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1. Introduction

The Teechnical Advisory Committee on Health Care of the Elderly (HCE) met in Octeber 1978, in
Munich. This was an initial meeting on health recommendations made by the Committee sbout the
priorities te be given to the Furopean Regional Programme of health care for the elderly for the
period up to the end of 1983, The secound mesting of the Advisory Committee on HCE met in
Dun lLaoghaire, Ireland, from 22 to 25 March 1983, It was attended by 22 experts from 3 wide
background of disciplines, together with five members of staff of rhe Regional Qffice, The meeting
was the result of close collaboration between the Regional Office and the Govermment of the
Republic of Ireland,

2. Scope and purpose

The Committee had two main objeetives. The first was to review the progress that had been
made since 1978, focusing inm particular on the recommendations made by the Committee in Munich.
The second was to make recommendations for the medium-rerm programme of the Regional Office for the
period 19846-1989, In making these recomnendations the Advxsory Committee were te take into account
not ouly their review of the progress made since._the Munich, meetlng in 1978 but also new data and
informatien from research studies that had been complered in the 1nterven1ng period, the Regioenal
0ffice's strategy for health for all by the year 2000 paving partlcular attention to the part that
the philosephy of primary health cesre plays in that strategy, "and the recommendations resulting
from the United Nations World Asssmbly on Aging which was held in Vienma im 1982,

3.  Health Care of the FElderly in the period 1978-1983 {incl.)

The Technical Advisory Committee on Health Care of the Elderly produced a detailed paper in
1978 but the many recommendations that were made by that Committee were considered under five main
headings,

(1) Bystems of care for elderly people, with particular emphasis on the means by which the
most effective coordination of sarvices could be obtained.

{2) The atritudes and beliefs zbout old age that prevailed beth swong the public and ameng
professionals, with particular emphasis on the education rthat was raguired o influsnce those
artitudes and behaviours.

(3) The means by which the gquickly inecreasing amounts of informarion and data abeutr elderly
people could be coordinated and disseminated, with particular emphasis being given te the
development of a glossary of terms that could be used at WHO meetings.

(4) Self-medication and prescribed medication, with particular emphasis on the prevention of
iatrogenic diseasa,

{5) Prevention in old age, including screening and case finding.

The second Advisory Committee reviewed the work that had beem done by the Regiomal Office and
by other organizations, both governmental and nengovernmental, sinece the Munich meeting. In
general it was Ffalt that progress hed been made but that 1t was possible to identify areas where

further work needed to be done.

3.1 Systems of care

A great deal of useful work had been done on systems of care for slderly people in different
parts of the Region and this had been hemeficial. However, it was felt that the compariscn of
systems of care, although of limited value, was insufficient in itself and that it was very
impertant for the Regional Office to encourage reviews of the research on the different
interventions that were effective in preventing problems in old age or in treatiag rhose which
arose, because the specifie interventions that prevented or alleviated problems could be delivered
by different systems of care and because it was. probable that there would always be differences in
systems of care in different member countries.
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1t was emphasized that there are dangers in focusing too closely on systems of care without
considering the interventions that the particular system of care, or systems of gare, were
delivering to the individual elderly person. It was therefore felt to be important to complement
the valuable work done by the Regicmal Office in this context by reviewing the research work and
the professional practices which had been shown to be effective in preventing and alleviating
problems such as aepression, leossz of fitness, pressure sores and hypothermia. It was felt that it
would be very helpful to commission papers outlining the steps that could be taken to prevent and
treat such problems, including sectlons on the most appropriate way of educating people themselves,
their relatives, friends and professional helpers teo complement papers that are being produced on
systems of care.

3,2 Arvtitudes towards old ags and old people

There was some evidence that the general belief that very negative attitudes towards old
people prevailed im a2ll European societies had been over-emphasized, Furthermore, a change in
belief about the most effective ways of influencing negative attitudes towards old people, whether
they prevailed among the public or among professionmala, had occurred. In the 19708 it was believed
that the most appropriate way to improve care for elderly people was to £ry to correct mistaken
beliefs and to improve attitudes, with the objeetrive of improving the behaviour of the public and
professionals towards elderly people, More racently, however, the educational approach has changed
and 1t iz now felt to be vitally impertant to try te change the behavieour of the publie and
professionals, by teaching them the skills that can help elderly people, with the objective of
thanging beliefs and attitudes by demonstrating te people, and by letting them demonstrate te
themselves, that many of the problems of elderly pecple can be prevented and that almest all of
them can be alleviated by the use of the appropriate skills.

This comment links te the comment in the previous section because any approach thar fosuses on
specific problems and the interventions that have heen shown to be effective in treating or
preventing those problems must be one that focuses on skills that are reguired,

This is not to argue that no attempt should be made to change beliefs and attitudes directly.
Obviously such attempts are of prime importance bulb a change in emphasis is necessary with a direct
approach to changing behaviour, by teaching appropriate skills, being regarded as playing a very
important part in the werk of the Regional Qffice.

3.3 pelf-medication and prescribed medicgtion

It was felt that the Technical Advisory Commitree on HCE in Munich had not sufficiently
emphasized the contribution that elderly people made to caring for themsalves. Self-care remains,
and will continue to remain, the most important and effective form of health care for elderly
people, The whole topie of salf-care ia ene that has received increasing attentiom by the Regional
Office since the Munich meeting and self-medication forms an important part of the topic of
self-care. The Advisory Commitrtee was of the opinion that it was essential to develep this aspect
of the work in the next five years.

