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FOREWORD

This publication is the result of two activities carried out by the WHO Regional
Office for Europe as part of its medium-term programme in nursing/midwifery
covering the period 1976-1983. The first part of this book consists of the
report on the Conference on Nursing and Medicosocial Work in the Care of
the Elderly, which was held in Cologne in 1981 in conjunction with the
Working Group on Prevention of Disability in the Elderly, some recom-
mendations of which relate to nursing and medicosocial work. The second
part presents the discussions and conclusions of the Working Group on
Medicosocial Work in Hospitals, which met in Helsinkiin 1981.

Both reports are based on an analysis of the present situation of medico-
social and nursing services, as well as on an identification of the changing
needs of the elderly population, the individual with social problems, and
the “dependency groups”.

The conclusions and recommendarions have been developed in the light
of the European regional strategy for attaining health for all and relate
to (a) the development of appropriate and efficient medicosocial and nursing
services, (b) the creation and development of educational problems for the
professionals of these two disciplines, and (c) the necessity and importance
of intensifying collaboration and coordination through intra- and inter-
professional teamwork and the need for further research and studies.

It is expected that this publication will contribute to a more explicit
identification and deeper understanding of the characteristics of medico-
social work and its interrelationship with nursing, so that the Member States
will be able to take these elements into consideration for the future develop-
ment of their health manpower policies and planning. Political will, however,
is required if the challenge of “‘adding vears to life by adding health to life
and life to years™ is to become a reality.
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PART 1

CONFERENCE ON
NURSING AND MEDICOSOCIAL WORK
IN THE CARE OF THE ELDERLY

Cologne
16-19 November 1981






INTRODUCTION

A Conference on Nursing and Medicosocial Work in the Care of the Elderly
was convened by the Regional Office in collaboration with the Government of
the Federal Republic of Germany in Cologne from 16 to 19 November 1981.
The Conference was attended by 30 participants from Member States, 16 tem-
porary advisers, and representatives of 7 nongovernmental organizations. A
list of participants is given as Annex 3. Members of the Working Group to
Define Means of Prevention of Disability in the Elderly (1), which met during
the same period, joined the participants for plenary sessions.

The Conference formed part of the Regional Office medium-term pro-
gramme in nursing/midwifery and its purpose was:

— to review the present situation in countries of the European Region
regarding nursing and medicosocial work in the health care of the
elderly;

— to identify common problems and constraints and explore ways of
dealing with them;

— to study recently introduced practices in the health care of the elderly
(including those involving lay personnel);

— to make proposals for improving the education of workers in both
disciplines with regard to care of the elderly;

— to suggest ways in which improvements can be made by nursing and
medicosocial personnel in the health care they provide to elderly
populations of the Region.

In many countries, in order to achieve “‘health for all by the year 2000,
reorientation of health programmes is required, with activities arranged in
three main programme areas:

— promotion of lifestyles conducive to health;
— reduction of preventable conditions;

— provision of care that is adequate, accessible and acceptable to all.



Translated into a health care of the elderly programme these include:
— hazard control and health promotion;

— early detection and treatment to stabilize, control or repair, or to
prevent an impairment from becoming a handicap;?

— rehabilitation with continuing care (between home and institute;
between institutes when care in these is necessary) and including
terminal care.

While it would be unwise to make predictions of changes expected by
the year 2000, it is apparent that self-care, self-help, family and friends, the
neighbourhood, and the wider community of lay people are all critical in
maintaining the wellbeing of elderly people. It was considered both necessary
and wise, therefore, to discuss the contr1but1on of nursmg and medicosocial
work against that background .

THE PRESENT SITUATION

Discussion of the current position in the Region.revealed many differences
in relation to national policies, resources, systems, structures and services, as
well as to educational and research programmes.

It was clear that in most countries there is a-growing awareness of the
need to incorporate services for the health care of the elderly into the national
health and social systems. From many it was reported that there is also an
appreciation that not all is well with the present situation and that both
medium- and long-term planning and shifting of resources are long overdue.

Many interesting points were made and a number of common problems,
dlfﬁcu]tles or constramts were dlscussed more fully.

Hazard control and health promotion

Reference was-made early in the Conference to the reglonal strategy for
attaining health for all by the year 2000.2 One aim expressed therein, “to
get people to take responsibility for their own health”, had received a fairly

2 The concepts of “impairment”, “disability” and ¢handicap” used here are those
as defined in the Interndtional classification of impairments, disabilities, and handicaps,
published by WHO on a trial basis in 1980. See Annex 1, p. 45.

b Document EUR/RC30/8. - -



wide consensus of agreement in Member States. Care had to be taken, how-
ever, to see that it was not misinterpreted. It could be used by govern-
ments to justify cutting down on health expenditure. It could also be used
by traditionally-minded physicians to justify limiting their practice to prob-
lems for which a clear medical solution is required.

The participants emphasized three main points relating to self-care
practised by elderly people. First, selfcare can very easily become self-
neglect. Second, many difficulties experienced by older people are the
result of a combination of physical, social and psychological needs. Third,
self-care implies self-knowledge: knowledge of human growth and the aging
processes; knowledge of health and significant deviations from it; and know-
ledge of the availability of aids and appliances that will prevent an impair-
ment from becoming a handicap.

Efforts to improve the living conditions of all citizens should, of course,
benefit the elderly but they should not only be beneficiaries, for while
old people have rights they also have responsibilities. They can, and should
whenever possible, contribute to the development and advancement of the
community in which they live.

Nor should the problems of older people be considered without refer-
ence to the problems of other age groups within their society. Govem-
ments, struggling with the problem of equitable distribution of resources,
are often faced with pressures to favour one group at the expense of an-
other. It is essential, however, when resources are limited, to allocate them
preferentially to the most deprived people. Frequently the reverse happens:
the economically and socially deprived groups — and they include the elderly
poor — receive the smallest share of the health services. It has to be re-
membered that the line between self-care and self-neglect is alarmingly
fine and easy to cross, especially in the context of health care of eldeily
people. It can also be a costly one. If identified at an early stage, an impair-
ment or difficulty can often be dealt with, or at least controlled. Unnoticed,
or allowed to continue, costs can soar alarmingly — to the old person in
terms of quality of life, and to the country in terms of resources. Surveil-
lance, with sensitive awareness of the importance of every person’s privacy,
followed by prompt and effective intervention, can help the old person
to continue self-care, confident that support is, and will be, available when
needed.

The support required may be of a nursing nature, such as giving
advice on incontinence or dental care, supplying an aid or appliance,
or providing psychological support at times of redundancy, retirement or
bereavement; or it may be an intervention of a social service kind, such
as giving advice on housing, financial benefits, special transport facilities,
where to obtain legal advice, or where to go for intellectual stimulus. It
was suggested that to help nursing and social service personnel to make
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the right intervention at the right time, a conceptual framework that can
assist in the provision of comprehensive care is one that:

— recognizes the interacting health needs of the elderly and their families
at different stages, mastering the developmental tasks required at each;

— assists them in self-care activities so that they can remain independent
in the community; !

— supports their efforts to assume respon51b111ty for their own health
and welfare. -

The participants emphasized that psychological and social needs should
be recognized as such and not treated as medical problems. The physical,
social and psychological needs of elderly people are often intertwined and
therefore require a multidisciplinary team approach by which physician,
nurse, social worker and therapist can ensure that their combined skills and
knowledge are used to help old people to remain independent, and also to
assist their families to continue to give them appropriate support.

A significant impact on an old person is that of multiple loss: loss
of spouse, loss of role, loss of work and earned income, loss of mobility and
social interaction, loss of social status and self-esteem. With advancing age,
therefore, large numbers of elderly people undergo great stress, often lead-
ing to emotional problems and sometimes to increased dependency. In the
extreme, inability to cope with life’s crises undoubtedly contributes to alco-
hol and drug abuse and to the rising rates of suicide among older people.

In spite of the potential benefits of early treatment in the prevention of
mental illness in older people, however, they are very rarely represented pro-
portionately in a country’s mental health care system. This could reflect their
reluctance to ask for help, or possibly a lack of knowledge of where to go for
help; it could even be due to the care-givers” own lack of interest. To trace
older persons who have mental health problems, or who are at risk, requires
some effort, as often they are living in remote areas, sometimes even in
isolation. On the other hand there is a great deal of contact between. the
generations, and in developed countries only a small proportion of the elderly
(an' average of 5-7%) are institutionalized. Should the focus, then, be on
continuing and strengthening support to their families and fnends"

To help the elderly and their families to counteract anxiety, emotional
imbalance and psychosomatic disorders, more and relevant educational pro-
grammes should be made available to them. Appropriate education and train-
ing should also be given to all professionals and lay volunteers who work with
old people. As is well known, local programmes make it easier to define and
respond to the problems of a community, but whose responsibility is it to
initiate these? And who teaches the teachers?

Among the disadvantages suffered by many older citizens in the majority
of ‘societies in the Region are job discrimination, reduced access to services,
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poor food and inadequate housing. Decisions affecting these are often made
without the participation of the old people themselves, policy-makers and
programme planners being unwilling to listen to the aged. An obvious state-
ment, but one that needs to be made, repeated and transformed into action,
is that “the creation of healthy environments designed to enable aging per-
sons to realize their full potential will increase the probability that they
will contribute to society’ This could make redundant the well-used ex-
hortation to “integrate old people into society”, for they will have remained
a part of society.

Some participants felt that there was a tendency among research workers
to concentrate exclusively on the prevention of disabilities. They suggested
that the prevention of premature aging was also important and more research
was required on aging as such.

The effect of living conditions

The last 30 years have brought an enormous rise in living standards through-
out Europe, but even in the richest countres the living conditions of re-
tired old people are less satisfactory than those of the working population.
The rise in the standard of living of working people has been more rapid, thus
increasing the gap between their living conditions and those of the old.
A certain proportion of old people live in particularly poor conditions. Of
course, living standards depend not only on objective values but also on
regional customs. Any evaluation of living standards must therefore take
into account the “model of living” typical for a given society. The higher
social classes not only secure better living conditions but also create a
higher model of living as one ideal point of reference. In lower social groups
the model of living is lower, and so therefore are their unfulfilled needs.
Improvement of one’s economic position tends to increase automatically the
level of one’s expressed needs.

