of aging groups, ﬁonsiderable public
pressure is hrought to bear upon the political debates concerning age and
retirement issues.

Reporting for the US Commititee on World Azinz, (a loose confederation

of groups interested in implementing the recommendations of the Vienna
Plan of Acktion), Mr, Sykes, the Chairman, said the Committee has urged
the GCongress and the Administration to work for the implementation of key

elements in the Plan of Action. The Committee has undertaken a survey to
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determine the extent of international aging courses in universities’and
colleges, he reported. The U3 Committee will host the international
aging network in conjunection with the International Congress scheduled
for New York City in July, Mr. Sykes reported.

Rev. K. Irwin, the Director of the New Zealand Council of Christian

Social Services, identified key concerns of the Council: the challenge

of providing community-based care for those in need, the tremendous needs
of very frail individuals, the problems affecting women and their
circumstances. He noted that the church has to face these challenges and

work with others to achieve a better life all want and deserve,

Pr. Th. Hovaguimian, speaking for the International Association of

Gerontology, noted the Association's goals are to encourage research and
to facilitate access to information in biology, medicine and the social
seiences as they pertain to older people. He briefly described the
Association’s history and announced the International cbngress scheduled
for July in New York City. He 2aid that the Association and its member
national groups are dedicated to training qualified personnel and
developing educational opportunities for the different gerontological
professions., In addition to these research and training efforts, he
reported, the Association is committed to protecting the rights of
gerontological organizations with national or international problems.

Dr. Hovaguimian noted the Association's numerous collaborative
efforts with WHO. He commented on the regional and international forums
the Association has planned related to subjects important to aging

societies and individuals. He cited an effort to develop a common
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scientific voeabulary for international gerontological scholars. He
closed by identifying the Assocliation's increasing attention to the

issues of aging in third world countries.

Mg. L. Fieri, deseribed efforts of the International Committee of

Catholic Nurses to "raise the sensitivities of member associations toward
aging pecple”™ through articles, conferences and its newsletters. Her
Committee iz giving particular attention to quality of life issues and to
the importance of self-determination and self-care. The Committee
distributes articles broadly, publishes manuals and schedules workshops
and training opportunities on health techniques for nurses. ZShe clted a
programme in Asia where the care of older people in the community was the

principal issue of the conference.

Ms. Kettlety, representing Help the Aged, Africa offered four

-observations referring to old people in Africa. She said:
We should be looking at ways to preserve existing values and
attitudes associated with the aged. Special reference can be
given to the extended family by encouraging relatives and the

community to give support to the elderly.

We must find ways of reaching the isolated elderly. The

elderly, =ick and handicapped cannot be left behind.

We must encourage the elderly to be self-sufficient and
independent. Help The Aged iz doing this by supporting

self-help projects, income generating projects, etec.
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Lastly, improving an exchange of information by those in the

field. Help The Aged publishes a regular newsletter AGEWAYS, a

practical guide for caring for elderly people.

Mg, V. Ostrander, reporting for the Association of Retired Persons

stated:

AARP has met with officials at the Pan American Health
Organization (PAHO) to discusgs the mutual exchange of
information and documents between its online information system
and AgeLine, AARP's extensive computerized data retrieval system
on aging. AARP agreed to make AgeLine available for PAHO's use
either in identifying literature useful to its constituency or
sharing abstracted citation of items it wishes to include in its
own database. In addition, PAHO is interested in standardiz{ag
the terminology it is using for its documentation system with
that of Ageline, AARP provided PAHO with a copy of the current

thesaurus governing AgeLine. PAHO, in turn, will share with

AARP bibliecgraphies or documents for inclusgion in AgeLine,

From the Inter-University European Institute on Social Welfare, a

letter was received for inclusion in the report. $igned by the Ceneral
Director, Serge Mayence, it reads as follows:

Infortunately, we shall not be able to attend it because we celebrate
at that time the 10th anniverszary of the first Belgian Third Age

Universzity created by our Institute.
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However, we would like to inform you that we have actively pursued
our activities in the field of social gerontology both at the national
and international levels. In this last field, the IEISW has prepared the
opening of the first Third Age University in Africa and the Arab world.
It will soon be opened in Tunis. Moreover, in tight collaboration with ,
the Tunisian authorities and the Tunisian Organization for Educaktlion and
Family, a Centre of Documentation on Social Gerontology was created, It
lalready has many references for all those interested in elderly people’s
problems. Thig Centre iz especially meant for those working at the
commuinity level (medical docetors, ancillary medical staff, and sceial
workers).

We would very much appreciate if you could mention our activities to
the asszembly.

We do apologize for not attending the megting and thank you in

advance for your understanding.

8. REMARKS BY DR, THOMAS MAHONEY

The Chairman introduced Dr, Mahoney, a consultant with the United

States House of Representatives.

Dr. Mahoney said that he was "struck by the absence of NGO attentién‘
to the underlying ethical and moral aspects of health care igsues,"” He
was very critical of the extent to which "economic faectors have replaced
elinical conziderations" in the application of medical knowledge to the

care of people. He cited the institution of "diagnostic related groups”
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(DRGs) in the States to control health care costs. This development has
led to premature and inappropriate release from hospitals for many older
people, Dr, Mahoney asserted. He called on NGOs to become involved in
the debates about when life support systems should be removed. He
expressed concern that some people in need will be denied admission to
hospitals if administrators apply only economic factors to the decision.

Dr. Mahoney called for the expansion of research despite the
political eriticism that surrounds the development and utilization of
high-technology science for the care of people. Bio-medical research
offers great hope for the future of the old-old, he noted, and urged
govertments to finance thisz needed recearch.

De. Mahoney continued with a strong case for the elimination of
mandatory retirement. To deny one the opportunity to continue to work
when one is physically and mentally able to do so has a profoupd
psychologically destructive effect, he said. He cited studies that show
that within three years of forced retirement, people tend to
deteriorate. "They lose their sense of independence and their dignity,"
he stated. When they feel they are becoming 2 burden to their families,

they loge their will to live, he added.

He closed his remarks by urging NGOs to take the lead in seeing

beyond politieal and economic pressures to the urgency of prepariﬁg for
the future in which the number of older people will continue to
increase. He said that older people need the best care scientifie
rezearch can make possible and the most humane care people can provide.
A digeussion of the subject followed with active participation from

the participants.
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9. RECOMMENDATION OF WRITING COMMITTEE ON “CHANGING ATTITUDES"

While we recognize that a strategy for changing attitudes toward
older people is far too ambitious for a day's work, we, nonetheless,
offer the following preposal for diseussion, development and
implementation.

We agree that our goai should be an age-neutral society in which
age--as sex, race, religious orientation, or c¢class—-should be irrelevant;
however, we acknowledge that that goal can only be achieved through the
dissemination of information about aging which iz accurate, complete and
fair.

We agree that older persons are, and must be, their own best
advocates and that barriers to full participation in the arenhas in which
inportant deecisions are reached must be eliminated.

We agree that a strategy to incorporate into the education of people
of all ages faets about aging is essential.

We agree that the attitudes about colder people must be changed first
within older people themselves, and these attitude changes require
asgertiveness by older people, support and training by NGOz dedicated to
the goal of enabling older people to fulfill their potential.

We ésree that NGOs ecan play a key role in combatting age
dizerimination policies and supporting flexible retirement practices.