It was felt that the problem caused by inappropriate medication prescribed by health care
workers had been ¢lesrly analysed by the Regional Qffice, with the help of Member S5tates, in the
five years siace Muniech and the clear conclusion was that the major responsibility for appropriate
medication and for the preventiom of iatrogenic diseage rested with the health care workers
themselves, particularly with doctors. Although elderly people pose 3 greater challenge ts health
care workers, because of the higher prevalence of dementia in the older age groups for axample, the
imerease in incidence of problems caused by drugs in old age could not simply be attributed to
biclegical and psychelegical changes in old people themselves; a4 more impertant factor was the
appropriate prescribing behaviour and adequate systems of surveillance of people on long-term
medication by health care workers.

3.4 Prevention

Very important information has become available on the Gothenburg longitudinal study since the
Munich meeting. This study is unique not only because of the size of the sample but also because
successive conorts are being recruited; the third cohort has been recruited recently. This is
providing extremely encouraging evidence that many of the problems that occur in old age, which
were formerly thought to be due to the aging process, are in fact due to other processes which can
be modified and that they are therefore preventable. It seems that loss of fitness, preventable
digsease, and certain social changes are respensible for all or part of certain of the commen
problems that oceur mere commonly the older the age group that is studied,
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Although the scope for prevention has been more clearly identified since Munich, the means of
achieving prevention have not yet been clearly identified. There have been some interesting
educatienal initiatives which have the objective of primary preveantion of disease but these are
difficult to evaluste., Furthermere, early interveation, through screening, has not yet been shown
to be effective in preventing funetiomal decline or admission to leng-stay care. There is,
however, one lmportant aspect of early prevention and that i1s case finding, namely identification
of unreported problems. Many elderly people have comunicatien problems and therefore do anot
repert the problems from which they suffer until these have reached a2 late stage., Systems which
faeilitate the reporting of problems do improve the qualicy of life of elderly people, in part
because they encourage elaerly people that an interest is being taken in them, in part because they
lead to a more effective resolution of the problem. In summary, therefore, there is still no
evidence that screening for asymptomatic disease is effective in old age but there is evidence that
case fiading for unreported problems has an important part to play in improving health in old age.

It alsc becomes iAncreasingly evident that the health problems of elderly people have to be
considered in a very broad context and that prevention should not be considered solely in terms of
maasures that ean prevent specific diseases. Social problems such as poverty, housing and
isolation are of equal impertance in & preventive strategy, in part because they are common
preblems inm old age, in part because sach elderly persen, and elderly people as a whole, needs to
be considered in their social context, because it 1s that social context that shapes their beliefs
and atiitudes and which influences their behavicur in old age as well 33 at earlier ages.

3.5 Information

Efforts have been made to improve the collation, analysis and dissemination of informatiom.
There is evidence that information requirements are not formulated clearly and efficiently. What
is needed is to foecus clearly on the part that information plays in bringing about changes in
professional practice and in poliey making, and therefore in the quality of life of oslder people,
and te identify means by whieh the information that is available can be used more effectively and
efficiently. It was the view of the Advisory Committee that those wheo had the skills to
digseminate informatien, for example librarians, particularly librarians werking in hespitals or
health services, publishers and journalists needed to be invelved more clesely in service planning
and development,

A glossary of terms was prepared for the meeting of the Advisory Committee on HCE, following
the recommendations of the Technical Advisory Commitree meeting.

4, Health Care of the Elderly in 1984~89 (PLANNING FOR THE FUTURE)

Ir was appreciaced that it was essential not simply to take this time scale as the basis for
planning, but to try fo take a leager term view, in accord with the Regional (Office's development
of plans for health for all by the year 2000,

The group's discussions on future plamning were based, in part, oun the review of the progress
made gince the Technical Advisery Committee on HCE, emphasizing the need for continuity in planning
and for the development of themes for the long-time scale. However, it was recognized by the
Regienal Office that ir was essential that the plan for the next years gshould not only be a
continuation of the planning process that had shaped the work in the past. The reason for this is
that a number of significant new ideas have developed.

3. General diseussion

5.1 Information frem ressarch

A great deal of very valuable research work is being carried out and has been published in the
last five years.

The evidence continues to accumulate that many of the problems that oceur in old age, and have
been hitherto considered as being the natural consequences of the aging process, are in faet
preventzble snd treatable, GSome are caused by the loss of fitness and the accumulation of
information about the effects of disuse provides extremely strong support for 3 more active
approach to the provisien of services for elderly paople and for the promeotion of physical exercise
and activity as a means of prevention and alleviation of problems. Many of the diseases thar occur
in old sge have now been shown to be treatable and a proportion can alse be prevented, In part the
reason why there has not been a determined attempt to prevent a& less of fitness and¢ disease has
been the usgative social actitudes that prevail among some old people themselves, for some of them
are pessimistic about the possibilities of preventing problems and of achieving an improvement in
their funetional ability er quality of life.
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0f great importance is the evidence come from lengitudinal studies and the Advisory Committee
noted with interest the decision by the World Health Orgzanization and the Internaticnal
Epidemialogical Asseociation to conduct a review of the longitudinal atudies currently in progress.
Professor Svanborg's study in Gothenburgz was felt to be of great importance because of the size of
the samples znvalved end because of the fact that a number of colorts had been recruited allowing
not only the lonpitudinal study of single cohorts but alsoc measurements of secular trends which
have affected different cochorts in differeat ways.

