
The Elderly: a Challenge to the General Hospital:
Conference Papers, Dublin, March 25-26th, 1993

Item Type Conference Presentation

Authors Department of Health (DoH)

Citation Department of Health (1993) The elderly: a challenge to the
general hospital: conference papers, Dublin, March 25-26th,
1993. Dublin: Department of Health.

Publisher Department of Health (DoH)

Download date 25/05/2023 02:56:53

Link to Item http://hdl.handle.net/10147/575366

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/575366


I 

I 

I 

I-i 

~ 
tI1 
t"'"' 
d 
tI1 
~ 

t< 

> 
n 
::c 
> 
t""' 
t""' 
l'!1 
Z 
C\ 
l'!1 
>-I 
0 
>-I 

~ 
C') 
l'!1 
Z 
l'!1 
::0 
> 
t""' 

::r: 
0 
til 
." 
::j 
> 
t""' 

o 
r-
< 

J: 
3: 
Ci') 

i~ 

1 • 

:1 

'Comite H'ospitalier de la Communaute Europeenne 
Hospital Committee of the European Community 

THE ELDERLY· 
A CHALLENGE TO THE GENERAL HOSPITAL 

Conference Papers 

DUBLIN 
March 25-26 1993· 

EUROPEAN YEAR 
OF OLOER PEOPLE AND 
SOLIDARITY B£JWEEN GENERATIONS 

1993 

C 
I'TI Edited by Ruth Barrington and Mi(ha~1 Hyland M.D., F .R.C.P.l. 

'QLV : HMG UE 
--'" 



Library & Information Unit 
Department of Health 

" Hawkins House, Dublin 2, Ireland. 
t Tel: + 353 -1 - 6714711 ext 2749/2750/2751 
~ Fax: + 353 - 1 - 6711947 

.. 006347 
~--------------------------... 
~--------------------------

" , 
.. :;~-' 

.,~ .. , . 
" )":-i., .. ;.: :.f . .. ' 

. ~ .' 

L 



THE 

ELDERLY 

A CHALLENGE TO 

THE GENERAL HOSPITAL 



ACKNOWLEDGMENTS 

The editors wish to express their thanks to 
Susan Reilly, Louise Cash and Adrienne Brunty 

. for their work in the preparation 
of this publication. 

ISBN 1-873820- 30- 5 

Design and typesetting by 

LANGLEY FREEMAN. 
design group limited 



TABLE OF CONTENTS 

Opening Address 
Mr Brendan Howlin TD, Minister for Health ...................................... 2 

Mr Peter Gommers, Director, Commission of the European 
Community ......................................................................................... 8 

Session I - Identifying The Trends 
Illness in the Elderly - Identifying the trends 
Dr H.P. Meier-Baumgartner, Senior Consultant "Albertinen Haus", 
Hamburg .... : ...................................................................................... 13 

An Ageing Population _ The Demographic Trends 
Mr Jean Pierre Poullier, PrinCipal Administrator, Social Affairs and 
Industrial Relations Division OECD .................................................. 29 

Social Implications of an Ageing Europe 
Prof. C.P.M. J(nipscheer, University of Amsterdam ........................... 35 

Economic Implications of an Ageing Europe 
Dr Margret Dieck, German Centre for Geriatric Issues in Society, 

Berlin ................................................................................................. 45 

Session II - The General Hospital and The Elderly 
The General Hospital and the Elderly 
Prof. Davis Coakley, Director, Mercers Institute for Research on 
Ageing, St James's Hospital/Trinity College Dublin .......................... 60 

Linking the Hospital and the Community 
Dr M. Ignacio Riesgo Gonzalez, Director, Hospital Central 
De Asturias ........................................................................................ 77 

Rehabilitation - When should it begin? ~~~fE'~iJ-of~ 

~:~~~;k B~itt~.~~~g.~~~~~:~~.~~~~ti~~.~l.~~.~~~~i~t!. ~'fl2i~1~ ~;94 '\ 1 

. . ' HEAL1):IY 



Planned Discharge of Elderly Patients 
Prof. RW. Stout, Dean of Faculty of Medicine and Professor of 
Geriatric Medicine, Queen's University, Belfast.. .............................. 95 

Session III - The Elderly in The General Hospital 
The Elderly Patient in the General Hospital 

Prof. Raymond Tallis, Professor of Geriatric Medicine, University of 
Manchester ..................................................................................... 103 

Communication - The Human Face of the Hospital 
Ms Christine Hancock, Director, Royal College 
of Nursing,London .......................................................................... 121 

New Technology and the Elderly 
Mr Maurice Rochaix, Honourary - Inspector General for Social 
Affairs .................. ; ........................................................................... 131 

Designing a Friendly Environment, 
Mr Frank Jackman, Chief Architectural Adviser, Department of 
Health, Dublin ................................................................................. 141 

Rapporteur Report 
Dr Michael Hyland, Consultant Physician in Geriatric Medicine, Cork 
Regional Hospital .................................... , ....................................... 151 

Closing Statements 
Mr Padraig Flynn, Commissioner for Social Affairs, Commission of 
the European Community .............................................................. 159 

Dr M Ignacio Riesgo Gonzalez, The Hospital Committee of the 
European Community .................................................................... 163 

List of Participants ................................................................... 166 



THE 

ELDERLY 

A Challenge to the General Hospital 

Official Opening 

Mr Brendan Howlin, T.D. Minister for Health 

Mr Peter Gommers Director, Commission of the European 

Community 



Mr Brendan Howlin, TD. 

Minister for Health 

OPENING ADDRESS 

It gives me great pleasure to be here with you today to open this 
conference on The Elderly - A Challenge to the General Hospital. The 
C.onference, which is being organised by the Irish health services on 
behalf of the Hospital Committee of the European Community in 
association with the World Health Organisation, is a major event in 
the calendar of events to mark the European Year of Older People 
and Solidarity between Generations. The European Community has 

. designated this year to honour older citizens, to focus on the 
challenges and opportunities of an ageing Europe and to reinforce 
links between the generations. In partnership with the other 
member states, we are playing our part in focusing on the position of 
the elderly and of the challenges of an ageing population for national 
and Community policies. I am delighted to see so many 
representatives of our partners in the European Community and 
even further afield participating in this Conference. To all of you I 
extend a hearty Cead Mile Failte (hundred thousand welcomes) and 
hope you will have a very pleasant time in Dublin. I hope that you 
will find time within the tight time schedule of the Conference to 

enjoy at least some of the delights of our capital city. I would also 
like to take this opportunity to express my thanks to the European 
Commission for its support for the Conference. 

'1'he Greying of Europe 
One of the great achievements of western societies in this century 

has been the opportunity provided to the majority of citizens to live 
to old age .. Economic and social progress and improved health 
services have reduced premature ~ortality. Life expectancy is 



increasing in all member states of the European Community. The 
implications of this great achievement· - of adding years to life, has 
not been thought through fully, either by individuals or by society. 
There are over 60 million people in the European Community who 
are aged sixty and over. One in five of the population of the 
Community is an older citizen. The ratio is set to rise to one in four 
by the year 2000. In Ireland, there are 528,000 people aged 60 or 
over or one in seven of the population. In Ireland too, the elderly 
population is growing. The expected increase in this country in the 
number of elderly reaching advanced old age is dramatic. It has been 
estimated that between 1981 and 2006 there will be 

• a 20 per cent increase in the number of people aged 75 and 
over and 

•. a 28 pei cent increase in the number of people aged 80 and 
over. 

Implications for Health Services 
These demographic trends raise questions about the economic and 

social consequences of everyone living longer. In the health services, 
we have a particular responsibility to examine the implications of an 
ageing pOP!1lation because illness increases with age and because 
older people avail of a share of health services which is 
disproportionate to the size of the elderly population. The good news 
is that most older people are in good health and are participating 
actively in the social and economic life of their communities. It 
would also appear that the proportion of health care consumed by 
the elderly in the 1970s, about four times as high as for persons 
under 65, declined slightly during the 1980s, despite the rapid 
increase in the number of older people. This suggests that financing 
health care for the elderly may not be as great a problem as 
suggested some years ago. 

However. the question of how one organises health care most 
effectively for the growing elderly population must also be a1:ldressed. 
Although the majority of the elderly are fit and healthy at any time, 



a minority have significant medical problems which require 
treatment in general hospitals and on-going support from the health 
services. We must rnsure that older people receive a health service of 
the highest quality that is appropriate to their needs. The purpose of 
this Conference is to examine how the general hospital can best 
serve the needs of the elderly population. The elderly, in all the 
member states, are major consumers of general hospital services. In 
this country just under a quarter of adrriissions and over 40-per cent 
of bed days in acute hospitals are accounted for by persons' over the 
age of 65 who represent no more than 11 per cent of the total 
population. 

Throughout the member states of the European Community, older 
people are frequently kept in acute hospitals because they lack 
family or other support at home, because specialist geriatric care is 
not available in the hospital or because of poor co-ordination with 
long term care facilities. It is clear that an efficient division of labour 
between the various sectors of care, the development of specialised 
services for the elderly in general hospitals and an adequate supply 
of nursing home places are essential to developing a comprehensive 
response to the needs of the elderly population. The general hospital 
is a key element in the overall care provision for the elderly, and, as 
such, must be geared towards helping old people who become ill to 
return to live independently in their own homes. if the hospital fails 
to provide immediate or expert care for an elderly person who falls 
ill or needs rehabilitation, prolonged length of stay, unnec:essary 
suffering and increased disability are inevitable consequences. 
Moreover, those providing services in the community can lose 
'confidence and morale if they are called upon to provide a level of 
care and support for which they are not equipped. 

General hospitals fortunate enough to have a department of 
medicine of the elderly are at an advantage in avoiding these pitfalls. 
Such departments ensure prompt admission of elderly persons, 
specialist assessment and treatment, rehabilitation and in many cases 
continuing support in a day hospital on discharge. 
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In Ireland the development of specialist geriatric departments and 
the appointment of consultant geriatricians in general hospitals has 
been one of the most significant advances in the care of the elderly. 
By the end of this year, these departments vv:ill be operating in 17 
general hospitals around the country. This will mean that just under 
half our general hospitals will have specialist departments of 

. medicine of the elderly. It is the policy of my Department that all 
general hospitals should have the benefit of a specialist geriatric 
service. 

Changing Attitudes 
The European Year is also about changin'g attitudes. Changing 

attitudes to the elderly and changing the attitudes of ' the elderly. It is 
interesting to note that the elderly are often referred to as if they 
were somebody else. As if they were not our parents or ourselves in 
years to come. How we as a society view older people is extremely 
important. We should be careful of the stereotype we have in our 
minds of this group more often referred to as "the elderly". The 
notion we so often hold, that ageing and pathology are identical, that 
the aged will inevitably be physically and socially impoverished must 
be challenged as it is not true. The majority of older people are 
healthy and fit. It is time we began to change attitudes amongst the 
elderly themselves and to encourage a more positive attitude to 
ageing and the elderly in the population in general. 

Economists sometimes portray old age as a burden on the younger 
generation, because of the taxes and social security contributions 
which must be paid by those in employment to fund pensions and 
health care of older citizens. To this argument we must reply - yes -
there are economic and financial consequences of everyone living 
longer but each generation of people in their active years must 
accept a responsibility towards the support of the elderly so that 
when they in turn grow old, younger people will support them. 

The findings of a recently published Eurobarometer Survey on Age 
and Attitudes are interesting. The survey indicates that the people of 



Europe hold older people in high esteem and believe that national 
governments and the Community as a whole should do everything 
possible to promote their welfare. These findings point to a very 
powerful intergenerational solidarity between young and old which 
provides much hope for the future. I am particularly pleased that in 
terms of respect for older people, Ireland came top of the league of 
member states. 

The Elderly in Ireland 
We are fortunate in this country to have a strong family tradition. 

Elderly members of the family are treated with respect and the 
majority of dependent elderly are cared for at home. Only 5 per cent 
of the elderly at any time are being cared for in long-stay hospitals 
and homes. We also have a vibrant and resourceful voluntary sector 
which plays a major part in promoting the welfare of the elderly in 
our society. Over the last twenty years, state financial benefits to the 
elderly have risen faster than the rate of inflation and on the whole, 
the elderly have a reasonable level of income. The elderly have 
benefited from the improvements in the h~alth services during the 
same period. Most elderly people own their own homes and are 
happy to live there for as long as possible. 

