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REPORT

The Committee met in Munich, under arrangements made by the Reogional Office in collabora=-
tion with the Government of the Federal Republic of Germany, from 16 to 18 October 1978. A 1list
of participants is attached as Annex I,

Background

The Sixth General Programme of Work for the period 1978-1Y83 was adopted by the World
Health Assembly in resolution WHAR29,20, and ohe of its detalled objectives is""to collahorate
with countries with a view to improving the care of the aged, preventing aceidents of all types,
preventing disability, &nd ensuring the rehabilitation of the disabled.™

Responsibility for development of the programme was entrusted to the WHO Regional Director
for Europe and suitable steps have been taken, There have been three meatings of divecters of
institutes of geronteoleogy, and 8 Consultative Committee met in April 1978, This Committee was
given the dual task of (1) dealing with the policy aspects of the programme and (2) igentifying
areas of activity which should receive priority for future development.

The Conhsultative Commitiee produced a report and the Technical Advisory Committee wes
made responsible for cohverting its prierity recommendations inte specific action., It was
envisaged that this would be aghieved through the establishment of & number of ad hoc technical
groups, each one being entrusted with a restricted field of inquiry,

It is anticipated that Member 3States will pursus the development of these activities
through the cooperation of natieonal) institutes and organizations.

Introduction
The meeting wag opened by Dr Leo A, Kaprie, WHO Regienal Director for Burope.

Dr Kaprio expressed appreciation of the generous support of the Federal Republic of Germany
which had made the meeting possible. He explained that the purpose of the Technical Advisory
Committee was to assist the Regionel Office in planning the technical components of health care
of the elderly as recommended by the Consuliative Committee. These recommendstions now formed
part of the medium-term aims of WHO. Since health care of the elderly was one of the glcbal
rosponsibilities delegated to the Regional Cffice, the membership of the Technical Committee
was deliberately international in cheracter and he extended A special welcome to the members
from Canada, Israel, Japan and the United States of America, He omphasizad that members had
been invited as individuals so that their knowledge and experience could be made aveilable to
WHO for develeopment of the programme.

Dr Kaprio emphzsized certain points arising frem the report of the Consulttive Committee:
(e} Health eare of the elderly is an extremely complex matter which demands a genuine

multidiseiplinary approach.

(b} It was essential to recognize that it is much more than simply a4 medical matter -
social, environmental and econcmic factorz are all equally important,

(¢) There is a need to shift emphasis from curative to preventive sexrvices and from
institutional to community care, with special stress upon primary health care,

(4) There is urgent need for more effective coordination of health and social services,
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Dr Kaprio drew attention to the need to foresee how the future balance of Age=groups in
populétions would elter, Weould future generations of old people bhe more healthy than at prasent?
There was need to pay more attention to the quality of life of old people — simply enaebling
them to live longer was not enough, Countries should be leoking at problems of retirement and
should be evelving policies to help their populations to deal with incroased amounts of leisure
and, for the old, increased time after retirement.

In the light of the Consultative Committee's report, Dr Kaprio menticned five special itemas:

(1) Information

(2) Bervice organization and management

(3) Education and training

(4) Research

(5) Coordination and cooperation,

Pr Keprio stressed coertain aspects of each of these toplces,

Information

There was & need for more information based upon population studies and for exchenge of
information between disciplines, Better ways of analysing data should be fourd so that full
benefit might be obtained from existing information, e.g. ahsplute numbers of perschs in age-
groups should be used as well as percentages. There was need for an up~to~date glossary of

terms and for a common terminolegy.

Bervice organization and M@ gemen t

Dr Kaprio wished to see a review of existing services and more attempts to use population
Surveys us B peans of ensuring that services matched the needs of compunities, The WHO
Regional Office for Europe had already reviewed mental health services and a similar exercise
wias now regquired in relation to the elderly.

Special attention should be directed te preventive services snd those which were communtty-
bazod,

The care of the dying was also a field of special importance,

Education and trainjing

Dr Keprio pointed out that it was widely recognized that the training for professions
concerned with health care had not, in general, refiected the needs associated with the Bging
of populations, It was urgently hecessary to formulate educational policies and training schemos
for students inp health and other care professions so that future workers would understand the
needs of eldarly people, their families and modern communities. Schemes of retraining and posat-
graduate educhRtion were alsc required for established professionals,

Equally important was the need for education of the general public including the elderly
themselvos to ensure =2 more positive attitude towards old age. Review of retiresent policies
and efforts at pre-retirement traibing were now required,

Rasearqh

Dr Kaprio raferred to the huge acope for research in health care of the elderiy and supgesated
certain broad arcas f{or special emphasis:

(1) The definitinon of clinicul and sociwl prediciors of health in different age-groups.