Impressive though the achievements of research workers have been, the Advisory Committee on
HCE identified the following weaknesses:

~ there was a need for more multidisciplinary research, reflecting the multiple problems of
elderly people and the true nature of service involvement with elderly people;

= there was a nead for rasearch which tried to evaluats interventions and services; too much
rezearch was still deseriptive;

- there was a need to involve health economists to a greater degree in research work. The type
of simple costings used by some research workers did not offer policy makers the type of
information that they needed;

- there was a need to study whele populations of elderly people, rather than simply studying
selected samples, such as elderly people who had been admitted to hospital, with particular
attention being pald to the infcormal networks of support that are so easily overlooked when
samples of the population are studied;

- research workers still did not pay sufficient attention to the dissemination of their findings.

5.2 Primary health care

In che last five years the Regional Qffice has developed its work on primary health care and
this ia reflected in its planning documents both for the next five years and in the development of
iks strategy of health for all by the year 2000.

5.3 The World Assembly om Aging

The World Assembly on Aging met in Vienna from 26 July te & August 1982, It discussed the
papers prepared for the meeting and adopted an internatlomal plan of actiom on aping.

The World Health Organization contributed to the development of this plan of action and iF is
therefore appropriate that the recommendations in the plan are taken inte aeccount when develaping
WHO's owm programmes, boch global programmes and Regiconal programmes.

6., Conclusions

The Group considered a very wide range of priorities, based on the papers presented to it by
PATLLCLDARLS,

Three main prierities were identified:

6.1 The development of the primsry health care approach

The Regional Dffice has been prominent in developing concepts of primary health care for
application in developed countries. A number of aspects of the primary beszlth care principlaes are
of particular relevance in the development of services for elderly people and it was important that
member countries should bring together these two themes in health service planning, namely services
for the elderly and primary health cara,

The use that elderly people make of services is influenced by many factors, such as the high
prevalence of impairments and resulting disabilities in old age, the low expectariona of elderly

people, the problems elderly people have with mobility and transport and the low level of telephone
ownership among the elderly.
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Although the development of an active approsch to the management of disease in old age is
welcomed, there was increasing coucern aboub unneecessary investigation and treatment in people whe
had terminal illnesses and it was appreciated that although elderly people must not be disbarred
from the benefits of techmological developments on the grounds of their age. It was essential that
technology be used appropriately for all very elderly people.

At numbers of elderly people are increasing faster than the smount of resources availaeble to
help them, it is5 of vig¢al importance that good management be used to make sure that those respurces
are used as effectively and =3 efficiently as peossible.

No single serviee can either meet rhe needs of elderly people or make effective and effiecient
use of 1ts own Tresequrces unless it takes intoe account the contributions that can be made by other
services. Joint planning and management is essential.

One of the most important aspects of primary health care is the emphasis given to
participation and this poses the stimulating challenge for those involved in the planmning and
management of services for elderly people.

S0 much attention is given to the problems of elderly people's disabilities that elderly
people as a group have become identified as being "a problem™. This is not the case. The majority
of elderly people are active apnd independent and only a2 small propertion are dependent.
Furthermore, even these who are dependent on others do a great deal for themselves and without the
self-care dome by elderly people who are disabled and who raceive some support from health and
social services it would be impossible for those services to provide adequately for their needs.

Furthermore, there is no evidence that families care less well for elderly relatives than they
did in times past, taking into account all the practical problems caused by demographie trends such
a3 the deecrease in family size and by social trends such as increased population mebility and
increazed numbers of employed women.

The challenge to health planners is to involve elderly people and their relatives in the
planning and management of health services. Too often planning is done for elderly people and not
with them.

6.2 Prevention

Major emphasis should be given te preventive aspects. 1In recent years there has been 2 fogus
on the preventien of premature death, but for older people more appropriate objectives inelude the
following:

- the prevention of & decline in functiomal ability:

- the prevention of a decline of quality of life due to disfressing symptoms such =5 pain and
depression;

- the prevention of brzakdown of informal support systems, notably those provided by the family;
- prevention of admission to leng=-stay institutional care:

- prevention of & decline in the gquality of life should admission to long-stay institutional
care be necassary.

6.3 Implementation

There is a considerable gap between what is known and what i1s deone. It is vitally important
that attention is paid to the implementation of resesrch findings, both in service organizatiom and
delivery.

Attention must therefore be given to the education not only of professionals but also of
economists, planners, administrateors and politicians; and librarians, journalists and publishers
have a vitally important part to play in this educational programme.




ICP/ADR QL7(2)

3183E
page

7.