Consideration of living conditions cannot be disassociated from prob-
lems of disability. The poor living conditions of some elderly people often
mean increased isolation and likelihood of disability. On the other hand,
an advanced physical or mental handicap may greatly limit the possibili-
ties for rehousing. Prevention of disability must take into account the over-
all living conditions of old people in a given society as well as individual
living conditions.

The most important factors influencing the living standards of old
people were identified by the group as being family structure, income and
housing conditions.

Most people, including many old people themselves, consider that the
aged are better off in their own homes whatever the disadvantages may be.
Sometimes because their homes appear to be full of hazards and dangers ef-
forts are made to remove them to a “safer” environment. The participants
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felt that elderly people have the right to maké their own decisions and to
live at their own risk but, they emphasized, old people also have the right
to expect the health and social services to assist them in their attempts to
stay healthy and to maintain a degree of mobility, safety and independ-
ence in their own homes. Likewise, their families have the right to health and
social services that support — but not supplant — their own care of an elderly
relative at home. Those who work in these services have responsibilities to
make such assistance available and to provide such support as required.

The promotion of health and the prevention of disability are two main
goals of the primary health care team, and the responsibilities of its members
include teaching, counselling and signposting people to the various services
provided by statutory and voluntary agencies and organizations. Medicosocial
workers and nurses need to be knowledgeable not only about aging and
elderly people, but also about the help and information available locally.

Early detection and treatment

Many intractable health problems of the elderly have their origin in socio-
economic causes, with resultant differentials between social . classes, such
as deaths from accidents, cancer, alcoholism, suicides and hypothermia. Acci-
dents are a major problem for the elderly in both the developed and the de-
veloping world. The “unsteadiness” of age, loss of balance, bewilderingly
fast traffic and hazards in the home can all result in a high incidence of death
and disability. Nutritional problems among old people are also encountered
in all parts of the world. In the more affluent nations, persons of all ages
may eat an unbalanced diet, while in both developing and developed coun-
tries poverty in old age can result in malnutrition and even hunger. Other
heavy tolls on the functioning of elderly persons are said to be chromc
pain, decreased mobility and chronic bronchitis.

Several enquiries are being conducted in the Region to ascertain the more
common conditions and diseases found in elderly people, and the Conference
heard about a typical cross-sectional epidemiological study conducted among
a representative sample of nearly 2000 people aged 60-90 years living in
Belgrade (2). It ‘was found that the main diseases prevailing were those
affecting the musculoskeletal, cardiovascular, digestive and nervous sys-
tems. Injuries, accidents, and poisoning affecting activities of daily living also
occurred frequently.

While findings on the level of functioning among some aged people are
often encouraging, the participants-believed that they should not be allowed
to obscure other, less optimistic findings. A substantial group of aged people,
perhaps small in proportion but large in number, finds it difficult, and some-
times impossible, to perform common physical tasks related to their mobility
and personal care. This group requires a large amount of care related both
to so-called “medical” needs (nursing, treatment, rehabilitation and terminal
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care) and to those “basic living” needs, the meeting of which may also involve
medicosocial workers (adequate maintenance including food, shelter, clothing
and warmth, and contact with friends and family).

The participants considered that measurement of the capacity for self-
care among the elderly was an important aspect of overall assessment. They
reaffirmed the belief contained in recent reports of studies in the United
Kingdom and elsewhere, which had emphasized the advantages of these
being undertaken in the person’s own home.

Questions were raised regarding these assessments. What do we actually
need to know? What is the best way to obtain this information? What should
we do with it when we have got it? With whom should we share it and not
share it? What about confidentiality? Whom and how do we educate to
undertake assessments? When and where and by whom should this education
take place?

Screening is a very controversial subject and the group appreciated that
participants at several previous meetings had devoted much time to discuss-
ing the comparative advantages of multiphasic screening and regular medical
examinations performed by the elderly person’s own doctor. It was noted
that no conclusions had been reached at these and therefore no universally
accepted recommendations had been made. While little time was spent in
discussing comparative merits, the participants supported the practice of
tactful surveillance by the elderly person’s friends and neighbours. They
emphasized that it should always be backed by a sympathetic, knowledge-
able, alert and interested primary health care team.

The Conference also discussed early impairments. How could these and
the difficulties they cause for many in the performance of daily activities
be brought to the attention of health workers? How and where should the
public be taught to recognize the development of early impairment and
when to seek help or advice? Finally, when such needs are identified have
countries the resources to meet them?

It was agreed that assessment of disability at any age should be made
in order to:

— predict the future course and management;

— identify pathological processes, especially those that may be partly
reversible;

— consider possible changes that should be made in the individual’s
support system.

It was considered that this support system was the major concem. It
was important to determine how, in what form, and by what mechanisms
nurses and medicosocial workers could give backing to the care and assist-
ance of family and friends. Equally, people, including the elderly them-
selves, must know how and where to obtain help and information when
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they require it. They must also be confident that prompt, appropnate and
acceptable aid will be forthcommg when they need it.

Rehabilitation and continuing care

These needs of elderly individuals are subject to change however and ‘“‘once-
only” assessments are not enough. Because aging is a process that continues
throughout old age, surveillance must also be continuous.

It was agreed that often it is the people who need a health service most
who use it less than they should. Finance is not the only barrier to its use.
There are others, such as lack of knowledge about what is available and
where to find it; the attitudes of those who work in the service; and the
very structure of the system itself. A social service should be adequate,
acceptable and accessible. It should also be appropriate. While it would ap-
pear an obvious requirement, workers should have received suitable train-
ing and be knowledgeable of the field (i.e. care of elderly people) in which
they practise.

- Behind many of the problems and some poss1ble answers lie several
general principles that must be observed if services are to be comprehensive,
effective and flexible in both scope and depth. First, the elderly themselves
should know of the services. available to them and how to use them. Each
person will have strengths as well as weaknesses and therefore a main aim is
to see that these are made the most of. This is likely to require an advisory
service readily accessible to everyone, and backed up by sufficient resources
to allow the production of simple manuals, leaflets and reference handbooks.
Also highly desirable is an adult education and leisure programme, and this
should be within the context of a lively community and not in a specialized
organization. Everyone should be able to maintain a variety of enjoyable and
worthwhile relationships with individuals and groups of all ages in their own
vicinity. Such activities may have to begin as a deliberate initiative — probably
on the part of one or more voluntary organizations — but in time they should
become part of the general provision for everyone and by everyone so that
they provide possibilities for continuing personal fulfilment. In this context a
member of the group observed that often the present system produces -
a need for an old person who has spent two weeks in hospital to be “re-
integrated into society”. What younger person requires a social worker
to help him to pick up his neighbourhood relationships after a two weeks’
holiday? Just in terms of maintaining wellbeing and preventing deterioration,
the investment required (mostly time) must be acceptable. In the face of the
cost of alternatives it is essential.

Another important service to enable elderly people to help themselves is
adequate support for those with whom they live. Encouragement and some-
times a “listening post” may be all that is required, but much can be gained
by -providing advice and guidance: on everyday problems and exasperations.
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While a number of books on the subject have been published, few are
reaching the right people at the right time. Adult education for main-
taining health remains superficial and not enough publicity is given to
it. The mass media should be invited to participate in planning and their
help (as colleagues and not as passive listeners) enlisted at the earliest possible
stage of discussion.

* Another principle to be observed is that the services should know the
elderly in their area. This should mean that people who are providing services
will know those who need their help as soon as the need becomes apparent.
It should also enable all providers — including the community — to gain a
better understanding of aging and the aged. It is only when this has been
achieved that attitudes are likely to change, myths disappear and parity
of esteem be established.

Unfortunately, societies, and especially welfare states, have tended to
find it easier to group people as “the elderly”, in the same way as they
group “the handicapped”, “the mentally ill” or “the young™ and then provide
services that they think each group wants. In the majority of countries a
fundamental change of attitude and a new concept of old age are urgently
required. The Conference recognized that at all ages life requires challenge, a
motivating force (maybe even anxiety), interrelationships and an appreciation
of the fact that no aspect of living is without risk. This concept of life in old
age has many implications for the education of professional and auxiliary
workers as well as of the public.

The third general principle identified concerned crisis prevention or the
reduction of secondary disabilities. When something goes wrong, old people
often have little in the way of reserves so help must be swift and effective,
but it must also be acceptable. The removal of old people from their homes
is especially traumatic, and placement without adequate thought is often in-
appropriate; such a step should therefore be taken only after sound and
thorough assessment of the help required and when no other solution can
possibly be found. Well-established links are vital in old age — many are
inevitably broken by death — and they should be carefully fostered for
as long as possible.

It was recognized that most emergencies in this field are usually
either “social” or ‘“medical” and that appropriate intervention teams of
either the social worker/home help or the “hospital at home” type should
be available at short notice, receiving back-up support from the primary
health care team.

The fourth principle concerned coordination of activities and the pro-
viders of services, and was mentioned frequently by the Conference par-
ticipants. Few attempts, it was said, have been made to merge or ration-
alize the “mix” of people, professions, sectors or indeed ministries concerned
in the comprehensive services required by the elderly in general, and by those
who need rehabilitation and continuing care in particular.



Rehabilitation

While the pathology of many . chronic diseases remains irreversible, this does
not mean that the physical, emotional, social and vocational sequence of
these diseases must also remain irreversible. Research and technical progress
have provided many new methods of treatment that have brought about a
re-evaluation of the concept of disability. All these developments, together
with the dedicated philosophy of treating “the total individual”, is summed
up in the term “rehabilitation”. Experience has shown that, with modemn
dynamic rehabilitation, much of the undesirable sequence of chronic dis-
eases and disabilities can be minimized, alleviated or even eliminated. Thus,
rehabilitation constitutes the essential part of so-called “tertiary prevention”
in terms of preventing the development of adverse persistent effects of
diseases leading to permanent disability.