We agree that efforts to change attitudes about aging should start
with our own organizations' efforts to eradicate age diserimination and

to explode myths about aging.
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We recommend that a committee comprised of members of the NGO-WHO
Collaborative Group be appointed to develop a focused plan on ways
NGOgz--together at the global level and separately within our nations—-may
collaborate to to combat misinformation with facts, to empower older
people to assert their diverse qualities, and to advocate policies and
practices directed toward the goal of an age-neutral =ociety.

We helieve that a key role of NGOs is to monitor the implementation
of recommendations of the Vienna Plan concerning socleties' attitudes,
practices and policies which materially affect the well-being of older
people,

And, we agree that, NGOs sghould monitor actions of the United Nations
and its component agencies including the World Health Organization.

After discussion, this recommendation was approved.

10. REMARKS BY DR. DAVID MACFADYEN

The chairman asked Dr. Macfadyen to brief the partlcipants on issues
in the Technical Discussion relating to the roles of NGOs in working
toward the goal of "Health for All by the Year 2000."

Dr. Macfadyen urged the members Lo take an active part in the
digcussions held in conjunction with the World Health Assembly scheduled
for the next morning. He described how the discussions were organized,
identified the working document (see Annex 1), and reported that after
a genaral sessgsion, the subject would be considered in six group
meetings. He 2aid that the record established during these Technieal

Discussions will determine to a large degree the nature of the working
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relationships between the WHO and NGOs and could affect relationghips
within regions and nations.

(A copy of the Resolution subsequently adopted By the World Health Assembly
on "Collaboration with Nongovernmental Organizations in implementing the
Global Strategy for Health for ALLl" (WHA38.31) is attached (Annex II),

11. SUGGESTIONS FOR 1986 AGENDA

The Chairman invited partieipants to suggest items for the 1986

meeting. Among the subjects suggested were the following:

1. The development of a more formal structure between the Collaborative

Group ott Aging and the WHO.

2. A discussion on collaborative strategies focused on primary health

care.

3. A review of the Vienna Plan of Action health-related recommendations,

progress made and steps yet to be taken,

4. A diseussion on ways to protect those in institutions following from

the quality assurance topic on the 1985 agenda.
5. Ethiecal igsues relating to health care.

6. A prevention strategy for those age 40 and older today to avoid

burdensome costs later.
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7. The media and its impact on attitudes toward older people and further

development of the changing attitudes discussion on the 1985 agenda.

8. The speclal needs in developing countries.

The Group suggested that its leadership consider scheduling a two-day
meeting next year in conjunction with the World Health Assembly in May of

1986.

12. ADJOURNMENT

The Chairman and Dr. MacFadyen expressed appreciation to the
participants, the translators, and the staff whose work made the meeting
a success. Mr. Mayo, Dr. MacFadyen, Ms. Halvorson and Professor Chambers

received words of praise from the Group for their leaderszhip.
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THIRTY-EIGHTH WORLD HEALTH ASSEMBLY

Technical Discussions

~ COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS IN.
- IMPLEMENTING THE GLOBAL STRATEGY FOR HEALTH FOR ALL

-+ Background document for the Technical Discussions
at the Thirty=-eighth World Health Assembly, 1985

1011 May 1985

The Technical Discussions on the subject "Collaboratiom with
nongovermmental organizations in implementing the Global Strategy for
Health for ALl1" primarily focus on action at the country level. They
.provide. an opportunity to examide the partnership approach —
partnersh;p involving people, govermments and nongovermmental )
organizations {NGOs) at local, natiomal, regional and internatiomal -
level.. In promoting, fostering and aupporting such partnership at each

"« country level: the World Health Organizatiom has an meortant role to
play‘

: L h o

This background document for the Technical Discussions is based on |.

- the comments received from Member States, nanguvernmental . '
organizations, individuals and institutions, in response to an outllne
-document . sent- to them in July- 1984 (document CWO/TD/B84.1). Some of the
issues relevant to the Technical Digcussions relate to the role,

‘~raspnns1b111ty and potential scope of activities of nongovernmential
organizations at national and international levels and governmgntal

- aetions --imdividual and collective - for facilitating the NGO
contribution to implementation of health-for=all strategies. To arrive
at concrete conclusions and recommendations for future action through
these Discussions, a set of specific questions encompassing these .
‘issues have -been drawn up.

a
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I. INTRQDUCTION

1. The International Conference on Primary Health Care held at Alma-Ata in 1978, in which
high=level delegations from .l34 governments as well as a large number of representatives of
nongavernmental organizations participated, called on all goveroments to formulate national
policies, strategies and action plans to launch and to sustain primary health care as a key
approach for achieving the universal goal of health for all by the year 2000.% 1Ia 1979,

the World Healrh Assembly endorsed the Alma-Ats Declaration and launched the global strategy
towards attainment of this objective. It urged Member States to act individually in
formulating national strategies and collectively in formulating regional and global
strategies. Already by 1981, the Health Assembly was able to adopt & Global Etrategy for
Health for All by the year 2000; based on the collective response of Member States to this
call. 1In adoptlng this Strategy, the Health Assembly recognized that its implementation
would require the combined efforts of governments, people and WHO. Consaquently, it invited
Member States "to enlist the involvement of pecple in all walks of life, imcluding
individuals, families, communities, all categories of health workers, nongovernmental
organizations, and other associations of people concerned",?

2.  The upsurge of development and recenstruction in the post-war era has seen the emergence
of 2 number of social forees., In both the nariomal and international countext, the private
voluntary sector, or the nongovernmental sector as it is termed in United Narions
phraseology, is undoubtedly one such important force. Its contribution to the cause of
gocial development, and in particular to health, has been noteworthy.

3. Collaboration between WHO and nongovernmental organizations dates back te the First
World Health Assembly in 1948, The receognition in the 1%8) Global Strategy that health for
all will be achieved only if governments, people and WHO work together gave this
cellaboration a new meaning and a new sense of urgency. Nongovermmental groupings, usually
formed for a specific purpose within the health or deavelopmental field, already have a well
established role in sensing and fulfilling community needs in innovative ways which are
relevant to the implementation of primary health care. Traditionally, they have contributed
indispensable resources towards this end in the form of publicly-raised finance and skilled
ot unskilled staff, many giving their services as volunteers. Some governments consciously
avail themselves of this asset in carrying out their health policies; many do not. Some
nongovernmental groups are conscious of their part in implementing the Strategy for Health
for All; many are not.

4.  The term "nongovermmental organization” (NGO) in this document necessarily refers very
largely to established iuternational and national organizations; but through them, and sven
independent of them, many less formal groupings of local people abound, such as voluntary
health societies, self-help groups, cooperatives, women's organizations (these are
particularly important), relevant youth movements, and associations which work at the
community level, They may not have come together specifically for the preservation and
promotion of health in their communities, Health is a function of total human development
involving physical, mental, social and spiritual well-being. Primary health care includes,
in the words of the Declaration of Alma“Ata,3 "education concerning prevailing health
problems and the metheods of preventing and controlling them; promotion of food supplv and
proper nutrition; an adequate supply of safe water and basic sanitatrion; maternal and child
health care, including family planning; immunization against the major infectious diseases;
preveation and control of locally endemic diseases; appropriate treatment of common diseases
and injuries; and provision of essential drugs". It also involves, in addition to the
health sector, "all related sectors and aspects of national and ¢ommunity developmeat, in
particular agriculture, znimal husbandry, food, industry, education, heousing, public works,
communications and other sectors; and demands the coordinated efforts of all those

sectors”, Groups that have come together for better housing, safer water supplies, land
tenure teform, higher yielding c¢rops or even purely social purposes ¢an all be relevant to

1 Alma-Ata 1978: Primary health care. Report of the International Conference on
Primary Health Care, Alma-Ata, USSR, 6-12 September 1978. Geneva, World Heaith Organizatiaen,
1978 ("Health for All" Series, No. 1).

z Resolution WHA3L4. 36,

3 Alma—-Ata 1978; Primary health care. Op. cit., pp. 2-6.
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health for all. The important thing is that tha community should be actively invelved in its
own betterment., Health ecare cannot successfully be delivered az a gift; communities must
adopt it for themselves and sustain it by their own efforts, to accord with their own customs
and to meget their own needs. Voluntary actionm of all kindas is indispensable in achieving
primary health care and in this context will thus be within the scope of the Technical
Discussions.