6

Regommendations

Future WHO and Intergovernmental Efforts: recommended priorities for responding to the need for

implementation

(1) The exchange of information between health care providers and health peliey makers in
different countries and regions, particularly concerning model health care systems,
alternative approaches to similar problems and the effectiveness of interventiona;

(2} The development of simple evaluative tools for use by health care providers needing
indicators of the success of programmes in health care for the elderly;

{1} The dissemination of existing research findiags: a) to other researchers; and b} to
busy care providers who need 1t to be presented in a practical and digestible form;

(&) The foeus of attention on the value and weans of prevention, the nature and sgope of
health promotion, the need for comprehensive home care, the creative use of institutional
facilities and staff (including their use for tespite care of people living with relatives and
for day care) and on the cost—effectiveness of altermative approaches fo care;

{5} The identification of the extent to which conditions associated with aging are
preventable or treatable, both before and during different stages of chronological aging;
this is necessary in order to encourage the informed optiwmism necessary to justify a further
two activities:

(a) the development of effective systems for the identificatrion
and assessment of the elderly "at risk"; and

(b} the prometiom (and evaluation) of health education programmes,
incorperating up-to-date knowledge apd using mass media,
prefessionals, educational econtexts and other authoritative sources
of information and advice acceptable to older people.

The role of WHO should rather be a3 coordinater and stimulator of acrivity.

Suggested operational sctivities worth initiating in the shert-term

{2) to identify snd make direct contact with collaborating national institutes,
nongovernmentsl bodies, tesearchers and health care plannmers who might devise and perform some
of the key prierity tasks; it was suggested that a Tegister of up to 30 such collaborators be
identified in each country;

(b) te re-examine its system for publicarion, marketing and dissemination of WHO papers
(including some revised versions of papers presented at WHO meetings) so as teo emsure that
these papers, which inelude some invaluable and unique materials, are more accesaible and
better known to all practitiomers, researchers and plapners and others who could benefit from
using them; .

(e} to revise and promote the glessary of terme used in health care of the elderly 2o as to
assist exchange and mutusl understanding between care providers in different countries;

(d} to encourage the development of self-complete directories of model schemes and alternative
approaches to assist and iaform care planners facing similar problems elsewhere;

(e) to promote the publication of simple guides, flow-charts and other materials that could be
used by practitioners, educators and nongovermmental bodies in informing other care providers,
the lay public and elderly people themselves about the promotion of health, self-health care
and the use of health care sexrvices for older people; and

(£) to develop closer lipks with key intermediary groups such as librarians, teacheras,
journalists and experts in the use of audiovisual and computer information systems.
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WHO MEETINGS RELATED TQO THE CARE OF THE ELDERLY, 1978-1982

Consultative committee on health c¢are of the elderly
Copenhagen, 1978 (Document ICP/ADR 017)

Third meeting of directors of national institutes of gerontolegy
Tokvo, 1978 (Document ICR/ADR 015)

Technical advisory coumittee on health care of the elderly
Munich, 1978 (Document ICE/ADR 018)

Meeting with govermmental and nongovernmental organizations on
health care of the elderly: liaison meeting
Luxembourg, 1978 (Document ICPE/ADR Q16)

Technical group on the use of medicaments by the aelderly
Thénex, 1980 (Document ICE/ADR 042)

Fourth meeting of directors of naticonal imstitutes of gerontelogy
Weimar, L980 (Document ICE/ADR 013)

Technical group on services and systems of care for the elderly
Helsinki, 1980 (Document ICE/ADR Q41)

Ninth European sympesium on ¢linical pharmacological evaluation in drug control
Schlangenbac, 1980 (EURQ Reportsz and Studies No. 50)

Working group on appropriate levels for continuing care of the elderly
Berlin, 1980 (Document ICP/ADR 026)

Workiag group on the cost-effectiveness of recommending standard
patterns of long-term care
Munich, 1930 (Document ICP/RPD 802(35))

Expert Committee on disability prevention and rehabilitatiom
Geneva, 1981 (WHO Technieal Report Series No. 663)

Consultarion on teaching gerontology/geriatric medicine and
establishing a clesring house on curricula
Copenhagen, 1981 (Document ICF/ADR 045)

Meeting on the WHO Drug Utilization Research Group
RKorcula, 1981 (bocument ICE/DPM 002)

Gonference on nursing and medicesccial work in care of the elderly
Cologne, 1981 (EURO Reports and Studies No. 79)

Working group to define means of preventiom of disability in the elderly
Cologne, 1981 (EURO Reports and Studies No. 63)

Symposiym of Journalists znd Experts: "Add Life to Vears"
Lyon, 1982 {Document IGF/INF 0U2)

Workshop on teaching gerontology snd geriatric medicine
Edinburgh, 1982 (Document ICP/ADR 045)

Planning meeting for the Study on the cost-effectiveness of
alternative strategies for health ecare of the elderly
London, 1982 (Draft Document ICP/SPM 035(1)(53)
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Statisriecal indiecators for accidents
St Etienne, 1982 (Dozument ICP/ADR 052(5))

Working group on the studies on prevention of accideats in the elderly
Bordeaux, 1982 {Document IRP/ADR 106-20)

Working group on housing indoor c¢limate impact on the health of the elderly
Graz, 1Y82 (Document ICP/BSM 002(33(5))

Working group on the organization of services to prevent
disability among the elderly
Sokobanja, Yugoslavia, 1982 (Document ICP/ADR 025(5))

Third meeting of imvestigetors for the study on health care of the elderly
Jyvidskyld, Finland, 1982 (Draft Document ICP/SPM 004(10))
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Annex 2

WORKING GROUP REFPORTS

Prevention

The group saw the period 1984-89 as a turning point because of the emerging research data on
the preventabiliry of some illnesses and impairments associated with old sge. Recent infarmation
shows that personal lifestyle, as well as environmental factors in s brosder semse, influence not
only health but also the rate and manifestations of aging itszelf, within the limics set by
pre-determined genetic factors. This is shown, for example, in the marked increase in longevity in
some countries {especially those where limited migration has meant that little change has occurred
in the gemetic base of the population) and by the significant cohort differences observed,

Certain lifestyle factors {e.g. nutrition, smoking habits and alcohol abuse) have been kaown
dramatically te influence fynctional characteristies like musele strength and bone density. The
practical consequence of this is that the aveidance of harmful lifestyles can be expected to offer
the prospect of improved functiomal ability and life satisfaetion in old age.