While emphasis on the rehabﬂltatlon of younger persons has strong
appeal because it may result in a longer productive life, a strong case can be
made economically for rehabilitating the increasing numbers of older disabled
people. Frequently, older people who- are handlcapped have few or no re-
sources and are most likely therefore to become dependent on public aid
for support. Rehabilitation of these patients often pays the maximum return
on the public funds invested by enabling them to resume independent living;
certainly it always achieves social and personal gains that in economic terms
are beyond measurement. An essential part of the rehabilitation of older
disabled people is the follow-up service at home, after they leave either
hospital or the rehabilitation centre.

- Rehabilitation is' an essential aspect of therapy, bearmg in mind that
the aim is to restore the elderly person to as healthy and as mobile a state as
possible. Rehabilitation of the aged can be summarized as reactivation, re-
socialization and reintegration. Reactivation means that an aged patient,
who may be passive, lethargic and physically - and socially immobilized,
is encouraged to live agairi an active life in his own surroundings. Re-
socialization means that an aged person, after or during illness, again makes
contact with family, friends, neighbours and others. Reintegration means
that the old person is restored to society, participating fully in normal life
and, in many instances, resuming a full-time or part-time occupation accord-
ing to ability and capacity.-

From: their own personal experiences, several participants observed that
even when the elderly patient is helped to develop his capacity for self-care,
often what seemed easy in hospital becomes difficult at home. Also, while an
elderly husband or wife may be able to care for a convalescing spouse for a
time, after several weeks or months standards of care may deteriorate. Again,
a follow-up service can often prevent a disastrous or irreversible condition
from developing. Nursing management includes maintaining and caring for
the person who is caring for the patient, as well as for the patient himself.
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Aging and aged patients constitute perhaps the largest single group able
to benefit from an extension of home-are services that provide them with
the necessary rehabilitation procedures after discharge from hospital. The
addition of these medical rehabilitation procedures to the conventional
services has enabled many elderly men and women, previously considered
hopelessly crippled, to regain their functional independence and continue
to live without being a burden to themselves or to others.

Continuing care

The participants were made aware that the very proliferation of services for
elderly people in some countries had contributed to the confusion surround-
ing both rehabilitation and continuing care. No one person had the responsi-
bility and the authority to see that the activities and services agreed on by the
multidisciplinary team were actually carried out. This responsibility was seen
as a vital necessity of enormous consequence. Where a coordinator or liaison
officer did not exist, a member of the team should be made responsible for
relating all the activities concerning the patient. This had particular im-
portance in relation to the discharge of an elderly patient from hospital.

In an acute care setting an aged person can find his life taken over
by staff who have little or no knowledge of the aging process and the changes
it brings. Often discharge from the hospital ward is abrupt, without adequate
preparation for continuing care at home. Early planning for discharge is a pre-
requisite of an effective continuum of care, and for this both nurses and
medicosocial workers share outstanding responsibilities. What appears to
be lacking very often — and this has been found in studies in various coun-
tries — is coordination among and between hospital and community staff.

In some hospitals, time is allowed for transfer home and the transition
is made gradually, the arrangements being supervised by social workers,
public health or community nurses, and therapists; sometimes the patient
is able to experiment with living at home again for one or two days. Others
return for a few hours each day to day hospitals or day centres, thus en-
abling their families to continue their own lives, including employment,
while at the same time providing the elderly person with someone “in at-
tendance” at night.

Primary health care teams, where they exist, often cannot or do not
follow up the old person when he is transferred between levels of care. This
immobility on the part of primary health team members often contributes
to a lack of continuity of care.

Good opportunities to teach the patient and his future carers are pre-
sented while he is in hospital but they are not always taken. If lay people,
however, are to be responsible at home for measuring medicine, renewing
dressings or performing other self-care tasks, learning under supervision will
considerably facilitate the rehabilitation programme.
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~ The Conference participants expressed regret that time did not allow
for discussion of the responsibilities of nurses and medicosocial workers in
the care of dying elderly people. They considered it to be a very important
subject and reaffirmed that nurses-and medicosocial workers should con-
tribute to providing continuous human care to a dying person of any age. The
last days of life should not be a-period of humiliation, deprivation and
suffering but rather a valuable and learning experience for those who provide
the care. In relation to the latter, it was regretted that dying people are
rarely given the opportunity to talk about what they are thinking and ex-
periencing, and so health and medicosocial workers rarely add to their know-
ledge and understanding of dying.

SOME PROBLEMS AND CONSTRAINTS
AND SUGGESTIONS FOR DEALING WITH THEM

One participant stated that, although in her country many different measures
had been taken to help elderly people, there had been little real improvement
in their lot. Services offered were often inappropriate or too late. The Confer-
ence therefore considered that three main questions arose from the regional
review. Are the right. services being provided? Even where sophisticated
government structures and extensive manpower networks exist, is a high
quality of services ensured? How can standards of care be measured?

Assessing needs accin'ately'

The Older Americans  Resources and Services (OARS} Multidimensional
Functional Assessment Questionnaire

To assess the adequacy of current approaches it was agreed that valid
and reliable information must be gathered in a standardized manner.
Partly in recognition of this and partly in response- to other concerns, a
number of assessment questionnaires have been developed over the past
decade or so. One was presented to the Conference and discussed briefly
by the participants.

The OARS Multidimensional Functional Assessment Questionnaire
(OMFAQ) (3,4) was developed because the Center for the Study of Aging
and Human Development at Duke University in the United States was chal-
lenged to examine ‘“‘alternatives to institutionalization”. Instead of doing the
conventional thing and setting up a classical experimental design to deter-
mine. the effect of a particular alternative on the likelihood of institution-
alization, the Center opted for a model that would not only answer the
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original question but would also permit examination of the impact of any
set of services on persons of any functional state. So, instead of looking at
persons at risk for a particular event or state, they looked at the entire
spectrum of elderly people.

The model had three crucial elements. Element 1 required valid and
reliable information on overall functional status, of value at an individual
level and also providing a “sorting mechanism™ to define groups according
to functional state. Element 2 required a breakdown of services into their
generic components and a re-massing of them into service packages according
to use. Element 3 was a transition matrix, permitting examination of change
in functional state over a period and determination of the impact of the
specific service package used. Thus, the model capitalizes on naturally occur-
ring events and meets the requirements of a quasi-experimental design.

To bring this model into operation it was necessary to have a means
of assessing personal functional status, and of assessing service use (services
again being defined generically). Based on theory and experience, a decision
was made to include information in five areas: mental health, physical health,
activities of daily living, social resources, and economic resources. Because
measures of generically defined services were notably lacking, a two-part
questionnaire was developed. The content of part A, Functional Assessment,
was based on valid scales in the literature and basic clinical requirements;
part B, Services Assessment, was an original venture. After testing in dif-
ferent settings (institution, clinic, and community) to ensure that it was
relevant to the entire range of elderly people, the OMFAQ was obtained. The
validity and reliability of part A have been examined and the results pub-
lished (5,6) and there are plans for similarly examining part B. The whole
structured questionnaire consists of 101 questions, some with multiple parts.

Information is sought directly from the individual; where this is not
possible owing to incapacity a knowledgeable informant gives adequate
information. While information from any one of the questions can be used
separately, the OMFAQ also provides a rapid means of summarizing infor-
mation separately for each of the five areas, in each case on a 6-point scale.
Thus, it is possible to determine the level of functioning in each area (1, ex-
cellent; 2, good; 3, mildly impaired; 4, moderately impaired; 5, severely
impaired; 6, totally impaired). Based on these five 6-point scales, a functional
classification system can be developed. In part B there are definitions for each
of the 24 generic services, the definitions being in terms of purpose, activity,
relevant personnel and units of measurement. The combination of generi-
cally defined services used by any one person is a service package. Since the
possible number of different service packages is substantial, attempts are
currently being made to develop a services classification system.

To use the entire model it is necessary to have initial and re-evaluation
information on functional status and service use. The OMFAQ can be, and
frequently is, used independently of the model.
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To ensure that the questionnaire is administered and interpreted in a
standardized manner, and that it will be possible to compare information
from different sites, training- in OMFAQ administration is offered on a
regular basis and potent1a1 users are encouraged to d1scuss their projects
and seek help.. :

Assessing nursihg needs: the Bélgidn trials

Attempts to produce an instrument for assessing nursing needs have been
reported from several countries of the Region, and the multinational re-
search study that forms part of the medium-term programme in nursing/mid-
wifery also aims to identify a common core of knowledge required for each
patient/client. Participants at the Conference briefly discussed progress
made in the develcpment of such a tool in relation to the assessment of
needs of elderly people.

In 1978 Belgium joined the WHO epldemlologlcal study on the health
of the elderly (2). Closely related to this was a complementary study by a
Belgian nurse, Miss A. de Baets, which took a closer look at the nursing
needs of the elderly. The aims of the project were (2) to obtain information
on nursing needs as defined by elderly people themselves and as defined
by nurses, the amount and type of nursing-demands identified, and the possi-
bilities for developing self-care; (b)-to compare results of the nursing project
with those of the *“parent” questionnaire; and (¢) to formulate directives
for home care, based on results from the project. The questionnaire was
developed from Henderson’s Basic principles of nursing care (7) with some
amendments and additions.

While final analyses -and: mterpretatlons were not available for the Con-
ference, it was reported -that the interviewers — all retired nurses — had been
made more aware and appreciative of the preventive aspects of nursing care
and also of the nursing and medicosocial needs in relation to the promotion
of self-help. Four groupings had been identified: -

— elderly people who want to practise self-help but do not have the
necessary information;

— elderly people who want to practlse self help and have the necessary
information;

— elderly people who do not want to practise self-help and do not have
the necessary information;

— elderly.people who do not want to practise self-help although they
have the necessary information to do so.’

It is hoped that the final analysis will provide valuable information for
the development of supportive nursing services.
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Some problems in the clinical and medicosocial fields

Feeding demented old people

In the terminal phase of care, elderly long-stay patients with dementia be-
come difficult to spoon-feed. They may bite, spit, swallow the wrong way
or refuse to eat. With the restrictions on the use of tube-feeding and in-
fusions (because of the limited length of time these can be continued and
because of the distress and even pain they may cause), feeding demented
old people has become distressing for those looking after them. There are
demands that conflict with the need to keep the patient alive: not to cause
pointless suffering; not to force the patient to eat; and not to speak about
any difficulties or conflicts. This was one of the findings of a recent Swedish
study (8). It was suggested that it is because this kind of ethical conflict
is so distressing that nurses find that they cannot talk about it to others
or even allow themselves to think about it. They therefore behave as though
they are not aware of what is happening. The natural reaction to conflicting
demands is to flee but usually, of course, these nurses cannot do that. Instead,
they have to continue to make the patient’s bed, clean and feed him. The
use of defence mechanisms in this kind of situation can result in distancing
oneself from the cause (in this case from the patient) or in finding a scape-
goat — a role that, in this instance, is likely to fall upon a member of another
discipline, probably medicine.