The Years Ahead 
The objectives of Irish Government health policy, as set out in the 

Report The Years Ahead - A Policy for the Elderly is to" support 
the care of dependent elderly people at home for as long as possible 
and to ensure that when the elderly can no longer be cared for at 
home, that there are appropriate specialist and extended care 
facilities to meet their needs. The priorities of service development at 
present are to strengthen the capacity of the health services to care 
for the person at home, to provide more specialist facilities in acute 
hospitals, to reorg"anise our system of nursing home care and to meet 
the needs of the increasing numbers of elderly mentally infirm. 
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The Conference 
The purpose of this Conference is to highlight the challenge of 

providing first class care to an ageing population in general hospitals. 
The Organising Committee hopes that at the end of the Conference 
participants will have a better understanding of the social and 
economic implications of Europe's ageing population, the role of the 
general hospital in meeting the medical needs of the older person 
and how the older person can best be cared for in the general 
hospital. The Conference is organised in three sessions with· one 
session focusing on· each of these issues. It will provide a first class 
opportunity to learn from the best practice in member states of the 
European Community. I am impressed by the range of experts who 
will be presenting papers on these themes over the next two days. I 
feel sure that the Conference will stimulate improvements in the 
care of elderly patients in general hospitals, a goal shared by policy 
makers, health professionals and hospital managers in every member 
state.· 

Conclusion 
May I conclude by wishing you well in your work. I hope that you 

will find the various papers and discussions informative and 
beneficial to your important task of caring for the ~lderly. 



Mr Peter Gommers 

Introduction 
Mr Chairman, Minister, Ladies and Gentlemen, I am delighted to 

be here today to greet you on behalf of the European Commission to 
this conferenc~. I am particularly pleased that we have been able to 
join in this major event together with the Irish Government on a 
major issue for older people. -

Demographic Change 
The theme of this meeting is a key one for all of us, I would like to 

suggest, because it is a key qne in human terms. The statistics are 
familiar: 60 million people are aged over 60 in the European 
Community today. That means one in five people, and the numbers 
are set to rise to one in four by the year 2000. Increased life 
expectancy is a major contributing factor to those figures: since the 
1950s life expectancy at birth has risen by as much as 10 years in 
some EC countries, and numbers of people in the over-80 age group 
are rising steadily. 

Transformation of Society 
Behind these figures is a growing body of older people who are 

living longer, healthier, more active lives than ever before. People for 
whom later life is not seen as a sort of postscript to the "mainstream" 
activities of paid employment .and childcare but as an age of 
opportunity in its own right. Increasingly we are beginning to 
recognise that older people playa crucial role in their societies, 
whether this is in caring activities within their families, or in 
voluntary or paid employment. Moreover, general improvements in 
living standards and health mean that many are beginning to see this 
time as one in which travel, educational and leisure opportunities 
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can be explored. Media interest has focused on the older person as a 
"consumer" and a number of sectors, particularly the travel and 
tourism industry, are beginning to wake up to the fact that an 
important part of its market is over 60 years of age. The "youth 
culture" of yesterday is coming to an end and older people are 
invading the traditional domains of youth. To take just one example 
here from the European Community, around a third of people aged 
between 60-74 in the Netherlands are involved in some kind of 
sporting activities. 

This transformation in the structure of society and in the 
expectations of older people poses major challenges, and not least in 
the field of health. The good news, which I have just emphasised, is 
there, but ·so are the problems. If older people are to play the major 
role in their families and communities which they seek, and if they 
are to enjoy the quality of life which they deserve, there is a number 
of barriers which must be broken down. The challenge of preventing 
disease and promoting good health is one which faces governments, 
researchers, health professionals and family members in all EC 
countries. While the great majority of older people live in their own 
homes without specialised care, it is still clearly the case that they 
will suffer from health problems more frequently than younger 
persons. The high prevalence of morbidity among older people leads 
to an overproportionate use of health services. In Germany, for 
example, pensioners represent only 29 per cent of all sickness 
insurance members but they require 41 per cent of the benefit 
expenditure of the statutory sickness scheme. In Greece only 13 per 
cent of the population is aged over 65, but this age group occupies 40 
per cent of available hospital beds. A challenge, too, for olderpeopie 
themselves, who are no longer content to remain the passive 
recipients of health care but who are increasingly seeking support 
which will enable them to take responsibility for their own health. 

The Community's Response 
The major issues raised by the ageing of Europe's population have 
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been recognised by governments at the European level, most notably 
in the EC programme· in favour of older people which run~ for three 
years from 1991. This conference takes place during the culmination 
of that programme in 1993, a year which has been designated the 
European Year of Older People and Solidarity between Generations. 
The Year is already well underway. Many here will be familiar with 
the objectives of" the programme, which is concerned with raising 
awareness of the implications of the demographic changes which are 
taking place, and with promoting the exchange of information, 
experiences and views between Member States. The Council 
Decision on the European Year defines the area of health problems 
in old age as one of the k~y issues to be addressed in this process of 
mutual learning, and there will be a range of activities throughout 
1993 looking at aspects of this theme. Among those projects the 
present conference has a key role in focusing specifically on the role 
of the general hospital. That is to say that it will be looking at the 
problems of older people with major health difficulties, requiring 
special and expert care. The organisation of hospital services to meet 
these needs and the co-operation between hospitals and other 
service providers are central to the well-being of some of the most 
·vulnerable members of society. Member states vary in their 
approaches to this challenge, but the work of the European 
Community's Observatory on Older People pointed to a number of 
"live issues" in many countries. As well as pointing to the increasing 
numbers of older people who are relying on support from hospitals, 
the report also indicated that in many member states the nature of 
that support is being looked at closely - in particular the need to 

ensure that older people are successfully reintegrated into society 
after specialist medical care has been provided by the hospital. For 
the modern hospital is not an isolated institution; it is part of the 
community and plays its role in association with a .host of other 
agencies in caring for sick older people. 

The European Year will help to focus on the needs of older people 
but Community action in this field by no means starts and ends with 
the current Programme in favour of Older People. Even if we simply 

10 



consider the economic dimension of the Ec' with the completion of 
the Single Market, there are a range of issues including the mobility 
of health professionals or implications for the pharmaceutical 
business which need to be addressed. Member states have gone 
beyond this, however, by undertaking a number of specifically 
health-related joint activities - health awareness ca,mpaigns and 
research which can have a particular relevance for older people. 
Policy and organisation of health care are and remain matters dealt 
with at the national rather' than Community level, but member 
states have underlined the value which they attach to co-operation 
of this kind through the inclusion in the Maastricht Treaty of a 
specific article relating to the prevention of disease and the 
protection of health. Past and current activities include campaigns on 
the prevention of can~er and cardio-vascular disease and research 
dealing with age-related problems. Research has focused on 
developing measures for preventing and' coping with dependency in, 
later life, understanding the interaction of ageing and disease, 
developing treatment regimes and exploiting knowledge for 
preventive purposes. A special. mention is perhaps due here to 
research on mental and neurological illness, which has a tragic effect 

, on the lives of an important minority of older people. Dementia now 
affects some 3.5 million people in Europe, of whom around half are 
suffering from Alzheimer disease. Within the context of the EC 
Medical and Health Research Programme, which ran from 1987-
1991, a number of projects dealing with brain pathology were 
undertaken such as the EURAGE programme on diseases of ageing 
and a study of the risk factors in Parkinson's disease. It is a sign of 
the growing importance attached to research in this field that a 
complete section of the new Biomedical and Health Research 
Programme is devoted to mental illness and neurological 
programmes. 

Scope for Further Cooperation 
Much then has already been undertaken at the Community level 

but the scope for further co-operation is wide. The challenge facing 
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Europe is a major one: the ageing of the population means are-think 
of policies and practices and a re-adjustment of perceptions in all 
areas of life. This European Year of Older People aims to stimulate 
this process of reflection and understanding but at the same time it 
points to opportunities. Opportunities for older people to playa full 
and valued role in their societies; opportunities for Europe to benefit 
from the skills and experience of a group of people too often 
underestimated and marginalised. Protecting the health of older 
people is in all our interests and involves a wide range of players. 
This conference has brought together scientific and medical experts, 
government representatives and delegates from organisations which 
work with and for older people. The task which has been set is to 
look at what has been done here in Ireland and elsewhere in Europe 
within the context of hospital work, to assess the lessons and then to 

look to the future. We are pleased to be able to co-operate in this 
task with Ireland, which has played such an enthusiastic and positive 
part to date in the EC Programme for Older People. Our thanks are 
due to the organisers for assembling here an impressive body of 
experts in the field. I know you are in for a stimulating and hard
working two days and I wish you luck in your work. 
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SESSION 1 

ILLNESS IN THE' ELDERLY 

Identifying the Trends 

Dr H.P. Meier - Baumgartner 

Senior Consultant" Albertinen Haus" Hamburg 
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Dr H P Meier - Baumgartner 

Introduction 
The purpose of this paper is to present various ways of reaching 

solutions to existing problems, in cooperation with elderly people, 
such that the result is not only a longer average lifespan, but also an 
increase in the number of what might be described as the healthy, 
independent years of life. 

Life Expectancy 

Increased life expectancy, a trend which is still ,continuing, must be 
regarded as one of the great successes of the century. The following 
figures help us t,o appreciate the full significance of this increase: 

Of every 100 people dying at the beginning of the eighteenth 
century, 

50 died before the age of 10 

20 between the ages of 10 and 20 

10 between the ages of 20 and 30 

6 between the ages of 30 and 40 

5 between the ages of 40 and 50 

and 3 between the ages of 50 and 60 

Only 6 lived for more than 60 years. 

At the beginning of the present century, life expectancy for women 
was 52.2 years, and for men 49.3 years. A recent estimate in 
S",:itzerland, made in 1990, placed life expectancy for men at 74 
years and life expectancy for women at 80.8 years. A similar 
percentage increase was noted in the life expectancy of sixty-five
year-olds. Before th~ First World War this was 10.7 years for women 
,and 10.1 years for men, whereas the corresponding figures for 1990 
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were 19.6 years for women and 15'Jl years for men. The increase in 
female life expectancy is particularly impressive. 

In this context it must be said that the higher life expectancy of 
women, as compared with that of men, cannot as yet be definitely 
accounted for in terms of biological factors or, indeed, in terms of 
any other known factors. 

Increased Dependency 
Something which is less well-known, is that of every 10 years 

added to one's life expectancy, only 3 of these years are healthy 
ones. The remaining seven years are spent in some degree of 
dependence. In other words, these elderly persons must be cared for 
by the family, by home-care services, in hospitals or in old people's 
homes. 

This applies in particular to the very elderly, whose numbers have 
grown disproportionately in recent years. The share of those over 
sixty five years of age in the total population of the Federal Republic 
of Germany is at present 15.49 per cent. This share will rise steadily, 
though not excessively, to 19.7 per cent by the year 2019, a figure 
that represents some 15.1 million people. The increase is partly 
attributable to a decline in the number of younger people. If one 
takes a closer look at the figures for those over eighty, however, an 
increase in their numbers of some 62.4 per cent can be estimated for 
the years from 1970 to the year 2000. These figures are especially 
important since it must be assumed that between 70 and 80 per cent 
of those over eighty will be dependent. 

One can see here a correlation, the greater the achievements of 
medicine, the higher the level of illness in the population. Patients 
who in the past would have died can now be kept alive, thanks to 
medical progress. One unavoidable consequence is an increase in the 
cost of the health system. 

In considering costs one must take into account not only the effect 
of longer life expectancy on increased rental payments, but especially 
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the morbidity and' the frequency of illness. From a scientific 
standpoint, therefore, greater importance is now being attached to 
identifying the biologicaL psychologicaL sodo-economic and 
environmental prerequisites for healthy old age. In the context of 
related studies, the term "healthy life expectancy" (in French, 
"esperance de vie en sante" or "esperance de vie sans incapacite" and 
in German, "Lebenserwartung in Gesundheit") has been adopted. 

Research into this field is important and is needed desperately. The 
first results achieved so far are also interesting. For both men and 
women over 50 years of age, for example, a significant correlation 
has been found between per capita income and life expectancy, 
though not between per capita income and life expectancy without 
disability (healthy life expectancy). 

Implications for Hospitals and Homes 
This increase in the number of years spent in dependency and 

illness is accompanied by a corresponding increase in the likelihood 
of spending time in hospital or in an old people's home. The figures 
for the number of days spent in hospital increase exponentially from 
the age of 45 to the age of 85. What this means is that the likelihood 
of being hospitalised doubles every 10 years. Although only 3-5 per 
cent of the population of those over sixty five years in Germany lives 
in such homes, the probability that a per.son who lives beyond the 
age of 65 will sooner or later live in such a home is very high. The 
likelihood that a woman aged over 65 will enter a nursing home, for 
example, can be placed at 25 per cent, whereas the likelihood for a 
man is 10 per cent. The likelihood of hospitalisation in a nursing 
home increases by a factor of four every 10 years, from the sixtieth 
year onwards. 