Attention has been concentrated on the deleterious effects of long-term exposure to tisk
facters. In the elderly, who have lowered functional reserve capsacity, there is a more precipitate
effect. Furthermore, the elderly are often less resistapt to the acute adverse effects of such
lifestyle factors (e.g. impaired respiration, lowered muscle strength).

New knowledge of aging and the old seems to show that, within wide limits, the greater use of
physical, mental and emotional rescurces of an individual improves vitality and functional
wellbeing. It has also been shown that lifestyle factors are the cause of many common diserders in
the elderly, in the long term.

These faecrs ewphasize that more atrention should be paid (and more resoureas allscared) to
regsearch and the development of measures designed to prevent some of the negative consequences of
the under-utilization of individual resources and of dangerous lifestyles. Bereavement, an event
of significant social, economic and emotional change for an individual at any age, 15 of particular
impartance for the elderly. Recent studies have shown that such an event can have marked adverse
biologicel, psychological, and medieal effects, resulting in a deeline in functiomal ability,
inersasad mortality and merbidity. These effects can be explained only in part by the couple
having shared common negative lifestyle factors in the past.

The reasons why the morbidity and mortality of bereaved spouses increase during the first year
of loneliness warrants intensive study and justifies preventive and supportive measures, Other
causes of lossz and lomeliness, such as retirement, deserve similar study and preventive and
supportive Teponsas.

Early correct diagnosis of 1llness and assessment of disability i1s important at all ages.
Given the lowered reserve funectional and adjustment capacity of the elderly, this is of paramount
imperiance in ensuring their proper treatment and prognosis. Recent studles have confirmed both
under-diagnosis and over-diagnosis as being common smong the elderly; this calls for alternative
and more purposive use of available rescurces aimed at tegular screening of the elderly.

In the furtherance of WHO's role in the stimanlation and coordination of research and training,
some basic elements of activities to prevent and postpone uegative functiomal consequences of aging
and their effacts on the development of pathology must feature prominently in international
programmes of research. Examples of areas for research and training are mentioned above; we would
iike to emphasize, in addition, the need for more knowledge of iatrogenic disorders since many of
these show their most marked impact in deleterious consaquences in old age as & result of the
longer duration of exposure and the common coincidence of several symptoms - and therefore often of
several courses of treatment = in any one individual.

Many of these points give rise to the need for greater dissemination of information about
prevention to service providers and to the publie.
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INFORMATION

The group reviewed the objectives of information provision for the public, elderly peaple,
health care professionais, researchers and trainers and policy-makers. It agreed uponr the
following Proposals for Actiom:

1. There is a need to identify & netwerk of important individuals, institutions, asspciarions and
nongovernmental bodies to allew the most effective dissemination of WHO papers concerning aldaerly
people. Each member state should be asked to nominate 20-50 key names and addresses. This will
particularly allow WHO and member governments to distribute and promote papers derived from the HCE
programme more effectively and efficiently;

2. A workshop should be held on methods which have been shown to be effective in health education
of the elderly and of the general public., 1t should bring together publishers, librarians,
representatives of rhe media and of educational institutions as well as experts in health care of
the elderly, mental health and health prometion;

3. There is a need for a variety of self-complete directories, initially ineluding a register of
health education programmes, distinguishing between those aimed at different target audiences.
This type of directory is a cost-effective way of ensuring that information is shared between
countries and of preventing duplication and wasted effort. The Louvain proposals for a Clearing
Houze (ref MNH/82.46) should also be adopted.

4. A workshop should be held to review the systems for publishing and disseminarion of WHO
papers. Other publishers should probably be involved but it was agreed that it was of vital
importance that the work of the Healch Information Division of WHO should more aceurately reflect
the techmical econtent of the programmes in the Comprehensive Health Services Division and the work
of the Disease Prevaention and Control Division.