(2} Measurement of the socisl and economic consequences of the aging of papulations.

(3) Thne need for research upon the health and wellbeing of extréemely old persens especially
females,

(4) The need for research into the ability of families to cope with elderly members.

Coordination_and cooperation

Dr Kaprio ewphasized the importance of ensuring that services, individuals and agencies should
cooperate and coordinate thelr planning and delivery of services in the most effective way.
Failure Lo do $0 led to wasteful duplication of effert and to gaps and deficiencies between serv-
ices, FPoor coordination also made it more diffigult for old people and families to understand
the complexities of poor cooperation between health ecare services.

In conclusion, Dr Kaprio stressed the need to atimulate national interest in the heal*h care
of the elderly and to encourage national research.

He then decltared the Technical Advisory Committee in sezsion and the Chair passed Lo
Dr R.J. van Zohneveld.

Procedure

The Committee conducted 1t2 business in a generally unstructured lashion without a formal
agenda,

1t wag sgreed that the main requirement was for a very broad approsch with the production of
suggestions which could be applied in different countries in order to mest their most
pressing needs. Reference was made to the longitudinal study which had wlready =started in 14
countries of the Region snd this was seen as an encouraging example of international cooperation.
It was significant that in the asgreed protocol for this study, 85% of items were non-medical,
being concerned with function, patterns of living and attitudes.

It was emphasized that the widely held view that problems arising from aging of populations
were exclusively a matter for developed countries was arroneous. Many developing countries
already faced great difficulties with present numbers of old people, and projections to the end of
this century showed that the grestest increases in numbers of over 80-year-old persons would ooour
in these developing countries, Thus, in Latin America, there would be an incresse of the order
of 250% in this age-group by the year 2000. This highlighted the need to use absolute figures
since changes of this sort could be minimized or disguised by relying upon percentages,

The needs of the elderly in developing countries presented very grave problems and most of

these countries had had littlo or no opportunity te investigate or to devise solutions, There waa
an urgent need to emphasize new and innovative approaches in these areas with a bias towsrds pre-
ventive and community services. Developing countries should be careful to aveld the overconcen—

tration upon institutional forms of care which haed characterizcd the services of developed countries
for so long.

Neods of elderly persons

Much discussion took place about the bhasie needs of old people and soveral issues were agreed.

(1} It wes misleading to consider the elderly as if they were a homogeneous group. They
formed a part of all societies and they had helped to mould and build them . They should be helped
to retain sipnificant roles and to make contributions, Any tendency to think of them as "'separate”

was a certain way of encouraging a sense of alienation which was such a powerfully destructive
influence upon morale,

{2) It was commonly believed that the care of tone elderly was mainly u matter of providing
services for them, and old people were incressingly geen as passive recipients of more and more
services and a5 consumers ol more and more resources. 1t was necessary to emphasize that old
people retained the same aims and aspirstions as other groups,viz., to lead lives of independence
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with positive and satistying roles in family and community for as long was they remained fit enough
to do so, When illness or disability occurred they required services which enabled them Lo con-
tinue to live as fully and independently as possible. Failure of society to meet these needs led
inevitably to deterioration in health and happiness and to dependency with oxtra cost to the
commnunity,

(3) In wmodern society there waz an incressing tendency for personal and family problems to
be seen a5 medlcal issues. Thus anxiety or uneaze arising from work or from marital disharmony
often resulted in requests for medical treatment and not infrequently the prescription of drugs,
usually of a psychotropic nature. The eldarly were much affegted by this trend because not only
did they themselves seek medical remedies but so did their families on their behalf, This phano=-
manoen was & manifestation of the unrealistic expectations which had been crested in the public
mind by the great wdvances in medical science in the last forty years, Thus physicians had tended
to make extravagant claims of their ability to deasl with health problems and the public had
responded by demands whicn often could not be met. The madia of mass communication had taken up
medical claims in an oxaggerated fashion and further encouraged public expectation. ([t was
important to realize that aged females were more affected by this trend than were males.