Ageing and Illness 
These statistics clearly indicate that although the advances in 

modern medicine, hygiene and social conditions made during this 
century have improved life expectancy remarkably, they have failed 

. . 
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to result in a corresponding increase in the number of years of 
health. The WHO objective, "to add life to one's years and not years 
to one's life" has therefore only been partially achieved. All efforts 
must now be made to reduce, as far as possible, the span of life spent 
in dependency and in illness. 

The ageing process as such is not an illness, although one's 
susceptibility to illness increases from year to year. The process of 
ageing is controlled by hereditary factors and by exogenic factors, _ 
that is everything exerting a physical, emotional or social influence 
on a living organism affects the clock by which it ages. 

This suggests that ageing implies a corresponding lack of 
homogeneity. We can therefore speak of biological ageing and of 
calendar-based ageing. Ageing as such is an integral part of life's 
social, emotional and organic processes. It is also - and this must be 
emphasised - a normal process, one that involves physical activity as 
well as psychological change and development. Organic ageing is _ 
determined by a process of atrophy, the loss of body resilience and 
elasticity, sclerosis, water-loss, and by fat increase, which has a 
particular influence on the loss of capability of the organism as a 
whole, on the decline of reserve capacity and on abatement of 
adaptivity and mobility. 

The cause of organic ageing can be traced to molecular, cellular and 
tissue alterations, the grounds for which have not as yet been
clarified. The transition to illness is gradual, while the speed with 
which this takes place is partly determined by the behaviour of the 
person affected. 

When illness occurs in the case of elderly patients this is frequently 
accepted with resignation by both doctor and patient. The four 
following expressions are (according to Brocklehurst) typical of those 
used to describe such illness: instability, immobility, intellect 
impairment and incontinence. 

Several illnesses can appear at the same time. Multi-morbidity is a 
known phenomenon and - what is less well known - can also appear 
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where individual organs, such as the heart, suffer from several 
illnesses, that is organo-polypathy. In such cases the heart of ail 
elderly patient might suffer from hypertrophy of the left ventricle, 
from valvular sclerosis and perhaps even from amyloidosis. Illness in 
old age stems in particular from the degenerative types of disease 
such as arteriosclerosis. Carcinomas are common, as are infections, 
inflammations and accidents. 

Both the doctors. and the patients themselves have t6 learn that 
symptoms of illness, in the case of elderly patients, are non-specific 
and that critical deterioration can rapidly occur, accompanied by 
social and emotional insecurity and an increase in the required 
convalescence period. 

As a re·sult, wide-ranging though precise diagnosis is needed, 
followed by specific therapy, avoiding, if possible, polypharmacy. A 
sensible approach must be taken by both doctor and patient. The 
risks associated with each form of treatment should always be 
considered and rehabilitative measures should be adopted. 
Pharmacotherapy in old age is the true art of medicine. 

The old adage "primum nil nocere", as applied to endangered 
homeostasis, is important. Elderly people need selective treatment,· 
not emergency treatment. At the same time a warning must be given 
against resignation on the part of the doctor as well as the patient. 
Irreversible suffering must be lessened, while illness that can be 
treated must be fought. 

Promoting Healthy Ageing 
If health is understood as the ability to live with defects, the 

present-day fixation on curai:iye medicine alone is no longer 
adequate. It is essential, at any rate, to attach more importance to 
the fields of preventive medicine and geriatric rehabilitation. 

The certainty that modern man will grow old implies for us all, for 
the individual as well as for society as a whole, that a more 
responsible attitude must be taken in dealing with both the body and 
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the soul. The aspects of prevention, rehabilitation and secondary 
prevention must be highlighted, both at the teaching stage and in 
day-to-day practice. We now know that it is not possible, in the 
modern world, to blindly exploit one's physical or mental abilities 
without subsequent consequences. This is especially true· in 
connection with nutrition, nicotine and alcohol. Successful ageing 
begins in one's childhood. As Dent put it, speaking of osteoporosis as 
far back as 1972: "Senile osteoporosis is a paediatric disease." This 
sentence was effectively a predecessor of the now generally 
recognised importance of "peak bone mass" in determining the later 
risk of osteoporosis. It relates to calcium intake frpm food. The 
conclusion is that health education must begin at an early age and 
that prevention must be seen as a compulsory subject in the training 
of everyone active in the health system. Regular medical 
examination geared to risk factors must also be required of elderly 
people. . 

Old age makes demands, on each and everyone of us: on the 
elderly, on those affected by illness, and on all the staff and 
personnel within the health system as a whole. It must be drummed 
home that good health cannot be bought, but must be re-won again 
and again. 

And something else which has always been known should again be 
mentioned in ihe health context: one of the most important factors 
contributing to ageing in good health is activity. This is really nothing 
new! Even Hippocrates described the beneficial effects of sporting 
activities. I quote: 

Craftsmen melt the iron with fire, which they force using the air 
we breathe. They take the available food away from the iron. 
Once they have made it pliable they hammer it and press it 
together. By feeding it with water it becomes strong. 

Man receives this treatment from his sports instructor. Fire robs 
him of his. available food by means of breathing. In this way he 
is loosened and beaten, rubbed down, cleansed and finally, 
through the provision of water, elsewhere strengthened. 
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One can see, in these images, what Hippocrates meant. Such 
training must not be confined to one's early years. It also has a role 
to play in the body's ageing process. Sports medicine has been able to 
demonstrate the value of training, even in old age, which is by no 
means synonymous with invalidity, decline and weakness, but 
possesses its own physical potential and capability. Man's maximum 
oxygen intake during -sports activity, for example, is significantly 
higher between the ages of 55 and 70 than that of inactive persons of 
the same age. It is said that fifty-year-olds who regularly engage in 
sports can still have the organism of a fifty-year-old at the age of 70. 
Activity does not confine its benefits to the body, but also affects the 
mind and the emotions. Old-age gymnastics also leads to social 
integration. 

The following type of sporting activity is especially suitable: cyclic 
sequences of motion, as in the case of hiking, swimming or cycling. 

Every ageing person should consciously adjust to the future, 
confronting it during his or her active years and resisting the 
temptation to suppress one's years. "Those who suppress old age are 
especially tortured by it, " said Voltaire. Or in the words of a Jewish 
proverb, "The fool regards old age as winter time, while the wise 
man sees it as harvest time." 

The Art of Ageing 
In the' World Health Organisation's book "The Art of Ageing" I 

came across nine questions that everyone should ask himself or 
herself: 

1. What are the basic prerequisites for healthy ageing? 

2. How should I live my life? 

3. How can I keep involved and in contact with other people? 

4. How can I take care of my mind and body? 

5. How can I create a good living environment? 

6. How can I adapt to constant change? 
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7. How do I find help when I need it? 

8. What can I do for society and, in particular, for other 
generations? 

9. How active do I want to be? 

Conscious living with respect to risk factors and good health in old 
age, will certainly reduce the number of one's dependent years. 
Allow me to give you some examples. 

High blood pressure is the main risk factor for a stroke in old age. It 
is an important risk factor in connection with heart failure and 
coronary arteriosclerosis. Where high blood pressure occurs despite 
preventive measures, regular control of the blood pressure can 
provide treatment and leads, as American studies indicate, to a drop 
in the incidence of strokes. 

Diabetes mellitus affects 30 per cent of elderly patients. The 
consequences are arteriosclerosis, neuropathies, renal failure. The 
risk of blindness is some 25 times greater for diabetics than for non
diabetics. Fifty per cent of all amputations not attributable to 

traumatic causes are traceable to diabetes. By timely treatment of 
those affected and by responsible behaviour with respect to 
nourishment and bodily activity, diabetes - and in particular the 
consequences of this disease - can be prevented in a large percentage 
of cases. The targets set by WHO, in its statement made in San 
Vincente, Italy, in 1989 are 

o to reduce the incidence of blindness due to diabetes by 30 
per cent 

• to reduce the incidence of diabetic renal failure by 30 per 
cent 

• to reduce the incidence of amputation as a result of diabetes 
by 50 per cent 

Similar comments could be made in connection with cardiac 
infarction, which again is primarily a consequence of incorrect 

21 



nourishment and lifestyle. 

For the prevention of arteriosclerosis it is important that we all 
take the "deadly quartet", as named by Kaplan in 1981, seriously. 
Obesity, hyperglycaemia, hyperlipidaemia, and high blood pressure 
are our arch enemies, leading to arteriosclerosis and thereby to an 
early death. 

Prevention measures are not only important in reducing the risk of 
arteriosclerosis however, but also in connection with osteoporosis. 

The occurrence of osteoporosis can be greatly reduced, in the case 
of post-menopausal women, by the intake of a combination of 
oestrogen and progestogen. Here, too, the behaviour of the patient 
plays a major role. Proper nourishment - a calcium-rich diet - and 
sufficient activity provide the necessary basis for hormone therapy. 

Reduction of bone substance leads to instability of the skeletal 
system and thus to pain. Once such- a pain syndrome has appeared 
one is caught in a vicious circle. The pain experienced leads to 
inactivity, the inactivity to further reduction of the bon_e substance, 
which in turn increases the level of pain experienced. The question 
as to whether every women should be treated with oestrogen during 
the menopause cannot be determined in this context. Every woman 
must be examined at the- time of the menopause, however, to 
establish the risk of osteoporosis. 

Decisive preventive measures which apply for all the types of 
illness mentioned are: regular activity, a balanced and none-too
calorific diet, a responsible attitude towards semi-luxury foods and 
tobacco, and mental and physical stimulation. Apart from these 
factors - and this can be mentioned, here, only in passing - one also 

-has to have the right genes in order to age well. 

Dementia 
The increase in the number of very elderly people has also led to a 

rapid rise in the incidence of Alzheimer disease and multi-infarction 
dementia. Whereas the latter can be avoided by preventive 
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measures, no real preventive treatment is known to date for 
dementia of the Alzheimer type. Further research is required in this 
field. 

Even though no causal treatment can as yet be offered for 
dementia of the Alzheimer type, caring for such patients and their 
families is an important task of the health system. The patients need 
medical advice. The main contact person, in' this connection, is the 
family doctor. It is estimated that 2-4 per cent of sixty five year olds 
suffer from dementia, whereas the figure for over ninety year olds is 
more than 30 per cent. More than half of all cases of senile dementia 
are caused by Alzheimer disease, 20 per cent have vascular causes 
and 10 per cent have mixed causes. Where illness occurs in old age, 
a health system is needed which is capable of providing appropriate 
diagnosis, treatment and accommodation for elderly patients. 

Gerontology and Geriatric Medicine 
The science and practice of gerontology and geriatrics will continue 

to gain 'importance with the rising number of elderly people. On the 
one hand, it is extremely important that research is conducted into 
the causes of ageing, so that premature ageing, the transition of age
related ailments to illness, can be prevented. Questions such as 
"What contributions are made by anti-oxidants in terms of 
prevention and treatment?" and "Should the elderly be given 
vitamins C and E, and possibly also aspirin on a regular basis, as a 
means of reaching a healthy old age?" desperately need to be 
answered. On the other hand, the field of geriatric medicine must be 
encouraged to advance. This applies in particular for Europe's 
German-speaking countries. 

With respect to the special aspects of illness in old age, all doctors 
should be aware that elderly people comprise some 60 per cent of all 
patients. 

Moreover, we need doctors who are prepared to take a special 
interest in the ill and the aged in terms of rehabilitation, long-term 
care and terminal care of the dying. 
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Such doctors understand the multi-dimensional aspects of 
assessment and are well acquainted with the typical old-age illnesses, 
their diagnosis, treatment, rehabilitative features and psycho-social 
components. 

Students in trall1ll1g must be instructed in medical and 
rehabilitative treatments suitable for elderly patients. The "learning 
by doing" approach, still widely adopted in many European 
countries, is no longer adequate. 

Rehabilitation is always an aspect of geriatric medicine. The 
catalogue of requirements for geriatric rehabilitation includes 
support for remaining abilities, prevention of secondary inability, 
training in substitute techniques and adaptation to the 
environmental conditions, as well as adjustment of these 
environmental conditions to the remaining abilities available to the 
patient. To fulfil these requirements a specialised medical team is 
needed. Apart from the doctor, this team must include trained 
nursing staff as the basis for geriatric rehabilitation, further 
supported by the physiotherapist, the ergotherapist, the masseur and 
medical-baths specialist, the logopaedic, the psychologist, the social 
worker and the pastor. 

Training in geriatric medicine varies greatly from one European 
country to another, reflecting its level of acceptance as a discipline in 
its own right, or as an auxiliary subject. 