5. A great deal is achieved already by WHO/goverument/NGO counsultation and collaboration.
But there are constraints, impediments and gaps which need to be examined frankly if there is
to be 8 more rapid advance in the next few years. A main purpose of the Technical
Discussions is to explore the mechanisms of closer collaboration, te identify and tackle the
impediments and gaps, and to indicate the most fruitful lines of actionm for the immediate
future.

IT. THE SCOPE OF THE DISCUSSIONS ™

The response to an outline document

6. This document is designed to guide and facilitate the Technical Discussioms. It has
been written in the light of comments received from governments in response to a preliminary:
document seat out by WHO in August 1984, and from national and international nongovernmental
organizations, some very large, some very small, in many parts of the world. The commentg
dealt with different aspects of the main theme, focusing om the extent to which
nongovernmental organizations comscicusly play their part in implementing the Global Strategy
for Health for All and the relationships and mechanisms for emsuring an effective partnership
between the governments and nongovernmental elements in attaining that objective. The
replies have been very valuable in the preparation of this discussion document,

Involvement of people in strategies for health for all

7. At the Thircy-fifth World Health Assembly in 1982, govermments were invited to draw up
specifiec plans of actiom to implement the Global Srrategy for Health for All, A main subject
at the Thirty-seventh World Health Assembly (1984) was the monitoring of those plams, in so
far as they yet existed., It was reaffirmed that they must necessarily involve "people im all
walks of life, including individuals, families, communities, all categories of health
workers, nongovernmental organizations, and other associations of people concerned".l 1t

ig therefore timely that the 1985 Technical Discussions should focus on the extent to which -
and the means by which -~ this very wideé range of people is being involved in promoting health
for all. In some countries the initiative has already come from govermments. They have
sought and found effective mesns of associating community groups in the implementation of a
national plan, In several countries, the initiarive is now coming from nongovernmental
action through the formation of conswltative groups which then make a combined approach to
governments with a view to collaboration in implementing a national plan of actien, Clearly
there is universal zecognition in both govermmental and noagovernmental circles that primary
health care requires action not only in the field of healrh but also in the entire area of
community development, as emphasized in the Alma-Ata Declaration. The organizations and
gself-help groups being mobilized for jeint actiom with govermment therefore cover a wide
developmental field. Health, as already emphasized, is recognized as an integral part of
economic as well as social develepment, tequiring, on the govermment side, high-level
interministerial collaborationm, especially in areas which inelude better nutrition, safe and
more easily secessible water supply and sanitation, and health education in its broadesr
sense. These, as well as specific health sector programmes, are spheres of activity in which
governments in many countries are finding the cooperation of nongovernmental groups
invaluable, indeed indispensable.

Perspactive for NGO actiom

8.  Nongovernmentasl organizations have a loung tradition of providing health care. The
spirit of compassion and philanthropy still moves many people in many countries to orpganize
themselves in order to raise resources and provide services to meet specific health and
developmental needs. The aggregate of their efforts forms a most important asset both

i REesolution WHA34. 36,
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lacally and globally in ensuring health for all. But they themselves may be only partially
conscipus - or even totally unconsciocus - of their role in the national and international
effort to implement the Gleobal Strategy. Many may react adversely against any suggestion
that their endeavours were being harnessed in any way by anyone, bubt especialiy by
governments. They have & strong spirit of individuality and independence which all too often
inhibits their working together in collaboration with each other, let aleone with

govermments., Yet their already great value will be much enhanced if they are willing to
recognize that what they are deing is a part of a wider whole and thererore needs to be
ecordinated with the work of other voluntary agencies and with government's provision for
health and development in the community,

ILI. THE MANY PROFILES OF NONGOVERNMENTAL ORGANIZATIONS
Definition

9. Replies to the questionnaire in document CWO/TD/84.1 of 12 July 1984 emphasized that the
Technical Discussions would requive a clear defimition of the term "nongovernmental
organization”, The connotation of that term indicates what they are not. This document will
seek to define what they are and also their relationship to the Global Straregy for Health
for All; these organizations will be referred to specifically as international, natiomal or
local, and the generic term NGO will only be used in the general context.

National nongovernmental grganizations

10. Natiomal nongovernmental organizations are many and diverse. Their scale may be large,
medium or small, Their support may ¢ome from external sources, from their own fund-raising,
from government subventions, or from all these sources at once. Their principal activity may
be direct service to those in need in the community, health education, or research, whether
in the field or the laboratory; it may include a good deal of advocacy for changes in
govermment policy. Their =zcene of activity may be confined mainly to urban arveas or may
deliberately be directed at underserved rural communities. Their attitude to government
health policies may be supportive, neutral, occasionally even confrontational. Their
concentration may be on establishing and maintaining institutions, or on caring for those
suffering from a specific disease or disability and on attacking its causes with a view to
prevention. They may have a real concern for the genmeral health of the community but vary in
their interpretation of the main priority: specific diseases? pure water supply?
sanitation? mother and child care? road safety? nutrition? general health education?
Their focus of action may accordingly be mothers, children, environmental planners, the
education system, ot the community at large. They include full-time professionals and
part-time volunteers, some with thorough training, others with none at all. Their motivarian
may be religious oY compassionate, It may even be political or occasionally nething better
than self-promotion. )

Local nongovernmental groups

11. But the deseription in the preceding paragraph relates too nartowly to the traditional
"charities", often urban, usually middle-class if not élitist, which are derided sometimeg -
perhaps unfairly - as deriving their motivation from a desire to help themselves by helpiug
others less fortunate than themselves. Their cooperation is indeed needed as much as aver.
But health for all will not be achieved without the full participation of individuals,
families and groups within the community, which means all the people the Global Strategy is
designed to reach., There must be a shift - there is already a shift - from people saeeking to
help others as & form of charity to far larger numbers of people seeking to help themselves,
There are erucial health aerions required for attainment of health for all objactives in suech
fields as health of the family, particularly mothers and children, including family planning,
immunization against preventable diseases, diarrhoeal disease control, anmd nutrition. Little
can be achieved in these vical areas without the understanding and cooperation of the
children's mothers through health education, The long-term solution is health education of
all, but particulacrly of women. Meanwhile, every opportunity should be taken by both
governmental and nongovernmental organizations to encourage informal groupings of women for
social purposes and to motivate them to have their children vaceinated and adopt measures of
hygiene and sanitation which will minimize or at least reduce the incidence of diarrhoea.
Similarly, the battle against the scourge of malariz will uever be won unless communities
understand the reasons for spraying and otganize themselves ro carry it out regularly,
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Semwenity involvement in all areas, brought about by active local groups, is most erucial to
the promotion of health for ali. Many ars formed under the influence of primary health care
movkars and other local manifestations of goverrment., Many are traditional forms of local
cormenity develeopment accion groups info which a concept of health for ail is being
retroduced,  Others ¢ome together spontaneously for general developmental purposes, if not
wpecifically in the context of hesith needs. They are movements within the culture of the
people themselves. TFor this reason, they stand a chance not only of achieving success but
atso of maintaining it. For all too often success in the local health field has been
#chigved by outside intarvention, only to evaporate when the cutside intervention withdraws.
ir rnese spontaneous groups within the culture of the local community can be encouraged by
“&vious means and then given the opportunity to work together with both governmental and
nongnverumental agencies in meetring health needs of which they themselves are conscious, then
che Global Stractegy will begin to achieve irs purposes.