5. It is essential to draw up a set of data and yardsticks relating to specific objectives so
that these can be used ag indicators in the evaluation of health services for the elderly. This
basis data set should be included amomg the routinely-collected data; it can then be used to set
{and measure performance against) targets for local, national and WHO programmes for HCE. Im
addition, there 15 & need to agree upom &4 minimm set of simple items of information to be
collected by the primary health care team in the course of comtacts initiated for whatever reasecn
by an elderly person;

The first drafts of these papers should be prepared by consultants,

6. Thers is a need to publish authoritative reviews of evidence about the effectiveness of
interventiony which can be used to prevent and treat (and support sufferers from) the following
problems:

Senile Dementia

Fain

Depression
Incontinence

Falla

Sensory Deprivation
Acute confusion
Bereavement and losses
Isplation and/or loneliness
Family breakdown
Malnutrition
Iatrogenic Digeases
Logs. of fitness
Yregsure sores
Hypothermia

These reviews should be aimed primarily at policy makers, research workers and trainers.
There is also a need to prepare guidelines on the most effective means of translating these reviews
inte material mimed directly at primary health care workers and into a form designed for elderly
people and the lay public. fThis needs to be presented in an attractive way, using visual medels,
flow-charts and check-lists and prepared in a way that encourages a reader, viewer or participant
Lo consider his or her own beliefs and behaviour-
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7. The WHO needs to publish an authoritative aceount of the scope for prevention in old age a5 =2
foundatrien for its preventive weork in the 7th General Programme.

8. The preventiosn of iarrogenic disease also requires the dissemination of informacion:

a) this ineludes information from doctors to patients at the time of
prescription; guidelines are needed on the education of elderly
people and the publie about the drugs that they receive;

B) it 15 essenclal that deoctors be better educated about prescribing to
elderly people and we recommend the publication of an authoritative
review on the prevention of iatrogenic disease;

¢) to prevent iatrogenic disease and to avoid wasteful use of resources,
doctors need information about their own comparative prescribing rates
and patterns. This would enable them to monitor their own practice.

9. The glessary of terms be revised and prometed widely.

10. Considerable research and evaluation will continue to be needed if factors leading to
ill-health and the loss of capaecity for self-care and autonomy are te be identified: wmuch of this
researeh must be longitudinal and comparative in nature, On-going monitoring and evaluation will
also be required if the comparative effectiveness of alternative approaches and interventions is to
be documented and if, thereby, unnecessary gaps between optimum fitness and morale and reduced
functicnal capacity are to be minimized.
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Annex 3

World Ascembly on Aging: Vienna International Plan of
Action on Aging — Recommendations for action in
health care of the elderly

(a) Health and nutrition

52. While the rapidly increasing number of old people throughout the world represents a biological
success Lot humanity, the living conditions of the elderly in mest countries have by and large
Llagged behind those anjoyed by the economically active population. But health, that state of total
physical, mental and social well-being, is the resuit of iatreraction berween all the sectors which
contribute to development.

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

Recommendation 1

Care desipgned to alleviate the handicaps, re-educate remaining functions, relieve pain,
maintain the lucidity, comfort and dignity of the affected and help them to re-orient their hopes
and plans, particulsrly ip the case of the elderly, are just as important as curative treatment.

Recomuendation 2

The care of elderly persons sheuld go beyond disease orientation and should involve their
totsl well-being, taking into account the inter—dependence of the physical, mental, social,
spiritual and environmentai factors. Health care should therefore invelve the health and social
sectors and the family in improving the quality of life of older persons. Healch efforts, in
particular primary health care as a strategy, should be directed at enabling the elderly to lead
independent lives in their own family and community for as long as possible instead of being
excluded and eut off from all activities of society.

54. There is no doubt that, with advancing age, patholegical conditiens increase in frequency.
Furthermore, the living conditions of the slderly make them more prone to risk factors that might
have adverse effects on their health (e.gz., social isclation and aceidents) - factors that can be
modified te a great extent. Research and practical experience have dem¢mstrated that health
maintenance in the elderly is possible and thar diseases do not need to be essential components of
aging.

Recommendation 3

Early diagnosis and appropriate treatment is required, as well as preventive messures, to
teduce digabilities and diseases of the aging.

Recommendation 4

Particular attention should be given to providing heslth care to the very old, and to those
who are incapacitated in their daily lives. This is particularly true when they are suffering from
mental disorders or from failure to adapt to the enviromment; mental disorders could often be
prevented or modified by mesms that do net require placement of the affected in institutions, such
45 training and supporting the family and volunteers by professional workers, promoting ambulant
mental health care, welfare work, day-care and messures aimed at the prevention of social isolation.

53. Some sectors of rhe aging, and especially the very old, will nevertheless continue to be
vulnerable. Because they may be among the least mobile, this group is particularly in need of
primary care from facilities located close to their residences and/or communities. The concept of
primary health care incorporates the use of existing health and social services personnel, with the
assistance of community health officers trained in simple techniques of caring for the elderly.
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56. Early diagnosis snd treatment are of prime importance in the prevention of mental illmess in
older people. BSpecial efforts need rte be taken to assist clder persons who have wental health
problems or who are at bigh risk in this respect.

57. Where hospitsl care is needed, application of the skills of geriatric medicine emables a
patient's total condition te be assessed and, through the work of a multidisciplinary team, a
programme of treatment and rehabilitation to be devised, which i1s geared to an early return to the
community and the provision there of any necessary continuing care. ALl patients should receive in
proper time any form of intensive treatment which they require, with a view fo preventing
complicariens and functional failure leading to peérmanent invalidiry and premature death.

Recommendafion 5

artentive care for the terminally ill, dialegue with them and support for their close
relatives ac the time of loss and later require special efforts which go beyond normal medical
practice. Health practitioners should aspire to provide such care. The need for these special
efforts must be known and wnderstood by these providing medical care and by the families of the
terminally i1l and by the terminally il}l themselves. Bearing these needs in mind, exchange of
information about relevant experiences and practices found 10 a oumber of cultures should be
encouraged.