Specialists in geriatric medicine can be found in a number of 
countries, in Great Britain, France, Italy and in the Scandinavian 
countries. In Germany an auxiliary designation for clinical geriatrics 
has been available for the past two years. There are, though, still 
very few specialist geriatric clinics in Germany. A questionnaire 
conducted by our establishment in the current year indfcated only 
100 such clinics, these being very unevenly equipped. 

Personally speaking, I regard the need for a chair in gerontology at 
every university, for a chair in geriatric medicine in every medical 
faculty, and for a department of geriatric medicine in every major· 
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hospital as being absolutely essential, given the continuing growth in 
the numbers of the elderly. 

In addition to hospital treatment, geriatric patients dependent on 
nursing care must be cared for in nursing homes. These 
establishments should no longer be purely custodial buildings, but 
should be homes providing not only nursing care but also 
appropriate living conditions and rehabilitation facilities geared to 
maintaining the health of the residents. 

Attitudes to Ageing 
Longer life means more responsibility. Improvement in the lot of 

the elderly can only be achieved by more positive, interested 
engagement. The basis of such engagement must be research into tpe 
related sociological, psychological and medical aspects of ageing. It is 
interesting to note that dementia was already known at the time of 
Christ. To quote Celsus: 

But insanity is really there when a continuous dementia begins, 
when the patient, although up till then in his senses, yet 
entertains certain vain imaginings; the insanity becomes 
established when the mind becomes at the mercy of such 
imaginings. 

Research into this condition first began, however, with Alzheimer 
in the 20th century. We need doctors who accept the elderly in the 
sense of Goethe: 

It makes a great difference whether one remains healthy and 
fresh in one's old age or is as lame and ill as a dog. A wise 
doctor can greatly influence this state of being. 

We need people who take a positive attitude towards ageing and 
are always determined to make the best of it. To quote Arthur 
Rubinstein who said, when he could no longer play the piano: 

Now I cannot play I'm the happiest person in the world ... it 
was getting boring iistening to myself and now I am enjoying 
listening to others. 
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Seneca said, on the same theme: 

It is not that we don't dare because it's difficult, but rather that 
it's dIfficult because we don't dare. 

A quotation from Cicero dating from around 200 years before 
Christ is also appropriate in this context: 

It is our duty to resist old age; to compensate for its defects by a 
watchful care; to fight against disease .... 

Much greater care 'is due to the mind and soul;for they, too, like 
lamps, grow dim with time, unless we keep them supplied with 
oil .... 

Intellectual activity gives buoyancy to the mind ... OLD men 
retain their mental faculties, provided their interests and 
application continue .... 

The aged remember everything that interests them. 

Ageing is not the problem; attitudes towards ageing are the 
problem! 

It is not only necessary that the medical sector takes a more 
committed approach to the field of geriatrics, but also that society as 
a whole adopts a more receptive attitude towards gerontology. What 
was once perceived by a few individuals only must nowadays 
become everyday practice in the process of maintaining one's mental 
faculties. Preservation of independence and normality despite old 
age, a return to normality despite the handicap of old age or illness; 
this must become our motto. We must also seek to preserve or to 
recover a maximum level of independence in conjunction with a 
minimum level of risk for the patient. 

Conclusion 
Ageing as a process can become the best example of how a 

responsible lifestyle in the context of a responsible society can serve 
to prevent illness and dependency, thereby ·leading - and this is a 
point worth emphasising - to major cost savings within the health 
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system. 

If we succeed in this aim, there will no longer be any place for 
Disraeli's well-known saying: 

Youth is a blunder, manhood a struggle, old age a regret. 
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Mr Jean Pierre Poullier 

"Life is short, art sizeable, opportunity fugitive, 
experience deceptive, evaluation difficult" 

Hippocrates 

Perhaps no quote more concisely enshrines the challenge to 
European society to respond appropriately to the ever changing 
demand of an ageing population than that of the father of western 
medicine. 

A few glimpses of these responses may emerge during this 
conference in which this session has been assigned the role of 
highlighting some background parameters. 

Demographic trends are part of the background parameters, but 
presumably the organisers did not invite a non-demographer to read 
0~1t loud pages of data indicating that the share of the elderly is rising 
and that rising life expectancy implies larger cohorts of very old 
people. Social policies are designed to alleviate the frictions 
generated by mismatches between demand and supply. Only a few of 
these will be lightly touched upon with some emphasis on the 
creative ability of men to innovate in the health component of the 
responses to ageing societies. As John Fitzgerald Kennedy once said: 

Some see the world as it is and ask "why"? 

I see a world that is not and ask "why not? 

It is difficult to attend a conference of this kind without listening to 
a string of complaints as well as a string of wishful thinking. May this 
contribution attempt to steer a middle course between setting some 
of the requirements of a social policy for the 1990s, yet be founded 
not on a vision but on principles in the making. 

Should health policy have to be enshrined in only four words, the 
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English language would have them all starting with the letter "E". 

Empowerment 

Equity 

Efficacy 

Efficiency 

I will argue that medical responses are often not the appropriate· 
answer to the problems of the elderly, but neither is medicine all of 
health, nor do the four "E's" apply to health only. 

Empowerment 
There is no valid health or social system that is not population 

based. Failure to ground these sy~tems on people, explains many 
failures, or at least suboptimal outcomes, of post World War II social 
policies. 

To avoid ·dwelling for long on a crude historical evaluation, let me 
only refer to housing. Administrative convenience led public 
authorities to become heavy investors in stone. Every deep-rooted 
economic recession highlights queues of people without a roof, while 
part of the subsidised housing stock is occupied by people with 
adequate means to buy accommodation in a competitive market. 

Population based systems by necessity must rely on an assessment 
of needs. Once enunciated, however, the principle is full of 
conceptual intricacies which cannot be resolved in just a minute. Let 
me cite a couple .. Who determines needs? A bureaucracy? 
Academics through research? The potential beneficiaries? Society at 
large because it pays through taxes or otherwise? As we all know, 
the answers are many and some will have different responses 
depending on the time of day. Bureaucrats want it one way, while 
taxpayers or potential beneficiaries prefer it another way. How are 
different needs expressed by the right respondents aggregated? Again 
responses when given, may vary depending on circumstances of life. 

Change is taking place in social policies in general, and in health 
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systems in particular, to empower the potential beneficiaries. Again a 
few illustrations of this principle. 

It is now ethical (another "E" concept) to tell patients about the 
condition of their health and it is increasingly common to let them 
have a voice in the decision-making process affecting the treatments 
they mayor may not receive. 

Societal change goes, however, well beyond some, involvement in 
therapeutic decisions. It gives people a direct stake in the process of 
choice when there is an alternative. In Denmark, since October 
1992, patients requiring hospitalisation are no longer assigned 
bureaucratically to an in-patient institution. In Sweden, for a range 
of elective surgical procedures, patients not obtaining satisfaction 
'within three months from their assigned hospitals may ask any 
public 'or private hospital to provide the service and their district of 
'origin must pay for it. In Italy, where dissatisfaction with the 
cu'mbersome way in which care is delivered has reached a high level, 
a bold decision was taken on 28th December 1992 to transform its 
USL (Unita Sanitarie Locale) from ~dministrative bodies into Aziende 
(Public Enterprises). 

That move puts Italy (at least notionally) on par with most of its 
European Community partners. The European health systems 
reforms of the 1980s and early 1990s are almost without exception 
dissociating finance from delivery, a principle whereby money 
follows the patient. The reforms are recent and it is too early to 
assess them definitively. 

Empowerment moves beyond access to one's own file and more 
humane treatment into local participation in future delivery 
structures. Let me limit at this stage the enunciation of population 
based social and health systems to the explicit recognition of 
empowerment. The elderly have as yet not been very vocal in 
demanding participation in delivery structures, but just as they have 
been vocal in relation to old age pensions, they may tomorrow turn 
their attention to greater empowerment in the health services. 
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Equity 
Equity is another population based issue to reckon with. 

Europeans are justly proud of their past success in developing 
institutional and financial mechanisms which allow few people to 

fall through the safety net of social protection. But access should not 
be confused with' outcome. Health is too often measured by its' 
absence. Society pours too many resources into ineffective activities 
and lacks funds for other activities which might achieve greater gains 
in health. If knowledge is still scant, there is, however, the beginning 
of a quest for greater emphasis on health outcomes. As disease and 
dysfunctions affect the elderly in greater proportions than younger 
people, societal trends are in keeping with the principle of 
population based social and health systems. 

Equity also implies fairness in burden sharing. There can be no tax 
reform, no modification of the relative scale of social contributions 
without an explicit decision on a fairer burden of sharing. The 
comparative analysis in Equity in the Finance and Delivery of 
Healthcare, edited by Eddy Van Dorslaer, Adam Wagstaff and Frans 
Rutten, Oxford University Press, 1993 provides a fresh and highly 
commendable analysis of the determinants and measurement issues 
of fairer burden sharing and benefit distribution in a European 
perspective. There is little doubt that this pioneering effort will 
generate changes in policies pursued in Europe. Some changes will 
affect the elderly both as contributors to these policies and in the 
choice of benefits available to them from the public health system., 

Efficacy 
Efficacy or effectiveness, should not be viewed as some economist's 

obscure criterion. It is a fundamental characteristic of a population' 
based health system which may be easily illustrated by a triple quest 
for outcomes, quality and satisfaction to be found in all health 
system reforms, even if the relationship means to the end is 
questionable; 

Outcome targeting is to add years to life to years. This is no longer 
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a publicist's slogan. Borrowing from the labours of research, the 
OECD health data files contain a table on life expectancy in good 
health, that is life expectancy free of a major disability. While the 
indicator is still rudimentary it points towards the wish of the 
population to live longer in a state of functional· ability to perform 
daily activities, a concern of the elderly more than any other 
category of the population. 

That indication may be supplemented by another from the OECD 
data files, concerning potential years of life lost for various causes of 
avoidable death. Society no longer lacks means to redirect its efforts 
towards specific sub-objectives in health. While the exact 
specification of. the indicator requires, for instance, measurement at 
age 70 instead of 65 to prevent an easy but false association of 
retirement age with decline in social value, this type of instrument 
empowers populations to direct their research priorities and their 
investment priorities towards a social prioritisation. This is not an 
easy task but it is becoming possible. 

Time constraints prevent me dwelling for long on this new 
emphasis on effectiveness, but some numbers may highlight its 
relevance. During 1992, a health reform undertaken in Stockholm 
County yielded: 

Hip Replacement + 50% Waiting Lists - 30% 

Coronary ByPass + 50% Productivity + 8% 

Cataract Operations + 70% Surgery + 7% 

with not only a greater throughput and a reduction in the inequities 
of waiting lists but also greater consumer satisfaction. The procedures 
listed affect mainly the elderly. The information systems are not yet 
fully accurate but the change to a population based health system is 
unmistakable. 
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Professor C.PM. Knipscheer 

Introduction 
The notion of an ageing society refers explicitly to a changing age 

composition of the society. All European societies demonstrate 
clearly such a shift towards increasing older age groups and 
decreasing younger age groups. In some countries it started earlier, 
in others later. The most important background to this recent shift in 
age composition is the unprecedented decrease in fertility, for Europe 
falling from 2.63 in 1960 to 1.59 in 1990, a decrease of about 40 per 
cent. For Ireland these figures fall from 3.76 in 1960 to 2.17 in 1990 
(Walker, et..al, 1993). While the fertility figures of Ireland are in both 
cases the highest in Europe, the decrease in fertility is considerable. 
Thus Irish society will also have an increasing proportion of older 
people in the next decades. 

In the next few pages I will try to touch on a few issues that have 
been discussed in the.context of ageing societies. In my view some of 
the earlier. comments have been too superficial. The notion that an 
ageing society is a threat to the welfare state appears to be so 
convincing in itself that it looks like a trap. A critical analysis of the 
central issues is badly needed. 

First of all I will consider the challenge of an ageing society within 
a perspective of the decline of the welfare state. Next I will warn of 
the dangers of demographic myopia and stress the relevance of a 
comprehensive long term view. After these two issues I will analyse 
four assumptions on ageing societies to- see to what extent they 
remain to be considered as causes of serious problems in the ageing 
process of our societies. 