(4) Partly as a roesult of these trends there was an ingreasing tendency tu offer medicul
remedies for problems which were non-medical ¢.g. social, housing or econcmic problems. One
result of this had been the concentration upon institutiongi services to the negplect of other forms
of care. IL was now necessary to emphasize the value of community services and to mount resewrch
studies to discover ways of meeting the needs of old people in the most effective, economic and
acceptable fashion. The opintons of old people themselves should be gcught although this had so
far heen rare. Usually ,other age~groups had decided "what was best” for old people wund too oflen
the elderly had meckly acquiesced although the outcome was often not in their best interests.

(5} Another common problem had been the difficulty which plysicians and other health workers
experienced in thihking in terms of prevention rather than cure, Linked to this was tho beed to
consider digability, function and rchablilitetion ruather than disease and traditional therapeutics.
Diagnostic ecriteria and indications for treztment which had heen developed for YOUNReETr age-groups
were appliced directly to old people with censiderable dangers of overdiagnosis and hence over-
treatment, There was frequent fallure 1o understand that symptoms and signs in old age might
have quite a differant significance from that In younger persens and consequently there was a risk
of unnocessary and inappropriate intervention, Thus the old person who complained ol feeling
vaguely lightheaded and who was found to have an isolated elevated systolic blood pressuros was
quite liakle to bhe treated with hypotensive drugs. The chances were that this treatment could not
do the patient eny good but might indeed lesad Lo serious adverse affeects, There was thus an urgent
need to ensure that pgwsidans snd olher health workers were propérly educated in the needs of the
olderly, especially in the indications for and responscs to treatment.

(6) HRelated to this was the tendency for health workers te think mainly or exclusively in
terns of diseuse. This trend had bgen accentuated by the increase in medigal specialization
which was due 10 Lhe advuances in medical science and technology. Medicine was now so complex that
an individual could only be fully expert in s relatively narrow field and physieians hed thorefore
tended to specialize in one bedy system (e.g. cardiology), in one technology {(e.g. nucloewsr mediclng)
or even in one Lype of disease (C.g. oneology). While this had had remarkabie benefils for some
individuals, especially youhger patients with a single condltion, it was much less apposite for old
age in which problems were usually complex amalgams of multiple pathological processes plus soclal,
psychological and economic factors.

To attempt to manhage such a complex range of problems by calling in a cardiologist, a ngphro=
logist, & gestroenterologizst and psychiatrist was not only wasteful but apt to be positively harm=
ful. What was clearly required was a primary care physigian who would see the paticnt as o Ltotal
human being and as a member of his or her own family and communitiy . This primary care physician had to
e backed upby specialists in geriatric medicine who were gspecially trained and experienced in geron-
tology and geriatric medicine. Above all, howaver, was the need for doctors to work as momdors
of multidisciplinary teams gapable of coping with the complex physical, mental and social problems
in optimum Tashion.
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(7) Up to 50% of money and resources for health care were being spent upon the 10% of the
population who were elderly in developed countries. It was urgently necessary Lo dotermine how
much o this huge expenditure was really necesgary., For example, old people were aoften found
in acute facilities in hospital. While they might have been sdmitted there becsuse of genuine
Beute episcdes of illness, this was not always so, and in many instances, tney remained for vary-
ing periods as "hed blockers'. This was usuzlly because no alternative melhods of coping with
them were availeble (or if there were, they were unknown to the physician whe had arranped the
admisaion to the acute ward).

Not only was this wasteful and eXtremely expensive, it also had bad effects upen staff and
the old patients themselves, For the staff (including undergraduate students of medicine and
other professions), it ereuted resentment that these “bed blockers" were not entitled Lo this form
of care and their presence prevented the staff from doing the work they were so highly lrained
for, The result was an even more negative attitude towards the clderly and old age, In the
cese of students, this was particularly undesirable since they then tended to emerge from their
training with tighly biased and adverse views of older patients = zttitudes which tended to persist
throughout their professional careers. For the old person trapped in this "aeute' setting, the
sutcome often was very harmful. An old lady offered only one role, that of an "ill petient"
had no option but to become one and the chances of successfyl rehabilitation and restoration of
physical and socisl competence diminished with each prassing dey of misplacement,

The development of health services

Much discussion centred upon how heazlth care for the elderly was being provided in different
countries, Despite the fact thet members of the Committes came from widely differing countries
and different disciplines, it was interesting to find how similar the problems appeared to be.