The aim of the Swedish study was to identify these conflicts and also
to explore what actions could help nurses in longstay wards. From the
study, it was concluded that group discussions could reduce the pressure,
because they provide a kind of catharsis for nurses experencing this kind
of stressful situation.

Feeding dying patients

In another study undertaken in Sweden (9) it was found that ‘“‘feeding a
disabled patient is an intimate and vulnerable activity, and for the patient
to ‘submit’ [to being fed] she must trust the care worker”. If patients do not,
they may protest or firmly refuse to take what is being offered. This can
lead to a degree of forced feeding that, in turn, results in greater distrust
and ‘more protests. When the ability to speak is lost, spitting and fighting
may be an attempt to communicate this refusal to the feeder. It was found
that both a skilful spoon technique and an emotional rapport between
feeder and patient are essential to successful feeding. Spoon-feeding may fail
if the nurse is distressed, worried, tired or irritated. Sometimes the patient
may feel humiliated by the procedure, while his spitting and spilling of food
or liquid may embarrass the nurse. The latter then feels unsuccessful and the
patient senses this and again refuses the food.
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It was evident from these studies that relationships between patients
who are fed and those attempting to give them food are both complicated
and reciprocal. When spoon-feeding becomes impossible, at least three forms
of conflict may be identified: (a) conflict between the nurse’s responsibility
to feed the patient and the patient’s unwillingness to be fed; (b) conflict
between the nurse’s duty to keep the patient alive and her duty not to
prolong suffering; and (c) conflict between the nurse knowing the inevit-
ability of death and her reluctance to accept death.

The researchers had pointed out that patients admitted to long-stay
geriatric wards are usually waiting to die; they had a right to expect kind
and careful nursing and to be allowed to die naturally. Denying the bio-
logical reahty of approaching death may create a paradoxical relationship,
inducing anxiety in both patient and nurse and affecting the quality of
emotional contact between them.

Incontinence in demented old people

Other work undertaken in Sweden (10-14) has related to incontinence in
demented old people: The majority of these patients have urinary incon-
tinence and some are doubly incontinent. This causes problems for the
patients themselves, for their families and friends, for other patients, and
for those looking after them, including nurses.

For many years patients with urinary incontinence have been given
indwelling catheters, but frequently these have led to infections of the
urinary tract, bladder stones and distressing smells because of the infec-
tions. It was. reported by the researchers that marginal improvement had
been achieved by the use of methenamine hippurate (in high doses cur-
atively and low doses prophylactically). It was. agreed, however, that
further study in this field was still very much needed and reference to
the development in Sweden of a bactericidal incontinence pad was noted
with interest. '

The particular crises of incontinence imply a need to trust someone
who may be able to help: many incontinent patients try to hide this impair-
ment. It is believed that this is because a child learns to be ashamed when he
does not control his bladder and bowel, and that this emotion can re-emerge
in later life. Incontinent old people need to be encouraged to. take initiatives
to deal with the impairment without experiencing feelings of guilt and
inferiority. Sometimes they have to be helped to acquire and accept their
new identities — those of incontinent people. This fact has to be integrated
into their living, but without causing a loss of self-respect.

Incontinence may also increase the risk of isolation: the smells, wet
skin and wet clothes can all contribute to this. To be incontinent can
be not only a matter of losing control over the bladder and bowel; it
can also cause loss of self-respect and even raise doubts about the value
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of continuing to live. Nursing plans for incontinent old people therefore
have to take all such reactions into consideration.

Memory impairment (15-21)

Memory is not an isolated function. It depends on many factors such as
good physical and mental health, as well as stimulation from the environ-
ment. Many factors reinforce it or impair it. Memory disorder is one factor
in the vast range of criteria of dependency.

Research workers in Grenoble believe that to improve memory all
three aspects — emotional, mental and cognitive — must be considered. Their
work and progress in this field were briefly presented to the Conference. At
the Geriatric Centre of the University Hospital in Grenoble, memory stim-
ulation exercises have been devised:

— to stimulate those activities that have become lethargic;
— to teach the use of any available resources that have lapsed into disuse;
— to fight against “special senses” deficiencies;

— to liberate inhibitions.

The ultimate aim is to promote the active participation of the patient
through the acquisition of new attitudes towards himself and the tasks to be
performed. In addition, through certain exercises in which rhythm or timing
is introduced, further actions are anticipated, such as improving emotional
reactions, promoting better self-control and reducing anxiety. This should
improve the performance of everyday chores, such as remembering messages
and shopping lists, or where belongings have been put.

Loneliness and frailty

Loneliness is not synonymous with being alone. Many old people who live
alone are rarely, if ever, lonely whereas others living with family or friends
are. Even those living with many people — such as residents of homes and
other institutions — can be surrounded by company yet feel very lonely
and neglected.

Four main factors that contribute to loneliness are poor health, poverty,
having little interest in other people (very often all through life), and the
death of the person with whom one has been living. Unmarried or “un-
partnered” people who have kept up a wide circle of friends (which pre-
supposes interest in them), have adequate income, and are reasonably active
and well are the least lonely, even though they may live alone all their lives.
Implications for prevention, therefore, are to a large extent in the hands of
the individual. Health and social workers can only help in assisting the elderly
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person to keep active and well; to take notice and do something about pre-
venting impairments or difficulties; to concentrate on strengths and abilities
rather than on weaknesses and disabilities; and to give psychological and
practical help at times of bereavement or other great loss. This may mean
stimulating the help of neighbours and other members of the community,
as well as acting and assisting more directly.

“Health by the people” includes elderly people, and ways in which they
can be helped to help themselves need -to be identified and implemented.
Those who are particularly vulnerable should be known to the health and
social workers of their district. For example, in many European countries
at present a number of middle-aged people are being made redundant or
forced to take early retirement. Because it is known that memory impair-
ment may more often be associated with retirement than with age, these
people have become a new vulnerable group and should, therefore, receive
this kind of attention.

For those who are already old and lonely, specific services may be
required. Lack of transport, for example, is often a two-way impediment
to meetings and other social occasions. Homes and hospitals may be sit-
vated a long way away from public transport, making it difficult for friends
and relatives of old people to visit them regularly. Some voluntary organ-
izations and agencies run a transport service to take elderly, frail or infirm
old people to clubs and on special expeditions or outings. Thought should
be given, however, to the obvious preference of some people to have trans-
port to visit their own families and friends, rather than be transported to
spend time with people with whom they have little in common other than a
handicap or disability. Thus, services supplied should, as always, reflect the
needs of the people and not represent activities volunteers and others wish to
undertake or provide.

In relation to all services for an individual, it is 1mportant to achieve a
compromise between privacy and isolation. Privacy is highly valued by the
majority of elderly people and regard should be paid to this. Also, all people
need to be alone sometimes. This is one reason why one of the main objec-
tives of a social policy or service should be to help not only the family but
also the individual to help himself.

The preservation and strengthening of family and social bonds and tra-
ditions were also considered to be of great importance. Care should be taken
to ensure that whatever is done in the name of “progress” — such as re-
housing elderly people — does not imperil the existing patterns of care and
support for old people. Environmental conditions are extremely important
in old age, and there is no doubt that rapid urbanization can produce great
stresses in elderly people. The corner shop or the village post office, which
were once meeting points, have now disappeared and nothing has replaced
them; few cashiers at the tills of city supermarkets — even if the old person
can get to them — will be pleased to spend time in chatting.
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Dr Norberg reported on studies that found that among those old people
to whom loneliness was a major problem, there was a high demand rate
for medical attention and drugs. During 5 years of observation it was
further found that they were not, in fact, suffering from definite diseases
to a greater extent than other old people. Cognitive functions were also tested
and again no difference was found between those complaining of loneli-
ness and the control group. The conclusion was reached, therefore, that those
individuals to whom sitting alone and doing nothing is a large part of their
day, are creating physical problems for themselves, mainly constipation,
sleep disturbance, anxiety and depression.

Because the problem of social isolation is one of the most difficult
to solve, it is a frequently discussed topic. Like alienation, poverty and
other poor environmental conditions, it can lead to manifestations of stress,
commonly in the guise of somatic symptoms. The danger is that medical
therapy may be prescribed, especially psychotropic drugs, which not only
do not help the primary condition but also draw attention away from the
underlying cause, and may expose the old person to all the hazards associated
with drug usage.

To create a society in which such needs of the elderly have a good chance
of being met more appropriately, a determined educational drive is required,
aimed at ensuring a better understanding of the process of aging, of the needs
of the elderly, and of the most effective and relevant ways of supporting
them. Such an educational effort is now a matter of worldwide urgency.

The work of medicosocial workers in hospital

The hospital is a medical framework and often a highly technical institution.
Because of this, some participants suggested that while doctors and nurses
may feel important and confident in such an envircnment, they tend to
view social work in that setting as a second-class discipline. Consequently,
medicosocial workers are often called on only in times of an emergency, such
as to arrange an immediate discharge. The majority work in wards or units,
“under” medical or nursing staff, and therefore are restricted to helping
only those patients who are referred to them. Because of manpower short-
ages they may even have to reject some of these, preferring to give a high
standard of service to a few rather than a low standard to many.

It was felt that the value of the social worker as a member of the ward
team, although gradually being recognized in some Member States, is still
not fully appreciated and there is an urgent need for clarification of their
function. It is because this is often lacking that the majority of health
workers have little knowledge of their area and level of competence. In
relation to the care of the elderly, this ignorance is of great concern because
disease, even when present and known, is not necessarily the most important
factor in the lives of old people. Many of their most pressing problems are of
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a socioeconomic nature and can be fully discussed and solved only when each
member of a multiprofessional team contributes his specific skills and know-
ledge. While some overlapping of activities is inevitable, and even in some in-
stances desirable, clear delineations have to be set and every team member al-
located tasks according to his professional experience and competence.