L

International nongovernmental organizations

i4. While many international NGOs have affiliates in several countries, seme do not. Others
have created or developed relationms with country affiliates mainly to give them professional
guidance, to meintain eor adapt standards, or to offer appropriate training and advice on the
use of specialist equipment and marerials; some, mainly originating in develeoped countries,
akw at achieving a global objective such as the control of leprosy or tuberculosis, the
acceptance of family planning, the prevention of blindness, or the rehagbilitation of disabled
people. Some are an aggregation of national affiliates for aetion in times of disaster or
for coopevation in specific fields, e.g., nursing and child care; others undertake health
work in special fields. Many international nougovermmental organizations exercise an
aivocacy function particulsrly inm what has come to be known as the North/South dialogue.

With their knowledge of health conditions in underserved communities they can influence world
opinion and also guide decisions in aid programmes. They can call attention to what they
consider to be deleterious activities, inimical to the advance of health for all. They can
help to maintain and further promote an awareness within the world's more prosperous
communities of what the Declaration of Alma-Ata calls "the existing gross inequality in the
health status of the people” in the world which is "politically, socially and economically
unacceptable”, They can themselves be a channel through which knowledge, funds and materials
can flow from the affluent to the underserved peoples of the world. 1Increasingly, they are
coordinating their activities ar the intermational and national level. On the other hand,
both national and international NGOs find it difficult to maintain fruitful contact with each
other (the link between them is frequently described as "tenuous”) because the cost of
traval, subsistence and even airmail postage is difficult ro meet from membership
subzcriptions - often their main source of income.

Fund-raising NGOs: Foundations

1", There is yet anather category of nongovernmental organizations which are termed
“ivundatiens" or "funds", which primarily concern themselves with raising financial resources
Lo sapport varions objectives. These resources represent an important ¢hannel of flow of
Tawources from the developed world o the developing countries. In the field of health
patimstes suggesat that the order of magnituvde of such resources exceeds several billion
b.ited States dollars. Their involvement in' the health-for-all movement hence is also of
wunial dmportance to its success.,

Yari,oug roles of international NGOs

Y4+, Thase cabegovies are by no means mutually exclusive. Those which are primarily
concerned with fund-taising to support work in the field may also engage in research and
wifzr appropriate training., An association that exists primarily to promote professional
kaowledge among its national and individual membership may undertake a specific field task on
its own initiative or at the request of & government or WHO. Their main value to the Global
Stenregy may lie in its memberg, whose long experience of research, technology and field work
make them valuable members of planning or advisory committees at national or WHO level. WHO,
‘on its part, has developed over the years an expanding base for collaboration.

1%. The contribution of international NGOs to the global and national pursuit of health for
71t 1s manifold. The internatiomnal fraternities of professionals, academies, rechnologists
ant technilcians provide their national affiliates with intellectual stimulus, updating,
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oppurtunities for enhancing qualifications and for exchanging experiences, back-stopping in
dealing with professional problems, the promotionm of research, advica on equipment, and the
means of overcoming a feeling of isolation. Many of these organizations are in official
relations with WHO and are therefore a medium for a flow of communication in both directions
between professionals and academics at work in the field, the international body, and WHO,
Either on their own initiative or with WHO support and participation, they organize
conferences or workshops in their field of specialization. They also provide representatives
for WHO advisory cowmittees or for ad hoe comsultation. They are a ready source of
consultants to national govermments as well as to WHO on specific problems,

Role at country level

16. Their contact with their membership in many countries - developed and developing — kaeps
them informed of contemporary world needs. This can be very beneficial if it becomes a means
of zdapting technology - in its broadest sense - not only to centres of excellence in urban
areas in countries of very differing economic development but more importantly to the
requirements of primary health care. In countries where government resources for development
are limited, a service which they and their affiliates can render is to develop appropriate
technolegy for health, to supplement govermmental efforts. A disservice they can render is
to induce in their membership a feeling that the appropriate technology they must necessarily
use in many countries is "inferior" or "second-best”, While technology must constantly be
improved, it should at ali times remain within the reach of all the people. The best can be
the enemy of the good. The test of the good is that the technology is relevant and available
to the very large numbers of people who ueed it, not just to the few who have easy access to
it and can afford to pay for it, as has all too often been the situation heretofore.

17. Internatignal organizations such as the League of Red Cross and Red Crescent Societies,
the Christian Medical Commission, the International Planned Parenthood Federation and the
many others concerned with general objectives of primary health care, as well as specific
objectives such as the prevention of blindness and the care of the bliand, maternal and child
health and family health, the relief of famine victims and the development of better
nutrition, the prevention of disability and the rehabilitation of disabled persons, cooperate
with their national affiliates and help te build up strong local participation. In many
developing countries, their inputs of money, materials and skilled staff (provided they are
prepared to pass on their skills to local people) make a great deal of difference to the
level of health care in the community. In some countries, they cannot operate without
specific permission snd 4 considerable measure of control frow the government. In others,
there is a moré laissez faire attitude because the goveranments readily recognize the value of
the external help as a contribution to the national well-being. Either way, negotiations
with the external contact provide the natienal association with an oppertunity to coordinate
its activities with the government's plans for health care and for general development.

These international NGOs previde much more than external finance and supplies of materials,
They are valuable sources of encouragement, training and team spirit. As many of them are
concerned with the neediest in the community, they and their national affiliates are strong
allies in the cause of prowoting primary healch care. In some of the developed countries a
newer trend of NGO work is noteworthy. Several national NGOs in some of these countries,
individually or cellectively, are directing their activities and resources towards
international health development concerns. The Save the Children Fund (United Kingdom)} and
the National Council for International Health (United States of. America) exemplify such
cases. Such a2 trend has opened up new opportunities for international cooperation among NGOs
as well as between NGOs and natiomal governments.