58. A proper balance between the role of institutions and that of the family in providing health
care for the elderly - based on recognition of the fsmily and the immediate community as elements
in a4 well-balanced system of cave - is important.

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

Recommendation 6

The trend towards increased costs af socisl services and health-care systems should be offset
through closer co-ordination between secial welfare and health care services both at the natipnal
and community levels. For example, measures need to be taken to increase collaboration betwsen
personnel working in the two sectors and to provide them with inrerdisciplinsry training. These
tystems should, however, be developed, taking inte aceount the role of rfhe family snd community -
which shouwld remain the interrelated key elements in a well-balanced system of care. All this must
be done without detriment to the stendard of medical and social care of the elderly.

60. Those who give most direct care to the elderly are often the least trained, or have
ingpificient training for their purpese. To maintain the well-being and independence of the
elderly through self-care, health promotion, prevention of disease and disability requires new
orientatien and skills, ameng the elderly themselves, ag well as their families, and health and
social welfare workers in the local communities.

Recomuendagion 7

{a) The population at largze should be informed in regard to dealing with the elderly wha
require care. The elderly themselves should be educated in self-care;

{b) Those who work with the elderly at heme, or in institutions, should receive basie
training for their tasks, with particular emphasis on participation of the elderly and their
families, and collaboration betweean workers in health and welfare fields at various levels;

{(c) Practitioners and students in the human care professions (e.g. medicine, nursing, social
welfare, etc.) should be trazined in principles and skills in the relevant zreas of geromtology,
geriatries, psycho-geriatrics and geriatric nursing.

6l. All too often, old age is an age of no consent. Decisions affecting aging citizens are
frequently made without the participation of the eitizens themselves. This sapplies particularly to
those who are very olid, frzil or disabled. Such people should be served by flexible systems of
care that give them a choice as to the type of amenities and rhe kind of cape rhey receive,
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Recommendation 8

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

Recommendation 9

Participation of the aged in the development of health care and the functioning of health
services should be sncouraged.

62. A fundamental principle in the eare of the aldarly should be to engble them to lead
independant lives in the community for as long as possible.

Recommendation 10

Health and health-allied services should be developed to the fullest extent possible in the
community. These services should include a broad range of ambulatory services such as: day-eare
centres, out-patient elinics, day hospitals, medical and nursing care and domestic services.
Emergency services should be always available. Institutional ecare should always be appropriate to
the needs of the elderly. Inappropriate use of beds in health care facilities should be avoided.
In particular, those not mentally ill should nof be placed in mental hespitals, Health sereening
and counselling should be offered through geriatric clinics, neighbourhood health centres or
community sites where older persons congregate., The necessary health infrastructure and
specialized ataff to provide thorough and complete geriatric care should be made available. 1In the
case of ingtitutional care, alienation through isolation of the aged from society should be avolded
inter alia by further encouraging the involvement of fawmily members and velunteers.

63, MNutritional problems, such as deficient quantity and inapprepriate comstituents, are
engountered among the poor and underprivileged elderly im both the developed and the developing
countries, Accidents are alseo a major risk area for the elderly. The alleviatien of these
problems may require z multisecteoral appreach.

Recommendation 11

The promoticon of health, the prevention of disesse and the maintaining of functional
capacities among elderly persons should be actively pursued. For this purpese, an assessment of
the physical, psychological and socizsl needs of the group concerned is & prerequisite. Such an
assessment would enhance the prevention of disability, early diagnosis and rehabilitation.

Recommendation 12

Adequare, appropriate and sufficient nutritiom, particulsrly the adequate intake of protein,
minerzls and vitamins, i1s essential to the well~being of the elderly. Poor nutrition is
exacerbated by poverty, isolation, maldistribution of food, and poor eating habirs, ineluding those
due to dental problems. Therefore special attention should be paid to:

{(a} Improvement of the availability of sufficient foodstuffs te rhe elderly through
appropriate schemes and encouraging the aged in rural areas to play an acrive role in food
production:

{b) A fair and equaitable distribution of feood, wealth, resources and technology;

{¢) Education of the publie, ineluding the elderly, in correct nutrition and eating habits,
both in urban and rural areas;

(d) Provision of health and dental servieces for early detection of malnutririon and
improvement of mastication;

(e) Studies of the nutritional status of the elderly at the community level, including steps
to correct any unsatisfactory lecal conditions;

(f} Extension of research into the role of nutritional factors inm the aging process to
communities in developing countries.
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Recommendation 13

Efforts should be intensified to develop home c¢are to provide high quality heslth and social
services in the quantity necessary $o that older persons are enmabled to remain in their own
communities and to live as independently as poasible for as lomg as possible., Home care should net
be viewed as an altermative te institutionael care; rather, the two are complementary to each other
and should so link into the delivery system that older persons can receive the best care
apprapriate to their needs at the least cost.

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

Recommendation 14

A very important questiom councerns the possibilities of preventing or at least postponing the
negative funetiomal econsequences of agiag. Many life-style factors may have their most pronocunced
effects during old age when the reserve capacity usually is lower.

The health of the aging i1s fundamentally conditiened by their previous health and, therefore,
1nfe-long health care starting with young age 1s of paramount importance; this ineludes preventive
health, autrition, exercise, the avoidance of health-harming habits and attention to environmental
factors, and this care should be continued.