Often the social worker is the link between the patient and his home
environment. Because of this it may be desirable to have some medicosocial
workers based in the community but able to follow their patients into hos-
pital. Some participants thought this would result in a more efficient and
continuing plan of care for patients after discharge from hospital, as well
as giving them a sense of security and of “belonging” when first admitted
into acute care. This could lessen their confusion on such occasions. It
might also cut down on the liaison work of ward staff. ‘

This suggestion obviously has implications for curricula planning
and the inclusion of practical community experiences in educational pro-
grammes. It could well represent a core content for multidisciplinary edu-
cational programmes.

Some other problems and constraints

Many other problems and constraints to good practice were touched on
during discussion, but unfortunately time did not allow for a full explora-
tion of the possible solutions. ‘

First, the lack of communication, collaboration, cooperation, and there-
fore coordination exists not only between health and social services — ex-
acerbated perhaps when these are the responsibility of different sectors and
even ministries — but also between the levels of the health system itself
and between different, or even the same, disciplines. Adequate communi-
cation and coordination is also lacking in.connection with other sectors
such as housing, transport, environment and education. Consequently, poli-
cies adopted by these sectors are not always helpful to the implementation of
policies of the health sector. )

-Many participants stated that one of the greatest problems concerned
the attitude of the general public, as well as those of professionals and mem-
bers of other disciplines; the need for change was urgent. Current attitudes
towards old people contribute to the low priority afforded to programmes for
health ‘care of the elderly. This in turn has led to health and social staffing
problems. There is a lack of interested professionals and inadequate numbers
of home-helps, as well as a dearth of other categories of essential workers in
this field. Many countries also lack enough educators of health and social
service students. . '

In considering high-risk groups, participants realized that these were not
only people with physical impairments. Socioeconomic deprivation also re-
sults in high risk. The Conference was reminded that today’s unemployed are
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tomorrow’s elderly. In this connection insufficient attention is paid to the
immediate post-retirement or post-redundancy period — a time when there is
a specific need for mental stimulation and cultural activities. Many members
of the primary health care team give little time to counselling, or just listening
when it is most needed, such as after retirement or bereavement.

SOME NEW PRACTICES AND SCHEMES

Present practices often result in overlap and confusion, even where there is
an acute shortage of resources. There is therefore considerable value in
experimenting with new ideas and new schemes, for while “new” is certainly
not synonymous with “good”, enthusiasm and quests for improvement
should always be encouraged.

New approaches to care and nurse-training programmes in Czechoslovakia

It is recognized that doctors and nurses at the primary health care level can
play an important part in the prevention of premature aging, morbidity and
dependence. In Czechoslovakia records are kept of all old people living within
a certain catchment area. These include facts about their state of health, the
social position of their family and their own status both within and outside
it. Those with an impairment, difficulty, handicap or disease are visited by a
geriatric nurse who, in collaboration with staff from the local social service,
arranges for their basic needs, including houseleaning, to be met.

Recently, student nurses have been participating in this service. Some-
times nursing students care voluntarily for old people in their spare time,
but this recent innovation represents a positive step towards introducing
such practical experience into their training programme. Some have been
awarded certificates of special appreciation from local governments for their
contributions in this field, but most gratifying is the fact that they are ap-
preciated by the old people themselves.

Special establishments recently set up by local social services include
all-day or all-week accommodation. Nurses working in these have received
specific training during training courses and seminars. Old people’s clubs,
whilst aiming to mitigate feelings of loneliness by contributing to social
and recreational activities, are also slanting these activities towards health
education. This encourages old people to maintain their self-reliance for
as long as possible. Shortstay homes with helpers are also made available,
and provide the elderly person with alternative accommodation while his
house is being re-decorated or his regular helper is taking a holiday.
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During their education nurses who are going to work in old people’s
homes and convalescent homes are taught to derive pleasure from even minor
improvements in their patients. They are also helped to develop a moral
awareness, a highly humane approach and an appreciation of medical ethics.

Student nurses are. taught the fundamentals of rehabilitation-and aes-
thetic education in their basic training programmes. More recently, a new
subject, “occupation of sick persons”, has been introduced to help nurses
initiate activities for bedridden patients. Postbas1c courses in nursing care of
the elderly are also available.

Home care in Denmark

In this context “home care”, administered by the social service system, is
defined as “the blend: of health and social services provided to individuals
and families in their- places of residence for the purpose of promoting,
maintaining, or restoring health or of minimizing the effects of illness and
disability” (22).

Because it had been found that many elderly people have a greater
need for nursing services during the latter part of the day and at night,
existing home services in two municipalities in Denmark have been organ-
ized to provide care round-theclock at two levels. The first level consists
of maintenance home care. This offers personal care and social services
to persons whose conditions are stable but who require visits,. either routine
or as required, from someone who does not need to be professionally quali-
fied. The second level offers intermediate home care. This means that per-
sonal care and any social services needed are delivered and coordinated
by professional workers. It is care offered to those patients whose condition
is not expected- to fluctuate widely during a period either of rehabilitation or
of gradual accommodation. to a progressive disease.

The team on an evening shift consists of two nurses and either two
home helps or two practical assistants. The night team has one of each
category of worker. Each team receives a report from the previous shift
and then drives to the homes of patients. Fach car has radio contact
with the central point. This enables staff to receive up-to-date informa-
tion and new emergency calls, and also provides some measure of security
for them.

During, 1978/1979 (the latest period for which figures are avallable)
82% of routine visits were made in the evenings. Reasons for emergency visit-
ing were to change dressings, to confirm observations and to carry out some
other basic nursing care. Of the patients visited, 75% were over 65 years old
and 29% were aged 80 years or more.

Patients pay for this service and, while it is likely that it is no less expen-
sive than nursing-home -fees, the great advantage is that patients are able
to stay in their own homes. However the scheme has yet to be evaluated.
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It is hoped to extend the service in future to provide a third level of help
in the form of intensive home care. This would be concentrated and co-
ordinated nursing for those patients with a serious illness but who do not
require hospital expertise or equipment. A prerequisite to establishing such
a service, however, would be easy access to both, if and when required.

Further experimentation is also planned to extend the service to help
people who are looking after dying friends and relatives. This is more compli-
cated to arrange as it would also involve the payment, by municipal auth-
orities, of financial compensation for the relatives’ lost hours of work.

The contribution of volunteer groups

The voluntary contribution throughout the Region is in various stages of
development, culture and tradition playing a large part. In some Member
States voluntary service has been the backbone of public service for gener-
ations, whereas in others it has never existed. In those countries where
voluntary work is well established, there is an increasing awareness of the
importance of improving the quality of life for elderly people — the need
to help them to remain active physically and mentally.

One recent trend is voluntary work by the elderly themselves, and some
services have been taken over by the very people for whom the service was
first intended. These include meals-on-wheels, recreational activities, home
help services, staffing of day centres, and manning of telephone exchanges
for special help agencies. The main aim is the “desegregation’ of old people,
and it is believed that the rapprochement established between generations
during the Year of the Child is being maintained. Some older people are going
into schools to speak about history during their lifetimes, particularly in-
teresting memories, and about professions and trades that are disappearing.

For the “old” old, or those with no choice but to go into an institution,
it can be a comfort and help to find volunteers there of an age near their
own. Volunteer groups participate in daily events, open up the old people’s
curiosity about the outside world, and organize activities that require imagin-
ation, memory and observation. One Red Cross Society is training elderly
people to become compéres for shows for old people, recognizing, as the
Red Cross has always done, that some relevant preparation is necessary if
volunteers are to do good work.

The families of elderly people often have ideas about what volunteers
can do, and from discussion of their own needs new services can be conceived
and developed. Certainly, those who are looking after very old or incapaci-
tated people for most of the year will appreciate temporary accommodation
being made available during holiday periods, or other ways of combating an
old person’s loneliness while they are away.

Voluntary work must be a dynamic process, responding sensitively
and swiftly to new needs. The needs of elderly people are now the concern
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of many volunteer groups throughout the world. Volunteers can help to
meet these needs by being generally useful -and working not in competi-
tion, but with, professionals. It was agreed that both groups still have
much to learn about working with each other and that collaboration between
volunteers and professionals is difficult to achieve without adequate prep-
aration on both sides. Geographical proximity alone doés not ensure com-
munication, and without it coordination and thereby the attainment of
common goals are impossible. Once agaln thlS is a field in which attitudes
have to change. ‘ : ‘

Day hospitals

The aim of a day hospital is to provide for elderly people a daily service
that will enable them to live at home. Usually the elderly who attend a day
hospital are incapacitated people of advanced age with multiple pathology. A
day hospital usually provides medical treatment and nursing, diagnostic
tests, a full range-of assessments, and active rehabilitation. Maximization of
patients’ independence is its primary objective. There is frequent liaison with
the relevant hospital staff and with community and social services, and close
links with family doctors, domiciliary nurses, day centres, sheltered accom-
modation and the relevant voluntary agencies in the district. The network
should make the maximum use of all available local resources, thus enabling
patients to be cared for at- home.

In the United Kingdom, as in many other countries, the staffing of day
hospitals varies greatly. The Conference discussed in particular one that is
run in a poor area of east London. This has'a team consisting of three nurses,
two occupational therapists and one assistant occupational therapist, with
clerical and domestic support. A full-time social worker is attached to the day
hospital. This team is headed by one of the occupational therapists. The
medical team includes two consultants in-geriatric medlcme and other medi-
cal staff who serve the district.