Universities

18. "Tne role of universities in the strategies for health for all” was the subject of the
1984 Technical Discyssions. Academic institutions are great reserveirs of talent and of
intellectual and technical competence. They have long traditions of educatien, research and
service. While in the past they have focused heavily on their traditional hospital-based,
speciality-oriented and disease-oriented activities, with a good deal of academic isalation,
they increasingly recognize the need to prepare themselves for multidisciplinary action
directly related to primary health care, This will require the breaking down of barriers
that exist in most countries between the universities and medical schools on the one hand and
the national health servieces on the other., The 1984 Technical Discussions recommended that
ministries of health and other concerned ministries should have more effective collaboration
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with the universities; and that the institutions of higher learning and research, for their
part, should reorder their academic priorities to accord dug recognitien to involvement with
rural development, environmental and primary care problems, elevating research in these areas
to the status hitherto accorded to technically sophisticated aspects. They should copstitute
A tesource centre for govermment ministries in the development of policy and the planning of
strategies for implementing natiomal programmes. It was recognized that this will not be
eagsy, because they are notorieusly bound by tradition and resistant to change. Efforts to
focus the vole of universities on health and development issues thus conatitute another
dimension of involvement of the "private" or the nongovernment sector in community
development.

v, PARTNERSHIP

19. The quintessence of the Global Strategy for Health for 41l by the Year 2000 is that" its
implementation requires the combined efforts of governments, people and WHO. The main theme
of partnership is therefore a wider acceptance of this principle and its translation into
cooperative action — that is, when governments recognize this, when nongovermmental bodies,
for their part, recognize that they have an indispensable part te play in cooperation with
government, and when there are effective mechanisms for consultation and for ecollaboratien in
the field. There are govermments that have already persuaded NGOs to regard their services
as an integral part of the total health care provision, but they are relatively few.
Conversely, there are countries where an injitiative has come frem the voluntary bodies which
have assembled for the putpose of considering their jeint role in achieving health for all
and in order to enter into dialogue with governments. They too are still few, although their
number is increasing. There is a third category of countries where a dialogue has been in
progress for many years; voluntary societies have easy access to ¢fficials and ministers and
their representatives serve on relevant national committees, but without any formal mechanism
for systematic comsultation.

Impediments

20. Gellaboration has usually turned out to be a matter of personal relationships., But
officials get transferred, ministers change, national figures in philanthropic work die; and
in any case personal relationships can be very bad as well as good. For the sake of
continuity, if for nothing else, collaboration between the govermment and NGOs needs some
degree of institurienalization, albeit without bureaucratization., It will not be achieved if
several government agsencies have to deal separately with academic bodies, professional '
associations and a bewildering array of voluntary groups. There are countries where this
collaborative process has hardly started. Sometimes, this is because goverrmants have yat to
formulate national strategies for health for a2ll. In many others the process of partnership
may have been simply held up for want of just the first step to be taken. Sometimes, it is
because a government has no modaliries for dialogue with nongovermmental beodies at either the
policy or implementation level. Voluntary bodies, for their part, are notoriocusly shy of
government interference and resclutely maintain their independence of action, These can all
be regarded as impediments to progress inm achieving health for all at the national level.

Elements of partnership

21. What, then, are the strong points in favour pf bringing about government/NGO
collaborstion? Where the principle of collaboration has been accepted, governments have
recognized that NGOs are indispensable allies becausa they supplement government resources by
publicly-raised money and volunteer staff; they are c¢lose to the people, responsive to their
needs, and able to act gquickly; they are cost-effective because they use their limited funds
more for field work and less for staff overheads; they are immovative and flexible, not
inhibited by rigid programming; their fund-raising activities call attention to real
community needs (they would not survive by public support if this were not so); they are
often the channel through which external aid in the form of finance, personnel, materials,
equipment and advice reaches the people; whole areas of health care can be entrusted to them
in default of, or alongside, the govermmental provision: some of them are narijonal
affiliates of international specialist associations that feed them with jaformation and keep
them abreast of modern technology.
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Constralnts

22. Objections can be raised to almost every one of these qualities; thetvein lie the
constraints., It is claimed that the "free—lance" aetiviries of NGOs can distort carefully
planned and regulated government priorities in the health field; the publicity given to
their activities, either in fund-raising or in advecacy, could severely embarrass
governments; if the organizations receive funds from external sources, the purposes to which
the money 1% put may not be regarded by governments as first priorities for the limired
supply of external aid; some governments cousider that they should control all forms of
foreign aid; if the organizations receive advanced technological equipment or apparatus frem
their overaseas affiliates, govermments may not regard it as appropriate to local needs; and
in any case, governments may wish to determine how it 1s used.

The remedy

23, The remedy, of ¢course, is comsultation ar aevery level. Goveruments will not want to be
dictated to and some NGOs will be very wary of government restraint, But these difficulties
are being overcome in many countries, by dialogue and by mechanisms of consultation. The
elements of partnership are a willingness on the part of govermments to work with NGOs on the
basis of information about their activities and motivation, which i1s all too often missing at
present; & consciousness on the part of NGOs that their work is a vital element in a
national endeavour; a mechanism of consultation which can be set up by government initiative
1N conuvening a representative group or, a5 happens more often, a congsortium of KGDs
approaching the government; & mutual arrangement (which has long existed in many countries)
whereby leaders in NGOs serve on government planning and policy-making councils and ministers
or officials are invited to take part in the deliberarioms and work of NGOs; regular
discussions on such matters as tax exemptions in various forma, including duty-free entry for
essential materials; areas of possible overlap in activity; division of responsibiliry for
g extending health care to underserved communities; training of health care workers and their
supervisors; procurement of supplies and distribution of essential drugs; strengthening the
chain of responsibility from the centre to the periphery; the allocation of specific areas
of activity to NGOs; and the regulation of government subsidies or grants-in-aid. These
discussions are most likely to succeed if they are the functions of a standing national bedy,
preferably statutory, specially created to harmonize the government's health-for—-all getion
plan with the work of nongevernmental badies, on which relevant ministries work together with
NGO representatives in both planning and implementation.

V. EXAMPLES OF ACTIVITIES

Country examples

24, There are several countries in which this process of consultation and cooparation at
national, provincial and local level is beginming to work well. There have heen a number of
initiatives, experiments, projects and success stories in different parts of the world which
offer valuable peinters to the positive elements of the partnership appreach. It is only
posgzible to give some examples in the fallowxng paragraphe.

23. In some countries in Asia national NGOs have formed a national associztion of voluntary
organizations to participate as a group, in order to offer advice and support for the
implementation of national plams. Individually as well as collectively they undertake
primary health care sctivities, provide managerial support to smaller NGOs, and cooparate
with the national ministry of health in various programme areas. The group has been an
empharie advocate of health for all by the year 2000. 1In another country in Asia a large
rural-oriented national organization is cooperating with the govermment in disease control
activities. The ability of this organizdation to secure community involvement in a malaria
control programme has gignificantly contributed to the success of the programme. In the same
country, the priorities of community development programmes at the grass—root level are
determined by the weight of the opinion of community NGO groups, which officially comstitute
the village-level development committee. In yet another country several NGOs, assisted by
govermmental funds, have established zn institution with the specific objective of
encouraging the work of smaller community-level NGO groups for the implementation of primary
- health care. The institution offers managerial training courses, pravides information on
appropriate technology, and assists project formulation and implemenration by NGOs.
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26, In a few Latip American countries and the Carribean, NGO work is increasingly recogmized
as of preat relevance to the objactives of health for a2ll. In a few countries NGOs have
developed innovative mechanisms such as national federatioms of NGOs to facilitate
collaboration with official programmes.

27. 1In a European country, a consortium of 11 veluntary societies banded together to
campaign for an increase in the uptske of rubella vaccine. One of many intriguing méthods
was to give a "credit card" te every girl who' was found fto bz immune or received the

vaccine. They were gsoon very much in demand. Just as the campaign started, the consortium
found itself backed by the govermment with significant financial resources ovar three years
for the "eradication" (rhe government's word) of the rubella syndrome. The consortium became
the National Rubella Council, with strong govermnment participation. Effective regional
suppoert from both govermment and voluntary agencies in the country indicates that the
campaign has got off to a very good start.