(1) There was a serious lack of relevant informaticn relating to numbers of old pegople, their
social and economic conditions and, of course, their health, Not infrequently, useful information
had been collected but not made available to all who regquired it, In other cascs, information was
collected but not analyzed, or such analysis a% was done was incomplete and sometimes fuller ana-
lysiz would have groatly incregsed its value, There was need to agree on the type of infor-
mation to be collected and on optimum metheds of collection, analysis and presentation and to en—
sure that the information was distributed in an assimilable form te those who could moake best use
of it, Data from one country ought to be compersble with similar data from olher countrics.

The discussion then turned to the need for standardization of terminclogy and it was agreed
that, deapite the great problems invelved, the Consultative Committee's request for a glossary of
terms and some form of common terminology should be met as far as possible,

(2) It was agreed that many services waere not capable of meeting the needs of the communitics
they served, Gften this was partly because they had been developed for historical
or traditional reasons and had not been hased upon propar epidemiological studies of needs, Most
glaring of these anomalies had been the © vereoncentration upon institutional forms of cars which
were not only extremely expensive but often did net meet the truc needs or wishes of old peocople.
Detailed surveys of populations were badly needed and, arising from them, the development of appro=
priste services, Innovation and careful experimentation were called [or and such pioneering
efforts should be carefully evaluated and the results widely publicized. There was an important
role here for WHO in collating information sbout zuch experiments snd in the disgsemination of
information to Member States about them., In this way all countries could benefit from esch
other's experience, innevations and research,

£3) Attitudes towsrds old age and work with the olderly were dlscussed in
many contexXts and it was agreesd that, in all the countries represented, the prestige
of old age research and geriatric care were very low. This was mainly due to inappropriate edu-
cetion but alse to lack of dissemination of information. Although much had still to be loarned
about aging and the optimum care of old people, the achlevements of geriatric services bazed upon
@ multidisciplinary team approach were impressive, There was much to be swid for selting up
model sServices and systems of care so that people could come and see how it could be done, It was
mueh better to say "come and see how we tackle the problema" rather than "read this paper' ar
"listen to this lecture"”, For many practical people "seeing is believing®, This is horne out
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by the fact thet established geriatric services which practice a multidizaciplinary approach are
frequent hosts to visitors from their own country and abroad. The suceess of those services in
attracting workers and students of high calibre indicates clearly thut the image of caro of tho
elderly need not vemain unattractive and depressing.

{4) There was ugreement that services designed to ilmprove community care should receivo
tmphasis and this would necessitate delailed research into the behaviour of old people and their
families, Why was it that aged females consulted physicians so much morc frequently snd consumed
such an inerdinate proportion of health care resources? Why did old people tend to present
problems in a medical gulse when they were cleurly associzted with loneliness and isolation from
their families?  Why would one family go on cheerfully and uncemplainingly supporting an sped
relative while ancther in apparcntly similar circumstances sought or even demanded immediste insti=
tutional care? Until o fuller understanding was achieved of those fundamental issues or familky
dynomics, services could not really be said te be meeting fully the needs of communities and
detatled research waa required on the optimum ways of supporting old people and their fomilics.

Other important questions had to be answered.  Thus it was imporiunt to determine how, and
to whal oxtent, industrialization was responsible for increwsing the problems of families with
cldar members. What wae the effect of middle~aged women being incressingly engaged in patd
employmeni?  How could these "otherwise engaged” daughters and duvghters-in-law be replaced or
their reduced support augmented?