When a referral for day hospital attendance is made (usually by a family
doctor) a member of the medical team makes a home visit. The referral
form used is a record of a comprehensive assessment and also outlines the
treatment required. The team members then plan together how best to man-
age the patient’s rehabilitation. Initially, each patient has a thorough medical
check-up, followed by any nursing, occupational therapy, physiotherapy,
speech therapy or chiropody required. A complete dental overhaul is
made (especially of any dentures worn), and sight and hearing are also
tested. Glasses and hearing aids are prescribed or changed as necessary.
Weekly case conferences are held between -all members of the staff, and
the patient’s progress and future are fully discussed and planned. The dur-
ation of both treatment and day hospital attendance is flexible, and depends
on the patient’s progress.
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Factors considered important in the success of day hospitals include:

— the development of positive attitudes by all staff members towards
patients and their families;

— a holistic approach to the planning and implementation of treatment;

— careful use of, and coordination with, other departments in the hos-
pital so that the widest possible spectrum of treatment is offered;

— a comprehensive programme, offering not only medical treatment and
nursing care but also a varietv of social activities;

— an active policy of welcoming visits by families, friends and com-
munity organizations, thus encouraging local goodwill, funding and
involvement.

The involvement and endcrsement of the patients themselves at the plan-
ning stage of their treatment has resulted in their full cooperation in the
programmes offered to them.

The use of an occupational therapist as head of the team was discussed,
and it was pointed out that few other disciplines complementary to medi-
cine offer training in the care of both physical and psychiatric patients.
Occupational therapy is concerned with the treatment of physical and psychi-
atric conditions through specific selected activities, in order to help people
reach their maximum level of function and independence in all aspects. This
is also the rationale of day hospitals, and it would seem appropriate, there-
fore, for occupational therapists to play a major part in their management
and organization.

Development of services specializing in psychiatry of old age

Though not yet accepted in the United Kingdom as formal policy by the
Department of Health and Social Security or by the Royal College of Psy-
chiatrists, there has been a trend towards setting up services specializing
in the psychiatry of those over 65. These have generally fostered closer
links with departments of geriatric medicine and social services to produce
more coherent treatment and acute hospital care for elderly people with
organic brain disease. Encouragement of earlier referral, improved assess-
ment in the community and a facility for acute hospital admission have
all led to a shift from predominantly long-term inpatient care to short-term
day care and inpatient crisis intervention and rehabilitation. This is helping
to reduce the volume of disability carried by the community and also to
identify the most severely disabled patients for whom long-term institu-
tional care is appropriate. Such units have tended to take a more positive
approach towards the functional psychiatric illnesses of old age with en-
couraging success rates. In turn, this has promoted a more optimistic atti-
tude to their diagnosis and treatment by the primary health care team.
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Measures to reduce mental disability

Medical measures. These comprise the diagnosis and treatment of
remediable elements of mental disability: the use of hypnotics and tranquil-
lizers to render behaviour compatible with management in the home (in-
cluding depot neuroleptics for aggressmn restlessness and paranoid symptoms
in demented patients).

Psychological measures. These comprise the following:

(@) reality onentatzon' which is useful at home and in hospital and
emphasizes that recent memory and the capa01ty to learn are not entirely
lost in dementia;

(b) reminiscence — making use of older memories in order to focus
interest and interaction among groups of elderly people;

(c) behaviour modification, which can be in the form of detailed pro-
grammes or as a general approach to the management of disability; it is well
established in the field of mental handicap and has now been shown to have
applications for mental disability in the elderly;

(d) psychotherapy, including group therapy, marriage guidance, and
limited and supportive psychotherapy, which all require different approaches
when used in relation to elderly people. Often the approach needs to be direc-
tive and supportive, with emphasis on the themes of dependency and loss.

Provisions for disabled elderly people living alone

Accommodation. Elderly people with progressive mental disability re-
quire increasingly frequent supervision,-and. they also adapt poorly to new
- environments. Apart from residential care the emphasis must therefore be
on providing extra supervision in the person’s own home. Changes of resi-
dence should be avoided. Although sheltered housing for the elderly has long
been an important development in the United Kingdom, because of the
sparcity of warden coverage its relevance for people with dementia has fre-
quently been questioned. However, in' Southampton, a town on the south
coast of England,-a housing scheme has been operating for the last five years
with 3 wardens for the tenants of 32 flats. Their duties include helping the
tenants with medication, shopping and preparation of meals. They also give
extra help during illness. Consequently, this unit has maintained some very
frail people, including many with mental disabilities who would otherwise
have needed residential care. In another town the development of a peripa-
tetic warden service, available to any house on request through a standard
electronic device, offers.close coverage and thus avoids, for many old people,
moves to a special sheltered-housing unit. :

26



Provision of extra care in the home. Apart from the standard home
help and meals-on-wheels services, some areas in the United Kingdom have
developed more extensive networks of voluntary neighbourhood schemes
to support elderly people living alone. In Kent, for example, the social
services department has introduced a scheme whereby social workers may
contract people in the neighbourhood to provide specific services and super-
vision up to a certain costing level. These contracts have been shown to
postpone, or even avoid altogether, the more expensive option of residen-
tial care. Similarly, there have been a few instances of the “hospital at home”
approach to the short-term care of elderly people for whom hospital ad-
mission would otherwise have been necessary.

Support for caring relatives

A great deal of the burden of mental disability in the elderly is carried by
relatives, and often by spouses of similar age. It is in their interest, and
that of the other services, that they should be adequately supported to
continue that care. In the case of dementia, such relatives have a 24-hour
job, seven days a week. Their ability to carry on can be greatly enhanced
if this load is punctuated by periods of relief, such as:

(a) day care, in the form of luncheon clubs, day centres and day
hospitals;

(b) “granny-sitting” services, ranging from a few hours’ respite during
the day by volunteers, to professional night sitters or home helps relieving
for longer periods such as a weekend; and

(¢) relief admissions to an old people’s home or to a hospital, such
as regular two-week breaks, increasing the frequency as the dementia ad-
vances.

Other methods of supporting caring relatives include:

(@) surveillance and help from community psychogeriatric nurses
working closely with the primary care service as well as with the hospital
unit; they counsel, give practical advice to the family on behaviour man-
agement, and alert the hospital staff to needs for extra relief, changes in
medication, etc.;

(b) support groups for relatives; and

(c) short-term admissions (over and above the relief periods) at times
of crisis.
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FUTURE PLANNING

The Conference went on to consider briefly some of the demographic trends
likely to influence the type of services that will be required in the future,
and also some pointers thought to be of specml note from the country
review that had been presented. :

Some demographic trends and facts

A phenomenon that has appeared in many of the more developed countries
of the Region is the presence of a third, or even fourth, generation: many
60-year-olds (the “young” old) have a living parent (the “old” old). This
may add to the difficulties of social contact and to the responsibilities of
the 40- and 20-year-old generations of such families. In fact, one family
could need support (practical and/or psychological) in providing care for
two generations and this, together 'with other changes in family structure,
is likely to add considerably in the future to the demands made on both
nursing and medicosocial personnel.

The distinguishing general demographlc characteristic of this older popu-
lation group in the coming 25 years or so will be the new “very old”. A
characteristic of this older section of the population will be the predominance
of women: two thirds of those over the age of 80 years will be women. It
can also be assumed that, if present trends continue, the majority of these
women will be either single or widowed, live in one-person accommodation,
and suffer from a chronic iliness or condition and, in many cases, from
multiple pathology. As the very old, and particularly very old women, already
use welfare services for the elderly more than other groups, this knowledge
certainly has implications for both disciplines.

In a number of the Member States represented at the Conference many
national and local surveys have been undertaken, and from these it is known
that about 90% of old people live at home, and one in three live alone. Just
over half of those aged 65-74 years have some form of disability, and this
number rises to over three quarters for those over 85 years of age. Of those
over 75 years, approximately 17% are appreciably handicapped while less
than half of the “older old” are able to get out without assistance. It would
appear, therefore, that an adequate number of surveys has been undertaken
to demonstrate that a considerable problem already exists. Despite the
growth of such facts and figures, however, information is not always inter-
preted and used; planners need to understand what the results of studies
actually mean in terms of future needs. Certainly, a rigid categorization of
needs by age group should be avoided. Just as individual old people vary in
their personal and environmental circumstances, so the problems they face
and the range of support they require will also vary considerably. Services,
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both statutory and voluntary, have to cater for the vast differences between
old people as individuals, the wide varations in the impact of growing old,
and the rapidly changing social and economic features in the society in which
we all live. The last of these can present enough difficulties for younger
people, and it is little wonder that older people quickly feel bewildered,
left behind, and sometimes inferior.

In a few countries of the Region the range of services already available is
considerable, but needs can change and few services are carefully monitored
and amended when necessary. Ideally, they should be based on a careful assess-
ment of what each particular person requires, bearing in mind what he/she
can provide or obtain from family, friends or community. Considerably more
than the inefficient use of resources is lost if a generalized approach is used
or the maximum degree of flexibility is not built into the system.

Some priorities for the future

It was agreed unanimously by the participants that long-term care and psycho-
geriatric units and wards should be given high priority in all health services
of the Region. Generalizations, while providing some insight, are not an
adequate basis for remedial action. More precise information is needed on the
prevalence and depth of particular attitudes and behaviour of staff working in
this field, and therefore the services being provided by them. These staff need
help and encouragement themselves to support old people who have a variety
of problems, including loneliness and apathy, incontinence, bereavement and,
indeed, problems in managing their lives during these last years.

It was suggested that the responsibility of nurses in relation to these
patients could be summarized as being:

— to provide an atmosphere that helps elderly people to maintain choice,
independence and mobility to their optimum;

— to help implement treatment as prescribed and in accordance with the
guidelines laid down by the professional bodies of the country;

— to provide a safe environment in which people can live and meet the
needs of daily living while undergoing treatment.

In addition, the nurse has a responsibility to members of other disciplines
and should help them to use their knowledge and skills for the benefit of
patients, and also of students. The latter should be encouraged to utilize their
training and educational experience to the full. It was stated that constraints
which impede and sometimes prevent nurses from attaining these goalsinclude:

— inadequate facilities or inefficient equipment;

— poor layout of accommodation (sometimes even overcrowding);
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— lack of management of auxiliary services (domestic, catering and
portering);

— disciplines working in isolation and not practising the multidisciplinary
teamwork to which they give lip-service;

— unrealistic and sometimes dzmgerous ratlos of trained staff to aux-
lharles or students;

— general shortages of staff.

“Long-term care” often means  “final-stay services”, and therefore homes,
institutions, units and wards should be centres for 11fe and living as well as
for care and nursing.