A Preliminary Perspective 
In considering what would be your first associations with the 

theme of the social implications of an ageing Europe I felt pretty sure 
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that it would be something like the "burden of an ageing society"," 
the burden of increasing numbers of elderly in the next decades", or 
"a disproportionate number of over 6S year olds in our future 
societies". However, this is not the way I would like to summarise 
the situation. By dramatising now the aged society of the future, we 
not only blame the elderly of the next century - being most of us -
but it will also affect the older generations of today. ( I am surprised 
that existing old peoples associations do not protest against the 
ongoing discussion of the "burden of the aged society"). Those who 
have built up the welfare state seem to be blamed, because the 
welfare arrangements of this society are not fully tuned to the new 
demographic economic and political situations .of the coming 
decades. While blaming the older generations of today would not do 
justice to their initial contribution to the western welfare state, it 
shows at the same time that the political and economic problems of 
an ageing society should be approached from a much broader 
perspective than that of the welfare state, in order to reach a re
integrated system of welfare provision. This would imply a 
redistribution of contributions, and the creation of a new balance of 
rights, obligations and opportunities. This links the discussion about 
ageing societies to the issue of welfare pluralism and the shifting 
welfare mix evolving all over Europe. By bringing the discussion to 
this level I am able to avoid the notion that the restructuring of the 
welfare state is needed only because of the ageing of the society. It 

seems to be too easy to take short cuts in argument by saying that in 
the next decades the number of elderly will double, so the costs of 
the welfare for the elderly will double and this we cannot afford. 

Demographic Myopy 
.J 

The basic facts of population ageing are unchallengeable. We know 
existing age distributions. Life-expectancy is likely to continue to 
increase and nobody expects increases in. birth rates large enough to 
modify the ageing tendency of the existing population significantly. 
Since the 1970s there seems to be little disagreement about the social 
and economic consequences of population ageing. Population ageing 
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has been seen, in scientific meetings, journalistic commentaries and 
political statements as a threat to prosperity, social services, inter
generational relationships, innovation and technological 
development. Some re-appraisals are beginning to emerge' (see 
Gutman 1987; Lasiett. 1989, Butler, and Gleason 1985; van den 
Heuvel, Jamieson, Isley and Knipscheer 1992). 

Actually, the consequences of an ageing population are an 
amalgam of many factors. Some, such as age distribution are 
relatively predictable, but most are dependent on either biological, 
economic or social changes for which predictive criteria are very 
speculative, at least when applied to 30 years or more away: 
However, this does not allow us to take the demographic forecasts 
for over 30 years and to apply them to the economic or medical field 
of today! It would be easy to show graphs for most European 
countries which demonstrate increasing costs of health care 
associated with the ageing of the society, ali subject to the well 
known condition "other things being equal". However, we have to 
look at the changes over time in all areas of concern, and not only 
the demographic figures. 

Thirty Years Back in History. 
In order to demonstrate the scale of changes which can be implied, 

I would like to remind you of the meaning of differences over time 
and invite you - for a while - to take one step back in time. The time 
our grandfathers were ageing, in about 1960. How different was 
their social context of ageing, their format of retirement, their 
income conditions and living arrangements, and other related socio
economic political circumstances? As Riley and Riley phrased it 
recently: Ageing is not a-historical; to have been 60 in 1960 is quite different 

from being 60 today and from being 60 in 2020. (1989) Members of 
different birth-cohorts age in different ways. 

An Optimistic Balance of Longterm Changes 
The optimistic scenario accepts the basic demographic facts but 
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points out that the idea of general population ageing affecting 
developed countries equally and' at the same historical point is 
overstated. The increase in the proportion of the elderly over the 
next 30 years will be 1.3 per cent in Ireland and 9.5 per cent in 
Japan while in the UK the proportion of the population aged 65-plus 
has already reached a peak. However, the peak dependency ratio 
here, as well as in many other countries, wiII not occur before 2020. 
There is plenty of time to adapt and, even more importantly, the 
pace of other changes is so great and the time interval so long that 
the impact of a change in age structures is likely to be very small 
compared with that of other socia\, economic and political change. 

Impacts on an Ageing Society 
Now I would like to explore four areas of importance in relation to 

the process of population ageing in order to estimate tne fu~ure 
development of a number of components within each of these areas. 
Such an analysis may give us, tentative as it may be,' a more 
differentiated outlook on the possible changes over the next decades 
and their consequences for the ageing of the population. I will 
discuss and go over the following areas: (1) demographic and macro
economic issues, (2) issues related to retirement and the labour 
force, (3) issues related to age-groups and social relations and (4) the 
functional abilities and health of older people and the impiications 
for services. For each of the areas I will give an overview of. the 
issues and only comment on some of them. 

a. Demographic and Macro-Economic Issues 

The demographic and macro-economic issues are: 

• Future birth rates 

• Future life expectancy, and particularly the upper limits of 
survival and the proportion of the population to reach them 

• Distribution of resources between generations 

• Attitudes towards collective responsibility for ensuring 
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adequate living standards for retired persons 

• Future levels of productivity 

Most examples under these headings make the mistake of applying 
the demographic projections to today's economic and social 
conditions - whereas they should be applied to various dates in the 
future. For example, projections of population should be paralleled 
by projections of production. These would of course be speculative, 
with wide margins of error, but, short of world economic disaster, 
they are likely to be more realistic than the use of today's levels. 
Experiepce over post-war years has shown a steady and substantial 
decade~by-decade expansion in production and a rise in standards of 
living. Continued into the future, even at a more pessimistic lower 
rate, such economic growth would more than offset population 
change. 

The argument that ageing itself will slow down economic growth is 
equally suspect. It is based on unproven assumptions about the 
relationship between individual ageing and innovation (not 
comprehensively analysed) which cannot be applied to population 
ageing. The generation of growth is dependent upon many political, 
economic and social factors, which are overwhelming compared with 
the relatively small and gradual changes in age-structure. 

b. Retirement and Labour Market Issues 

The retirement and labourmarket issues are: 

• The intellectual and physical nature of work 

• The acceptability and efficacy of training of older workers 

•. Attitudes to work and retirement among older workers and 
employers 

• Age-related career patterns 

• Changes in the proportion of women in paid work 

• The length of education, i.e. the proportion of young adults 
not in productive work 
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• Trends in expenditure on education 

o Patterns of unemployment and retirement 

Similarly, many assumptions about adaptability and adaptation of 
the labour market to the changing age structures are either 
unproven or incomplete. A major assumption is that economic 
vigour and the vigour of youth are linked. This is a highly dubious 
assumption in the modern corporatist world where decision making 
structures and processes have no necessary linkage with age. The 
assumption about the lower ability of older persons to adapt may 
also be exaggerated, being based on past employment experience in 
which little attempt has been made to re-train workers or, as seems 
more likely in the future, to make arrangements for up-dating or re
training throughout working life. It is probably true that, other 
things being equal, management would prefer to replace older 
workers with cheaper, younger workers, but things are not often 
equal and the present wage/qge arrangements where older persons 
get higher wages or salaries just because they are older, is an 
inherited custom which like other features of employment contracts 
is negotiable, and therefore in principle changeable. 

c. Age Groups and Social Relations 

The age group and social relations issues are: 

• Changes in kin structures and networks 

• Directions of inter-generational support 

• Numbers and proximity of potential support 

o Work and other commitments of potential carers 

• Capacities to maintain supportive networks: unew'~ elderly are 
more experienced, socially mobile, educated 

• Opportunities and potentialities to reduce dependency by 
technological innovations: 

• household technologies 
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• communication technologies (alarm, shopping,~ .. ) 

• mobility 

In this area there is also a reverse care scenario to be considered. 
The fit young elderly are increasingly, in terms of age, vigour and 
numbers, in a position to help their children in household and family 
activities, and there is evidence that subst~ntial financial help is 
given. Dependency is not a one-way phenomenon. 

Furthermore, one has to be aware of the real longterm effects of 
demographic change. It is argued again and again that families are 
getting sn:aller and this would reduce the care potential of adult 
children for impaired parents. However, the change in the size of the 
family does differ greatly between countries and over periods of 
time. Earlier cohorts had on the average more children. However, at 
the age of 70 or over, the parents of many of them had died. 

d. The Functional Abilities and Health of Older People 

The functional abilities and health of older, and the i~plications for 
services include issues such as: 

• Changes in functional abilities of older people, their capacity to 
retain and learn skills, to be retrained, 

• Older people as resources in the labour market and in the 
community: 

• as caregivers 

• as volunteers 

• concern with the holistic approach in life, with the spiritual 
aspects of life, to balance the overemphasis on pragmatic 
aspects among the young 

• Changes in "healthy ageing" life expectation, in the care needs 
of older people and their demand for services 

o Intensity, efficacy and efficiency of health and social services 
for an ageing popUlation, 
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• Increasing integration of informal and professional care 

The ill-health and dependency of the elderly population is 
frequently exaggerated. Longer survival reflects better health than in 
previous cohorts of elderly persons. We are talking about persons of 
55-60 ~pwards of whom the great majority are physically and' 
mentally healthy and capable of carrying out their daily activities 
without external assistance. 

The nightmare scenario of decrepit parents is, and is likely to 

remain, a most unusual occurrence. Just how far functional abilities 
will be extended in later years as life-expectancy has been, is still a 
matter for speculation, but without _ adopting the more extreme 
hypotheses it seems most unlikely that disability will increase at'the 
same rate as life-expectancy. 

Structural Lag 
Some of the issues underlying the pessimistic outlook on an ageing 

:society have been questioned, most could only be mentioned. 
However, all of them have to be analysed in more detail. Some of 
them will support the pessimistic scenario, many of them will go 
more in the direction of the optimistic view. Those who are 
concerned about the future of an ageing society have to remain 
aware that the vast majority of older people, leaving the labour 
market between 55 and 65 and having 15 to 25 years in good health, 
are well equipped to manage their own lives and most of them have 
the prospect of a reasonable income for the rest of their lives. Most of 
the time we underestimate their aspirations and their capacities. To 
explore these resources will be one of the main challenges for the 
next decades. In this context the first generation gerontologists Riley 
and Riley launched recently - being 80 years old - an important 
notion. Their notion is of a structural lag, because the age structure 
of social role opportunities has not kept pace with the rapid change~ 
in the ways people grow old (1989). According to these scholars 
there is a mismatch between the strengths and capacities of 
mounting numbers of long-lived people and the lack of role 
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opportunities in the society to utilise and reward these strengths. 

Conclusion 
By questioning the pessimistic scenario of ageing societies I. have 

tried to present a more optimistic one. It has been my intention to 

show that to worry over an ageing society is one side of the coin. 
Such a perspective carries the risks of narrowing one's scope and 
damaging the older generation in our society. That is why I tried to 

explore a more comprehensive and optimistic outlook. M'any of the 
components discussed contain layers of assumptions within them. 
The nature of the assumptions made will determine the predictions 
of future scenarios. It is therefore necessary to make such 
assumptions absolutely clear and sUbJlct them to closer scrutiny and 
testing and continuously to do so. Nevertheless, these observations 
suggest that whilst the percentage of elderly persons in the 
population is increasing, the 'burden' is not likely to increase 
proportionately. 
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Dr Margret Dieck 

Introduction· 
The population of older people has reached an impressively high 

number in Europe, but their social, economic, and political power 
has hardly any effect because of its assimilation, like all other age 
groups, in the overall national context. The economic aspects of an 
ageing population are being discussed with reference to a potential 
shortage of labour, in conjunction with the question of financial 
resources for the elderly, in relation to consumer matters and use of 

. services. 

It is necessary to distinguish between the subject matter, which is 
at the centre of the discussion, and the direction to take for achieving 
it. Since the debate on future shortage in the· labour force does not 
contribute to the development of an ·incentive system for older 
employees to continue working, it may prepare in policy terms for a 
check on the redistribution of income and in the final analysis may 
also be given this function. Disagreement over the capacity to 
finance the elderly fails to appreciate that the live population must 
be ·financed from the current national product earned, and from the 
existing supply of goods and services. Deferring the cost burden to 
the time axis corresponds in the final analysis to the distribution of 
the financial capacity. The use of assets to finance older people 
means either refraining from consuming or dis-saving, in the case of 
which the overall economy of both processes is affected. In other 
words, it is necessary to consider carefully t~e desired effects, quite 
separate from the problem, that security undertakings given by the 
state relating to the elderly must be complied with. It is the task of 
state policy not only to reflect the potential use of wealth, but, in 
particular, the other end of the income spectrum, the high 
prevalence in the Ee of poverty among the elderly. 

Older people are inevitable and calculable consumers in the 
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economy and, in particular, in the services sector of social security 
and health care and in this regard are a stabilising factor. The services 
sectors controlled by experts are subject to various rationalities, 
whereby the providers of services as a rule are pressing for 
expansion, while the financing authorities try to operate in a 
restrictive manner. The health system is the perfect example of these 
problems and the recipient of services makes little contribution to 
their solution. 