It was commonly lamented thatl the "three generation household” was now a thing of the past.
Had it ever roally been a common featurc of lite in many Eurepean countries as it still wag, as in
Jupan? It was widely stated now that old poeople themselves did net in general wish to move in
with their offspring bul would prefer to live nearby and alone with such helyp a3 was necessary
from families and communily serviees, If this was truc then it ought to be clearly stated so that
younger goleraticns might be sparced the guilt of not having their aged grundparents under their own
rouf, Whet was the cffect upon an old lady giving up her house ang going to stay with her
daughter?  To what extent did this reduce her degreo of independence snd would she havoe boen
betler olf on her own wiith Lhe nooessary suppert being providedT

ALl these questions and many olhers required national and cross-national resmssrch hy social
sclentists, physicians and nurses all of whom were involved in the problem, Until the results of
such research wore svailable the provision of sorviees would remain a rather random "hit or miss"
atfair,

Housing for the elderly was discussed and apain the decision was that more information was
requirod. Jome facts were clearly known, e.g. old people would prefer to continue living in an
incoaventent and unsuitable dwelling ip their familiar area, rather than move into a modern purpose-
built house in an unlumiliar district,

Discussion centred also on the need tu provide community services which ©ld people could
understand, Fur this to happen, old people had tu feel themselves part of their community and
indead feel that they still had something to contribute, Where old people had come Lo fool alien-
sted from their soclely, they were much less likely Lo avaeil themselves of existing services even
when their need was groat. Conversely where they had strong fewlings of "belonging' thay would
feel the services were "their" scrvices snd make suitable use of them.

This involved subtle sociclogical and psychological issues which reguired delailcd resvareh.
One factor, however, which was unanimously agrecd to be important was the need thal services ho
organized and provided in a doevelved fashion, i.e. thal the unit of population gerved should be
quite small. Resources for the care of the elderly should be given to these small local units
of population and old people and Lheir families be encouraged to feel that the services existed for
their henefil and reflected thoir needs, It was important to ensure that & burcaucratic
approonch be avoided, Any overcentrelized service was likely to become buresucratic
and to foster a "them and us" attitude. Eventually such services would incressingly booome orga-
nized and run for the benefit of the providers of the service rather than for the clients and
consumers.
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This discussion led on to the problems of organization and management of services and in
perticular to methods of securing effective coordination both in the planning of services and in
thedr delivery, This again was an important field for research and ihnovation, Examples of good and
bad cooperation should be decumented and published,

(5} Much discussion took place on  the importance of preventive services in healtlh care of
the elderly and it was agreed that, in view of the vary large field involved, consideration should
be gonfined Lo measures whieh were applicable in old age rather than enter the huge area of pre-
vention in youth and middle age, It was agreed also that while there was an important place for
primary prevention in old age (e.g. the rational use of influenza immunization for clesed commu=
nities of old pecple in the fsce of an expected epidemic), emphasis s hould be upon the
prevention of disability or of the avoidable progression of disability, This was because much
of the pathology underlying digability in old age w88 degenerative in nature (e.g. arthrosis, arte-
riosclerosis and loss of special senses); therefore tne chance of eure or reversal was sbsent or
minimal. Nevertheless early diaghosis, the institution of rehabilitation measures, the pro-
vision of services and environmental adaptations could effectively help old people to remain inde-—
pendent for much longer than otherwise would be the case.

This point ledto discussion of the value of screening in old age and it was agreed that there was
no place at present feor screening for presymtamatic disease or for precursor slates, Multiphasic
screening had not proved to be effective in niddle-aged groups as judged by its effects upoh morta-
lity or morbidity rates, nor had it altered the demand for services elther quantitively er quali-
tatively, It was therefere essential that scarce resources and trained personnel should not be
diverted intg this kind of activity in old age, There was, however, an important distinction
between multiphusic screening and case finding which implied the earlier detection of existing
and established disability through planned programmes. This type of preventive activity
was now quite widely practised in many countries and although it seemed obvious that earlier
diagnosis was benefical, proper evaluatioh and assessment of cost effactiveness were urgently
needed, Such sn investigation would not only determine the value of such measures but would
shaw what was the best form of cpse—finding and by whom it should be done,

It was angreed that old people should be protected from ill-timed intervention, It was &ll
Too fasy to upsel a delicate balange by demonstrating to an old lady and her family the existence
of geveral pasthological states but if none of them could be effectively treated or relieved or if
sarvices for such relief did not exist nething but harm could result, An independent, coping old
ledy could immediately be converted inte an invalid, Thisz was not, snd pever could be, good
medical practice,

Once again the need was for well-planned research, gxperiment and cross-—national COmparisons.