For those with severe dlsablhty who are unable to feed, wash and dress
themselves, or in some way are permanently dependent, and for whom reha-
bilitation offers no prospects, prolonged nursing care is inevitable. Wherever it
is given, the aim should be to.provide the highest possible standards of care.
These will depend largely on the personal qualities, experience and training of
the staff. Some Member States have undertaken studies in this field, assess-
ing the quality of care by the way tasks are carried out. The four levels
of evaluation used were:

' — dangerous
— safe’
— appropriate
— optimal

From these workload studies it has been found that the majority of
tasks are carried out at the lower levels of the scale, that is, between danger-
ous and safe. Evaluation scales such as these can be used to assess care given
in a particular setting (nursing home or hospital), for a specific condition (in-
continence), or during a certain procedure (admission or discharge). In assess-
ment for services, whether medicosocial or nursing, the strengths as well as
the weaknesses of patients should be measured and their existing capacities
developed. This implies that prescribed therapy must be relevant and appro-
priate for each individual; attitudes such as those that result in prescriptions
for “basket work for all residents” must undergo fundamental change.
Those looking after old people should be aware of their ethnic, historical
and cultural background and have an understanding of the social history
of their time. Music, books, films, entertainment — whatever amenities are
provided — should also be to their liking, and probably of their era. Blaring
contemporary music in residential homes and hospitals is likely to be enjoyed
only by the younger members of staff and not by those whose interests they
are supposed to be protecting and promoting.
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The need to adapt community services according to social change
was also emphasized. Meals-on-wheels services, for example, now often
needed to include appropriate diets for the different ethnic groups in
the area.

Although there is much talk about involving the community and
using volunteers, little is done to help them to organize themselves and to
give them the necessary information and advice. Health and social workers
need to learn to work with them, and sometimes should initiate collab-
orative action.

Participants emphasized the outstanding need for long-term plan-
ning of services for the future elderly. All service and manpower planning
of health systems should include them. In the first instance, what is re-
quired is political will, married to administrative action to reallocate exist-
ing resources. If this is not realized and heeded, the burden will become in-
tolerable to the community and result in misery for millions of old people,
including, in time, ourselves.

EDUCATION OF WORKERS IN BOTH DISCIPLINES
IN HEALTH CARE OF THE ELDERLY

The complementary roles of nursing and medicosocial work

Time and time again the need for coordination between the health and
social services was brought into the discussion, and participants defined the
important differences between the two. Unfortunately, these are not always
recognized. Partnership between the services and therefore between the
professions, on which so much depends, should be viewed against a back-
ground of understanding of their complementary responsibilities.

In an attempt to describe these, the following definitions were agreed
by participants:4

Nursing is a fundamental human activity and in its organized form a
discrete health discipline. Its primary responsibility is to assist individuals
and groups (families/communities) to optimize function throughout the
life span as well as to care during acute and protracted illness and dis-
ability. It also makes social contributions maintaining, promoting and
protecting health, caring for the sick and providing rehabilitation. It is
concerned with the psychosomatic and psychosocial aspects of life as
these affect health, illness and dying.

@ These two definitions are adapted from: Hall, D.C. A position paper on nursing.
Unpublished document EURO/NURS 75.1 Rev.1, 1979.
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Social work focuses on person and environment interaction. To this
end medicosocial workers: . :
— help people to develop c’ompetence' in, or increase, their own
problem-solving and coping abilities;
— help people to obtain-appropriate resources when in need;

— help to improve the awareness and responsiveness of organiz-
ations to people’s needs;

— help to facilitate interaction between‘organizétions and institutes;
— influence social and environmental policy.

Participants saw these complementary responsibilities of the two dis-
ciplines, when organized and channelled, as  having an important impact
on health care of the elderly. It was recognized that health cannot be attained
by the health sector alone and medicosocial workers in particular could be-
come a vital link between health workers and those sectors that are respon-
sible for relevant aspects of social welfare, such as environment, housing,
transport and education. The proper use of this group of workers, and an in-
crease in their numbers where necessary, could have far-reaching consequences
not only throughout all levels of the health sector but also for social and
economic sectors at the community level of development.

Education for professional workers

It is obvious that no one educational programme will suit all countries of
the Region: each must develop its own services, and therefore its own pro-
grammes of education for its workers, according to the needs of its popu-
lation. For many Member States, however, much of the education of their
health workers will be based on certain principles. Standards of care, for
example, are everywhere the tripartite responsibility of clinical practice,
management and education. Without one, each of the others will be less
effective. Clinical management and education allow good practice. First, the
majority of countries need to assess what they are already providing. Is highly
sophisticated technology the highest priority? Are some services destroying
the very cultural fabric of traditional community care? Help within families
and communities has been a natural happening for centuries: what are we
doing to it by talking about it as though we are establishing something new?
Secondly, what is the first priority cited by old people themselves?

Some of the representatives of nongovernmental organizations present
referred to the Age Concern Manifesto,? which offers a definition of the

2 Manifesto on the place of the retired and the elderly in modem society. Mitcham,
Age Concern England (undated).
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overall needs and aspirations of all elderly people. Parts of it were seen
by participants as being relevant cross-nationallv, and also as having im-
portant implications for both educational and service programmes. One
example given was as follows:

The elderly need to have sufficient income to meet their needs for
social, physical and emotional well-being; accommodation which en-
sures their right to privacy and the retention of their own material
possessions; and the freedom to exercise those preferences and pre-
judices which express their individuality and sense of the past. They
need easy access to transport to enable them to supply many of their
own wants and to pursue their personal inclinations. They need the
security of knowing that, in the event of any emergency, they will
not be put at risk through the failure of essential domestic supplies
or the shortage of basic foodstuffs. Whether living in residential in-
stitutions or their own homes, they need the kind of health care
and domiciliary support which will help them to retain the maxi-
mum degree of independent living in spite of increasing infirmities
or disabilities.

In terms of educational programmes this raised many questions, for
few participants had been able to report that their countries ran special
courses or programmes on health care of the elderly. Should appropriate
theory and practice be included in all basic education? If so, what should
be the focus? What clinical experience should be offered? How can we
ensure that comprehensive assessments are made, without violating the
individual’s privacy? How can we develop in students an appreciation of
the importance of protection of the liberty of the individual, so that each
old person is able to retain maximum control and choice over his own
lifestyle and over his own dying? How can we practise the principles of
rehabilitation to attain the original aim of maintaining optimum physical,
social and mental functioning in each elderly individual? Last, how should
teachers, managers and research workers be prepared?

Suggestions for curriculum development

All curricula for the basic education of nursing and social service students
should provide some gerontological theory to prepare them for work
with the elderly at primary, secondary and tertiary levels of care. The
matrix of such curricula should focus on theories of human development,
aging, self-care, health promotion and community health, and include
the development of disease, disability and social dysfunction, specific
treatments and rehabilitation. Opporwnities should also be provided for
students to engage in clinical and social experience with elderly persons
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in all settings and to participate in interdisciplinary work, in order to gain
knowledge and an appreciation of the roles of other health and social ser-
vice workers and of disciplines in other sectors.

The current practice of using ancillary health workers who must rely
on their more skilled colleagues for guidance and training requires the
development of communication skills, supervision, and teaching tech-
niques at an early stage in the careers of all professional nursing and
medicosocial workers.

Postbasic education should include the development of courses for
clinical specialists, teachers, managers and researchers in this field. These
should encourage a humane and positive attitude towards old people and
develop the satisfaction and fulfilment that can come from professional
involvement with the elderly and their families. The special features of
disease in old age, the dangers of overdiagnosis and overprescription, and
the problems of therapy, especially those of drug therapy, should be given
special consideration.

Courses should be provided to enable the principles of rehabilitation to
be practised and applied, in order to attain and maintain optimum physical,
social and mental functioning for each elderly individual.

Teacher models are important to students everywhere. Competent
teachers with a suitably critical and questioning approach to their work
could, by undertaking research, contribute to raising the regard in which
health care of the elderly is held..

Finally, the elderly are not rehabilitated, supported and nursed by
beds and bricks. They need people with aptitude, sympathy and edu-
cation, but often the people with these attributes (such as head nurses
on long-term wards) are those who themselves have considerable personal
needs. Frequently, they work with untrained staff and without adequate
support. These staff members are the most important tools in health care
of the elderly and should be itreasured by their governments and other
employers as such.

Education of auxiliaries

At present, much of the day-to-day care of elderly people in institutions is
given by ancillary personnel, often well motivated but with very little train-
ing. They also urgently require imaginative involvement and learning ex-
periences if their motivation and interest are to be maintained. Programmes of
training for present and future personnel should include inservice experience
under the supervision of professionals. While proliferation of this level of
worker should be avoided, those who already exist should be given oppor-
tunities to develop themselves as persons and also their individual careers. In
relation to the latter, the use of audiovisual material has been found to be
especially appropriate and effective for teaching this category of nursing
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personnel. More work is needed to develop such aids, and the development of
a mechanism for the exchange of educational aids and information among
countries of the Region would be invaluable.

Regular testing for safety and competence was alsc recommended.
Often machinery and squipment were serviced for safety far more frequently
than the staff. Both groups, professional and auxiliary, should take man-
datory refresher courses and further education should be made available
to all categories at all levels of responsibility.

Education of volunteers

The low prestige attached to the care of the elderly is sometimss reflected in
a preference by volunteers for other work. Often this is due to lack of know-
ledge and understanding, but it can aiso be due to fear: the fear of being with
mentally confused, incontinent, aggressive and immcbile people. Once again,
training programmes are required that emphasize realistically the positive
aspects of aging, and learning experiences with weil old people should be
made available. Volunteers should be members of the health or social ser-
vice team, having the support, encouragement, supervision and backing
of professional staff, as well as the confidence and welcome of patients
and families.

Education of other members of the public

Fear of the unknown is real, and studies have revealed that many members
of the general public are frightened by the physiological and psychological
changes brought about by the processes of aging and dving. It would appear
that national campaigns to improve the public’s level of knowledge are
urgently needed for all age groups. As one participant observed, aging may be
more stressful to a 40-vear-oid than to someong in his eighties.