The European population is ageing from region to region at a 
different rate. An increasing number of countries find themselves in 
a situation of shrinking population and yet by 2010/2020 there will 
be growth again. The shrinking of the population arises from the 
lower or reducing number of births, the increase in life expectancy of 
the elderly, a situation whereby more people have passed the ages of 
60 and 65 years. The 14 per cent of over sixty five years old amounts 
to a total of 340 million people. In terms of numbers, the elderly 
represent as many people as the population of Portugal and Spain. 
They come near the overall population of France or Great Britain 
and Northern Ireland, or Italy. Looked upon in this. way, they 
constitute a major force, not alone in individual regions, but also for 
the European Community and the policy pursued by it. Because old 
people do not act collectively, as the population of a country is 
represented by its government, the impressive overall number is lost 
in national and European average values and their influence, any 
political and economic importance may even be less. 

Shortage in a Situation of Surplus Manpower 

Since the beginning of the 1970s, and at the latest the beginning of 
the 1980s, a policy reducing the participation rate of older workers 
was initiated in countries in northern Europe, in addition to which 
older employees were removed from employment. This occurred 
under the pressure of growing unemployment. Older employees 
were (and continue to be) particularly affected and remain in 
unemployment until such time as their pensions are provided. The 
required age differs from country to country; it varies from 55 to 65 
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years of age. The official pension age varies as well as the age at 
which the social security measures facilitate the early change-over to 
definitive retirement (KOHL I, REIN et al. 1991). 

With regard to the former Federal Republic, it can be seen how the 
respondents always seemed to think about an early retirement age, 
even a retirement age of 50 years, in the mid 1980s. The official old
age limit of 65 years has for most people lost its meaning. In the 
knowledge that there is perhaps pressure for greater performance on 
the part of their employers and younger colleagues, people adapt to a 
long phase beyond employment. It need not be a phase of inactivity. 
It involves.a process of carefully considering goods at a time when 
the finality of the remaining lifespan is known, in other words 
dealing with a limited time horizon. D~cisions in favour of 
retirement are not infrequent. Provided that there is good financial 
security, such decisions may optimise welfare in individual cases 
(DIECK 1988). 

State policy and the economy have worked together in order to 
offer a variety of social welfare possibilities following the ending of 
employment and before the official pension age -possibilities relating 
to invalidity, offers of early pension, partly linked to raising social 
welfare benefits through the private economy and with 
compensation. 

Southern Europe is barely affected by these developments as a 
result of the low level of industrialisation and the poor structure of 
the social security system based on transfer payments. The authors or 
the First Report of the European Community Observatory on 
Older People think it conceivable that these countries as well as the 
countries of northern Europe will enter a situation together where 
the problems of high unemployment exist at the same time as 
problems of shortage of labour and the financing of income security 
in old age is increasingly difficult (ALBER, GUILLEMARD, WALKER 
1991 :21). In the production as well as the services sectors efforts to 
provide adequate work places for older employees on a wider basis 
do not seem to have been made yet and measures for further 
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training are seldom available to older employees. No incentives have 
been created to extend employment to an older age than heretofore 
and to confront the future shortage in the labour force which is 
being talked about. Industry and the services sector in the north may 
place their hopes on the importation of workers from countries with 
a higher proportion of younger people. Policy may also come to grips 
with this option (d. ego KLOSE 1993; BUTTLER 1993). From the 
point of view of the Federal Republic, it is not to be ruled out at least 
that the discussion about shortages in the labour force of the future 
being a burden on the economy at the same time as looking after an 
increasing number of old people is aimed inter alia at the creation of 
a climate in which the distribution of income for the benefit of old 
people can be restricted. 

Financing of Older People 

It is an economic truism: that all people, who at time X live in 
region Y, are dependent on products and services, which are 
obtainable at the time in the region, which are produced and on 
offer there (with specific short time delays and more important 
marginal changes). In this regard there is no distribution of burdens 
in the future in the goods sector. Older people, like those of other 
groups must be "supported" at any time, cannot be left hungry or 
allowed die because of neglect. 

The financing of older people is a question of the distribution of 
purchasing and con~umer power. It is a question of the proportion of 
the social welfare budget in the overall budget and also the 
distribution of public and private consumers. Employment income 
could be higher, taxes and contributions should not have to be 
deducted in order to ensure subsistence and services required for 
older people. The public finances could shrink, were they not tied up 
in the manifold mechanisms for the redistribution of financial 
resources for the benefit of older people in the country. 

But what does this mean? What does the process mean? If there is 
no structured system of social security for older people, then the 
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higher incomes inter alia must be used, in order to make savings in . 
each case for old age. A higher capital fund would be created since 
this in the final analysis would be a special capital cover procedure 
for financing older people. Or, it would involve a savings process 
during the working life, to be followed at a later age by a dis-saving 
process. The security risk for individuals would be much higher than 
is the case with collective benefits, which are based on the spreading 
of risks. In addition, security in old age would be threatened to a 
greater extent by currency erosion - and processes of slow, gradual 
inflation continuously take their course in the highly-industrialised 
countries. Collective benefits funded either by taxes or contribution, 
are less likely to be affected by problems over time, since they are 
paid in a continuous manner, adapt easily to limited inflation and 
moreover allow for a good forecast in relation to consumption and 
savings interests if income allocations are affected. 

Large capital funds on the other hand are on the whole financially 
much less calculable, including the risk of capital exodus. 

In this connection, the assets - ,monetary 'assets, securities, real 
property - of older people have to be considered. There are 
calculations as to how much the ass'ets of older people are worth 
now and in the future at national and EC level. Life inheritance is 
also being discussed as well as the effects of inheritance, because 
with a shrinking population more middle-aged and older people 
have greater assets. If income security policy is toying with these 
assets in relation to older people, it does so with the not always clear 
objective of reducing pension payments, even if this reduction in a 
slower growth situation and for appearance reasons may not consist 
of actual reductions. This for~es one partly towards giving up 
consumption and partly towards dis-saving. This using up of assets 
gives rise to the next generation' not being able to have recourse to 
them, i.e. the pressure to use up assets cannot be kept up 
continuously over a generation of older people as at sometime in the 
future there will be no longer any assets available. This mechanism 
can only be outlined in a superficial manner in order to show, that 

50 



with the using up of assets the philosopher's stone was not also 
found from an overall social and economic point of view. 

Another political effect must be taken into account. The state 
security undertaking for older people is being more or less 
strengthened in some European states by own expenditure of those 
concerned by means of contribution payments. Added to this are the 
quite significant additional security systems of the economy as well 
as of the public service. Changes in the old-age security system can 
only be modified in the very long term while maintaining 
commitments entered into: generations who were given the 
undertaking and on whom contribution payments were imposed, 
must die out before a complete change of the system can be brought 
about, at least in a state which respects legislation in place. That 
means, changes, crucial savings are not to be achieved in the shott 
term. 

Many states pursue a policy of wealth creation for large sections of 
the population. People value ownership of land as an important asset 
as a rule. A change in wealth creation policy for employees in the 
direction of wealth reduction policy for· older people could fail by 
being considered discriminatory against older people. It is more 
fundamental to ask about the limits of state legislation regarding 
interference with goods which have been protected for many years. 
Wealth is the subject of private, individual ownership, insofar as the 
law lays down no general obligations and it is subject to taxation. 
The undertaking of income security in old age and hedging against 
risks is a state obligation, which in our opinion is not offsettable (in 
this discussion the protection of great wealth is not involved and not 
the maintenance or even the reinforcement of existing dispa.rities). 

The calculation of average income and reference to wealth all too 
often cover up the lower end of the income spectrum, from low .. 
income to poverty. This involves a living situation with little or no 
wealth security, relating issues to human rights and the protection of 
human dignity. If. the. poverty criteria of the EC is applied (income. 
within a margin of 50 per cent of national average income), then the 
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under-25s and over-65s throughout the community are the groups 
in greatest poverty. Poverty may be a temporary condition or it may 
determine large parts or even be predominant in the course of a life. 
If older people, in particular, older women" form such a notably high 
proportion of the poor population a'nd poor older people are 
relatively important in the overall population the reason is because 
of their life trends; but central and effective as a whole is the 
situation whereby older people show a higher dependence on 
transfer payments of the State or the large social security systems. 
On the one hand these transfer payments give rise to the "remaining 
numbers of poor", on the other hand, it is certain that redistribution 
measures reduce considerably the numbers of poor among older 
persons (KOHL 1992: 288 et seq). From the policy point of view, 
those participating in the discussion are divided into those ~ho ask if 
we can afford this increase in poverty, and those who question 
whether we can afford this level of poverty without damage to 
society as a whole. 

The Consumer PO,wer of the Elderly 

The consumer power of older people is increasingly becoming a 
recognised economic factor: firstly, because of their overall number; 
secondly,' because of the relatively high income and wealth of a 
section of older people (in perhaps the upper third of the "spectrum 
of prosperity" in older people); thirdly, it should also be added that 
those with average to low income have a stimulating effect on the 
economy, since up to 100 per cent of their income goes into 
consumption, including pension increases. 

In EC countries there has been, with the exception of the southern 
Member States, a growing tendency for the generations of a family 
to live separately. This tendency, reinforced by the increasing 
inclination, in particular of women, to enter second or third 
marriages at an older age, and to empti.asi,se self-reliance and 
independence, will lead to a dis-proportioriate increase in one
person households. As the level of goods . consumed is household- ' 
related, the number and equipment of households are more' 
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important than the number of consumers (SCHNEIDER 1992:85). 
Even in the case of zero growth of the population, the demand 
arising from the increase in the number of households will therefore 
go up. 

Figures from the US market research illustrate this point. 
According to this research: 

• 32 per cent of 50 year olds and over (with 21 per cent of 
consumer potential of this age group) belong to the so-called 
simplifiers, the modest, traditional ones who want to live 
quietly at home; 

• 33 per cent belong to the so-called maintainers (with 33 per 
cent of consumer potential), who wish to maintain their 
earlier lifestyle in old age; 

• the' other 35 per cent (with 43 per cent of consumer potential) 
belong to the master consumers, that is to those happy to 
consume with considerable purchasing power (MICHAE~ 
1992:51). 

The latter is the group at which advertising is directed. 

Older people are a group of buyers not to be lightly ,dismissed 
neither in the free market of goods and services nor especially iit the 
market for social and health services governed by the allocat,ion 
mechanisms. As a" rough outline it is suggested that the 65 year,~olds 
and older in the Federal Republic account for: 

• about 90 per cent of beds in retirement and nursing homes. 

• 80 per cent of out-patient nursing services, 

• 50 per cent of medication, 

• 40 per cent of nursing days in acute illness hospitals and 

• about 30 to 35 per cent of patients of doctors established 
in their own practices. 

This information is even more telling when the "main buyers" 
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according to corresponding services can be distinguished clearly as 
over 80 years of age with reference to their economic importance. 

Because the demand for social and health services has the effect in 
situations, which for the old people affected are perceived as 
restricted, problematical and perhaps a cause of anxiety, the 
theoretical market importance could only be reflected, if access to 
these services is coordinated and directed not only by experts. That is 
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worthwhile and involves only the recognition of a significant and 
important linkage, the idea that many young people would be 
unemployed were it not for the demand for their services by old 
people. This idea can be taken a step further if the question is asked 
"who is at le.ast indirectly employed by old people?" One group is 
undoubtedly women. There will be employment available for 
women in a growing market and also jobs for part-time workers, 
even for part-time workers with relatively high qualifications 
(nursing, therapeutic, medical personnel). 

Nearly all countries ration social services for older people. In the 
European Community, Denmark is the great exception; the 
Netherlands has pursued a generous welfare policy. For cost reasons, 
an effort is made to keep responsibility for social and to an extent 
nursing services in the family, to move 'from services in the paid 
market, which older people need more with increasing age, and to 
assign them to the informal sector, if possible, outside the money 
market. If remuneration is paid to family members or professionals, 
then it does not often come under the level of P?yment conforming 
with the scales. At first sight, this is a "clear saving" of the state or 
the system of social security. However, on second view, this "clear 
saving" becomes "the person providing, the service doing so without 
payment." The services are not provided without cost; the provider 
of the service bears them. Therefore, there are no taxes, 
contributions etc. as a result of foregoing payment. 

It seems to us conceivable that the system is also of an antipodal 
construction: services are integrated into the market process, the 
monetary sector is expanded, the well-cared for self-sufficiency 
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economy changes into a free "recruitment" of the required services. 
The argument of a shortage of services does not apply, if personnel 
resources for private, informal nursing are there. The question is 
only how this potential can be mobilised and paid for. With regard to 
the forecasted shortage in the labour force, if it does come about, 
women and me'n prepared for gainful employment under the 
pension limit, who at least are in part providing nursing services in 
the home up t<;> now, will be recruited into the employment ·market. 