Examples of the work of international NGOs

28. while internaticomal NGO work focuses on multifaceted objectives inecluding advocacy,
leadership for various causes, the mobilizationm of expertise in specific areas, a platform
for international information exchange and concerted action, and development education, its
cemtribution in programmatic terms at the country level cannot be underestimated, Many
examples could be given where international NGO initiatives have furnished major impetus for
important national health programmes. To mention only a few:

~ Aging and care of the elderly. Following the World Assembly on Aging held in Vienna
in 1982, concerted NGO action has facilitated effective launching of national programmes for
the care of the elderly in a large number of countries all over the world.

—- Population. This is another area where concerted NGO action has played an effective
leadership role, in mobilizing resources, harnessing public opinilon, and providing technical
expertise and advice.

- Prevention of blindness. International NGOz working in the field of blindness
prevention spend more than US$ 20 million a year in direct support of a great number of
country programmes. The WHO prevention of blindness programme collaborates closely with more
than 10 of these NGOs in the development of narional programmes for the preventiom of
blindness, Thus, international NGOs are providing support to the work of national committrees
for blindness prevention in many countries, to the training of personnel in eye care at
various levels, to the conducting of field activities, such as eye camps, and to the general
strengthening of eye care in neglected rural areas. In support of the development of
national programmes for the prevention of blindness, the common strategzy of the NGOs and the
WHO programme is based on the provision of eye care as an integral part of primary health
care, and on fostering the asctive involvement of the community in the prevention of avoidable
blindness. In major projects, involving several countries, some internatiomal NGOs have
joined together with WHO in fovming a coordinating committee to facilitate the channelling of
support from several sources. This approach is being developed particularly in the Caribbean
arez and in the southern central African subregion, for the provisiou of eye care services
and the training of auxiliary personnel. Sevaral of the international NGOs are also forming,
under the auspices of the International Agency for the Prevention of Blindness, a
consultative commirtee to rhe WHO programme, to further strengthen and facilitate the
development of jéint activities in support of blindness prevention programmes.

WHO support for government/NGO partnership

29. What is WHO doing to support the partmership concept? In accordance with criteria laid-
down from time to time by the governing bodies of WHO, over 130 international NGOs are now in
official relations with WHOD, Relationships with these organizations are reviewed and
evaluated periodically. A framework for close collaboration between WHO and NGOs in diverse
areas of health development has facilitated increasing mutual cooperation. Collaborative
activities have expanded in quantity and improved in quality, especially in recent years, A
compendium containing a profile of each NGO and information about collaborative activities
has been prepared for participants in WHO's governing bodies, programme managers, regional
offices, WHO programme coordinators, and the NGOs themselves. These joint activities relate
to all pricrity programme areas. They range from the dissemination of information through
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the NCO networks, data collection in support of a specifie aetivity, the prepararion of
manuals, and the traianing of health workers to collaborate in spacific health programmes for
the control of tuberculosis, leprosy, cancer, blindness, and cardiovascular diseases, etc.,
as well as progrvammes of mental health, environmentzl health, oral health, laboratory and
radiological technology, and health education, The activity may be conducted with a single
appropriate internationmal NGO; increasingly, however, groups of NGOg come together with WHO
for Joint collaborative activities in specific areas gueh as primary hesith care, infant
feeding, maternal and child healrh, family plaaning, prevention of blindness, health of the
elderly, aleohol and drug abuse, the rehabilitation of disabled children and adults, and
accident preventiaon,

30. Once governments and NGOs have reviewed their state of collaboration and have forged
firm links for joint cooperation, within the framework of strategies for health for all, the
fusther supportive role of WHO, at 2ll levels - national, regional and global = will be
¢clearly delineated, Ways and means should be specified by which the support of the technical
and other resources of WHO and other international organizations = wmultilateral, bilateral
and others = can be continned and inrensified te inerease the invelvement of NGOs in
implementing the Global Strategy. WHO is now reviewing its collaborative procedures and
mechanisms to facilitate this process.

Joint activiries

J1. These joint activities are usually at global level with, of course, implications for
national plans for health for all. They are planned and carried out in conjunction with WHO
by international NGDs whose national affiliates are associated with them. In addition,
regional and national NGOs for which there is no internatipna) body, or whose international
body is not in official relations with WHO, can nevertheless develop a working relationship
informally with WHO. Such contacts have become mutually beneficial in such matters as:

- the use of NGO technical expertise for WHO expert advisory panels;

-~ collaboration in regional and interregional conferences, seminars or symposia
arganized or sponsored by WHO or called together by international NGDg with WHO
participation;

- the dissemination of technical information and policy statrements;

=~ health systems research, to which NGOs can contribute significantly from their
development-oriented work at community level;

- the training of all categories of health workers.

Experimental initiacive

32. In 1981 WHO launched an experimental initiative to promote amd support effective
collaboration betwsen national governments and national NGOs, with support from internationmal
NGOs. A three-gstep action programme was proposed and carried out in a number of countries in
different regions. This comprises: (a) systematic collection of information on NGO work at
the country level; (b) analysis of such information in reference to the national strategies
and plan of action for health for all; (c) development of & comtinuing dialogue for
effective mutual collaboration in priority health programmes and activities. The initiative
i5 in various stages of implementation in different countries, some of which are well ahead
in its implementation. This endeavour has yielded valuable experience and has provided
useful pointers to possible future action for promotion of the partnership approach for
government/NGO collaboration.

An Lpniltiative in southern Africa

33, WHO has also supported, with UNICEF, an initiative of an NGO group on primary health
care in six countries of southern Africa. This group, representing a aumber of NGOs in
official relations with WHO, prepared a plan in 1982 for promoting collabaration among NGOs,
and between NGOs and governments, in Botswana, Lesothe, Malawi, Swaziland, Zambia and
Zimbabwe in planning, implementing and reviewing public health care programmes. This NGO
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initiative has its coordinating secretariat in the Christian Medical Commission of the World
Council of Churches and preliminary reports of successful implementation are becoming

available.

Scope for other actions

34, The experimeuntal initiatives to which reference has been made in the preceding
paragraphs indicate a promising approach in which more and more countries could become
interested, using WHO resources at country, regional and global levels for catalytic
support. NGO consultative groups could be established to advise and undertake specific
activities for collaboration with the ministry of health. Well-established national RGOz
could stimulate and support the work of local NGOs at the community level. Training courses
could be organized by the governments to enable management skills to be acquired, especially
by the smaller NGOs, International NGOs could mobilize themselves, as indicated previously,
to facilitate this process. WHO could collaborate in the entire process Lo ensure viable
development of the partnership approach.

VI. THE TASK AHEAD

35, With only 15 years to go, the goal of health for all by the year 2000 pregents a
daunting challenge, especially with 82 wmillion additional people a year te feed and te care
for. The apparent inadequacy of resources in money and manpower underlines the
inescapability of an effective partnership between governments, NGOs, and the people
themselves. With imaginative approaches, the goal can be achieved. In the context of this
document and the 1985 Technical Discussions, a first requirement is that governments should
let it be known that they not only need NGOs but want thew as partners. Whether the
initiative comes from govermment or from NGOs, the dialopue needs to be established and
maintained. Areas in which NGOs should operate zlongside or in lieu of the government need
to be identified. Govermments' actien should include not omly public recognition, but the
according of practical support, whether in the payment of grants, the provision of supplies,
or merely lettars of support for everything consistent with national goals.