Recommendation 13

The health hazards of cumnlative noxicus substances - including radicactive and crace elements
and other peollutions - assume a greater importance as life-spans increase and should, therefore, be
the subject of special attenrion and investigation throughout the entire life—span.

Governments should promote the safe handling of such materials in use, and wove rapidly to
ensure that waste materials from such use are permanently and safely remeved from man's biosphere.

Recommendation 16

As avoidable accidents represemt a substantial cost both in human suffering and in resources,
priarity should be given to measures to prevent accidents in the home, on the road, and those
precipitated by treatable medical eonditiens or by inappropriate use of medication.

Recommendation 17

International exchange and research co—operatisn should be promoted im carrying out
epidemiological studies of local patterns of health and diseases and their comsequences together
with investigating the validity of different care delivery asystems, incliuding self-care, and home
care by nurses, and in particular of ways of achieving optimum programme effectiveness; also
iavestigating the demands for various types of care and developing means of ceoping with them paving
particular attention to comparative studies regarding the achievement of objectives and relacive
cost-effectiveness; and gathering data on the physical, mental and social profiles of aging
individuals in various social amd eultural eomtexts, ineluding attention te the special problems of
access teo services in rural and remote =reas, in order to provide a sound basis for future actions.

{g) Protection of elderly consumers.

Recommendation L8

Governments should:

(a) Ensure that food and household products, instazllations and equipment conform to standards
of safety that take into account the vulnerability of the aged:

(b) Encourage the safe use of medications, household chemicals and other products by
requiring manufacturers to indicate necessary warnings and instructions for use;
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{¢) Facilitate the availability of medications, hearing aids, dentures, glasses and other
prosthetics to the elderly so that they can proleng their activities and independence;

(d) Restrain the intensive promotion and other marketing techniques primarily aimed at
exploiting the meagre resources of the elderly.

Government bodies should co-operate with non—govermmental organizatious on consumer education
PrOEYaiumes .

The international organizations comcerned are urged to promote collective efforts by theix
Member States to protect elderly consumers.




Annex 4

LIST OF PARTICIPANTS

TEMPORARY ADVISERS

Mr J. Barker (Rapporteur}
Joint Head, Research Unit, Age Concern, Surrey, United Kingdom

Prefessor F. Baro
Director, Psychiatric Institute "Saint Kamillus", Cathelie University of
Leuven, Bierbeek, Belgium

Dr Edit Beregl
Ditecter, Gerontelogy Centre of Semmelweis Medical Scheol,
Budapest, Hungary

bz A.H.B, de Boneo
Manor Farm, Kirtlingtom, Oxford, United ¥ingdem

Professor D. Chebotarav
Director, Institute of Gerontology, Academy of Medical Sciences of the
USSR, Kiev, USSR

Dr G. Clavero
Head of Health Protection, Ministry of Healrh Consumer Affairs, Madrid,
Spain

Dr A. Dontas
Department of Medicine, Accident Hospital “Apostoles Pavlos", Kifissis,
Greece

Pr J. Fleetwood
8lackrock, County Dublain, Ireland

Dr J.A. Muir Gray (Co-rapporteur)
Community Health 0Offices, Radcliffe Infirmary, Oxford, United Kingdom

Miss Ingrid HEmelin
Planning Officer, Helsinki City Health Department, Planning Qffice,
Helsinki, Finland

Dr M. Hyland
Ferndale, Douglas Cork, Ireland

Profezsor J.P. Junod
Medical Birectaor, Geriatrie Hospital, Thénex—Geneva, Switzerland

Dr Irmgard Kelbe
University Clinic for Internal Medicine {(Charité), Berlinm,
GCerman Democratic Republic

Dr D). Kozarevic
Director, Institute of Chronic Diseases and Gerontology, Belgrade,
Yugoslavia

Ms Mary Magri
Prineipal Wursing Qfficer, "Lecand" House, Luga, Malta

ICP/ADR Q17(2)
3183E
page 17




ICP/ADR 017(2)
3183E
page 18

Ir Nevena H. Mazlekowa-Pellova
Asgistant Director, Institute of Endocronclogy, Gerontelogy and
Geriatrics, Sofia, Bulgaria

Professor M. Philibert
Director, Multidisciplinary Centre for Geremtology, Grenoble University
of Social Science, Grenoble, France

Dr D.J.B. Rinzoir

Ministry of Health and Welfare and Cultural Affairs, Leidzchendam,
Netherlands

Dr J. Robins
Assistant Secretary, Department of Health, Dublin, Ireland

Professor A. Svanborg
Department of Geriatric and Long-term Care Medicine, University of
Goteborp, Vasa Hospital, Goteborgz, Sweden

Dr N. Tierney
Madical Inspector, Department of Health, Dublin, Ireland

Dr D. Walsh {(Chairman)

Director, Mental Health Sectiom, Medico-Secial Resesarch Board, Dublin,
Izeland

WORLD HEALTH ORGANIZATION

Regional Office for Europe

Dr P. Qwe Petersson
Director for Comprehensive Health Services

Dr Hana M. Hermanova
Regional Officer for Health Care of the Elderly

Dr J. Henderson
Regional Officer for Mental Health

Miss Klizabeth Stussi
Nursing Officer