Information on both aging and dying is rarely made readily available
at low cost. While dying in relation to children and vounger people has
been frequently studied and documented, little work has been published
on dying among old people. Voluntary organizations associated with nursing
and social weifare, such as the Red Cross, should be encouraged to publish
such literature, lead discussions on the subjects of aging and dying, and
organize relief services to enable relatives to attend demonstrations of the
skills they need to acquire in order to look after their elderly relatives compe-
tently and knowledgeably.

There is a current trend in some Member States for younger people
to return to rural areas to look after their parents and grandparents. Often,
as well as practical assistance, they need support to cope with guilt feel-
ings. At the same time, information could be given to them so that they know
about the statutory and voluntary services available to them locally.
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Family help, community care and voluntary organizations all require
support from the formal and statutory services. Professionals have a responsi-
bility to pass on their knowledge and skills to those who need them. En-
listing the help of experts in the mass media as partners in such endeavours
could be of great mutual benefit and is long overdue.

Education for teamwork and work with the community

Manpower development in the planning of services often receives little at-
tention. In many Member States no manpower policies and plans exist.
Where they do, they often contain no relevant programmes of education for
teamwork. If personnel are to be prepared to perform tasks directly related to
identified service requirements, cooperation will be needed at all levels
between decision-makers in health and education, as well as in other sectors
that are concerned directly or indirectly with health development. At present,
frequently little or no cooperation exists among professionals, between levels
of the health service, and between other sectors (such as housing and trans-
port) and the health system. Sometimes, participants reported, there was
even a lack of cooperation between members of the same discipline, such
as nurses at the primary and tertiary levels.

Throughout the Conference, poor communication and lack of know-
ledge regarding each other’s objectives were identified as important impedi-
ments to effective teamwork. This inevitably resulted in a lack of collabor-
ation and coordination of effort.

No sector, and likewise no profession or discipline, can function properly
in isolation. Activities of one impinge upon the goals of another — hence the
need for constant consultation to ensure the development and implementation
of planned programmes of care. Coordinated planning at the community level
should make it possible to link primary health care closely with other sectors
in joint efforts for educational and service programme development.

Health personnel form part of the community in which they live and work,
and a continuing dialogue between them and the rest of the community is
necessary for harmony of views and activities. There are many ways in which
the community can participate in care of the elderly, but it must first be in-
volved in assessing the situation, defining problems and setting priorities.

A clear, rational policy is needed that will promote community cohesion
and foster the coordination at local level of all relevant sectoral programmes,
that will build up the capacity of communities, and that will ensure control of
funds invested in services and the personnel providing them. Community par-
ticipation also requires mutual support between government and community,
reinforced by mutual feedback. It is the responsibility of government to
stimulate this kind of support, to set up the necessary coordinating mech-
anisms to pass or amend legislation and, whenever applicable, to provide
sufficient human, material and financial resources.

36



To plan and manage approprate services, the right kind of infor-
mation is essential, but the collection of information should always be
kept to a minimum. Any information gathering and analysis should be an
integral part of teamwork and should not be carried out separately. Com-
petence in observation and data collection is a required skill of members
of all disciplines.

SERVICES RESEARCH

Whilst a considerable amount is already known about the nursing and medico-
social needs of elderly people and could be put into practice immediately,
much still needs to be learned. Are studies being undertaken in the most
useful way? What do we need to know to improve current practice? Nurses
at the Conference particularly identified long-term and psychogeriatric care as
two areas in which improved nursing practice is long overdue; nursing should
be based on sound research findings, yet both these areas are neglected fields
of nursing research. The full potential of nursing’s contribution to health
care of the elderly depends on a scientific basis for clinical practice; not only
is new knowledge required but mechanisms for ensuring its use in practice
need to be identified and developed.

Resources are finite and their use must be carefully considered and planned.
Attention should therefore be given to the relative cost of various strategies to
meet the present and changing needs of an aging world population.

Accountability to the public for the humane use of knowledge in pro-
viding effective and high-quality services is the hallmark of professions. Other
guiding considerations are the anticipated problems, an appreciation of where
nursing and medicosocial work can make its most beneficial contribution,
and projections regarding decisions that nurses and medicosocial workers
will have to make in the coming decades.

Nursing research develops knowledge about health and the promotion of
health over the full lifespan, about the care of persons with health problems
and disabilities, and about ways of improving the quality of life. All have
special significance in relation to elderly people.

Conference participants suggested that examples of research consistent
with practice priorities include the following.

1. Identification of determinants (personal and environmental, in-
cluding medicosocial support networks) of health (prevention of disease,
disability-and premature aging), e.g. avoidance of behaviour such as chemical
dependency, successful adaptation to a chronic disability or disease and the
conduct of an individual’s own dying.
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2. Development and testing of care strategies to:

— facilitate an individual’s ability to adopt and maintain health-
enhancing behaviour;

— enhance a patient’s ability to manage a chronic illness, condition,
disability or handicap to minimize dependency and to maximize
wellbeing;

— provide effective care to high-risk groups, including very old and
chronically sick people; and

— design and assess, in terms of effectiveness and cost, models and
strategies for delivering nursing care found to be effective in clin-
ical studies.

The economics and politics of the present or any future health and social
service care system cannot be divorced from quality, types of services and
control. To ensure care of high quality, there must be practitioners concerned
with measuring and maintaining care at a predetermined level. In all coun-
tries nurses and medicosocial workers with appropriate advanced education
are needed to undertake such studies.

CONCLUSIONS

Participants emphasized that elderly people do not constitute a homogeneous
group; they are active members of the general population and have responsi-
bilities as such. The extent to which they are able to meet these should be
taken into consideration when health and social services are planned, and
elderly people and their families should be represented in this planning.

One of the principal needs of elderly people in many societies, and one
that the Declaration of Alma-Ata addresses, is that of equity. Conference
participants agreed that elderly people are often the poorest and most dis-
advantaged members of contemporary society, and that this was unacceptable
socially, economically and politically.

. It was recognized that in the field of health care of the elderly much
needs to be done and also undone. Many nurses and medicosocial workers
lack an appreciation of how their own education, deep-seated values and
beliefs affect their attitudes towards the care of elderly people. Some have
never had opportunities to experience the reward that comes from helping
people to understand and adopt healthy lifestyles and attain, or regain
and maintain, the independence possible within their physical, mental and
educational capabilities.
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The concept of nursing as a hospital-based profession still prevails in
most Member States. This, together with the sharp dividing line that often
exists between hospital and community, has had a detrimental effect on the
development of comprehensive care for elderly people. Nurses and medico-
social workers have not always assumed their complementary responsibilities
in helping individuals, families and communities to optimize physical, social
and psychological functions.

Devéloping nufsing and medicosocial services for the elderly

1. To achieve health for all by the year 2000, reorentation of health
programmes is required in many countdes, with activities arranged in
three main programme areas: (2) promotion of lifestyles conducive to
health; (b) reduction of preventable conditions; and (c) provision of care
that is adequate, accessible and acceptable to all. Translated into a health
care of the elderly programme for nurses and medicosocial workers (among
others), these activities include:

— at the primary level, hazard control and health promotion;

— at the secondary level, early detection and assistance with treat-
ment to stabilize, control or repair, or to prevent an impairment
from becoming a handicap; and

— at the tertiary level, rehabilitation (including continuing care) and
terminal care.

High-risk groups are not only those with physical impairment; socioecon-
omic deprivation also results in high risk. One major contribution by the
providers of nursing and medicosocial services could be to the country’s pri-
mary health care programme. This is likely to require a shift in emphasis
from an individual approach based on the medical model to one related
to social structure, health policies and wider socioeconomic issues of present-
day society.

2. While a range of health and social services is often indicated to meet
the needs of elderly people, resources for formal services are finite. Self-
care and voluntary services should never be used as a substitute for pro-
fessional care, but effective and imaginative planning to include cooperation
with volunteers and other lay people could help to provide supplementary
help to old people. Both nurses and medicosocial workers should participate
in, and in some instances even initiate, such collaboration so as to achieve
concerted action. Both disciplines also have special responsibilities to pro-
vide teaching and supervision for such auxiliary and lay personnel who
participate in nursing and medicosocial services.
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3. The longerterm care of elderly people, especially those in geriatric
and psychogeriatric wards, should ‘be given priority, and services provided
should reflect their needs. In many Member States, long-term care of elderly
people is a neglected area, emphasis usually being placed upon acute hospital
care. Nurses everywhere need to be convinced that helping people to main-
tain optimum health and function is one of the most important services they
can provide. Working as independent practitioners able to admit into and
discharge from the health care system, nurses are able to take full responsi-
bility for providing long-term care in all settings, with members of other
disciplines contributing to the care plan as'and when required to do so. This is
one reason for the urgent need to form a cadre of nurses who are able to
function effectively in providing a continuity of health care for elderly
people from hospital to community and vice versa.

4. Nurses and medicosocial workers should also take responsibility for
contributing to total care services during terminal illness. This is likely to
include care of the dying person’s family and friends in the form of practical
help and psychological support. In turn help, support and counselling should
be made available to team members of all disciplines who provide long-
term and terminal care.

5. Times of crisis and loss are frequent and highly significant periods in
the lives of elderly people. Surveillance, while respecting every individual’s
right to privacy, should be such that when these events occur the individual is
swiftly supported and helped by appropriate members of the primary health
care team.

6. At present, inadequate and unconcerned care is often given to the
elderly, infirm and disabled since ““accepted standards of care” have as yet
not been adequately defined. Professional workers in all settings should
expect to have to account for their individual actions, and both nurses and
medicosocial workers should be prepared to measure and evaluate qualita-
tive as well as quantitative standards in the health care of the elderly.

7. Education of the general public is very important. More attention
should be paid to this, especially in relation to people of influence, in-
cluding political decision-makers. Nursing personnel should assist in educating
people about the physiological, social and psychological processes of aging,
so that the inevitable changes wrought by them come to be accepted as
a normal part of the life cycle. Lay people caring for the elderly in their
homes are likely to have special needs for knowledge and help with the
development of basic nursing and rehabilitative skills. Nongovernmental
organizations should be encouraged to help provide suitable educational
programmes for the public. To ensure that elderly people and their families
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