Single-person households are important also in respect 9f the 
demand for social services, including nursing. More and m9re,. older 
people live alone and run the risk of being dependent on assistance 
from others. The second most frequent household situation among 
older people is the two person household, the members of which 
look after each other as a rule and provide the necessary assistance 
as far as possible, as long as the situation continues. However, 
assistance provided could contribute towards providing stability, 
preventing problems, giving protection. In my opinion, referral to 
the informal network cannot hide the fact that a services 
infrastructure must be set up also in countries which have not yet 
adequate ones. This applies also to large cities of countries which still 
have the extended family structure in rural areas. 

Health Expenditure 

In the European Community five countries have a state health 
system and seven a contribution-based one. Expenditure does. 'n'ot ' 
vary primarily apart from this aspect of organisation and cOfnrot 
since the "medical mentality", which controls expenditure,' IS 
common to all systems just as the "economic reality" limits the 
growth of political and perhaps interest representatives. The object of 
the representative 'of "economic reality" is, simply, the effectiveness 
of the use of funds, and the more doubt that is cast on the health 
system, the less the marginal utility of additional demands on funds. 
In order to limit growth in expenditure, own-share procedures are 
used, obligatory or basic services are restricted in relation to 
additional services. For better· control of expenditure growth in the 
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state systems, the central governments monopolise decision making .. 
In the contribution-based systems, the legislator strengthens the 
position of the provider of resources (i.e. the sickness funds). In 
addition, there are also efforts to link coordination between medical 
and economic rationality to the process of provision of services, 
while it is placed on the lower levels of the services organisation and 
therefore decentralised. In this respect, there is also a "convergence 
of the course of reform" (as BERNARDI-SCHENKLUHN 1992 shows 
comparatively for the FRG, Switzerland, France, Italy and Great 
Britain). 

\ 

The BASYS Group has put forward a systematic analysis of the 
twelve health systems on the basis of available statistics. It shows 
that: 

It the average expenditure of the health system per head of 
population varies between 231 ECU/year in Portugal and 
1,429 in Denmark, with an average of 967 ECU/year, and 

It the proportion of expenditure of the gross national product 
varies from 6.25 per cent in Great Britain and 9.04 per cent in 
Luxembourg, with an average of 7.89 per cent in all countries 
overall (SCHNEIDER; DENNERLEIN, KOSE, SCHOLTES 
1992:22). 

The proportion of gross national product lie close to each other 
with very diverging actual expenditure. This overall economic 
burden which is fairly exact throughout Europe comes about in the 
case of differences in the provision of hospital beds (4.4 per 1000 
inhabitants in Ireland, 13.3 in The Netherlands), in the duration of 
stay in comparable sickness categories in the provision of places in 
old-people's and nursing homes (4.8 per 1,000 inhabitants in Spain, 
12.5 in Luxembourg), in the duration of stay in comparable sickness 
categories, in the availability of doctors in ratio of 1.3· per 1,000 
inhabitants in Ireland and Italy as compared to 3.7 in Spain). 
(SCHNEIDER, DENNERLEIN, KOSE. SCHOLTES 1992: 35, 3·6,40; 
BOARD OF EXPERTS FOR CONCERTED ACTION IN HEALTH 
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SYSTEMS 1992:134, 135). 

If the variations in the health system of the twelve EC countries 
are looked at they are greatest in the case of user costs for availing of 
medical services (16.7 per cent) and hospital use (164 per cent) 
(SCHNEIDER, DENNERELEIN,KOSE, SCHOLTES 1992:21). The 
welfare or insurance benefits cover, of course, mainly the costs of 
service for individual patients beyond his own share. In the Federal 
Republic where the costs of providing health care is at present the 
subject of passionate discussion, only 40 per cent of the population is 
informed about the basis for contribution collection (NOELLE
NEUMANN 1992). that means the experts controlling the health 
system organise and control themselves separately from the 
economic interest (and therefore separate from economic 
information) of actual drawees, patients and potential patients. 

The population of older people forms a large proportion of users of 
the health systems. They can only be made marginally liable, 
howeyer, for the increase in costs. This, at least, is not in dispute 
among health economists. 
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Professor Davis Coakley 

Introduction 
It is clear from the earlier papers that we now have a demographic 

structure in society which never existed before. This is a truly 
remarkable fact, the significance of which remains largely 
unappreciated. This lack of appreciation is apparent in the way the 
media portrays older people and in the failure of many institutions, 
including acute hospitals, to meet the needs of contemporary society. 

Emotive phrases such as "a demographic time bomb set to go off" 
and "a spectre is haunting Europe" are commonly used and the 
elderly are portrayed as relentless consuIpers of scarce resources. 
However the "spectre" which haunted Europe in the last century, 

. and in the early years of this century was the high mortality rate in 
children. For instance in Victorian Ireland half of all children died in 
the first eight years of life. It was a phenomenon which soCiety at the 
time accepted as normal and parents had large families to cope with 
the expected loss of some of their children. 

A number of people strove to improve this situation by tackling the 
. social and medical problems which produced such a high childhood 
mortality. In a lecture to his students in 1838 the great Dublin 
physician Robert Graves outlined the challenges facing medicine and 
society at the time. He described the appalling childhood mortality 
but he gave his students hope by telling them that advances in 
medical science coupled with a determined assault on poverty would 
allow far more people to live into old age. 

Towards the end of the last century advances in public health and 
pathology generated increased medical and scientific interest in the 
welfare of children. Many children lived in appalling social 
conditions at the time. Improved sanitation, nutrition. and housing 
began to make an impact and some doctors took a special interest in 
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the diseases of children. As a result the discipline of paediatrics began 
to develop. Admittedly this development took place against 
considerable opposition from the medical establishment. Arguments 
which have a familiar ring to them were advanced at the time. An 
editorial in the Journal of the American Medical Association stated 
that paediatrics should never become a specialty as it formed part of 
general medicine. Eventually it was recognised grudgingly that 
perhaps paediatricians might have a role in looking after children but 
only those who had significant social problems. Despite these 
attitudes, paediatrics develope~ as a specialty and there was a 
determined assault on the diseases of children. 

These pioneering paediatricians did not concentrate on the medical 
problems of childhood in isolation but they also acted as powerful 
advocates to change the social attitudes and conditions which were 
responsible for. so much ill health and misery in the earlier part of 
this century. Dr Robert Collis whose biography is included in my 
book "Irish Masters of Medicine" was an outstanding example of 
a paediatrician who fought for better conditions for children in this 
country both in hospitals and in the community. He also did heroic 
work with children in Belsen after the war. He spent his later years 
pioneering services for children in Africa. Today in our societies we 
see the results of the work of these committed and far sighted 
pioneers. Childhood is no longer an obstacle course in which half of 
the children fall at the hurdles. Children can now look forward to a 
long life. It is a major success story. It seems strange that we have to 
remind ourselves of this fact so that we can place in perspective the 
arguments of the prophets of doom and gloom in modern society. 

A Major Challenge 
If we understand this historical perspective then we are in a much 

stronger position to face the problems in health care today. Although 
many people live healthy and active lives into advanced old age, 
there is still an unacceptably high level of morbidity associated with 
the later years of life. Diseases such as Alzheimer disease, 
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osteoarthritis, stroke and Parkinson's. Disease bring misery. and 
suffering to many people. Many accept these diseases as an 
inevitable part of ageing, in the same way as disease and disability in 
childhood were accepted as inevitable in the last century. Such 
attitudes, whether held in the community or in the acute hospital, 
by health professionals, by politicians or by economists inhibit 
progress. The diseases of old age present modern medicine with a 
major challenge. The acute hospital has a particularly important role 
to play in facing this challenge. 

The number of elderly patients being treated in acute hospitals 
throughout Europe has increased during this century. In Ireland 
elderly patients comprise over 25 per cent of admissions and over 40 
per cent of bed days in acute hospitals. Similar figures have been 
reported in other European countries and in North America. 
Unfortunately however, attitudes in acute hospitals towards elderly 
patients are often less than positive. Such attitudes stem in part from 
the historical development of health care during the nineteenth 
century. In that period when labour was cheap, services had an 
institutional orientation. The acute or voluntary hospital was central 
to this system, concentrating on treating patients who were expected 
to recover quickly or to die quickly. In contrast the workhouse or 
poor law infirmary was expected to deal with patients of all ages 
with chronic illness such as tuberculosis. The destitute, acutely ill 
patient sought refuge in these institutions and over the years they 
accumulated wards of long stay elderly in-mates. Many of these in
mates were never properly investigated or treated and they were left 
to languish simply because they were old and poor. 

This approach lasted well into this century and it was from the 
workhouse infirmary which was associated with the West Middlesex 
Hospital in London that Marjorie Warren launched the revolution in 
health care of the elderly which led to the development of the 
specialty of geriatric medicine. Dr Warren took over 874 beds in 
1935 and within a decade she was running an efficient service with 
200 beds. In 1943 on the basis of her experience she emphasised the 
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importance of developing services in units based in acute hospitals 
where elderly patients could be investigated and treated actively thus 
reducing the need for institutional care. Fifty years after her historic 
paper, it is particularly appropriate, given the demographic changes 
which have taken place in the meantime, that we should evaluate 
again the role of the acute hospital in the management of elderly 
patients . 

. Accident and Emergency 
About 36 per cent of all persons admitted through the emergency 

departments of the acute hospitals in Dublin are over the age of 65. 
Most of these patients are referred to the hospital by their general 
practitioners. About 20 per cent of elderly patients admitted through 
the emergency departments are over the age of 75. From these 
figures it can be seen that dealing with ill elderly patients is a 
significant part of the workload of the accident and emergency 
departments of acute hospitals. It is sometimes claimed that many of 
the referrals of elderly patients to acute hospitals by their family 
doctors are inappropriate. However a study carried out in Dublin in 
1989 which surveyed accident and emergency practice found that 77 
per cent of those aged 75 or over needed admission because of a . 
medical or surgical condition. Similarly a Canadian study revealed 
that thr~e-quarters of medical admissions of patients over the age of 
85 were considered urgent and half of all the patients in this age 
group were admitted through the emergency department. Elderly 
patients in the acute hospital are there because they need the 
facilities and they are not, as they have been described in the medical 
literature, cuckoos in the nest. 

In a period of financial difficulty the costs of funding the acute 
health services are frequently discussed in the media.·In the debate it 
is often suggested that elderly people need caring as opposed to 
young people who need to be cured. We are frequently asked the 
rhetorical question should we put money into "care of the elderly" 
or into the "acute high technology services". This of course is often 

65 



used· as a convenient smoke screen to obscure inadequate funding 
for the health services in general. When an older person develops a 
disability, one can take one of two approaches. One can endeavour 
to compensate to some extent for the disability by putting in place a 
range of support services - home help, meals on wheels, home 
nursing etc. This has been described as the prosthetic approach. The 
other approach is to ask why has the older person developed the 
disability in the first place and then to ask can something be done to 
remedy the disability. This has been described as the therapeutic 
approach and it is always the approach that is taken when a younger 
person develops a disability. If a middle-aged woman were to 
develop difficulty in getting up from the sitting position she would 
quickly consult her doctor. She would be rightly amazed and very 
furious if the doctor were to reassure her by telling her that it was 
simply part of "middle-ageing" and that he would arrange a hoist, 
meals-on-wheels and home help. It may sound ridiculous but this 
approach is adopted by some doctors when dealing with older 
patients. It is plainly discriminatory. Supportive community 
measures should only be used when the underlying disability cannot 
be reversed by treatment. 

Research in recent years has shown that elderly people benefit 
from many of the advances of modern medicine and surgery. For 
example advances in iI).terventional cardiology such as angioplasty 
can revolutionise the quality of life of elderly patients with cardiac 
problems. Most people would agree that elderly patients who are 
losing their sight because of cataract formation should be operated 
on rather than being reassured and given a guide dog. However, 
there often appears to be a great reluctance to replace the diseased 
hips of patients with severe osteoarthritis resulting in pain and 
immobility. Instead they are given an extra four legs in the form of a 
zimmer frame and a prescription for analgesics. This approach cannot 
be justified and is a contemporary example of negative attitudes 
towards elderly people. Professor Grimley Evans, Professor of 
Geriatric Medicine at Oxford, has pointed out that the historical 
shadow of the workhouse still falls ominously over services for the 
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elderly and age appears to be still an acceptable criterion for denying 
a large section of the population access to appropriate health care. 
The investigation of elderly patients can now be done with greater 
safety and accuracy because of the remarkable scanning and other 
equipment available in most hospitals. Early diagnosis facilitates 
appropriate treatment with resultant early discharge. 