In any programme of case finding it was importent not to confine attention axclusively to
medical aspects - lonelipess, poar housing, poor diet and lack of family support all had to be
sought as part of the assessment of medical snd social function. Likewise the target groups for
case finding had to be accurately defined - should whole populations of, say, over 75's be included
or should the net be cast for certain high-visk groups? If the latter, which groups should be
includeg? Research was reguired to identify the medical and social eriteria which would reveal
the most needy individuals gnd families and those most likely to benefit (rom intervention,

Education

Many times during the digcussion, the guestion of education arvse and it becamne clear that this
wag ineluctably mixed with attitudes. The educaticonsl need was very large and it embraced the
education of the general public, those approsching old age, those already old and their familiss,
Other key groups were health care workers, especially those engaged in primary care, Not only
had the laiter a large part to play in meeting the neads of the €lderly and their families, but
others tended to look to them for guidance, unfortunately this guidance was often unsatisfactory,
It wag 2 sad fact that many medical schools in Lurope (and elsewhere) 5till provided no educaliocn
in gerontology or geriatric medicine; others paid only lip service to thesge subjects, and very few
had well ovganized and adequate gourses of ingtruction, This was remarkable and disturbing having
regard to the fact that physicians and other health workerz all over the world would perforce
be gpending & larger and larger proportion of their time with the increasing numbers of old persons
especially the very 0ld.Phydcians and other health workers who werewell trained and confident of
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thely skill in gerontology and geriatric medicine would be sble to respond to the challenge of

their aging populations; they would derive satisfaction from their work and provide effective
suervices. Those who were not well trained and lacking in skill and confidence weould provide a

poar scrvice and be frustrated and dissatisfied.Adequete training for health professionals required
urgent'nttention if they were going to be able Lo cope with publie need in the last part of the twen-
tigth century. Similar arguments applied to social workers and even to planners, architects and
politicians whose ignorange was often responsible for perpetuating ineffective services and fail=

ing to introduce more appropriate ohes,

Countriaes should therefore set up model services staffed by enthusiastig, highly motivated
personnel, Qthers could go Lhereé to see how services should be organized and the gtaff of these
medels would act as trziners of those who would themselves become teachers.

It seemed that Lhe time had come when governments should insiat that medical schools snd
Gther health training establishments provide a broad basis in gerontology and care of the
alderly, There wus o need also for post-basiec courses for established professienals.

RUSBHJ.LEH

The subject of research arose ib all the discussions and it was agreed that it wes not, and
oughl not to be, a geparate tople. It bhad to remain an ihtegral part of each ttom. Rosaaroh was
needed in every fisld which was discussed whether it was information, services, prevention or edu-
cation.

The tendency had boen to concentrate upon biological and basic research but it seemed probable
that here the law of diminishing return was in operation while, in the field of applied and ope-—
raticenal rescarch, the prospects were largely unexplored. It was ¢s33entlal that the best ways of
determining community needs and the best services for meeting those needs should be seen as the
most urgent rasearch questions for the foreseeable future,

Medication in old ape

Althouph it had been zgreed that narvow cliniczl topics and disease conditions would not be
individually discussed, the rapidly increasing problem of medication was repeatedly referved to.
All over the world, increasing sums of money were being apent upon drugs for the elderly and it
was clear that not only were these drugs often unnecessary (and inordinastely expensive) but they
were o ften givaen for the wrong reasons and led to adverse regctions, some of which were much
more serious than the conditions for which they were prescribed. The clinicnl pharmacology of
old ape was now regarded sz of great importance, and in many couhtries workers were studying
the altercd responses of the elderly to drugs, This complex research compriied cAreful
pharmacokinetic and pharmacodynanic investigations which had shown that old people metaboll: ed and
excreted some drugs less efficiently than younger persons. Their tissues and cells were al=eo
cften more Sensitive to similar plasma and tissue concentrations of drugs and the required dose
was therefore hecesSsarily much lower, Problems were als0c common in compliance end non-compliance
with prescriber’'s instructions and many old people indulged extensively in self-medicotion,
ineluding the use of "traditicnal modicines™.