36. The scope and objective of regular consulrarion will be varied but focused on bringing
NGO work into the mainstream of health development activities, and in this context could
extend to the review of rules, regulations, tax and grant codes, NGO registration procedures
and the like, followed by action to effect changes in support of NGOs. Govermments will need
to make it knoewn to external deonors that they wish NGQs to be the recipients of money,
supplies and staff. ‘They will help NGOs to generate income and supplies, particularly in
their relations with the commercial sector, and to improve their managerial capacity, through
secondment of staff and training courses. Nat only governments but also natiomal NGOs will

wish to do everything pogsible to encourage and build up grass-roots organizatious within the
communities.

37. 1In this task ahead, WHO has a vital role of continuing to promote, support and foster

such partnership, entirely in the intevest of attaining the objectives of health for all in
each country. :

VIL. QUESTIONS FOR DISCUSSION

The questions that arise for representatrives of govermments and NGOs at the Technical
Diacussions are:

1. Hongovernmental organizations have an important role to play in the implementation of
strategies for health for all at all levels. They represent a precious asset in
experience, techaical expertise, innovative capability, manpower and other resources for
this purpose.

To what extent are povernments willing £o recognize nongovernmental bodies as
essential partners in strategiez for health for all?

What are the jimpediments to such recognitien?

How could these be overcome?




2.

A38/Techaical Discussions/1
page 13

While the value and potential of the contribution of NGOs to health development is
ungquestioned, such work must relate and be relevant to the specific objectives of health
Eor all, with primary health care as a key approach. In this context!

How willing are nongovermmental organizatiens to regard themselves as a part of a
national and ziobal effort to implement the stratepies for health for all?

What are the impediments to this process?

How could these be overcome?

What are the extents and limits of governmental/nongovernmental partnership in
implementing health strategies?

Where povernments and NGOs have succeeded in working together, how were the
impaediments overcome?

Can their experience be used by countrieg that have not yet fully tried cut such a
partnezship?

To what extent do mechanisms exist for coordinarion (a) among NGOs and {b) between
NGOs and governments?

How effective are they?

What form do they best take?

What are the most effective means of identifying and encouraging relevant self-help
groups, particularly in underserved communities?

What are the guidelines for governmental support of these groups in the interests
of health for all without destroying their spontaneity and theit indigenous nature?

Can national NGOs support these self-help groups without seeking to incorporate
them within their formal structure?

In the implementztion of strategies for health for all at the natienal level, what
is the value and the strength of the link between natiounal noungovernmental
crganizations and their international umbrella organizations?

What should be the role of WHO at the national, regional and global levels in
promoting, supporting and strengthening effective partuership between governments
and nongovernmental organizations in order to accelerate the implementation of
health-for-all strategies?

What are the specific recommendations arising out of these Technical Discussions?
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ANNEX IZI

THIRTY-ETCHTH WORLD HEALTH ASSEMELY WHA3R,31

Agenda item 22.2 20 May 1985

COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS IN
IMPLEMENTING THE GLOBAL STRATEGY FOR HEALTH FOR ALL

The Thirty-eighth World Health Assembly,

Recalling resolution WHA34.36, and reaffirming its commitment to the implementation of
the Global Strategy for Health for All by the Year 2000 threugh the solemnly agreed, combined
efforts of governments, people and WHO;

Mindful that the attainment of the goal of health for all by the vear 2000 is an

integral part of international social and economic development as well as a direct
contribution to world peace;

Emphasizing the crucial need for a real partnership between goveruments, nongovernmental
erganizations and WHO in order to achieve the goal of health for all by the year 2000:

Recognizing the commitment of nengovernmental organizations and the complementarity of
the resources which they can mobilize for the achievemenr of strategies for health for all;

Taking inte account the conclusions and recommendations of the Technical Discussions
held during the Thirty-eighth World Health Assembly on “Collaboration with nongovernmental
organizations in implementing the Global Strategy for Health for All";

1. APPEALS to the globsl family of nongovernmental organizationms to support the ‘strategies
for health for all, and calls for their involvement and the increased use of national and
international resources towards this end;

2. CALLS on the national nongovermmental organizations:

(1) to commit themselves in practice to the implementation of the strategies for health
for all by the year 2000;

(2) to establish close collaboration with governments, in a spirit of partunership, for
the implementation of national health for all poliecies and Programmes ;

(3} to encourage and support in zll ways self-care and self-help groups at the
community level for the effective implementation of primary health care;

(4) to establish appropriate national coordinating mechanisms, sueh as national
councils of nongovernmental organizations, teo provide a focal point for nangovermmental
activities in health and health-related fialds;

URGES internacional nongovernmental organizations:
(1) to take appropriate measures to further the collaboration between national
nongovernmental organizations and Member States in the implementation of health for all

strategies;

(2) to collaborate with WHO and other international organizations in providing support
and cooperation in health for all activitiés;

(3) to coordinate their activities to ensure mutual Support and cooperation in health
matEers; :
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b, CALLS on Member States:;

(1) to promote, foster and support the partuership approach by invelving
nongovernmental orgamizations in policy formulation, planning, implementation, and
evaluation of the natiomal heairh for all strategies;

(2) to encourage and support the establishment of self-help and self-care
nongovernmental groups at the community level, giving particular emphasis to women's
groups, in order to implement primary health care approaches effectively;

(3) to stimulate the active involvement of youth and student organizatioms, since these

represent the generation that will be responaible for the world's health in the
year 2000; >

(4) to encourage and support the establishment of nongovernmental coordinating or other
appropriate mechanisms at the national level to facilitate mutual dialegue and close
consultation on health matters;

(5) to utilize the expertise and experience of.nongovernmental organizations through
consultation, and for this purpose prepare inventories of their resources, skills and
gollaborative health activities with govermments;

(6) to facilitate the mobilization of adequate resources for the work of national
nongovernmental organizations for health work;

5. REQUESTS the regional committees to comnsider ways and means af strengthening the
involvement of national and regional nongovernmental organizations in the implemantation of
regional and national strategies for health for all;

6. REQUESTS the Executive Board to review the existing framework of WHO's collaboration
with organizationms from the nengovernmental sector, together with the existing rules and
procedures, with a view to strengthening it and making in more effective;

7. REQUESTS the Director—General:

(1) to pursue his efforts to promote the involvement of internatienal nengovernmantal
organizations in the Global Strategy for Health for All;

(2) to promote and support partnership activities of Member States, WHO and
nongovernmental organizations for the implementation of strategies for health for all;

(3) to review periodically the progress made in prometing and festering collaboration
between governments and nongovermmental organizations.

Sixtreenth plenary meeting, 20 May 1985
A38/VR/16 .