There was an important role for WIC in collecting information about currebt research in this
field and in putting research workers in touch with each other, if possible in collaborative and
complementary studies. This would enable results to be obtained most rapidly, minimizo wusteful
repetition and avoid gaps ib rescarch. . There ought to be readlly available information
upon indications and eontraindications for drug therapy in old age, plus information on dosage and
advorse reactions. An authoritative statement on g relatively short list of essential drugs for
elderly patients would be of great practical benefit.

conclusion

The Committee achleved its aim of reachihg apreement upon a relatively small pumbor of items
which were of prime importance and wach of which would form the basis for the work of an ad hog
technical group,
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Guidsnce was to be provided upen the scope of each item and upon the most desirabie compor
sition of each ad hoo group. Howaver, it was not the task of the Committes to attempt
to name the individuals but rather to offer advice to the Repional Director on the professions,
disciplines and training of suggested members.

Agd hoe groups

The Committes considered the items in detail and decided to recommend that there should be
five ad hoec groups:

(1)

(2
(3
(4)

(3

Services and systems of care for the eldarly (including arrangemcnts for optimum
coordination)

Attitudes and behaviour, inoluding education
Information (including provision of a limited glossary of terms)
Medication in old age

Prevention, including screening

Annex I provides detsils of cach of these items with the Committes's recommendations upon
genaral objectives, principal topics and suggestions as to the composition of asch ad hee group,
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ANNEX [
Suppested items of considerstion for rd hoe Eroups
1. Services and systems of care for the elderly (including arrengements for optimum coordination)

General objectives

(a) Encourage the development of services and systems of care which have been shown to meet
most appropriately the needs of old people, their families and communities.

(b) Enable health and social services to develop in ways which respond to changes in society,
aspecially by methods which sllevigte or overcome the problems arising from diminished avatlability
of traditional family support,

(¢) Assist developing countries to cope with the very rapid ingrease in their numbera of
elderly persons, This will mesn net only the adoption by developing countries of methods found
1o be successful in developed countries but also requires rejection of unsuccessful methods and,
Bbove 411, thorough evalustion of new approaches. In this respect developing countries heve
genuine opportunities to provide models which could well be of benefit to developed countrics.

Principal topics

(p) Highest priority for the identifigcation and deseriptien of innovative approaches with
assesament of their use and effectiveness.

(b} The need for effective coordination with description of the ill effects and wastefulness
of inadeguate coordination,

(e) The need for evaluation of services and systems of care, and especially the need to
provide built-in metheds of evelustion for new and déveloping services,

(d} Investigation of the basis upon which =zervices are to be Judged: their cost-effective-
ness, their benefit to families Bnd to the health and happiness of elderly persons,

(d) Description of existing models and systems of care emphasizing those which appear to

favour the most effective coordination, Encouragement of experimental development of models
which have this edvantage,

Composition
Goheral principle

Members should e selected upon the basis of their knowledge and experience and not exclusively
of their professional background and training,

Suggested membership

Lpidemiologial

Nurse

"Conaumer” representative (possibly from a veluntary group)
Bpecialiat in geristric mediecine

Social scientisti

Planner of services

Public health administrator

Egonomist {(co-opted ms necessary),




page 11

Annex I

Attitudes and behaviour, including educaticn

General ohjectives

Review existing knowledge &nd conduct or suggest further nsticnal and cross-national
studics upon sttitudes and possibilities for changing them where needed, with specizl attention
paid to family attitudes,

Principal topics

(a) Consideration of attitudes among the general public (including the elderly themselves)
towards old apges wnd elderly persong,

(b} Consideration of attitudes of various providers of health care, special attention
being directed to Lhose in the field of primary care. Among these attitudes, those of primary
care physicians and nursing personnel (of all levels) are particulesrly important, It is also
necessary to consider attitudes of students of these professions,

(¢} Review of evidence concerning different approaches and methods for changing
attitudes of the general public =nd professionals.

(d} (Collection of evidence on the behaviocur of other groups towards elderly persons,

(e) BSpecial cohsideration of attitudes within tamilies, t.e. of the family towards
its elderly members and of &lderly persons towards their family. Special =zttention to be
paid to the problem of very old females and their families.

Composition

General principle

Fince altitudes and attitude change axe an important concern of this group, the field of
educAtion should be well represented.

Suggested membership

Two persons from education (one from adult education?
Behavioural scientist

Representative from mass medis of communication
Representative from "open universities'

Expert in health sducation

Specialist in geriatric medicine

Nurse

Information (including provision of a limited glossary of terms)

Ceneral objectives

(#) Review what information is currently available in different countries and suggest what
ought to be available angd in what form, and how it ought to be disseminated.