LIST OF PARTICTPANTS

ADMCEM MEDICAL FQUNDATION IN CAMEROON
Dr. L. M. Mbala-Ntsama, Pediatrician and Medical
Adviser, B.P, 8227, Yaounde

AMERICAN ASSOCIATION OF RETIRED PERSONS (AARP)
1809 K Straet N.W.
Washington, D.C. 20049, UsSA
Mz. V. Ostrander, President
Ms. B. Quaintance, Senior Programme Specialist
Dr. T. Mahoney, Consultant

ASSOCIATION OF SCHOOLS OF PUBLIC HEALTH IN EURCFE {ASPHER)
Department of Public Health
University of Bristol
Bristol, United Kingdom
Prof. A.M. Davies, Director, School of Publiec

Annex III

Health, Faculty Medicine, Hebrew University, Jerusalem

CHRISTIAN MEDICAL COMMISSION (CMO)
World Council of Churches
P.0O. Box 66
150, route de Farney
CH-121] Geneva 20, Switzerland

Mr, J.A. Murdock, Assoclate General Secretary of the

General Beoard of Global Ministries, United Methodist
Churech and Commissioner of the Christian Medieal
Commission, 475 Riverside Drive, New York, NY 10115,

USA

CYPRUS NURSES' ASSQCIATION
School of Nursing
Ministry of Health
Nicosia, Cyprus
Mrs., 8. Kyriakidou, President

EPISCOPAL SOQOCIETY FOR MINISTRY ON AGING (ESMA)
RD No. 4, Box l46-A
Milford, New Jersey, USA
Dr. G. Gill .

Ms. R. Jones, Chairman, Committee on National World

Mission, 6217 Beach View Circle, Cincinnati,
chio, 45213, USA

Ms, M, Wooden, Committee on National World Mission,

Cineinnati

FOUNDATION CONGO-ASSISTANCE, Brazzaville, Republie of Qongo
Mr. Bemba Auguste
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HELLENIC ASSOCTATION OF GERONTOLOGY
Dr. Meropi Violaki-Paraskeva, Athens

HELPF THE AGED (HTA)
8t, James' Walk
London, EC133 OBRE, United Kingdom
Mr. J. Mayo, Director, (Chairman)
Ms. A. Kettlety, Desk Cfficer for Africa

br. J. D. Pathak, Gerontologist, Medical Research Centre,
Bombay Hospital, Bombay 400020

INTERNATIONAL ASSOCIATION OF CANCER REGISTRIES
e/o International Agency for Cancer
150 Cours Albert-Thomas

69372 Lyon Cedex, France
Prof. G. Riotton, Switzerland

INTERNATIONAL ASSOCIATION OF GERONTOLOGY (IAG)
c/0o Faculty of Medicine
Duke University

Durham, NC 27710, USA

Dr. Th. Hovaguimian, Chief of Clinic
University Cantonal Hospital, Geneva

INTERNATIONAL CENTRE OF SOCIAL GERONTOLOGY (IC3G)
91, rue Jouffroy

75017 Paris, France
Mr. J. Flesch, President

INTERNATIONAL COMMITTEE OF CATHOLIC NURSES (CICIAMS)
Piazza San Calisto 16

Citta de Vaticano, ltaly 00120

Ms. M. Dervoigne, 5t. Vincentius straat,
20 2000 Antwerpen

TNTERNATTONAL COUNCIL OF NURSES (ICN)
3 rue Ancien-Port

1203 Geneva, Switzerland
Dr. D, ¥rebz, Nurse Adviser

INTERNATIONAL COUNCTIL OF SCIENTIFIC UNIONS (CLOMS)
¢/0 World Health Organization
1211 Geneva

Professor Ann Helm, National Council on Intermational

Health, American Asgociation for World Health
Veterans Admin, USA '

INTERNATIONAL COUNCIL OF WOMEN (ICW)
13, rue aumartin
Paris 75009, France

Mrz. Enina Herzog

ICW Permanent Representative to the WHO and Convener

af the ICW Standing Committee on Health i
Dr. Annick Denys, Vice Convener of the ICW Standing

Committee on Health




INTERNATIONAL EPIDEMIOLOGICAIL ASSOCTATION (IEA)
c¢/0 Copenhagen County Hospital
3t. Elizabeth
DK~2300 Copenhagen, Denmark
Dr. €. Rumeau-Rocquette, Institute National de la Sante
et de la Recherche (INSERM), France

INTERNATIONAL FEDERATION FOR HYGIENE, PREVENTIVE AND SOCIAL MEDICINE
via Salaria 237
Q0199 Rome
Dr. E, Musil, Secretary-General, Vienna

INTERNATIONAL FEDERATION OF ELDERLY ASSOCIATIONS (FIAPA)
8/10 rue 4d’Astorg
75380 Paris Cedex, France
Mr. Y. Dinh, President
Dr. J. Deboise, Secretary, Scientific Couneil

INTERNATIONAL FEDERATION ON AGING (IFA)
c/o Age Goncern England
Bernard -Sunley House
60 Pitcairn Road

Mitchum

Surrey CR4 3LL, United Kingdom
Mz, 8. Greengross, Secretary-General
Mr. D. Hobman, President

INTERNATIONAL UNION FOR CONSERVATION OF NATURE
Mr, P. Livingstone Armstrong, Fechy, Switzerland

INTERNATIONAL UNION FOR HEALTH EDUCATION
9 rue Newton, Paris 75116 France
Dr. P, Hindson, President

INTERNATIOQNAI, UNTON OF FAMILY ORGANIZATIONS
Mrs. A. M. Hofer, Ganeva

LEAGUE OF RED CROSS SOCIETIES (LRCS)
P.Q. Box 276
1211 Geneva 22, Switzerland
Mz. M. Esnard, Adviser, Social Work

NATIONAL COUNCIL ON AGING, (NCOA-USA)
600 Maryland Avenue, 5.W.
Washington, D.C. 20024, USA
M., J. Sykes, Assistant to the Vice Chancellor, Center
for Health Sciences, University of Wizconszin, Madison,
USA (Rapporter)
NEW ZEALAND COUNCIL OF CHRISTIAN S0CIAL SERVICES
Rev, Kenneth G, Trwin, Director
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ROTARY INTERNATIONAL
Mr. C. Chesex

WORLD CONFEDERATION FOR PHYSICAL THERAPY (WCPT)
16/19 Eastcastle #treet
London, WIN 7PA, United Kingdom
M=z, E.M. McKay, Secretary-General

WORLD FEDERATION FOR MENTAL HEALTH
Ms. E. Morgan, (United Kingdom), President-Elect

WORLD FEDERATION OF OCCUPATIONAL THERAPISTS
Ms. M. Schwarz, (Switzerland), Chairperszon, International
Relations Committee

WORLD FEDERATION OF UNITED NATIONS ASSOCIATIONS
Pavillon du Petit-Saconex
Via Service Coutrrier ONU
1211 Geneva 10, Switzerland
Dr. D. P, Tripathi




PSR por ey QLA e o e — o T e et 4, Y0 107 B AP o i

UNITED NATIONS

United Nations Centre for Social Development and Humanitarian Affairs

{UNCSDHA), Vienna?

United Nations Educational, Scientifiec and Cultural Organigation
(UNESC0O), Parisd

WORLD HEALTH CORGANIZATION

Mz, P .M. Elmiger*
External Relations Officer, Collaboration with the United Nations
System, Nongovernmental and other Organizations, Ceneva

M=. J. Gunby*
Administrative Assistant, Collaboration with the United Nations
System, Nongovernmentzal and other Organizations, Geneva

Dr. L. Chambers
Short-Term Consultant, Copenhagen

Dr. D.M. Macfadyen
Manager, Global Programme for Health of the Elderly, Copenhagen

Ms. D. Halvorsen

Azsistant, Global Programmes, Copenhagen

Ms. M. Ropke™ Coordinator, NGO/WHO Collaborative Group on Aging,
Director, EGV Dane Care, Strandlunden, Charlottenlund, Denmark

8 Invited, but unable to designate representative

# Unable to attend
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