(b) Consider the benetfits of reanalysizs of data and its new praesantation.

(¢} Investigate the possibilities of providing = limited glossary of terms and common termi-
nology,
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Principal topics

(a) Production of a limited glossary of terms used in infermation relating to health care
of the elderly and investigation of the possibilities for common terminoleogy.

(b) Determination of the demographic data which should be provided, with provision for
comparability of data from different countries and from areas within countries. Investigation
of the value of reanalysis and different presentation of existing information.

(¢} Definilion of the most useful indicators of health in terms of madical , seclial and
economie data and dala referring to the functional status of elderly persons. Investigation of

relationghlp of enviropmental factors to health and function.

{d) Invesligation of methods of ensuring that existing infoermation is made availahle to
persens and agencies which will benefit from it.

(e} Investigation of the effects of migration, both within and between countries, upan the
health and wellbeing of the elderly,

Composition

General principle

The main task is epidemiclogical and demographic put =dvice and guidance will be required
from those who actually work with the #lderly and thus understend practices and terminclogy,
Since much of the dats will be sociological in nature, a sociel statigticlan iz included,

Supgestod membership

Epidemiclogist

Demographer

Social statistician

Bpacialist in goriatric medicine

Nursa

Linguist (co-optod where linguistic difficulties arisze)

4. Medication in old age

General objectives

(a) Review exlsting pharmacological knowledge in relation to old age,

{h) Define indiemtions for use of drugs in old peraonzs, Consideration of problems
ol "overdiagnosis', overtreatmont snd polypharmacy.

(c) Provide information on the mest useful druga for use in old patients,

(d) Give speciel consideretion to the prohlem of the increaszsing worldwide prescription
and use of psychotropic drugs in old apge.

Principal topics

{4) Pharmacokinetics and pharmacedynamics in old age.

(L) Prescribing patterns for the elderly.

(¢) Complisnce and non-compliance with prescriber's instrustions by the elderly.
{d) Belf-medication by the elderly and their use of "traditional remedies’,

{2) Adverse reosctions to drugs in the elderly,
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{(f) Formulation of criterla for the testing and acceptance of drugs for the elderly,
including those substances which are alleged to retard the aging process or reverse or alleviate
the common effeoets of aging.

(g) Critical investigation of the claims made for so~called "rejuvenating agents", their
wse and theirp implications,

Compesition

General principle

A clinical pharmacologist and pharmacist sre obvious requirements but those who common Ly
prescribe for the ¢lderly and who supervise drug administration are also necessary. To deal with
¢riteria on effectiveness of substances which alter the aging progess an experimental bicloglst
will bs required,

Bugpested membership

Clinical pharmacologist (with special interest in old age}
Pharmacist (with special interest in old age)

Specialist in gerietriec medicine

Nurse

Primary care physician

Psychiatrist with special interest in geriatric psychiatry
Epideniclogist

Experimental biclogist

Economist (co-opted as required)

5. Prevention, including sereening

General objectives

(e) Restrict consideration to preventive measurcs for peranns alruady eldarly, so
&2 to avoid being drawn into the large field of prevention in youth and middle age,

(b) Include medical snd non-medical preventive measures, ¢.g. those aimed at the
relief of adverse psychological and sociococonomic factors

{c) Consider prevention of disability and social deterioration as well as disease.

Principal topics

(a) Review of preventive practices currently in use in different countries and of studies
already carried out.

{b) Review of screening teeshniques in use for the elderly with evidence of their cost and
effectivoness.

(e} Review of methods of evaluation and assessmeont of cost~affectivoness of preventive
Procedures.

(d) 1Investigation of the dangers of ill-advised and unneceslary intervention in the elderly,

(e) Oorgieretion of the importance of accident prevention especially in the homes of old
people, in institutions and oh the roads.

(£) Considerstion of aspects of “"social prevention”, e.g. the henefits of more suitsble
housing and adequate income maintenance for the elderly.
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Composition

General pringiple

Members must provide a wide range of expertise and knowledge because of the multiplicity of
Ccausutive factors and their mutuzl interdependence.

Suggested membership

Epidemiolopist

Nutritionist

Fhysiologist

Biologist

Expert ip occupational health
Specialist in geriatric medicine
FPublic health nurse
Specialist in adult education
Primary care physician
Specialist in gocial planning
Legal rights expert
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