For a variety of reasons such as diminished cardiac and pulmonary 
reserves, older people succumb more quickly to serious illness than 
younger people. It is therefore imperative that they have prompt 
access to the acute hospital when they are seriously ill. In a two year 
study in our acute unit we have shown that survival in older people 
admitted from the community with pneumonia compares very 
favourably with reported survival rates in younger patients provided 
the older patients are treated aggressively by rehydration, 
appropriate antibiotics and physiotherapy. Less acute elderly patients 
who are referred to the out-patient service should also be seen 
rapidly. We have two senior visiting nurses attached to our 
department. All patients referred are seen within 24 hours at home 
by one of these nurses. The nurse has a standard proforma which 
documents essential nursing and social information and she also 
records the drugs the patient is actually taking at home. We have 
found that frequently this list varies substantially from the list which 
the general practitioner believes the patient is taking. The nurse then 
checks routine bloods and organises routine x-rays at the hospital. 
The patients are seen at the next out-patients, in a' matter of days, 
and the visiting nurses are also at the out-patients. The doctor has a 
full breakdown on the clinical, nursing and social background of the 
patient and the' results of the routine' bloods and x-rays. It is also less 
threatening for patients as they have met staff from our department. 
at home before ever arriving at the hospital. 

All acute hospitals should have properly resourced departments of 
medicine for the elderly. There is sometimes an insidious suggestion 
that sick elderly patients do not need access to acute general 
hospitals and departments of medicine for the elderly have been 
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established which have not had access to acute hospital facilities. 
Acute units, once established must be properly resourced. The only 
justifiable reason for admitting elderly patients to the ward of a 
department of geriatric ~edicine is that the unit is better resourced 
than any other unit in the acute hospital to deal with their problems. 

In 1990 the Irish Minister of Health, Dr Rory Q'Hanlon established 
a working party known as the Dublin Hospital Initiative Group to 

improve the integration and efficiency of the acute Dublin hospital 
services. The committee was chaired by Professor David Kennedy, 
Deputy Governor of the Bank of Ireland. The group looked at many 
aspects of the work of modern acute hospitals including their role in 
providing services for elderly patients. In their report the group 
noted that part of the difficulties which the acute hospitals face 
results from a lack. of sufficient flexibility to adapt to changing 
workloads. The report observed that most of the general hospitals are 
geared to deal with patients with specific acute illnesses. It went on 
to state and I quote:-

Such an orientation does not regard the management or care of 
the elderly patient, who may be admitted with multiple 
pathology and whose recovery may be slow, as a core element of 
the hospital's work. As a result, the dominant approach to 
organising the acute hospital system is at variance with a major 
element of its workload. The provision of appropriate care for 
the elderly must be planned and managed as an integral and 
indeed central function oUhe acute hospital. 

The truth of the report's assertion, that planning strategies for the 
elderly in acute hospitals has received little attention, is borne out by 
a study of the medical literature as there are surprisingly few papers 
on such an important issue and this is one of the first international 
conferences on the subject. It is not surprising then that medical staff 

. and administration in acute hospitals have a poor understanding of 
the issues involved. It is not just a matter of introducing new 
strategies although this is of course important. It is a situation which 
demands change at a deeper level - a change in attitudes and 
philosophy. 
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The traditional response of medical staff and administrators in 
acute hospitals when faced with elderly patients with multiple 
pathology whom they cannot readily move on, is to demand more 
long-term care resources. However this response is no longer 
adequate given the challenges we face today. The staff of acute 
hospitals must first put their own house in order. 

Labelling of Patients 
The attitudes of senior staff within a hospital have a critical 

influence on the quality of service which older patients receive. 
Senior consultants with negative attitudes towards elderly patients 
adversely influence the views of younger doctors training under 
them. It has been demonstrated that medical student attitudes 
towards elderly patients become more negative as they progress 
through medical school and are exposed to the negative attitudes of 
those whom they view as role models. It has also been demonstrated 
that this does not happen if they are exposed to senior teaching staff 
with positive attitudes to older patients. 

The labelling and stereotyping of patients within the general 
hospital is an important consideration. We have shown that if young 
doctors are asked how they would treat a certain condition in a 
geriatric p~'iient that the response was much more conservative than 
that given when they were asked how they would treat the same 
condition in an elderly patient. Another form of stereotyping is to 

portray older people as "bed-blockers". Bed-blocking is a very 
emotive and confused issue. Research has shown that figures for 
bed-blocking vary considerably not only from area to area but within 
the same hospital depending on who is defining the patients. Some 
physicians and surgeons view any e~derly patient admitted to their 
wards not in need of an. immediate procedure as a bed-blocker. 
Naturally lists based on such criteria will give a higher level than 
those based on more objective methods of assessment. It has been 
pointed out that the labelling and stigmatising of patients as bed
blockers can have a deleterious effect on the patient and could 
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actually lead to a need for long-term care for a patient who might 
have gone home had attitudes been more positive. Describing 
patients as "social problems" evokes the same negative connotations. 
Patients labelled in this way are usually the sickest and most 
dependent patients on the ward. It must be emphasised that the 
social difficulty is but one dimension and that it must be tackled as 
part of an overall strategy of care. 

The labelling and stereotyping of patients is much more likely to 

occur in hospitals and wards where medical and other staff are· 
poorly t~ained to deal with the problems presented by elderly 
patients. 

Dealing with elderly patients forms a large part of the day to day 
.business of the acute hospitals. Some of. these patients will be so ill 
and incapacitated that they cannot be discharged quickly. Efficient 
and humane measures should be in place to plan the future 
management of such patients. The whole subject of bed-blocking is a 
very important one as many of the myths about elderly patients in 
acute hospitals relate to it. Acceptable criteria should be devised so 
that the subject can be studied on a European basis. It would also 
facilitate planning on a local level which should involve the 
management and health professionals in both the community and 
hospitals. However,over emphasis on bed-blocking in a hospital can 
obscure the importance of proper discharge planning for all elderly 
patients. With proper discharge planning it should be possible to 
reduce the length of stay of patients in hospital and also significantly 
to reduce the rate of re-admissions. There is a great need for training 
and education in this whole area. If an individual sends his car into a 
garage to be serviced he should be confident that the staff of the 
service station are familiar with the particular needs of both the. 
model and year of his automobile. Yet general practitioners may send 
their elderly patients into the wards of hospitals where the staff may 
have had little training in the care of such patients and where their 
patients may experience hostile and ageist attitudes. 

I believe that it cannot be emphasised too strongly that all staff 
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dealing with elderly patients in an acute hospital should have special 
training depending on the degree of their involvement. Elderly 
patients have special needs. They may become acutely confused on 
admission, they are more likely to fall in hospital than younger 
patients and they are more likely to develop hospital acquired 
infections. There is also a risk of significant iatrogenic complications. -
These risks are reduced if the hospital staff are properly trained. 

Another area which receives scant attention in many acute 
hospitals is the whole area of communication with elderly patients. 
In a recent study we carried out a detailed assessment of elderly 
patients admitted to an acute ward of our department of medicine 
for the elderly in an attempt to determine the prevalence of 
communication disorders. Although we suspected that the results 
would reveal significant levels we were still surprised by the extent 
of the problem. Six hundred and twenty-eight patients were 
screened for deficits in speech, language, vision, hearing and 
cognition. The results showed that 69 per cent of patients failed the 
language test and 48 per cent of patients assessed had specific 
-wobiems with comprehension and expression. Thirty six per cent of 
pati~nts failed the auditory screening and 11 per cent of the patients 
failed the visual screening test. These findings have serious 
implications for the development of services for the elderly within 
the acute hospital setting. Patients may be unable to fully understand 
questions put to them and therefore may give inaccurate 
information. They may not be able to express their needs or describe 
their illness. Patients with communication problems may also be 
dismissed by inexperienced staff as being senile or demented. It is 
essential that all staff dealing with elderly patients should have some 
basic training in communication problems. 

Psychiatric morbidity amongst elderly patients in the acute hospital 
is also frequently ignored or dealt with inadequately. The, prevalence 
of mental disorders in older medical and surgical in-patients has been 
estimated to be over 40 per cent. Delirium, dementia and affective 
and anxiety disorders are the most common conditions found. In one 
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study affective and anxiety disorders were found in 30 per cent of 
patients over the age of65 who were admitted to an acute medical 
ward. Patients with those disorders can pose difficult diagnostic and 
management problems when they present with somatic symptoms 
and signs. The involvement of a psychiatrist, expert in the psychiatry 
of old age, can made a major contribution to the management of 
these patients. It is essential that all acute hospitals should have 

-psychiatrists on the staff who are well trained in this aspect of 
psychiatry. Failure to recognise and to treat psychiatric morbidity can 
result in unnecessarily prolonged in-patient stay. 

Failure to recognise cognitive impairment has similar 
consequences. Yet many studies have shown that physicians 
routinely fail to recognise cognitive impairment in the majority of 
their affected patients. This is obviously unsatisfactory in view of the 
advances which have been made in the diagnosis and management 
of dementing illness. Furthermore iinpaired cognitive function is 
associated with higher rates of morbidity and delays in discharge. 

Surgery in the Elderly 
Technological advances in both surgery and anaesthesia have made 

surgical procedures much safer in the elderly. As a result surgery 
now plays a key role in improving the quality of life of elderly 
people. It has been estimated that about half of those people 
currently aged 65 at present will require surgery at some point in 
their remaining life time. Elderly patients in surgical wards must no 
longer be regarded as "unwelcome intruders" who interfere with or 
inhibit the "real" work of the unit that is the surgical treatment of 
younger patients. In certain surgical disciplines such as urology and 
ophthalmology over half of all admissions are over 65 and over a 
third of admissions to general surgical wards are over 65. The centre 
of gravity of surgery like that of medicine has moved into the older 
age groups. This reality also requires attitudinal change. Surgeons 
must be more aware of the special rehabilitative and social needs of 
their patients and they must take these needs into account when 
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planning the staffing ·of surgical wards. All too often rehabilitation 
staff are seen as a low priority on such wards. 

Research has shown that elderly patients without significant pre
operative medical problems have far lower levels of post-operative 
morbidity and mortality than elderly patients with significant 
problems. This argues for a much closer level of cooperation between 
physician and surgeon before patients are operated on than is 
currently the case in many hospitals. Successful models of close 
cooperation between physicians and surgeons have been described in 
the area of orthopaedics and vascular surgery but the philosophy of 
mutual respect and cooperation must extend more widely to other 
surgical disciplines including general surgery where currently 
physicians become involved only if there is significant post surgical 
morbidity or if the patient needs rehabilitation. Research has shown 
that a policy of early consultation on surgical wards whh the 
department of medicine for the elderly reduces the mean length of 
stay of elderly patients dramatically. Obviously if such cooperative 
developments are to flourish all acute hospitals should have properly 
resourced and dynamic departments of medicine for the elderly. All 
too often however such units are token in nature and poorly staffed 
at consultant level. 

Access to Intensive Care Facilities 
Operations in the elderly are associated with a higher peri

operative mortality and morbidity so there are obvious implications 
for intensive care facilities. One large intensive care study found that 
mortality for the age group 55-64 was approximately 5 per cent, 
between 65 and 75 years it was 8 percent and for those of over 75 it 
was 10 per cent. Looking at these figures from a more optimistic 
angle, 95 per cent of those under 65 left intensive care alive, 92 per 
cent of those between 65 and 75 years survived and 90 per cent of 
those over 75 survived. 

It is interesting that a detailed costing of patients in an American 
intensive care unit showed that the total cost did not vary with age. 
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In the same study the cumulative mortality one year after discharge 
was 44 per cent in those over 75 years. However the great majority 
of elderly survivors were living at home one year later and only 4 
per cent were still in hospital. There are several other studies where 

. age alone did not predict either the degree of recovery or quality of 
life of surviving patients. In a retrospective Swedish study nearly half 
of patients over the age of 70 years who spent more than 48 hours in 
an intensive care unit returned home subsequently. 

A study carried out at the general intensive care unit at Cardiff 
Royal Infirmary in 1988 sho'Yed that the largest group by age 
admitted to the unit was between the ages of 70 and 79 years. 
Interestingly the mortality in the over 70s although high in this 
study was lower than the mortality in those between 60 and 70. This 
pattern of admissions of elderly patients to intensive care facilities is 
similar in a number of countries. A two year study at the 

. Massachusetts General Hospital revealed that 44 per cent of patients 
were over the age of 65. Similar figures were reported from intensive 
care units in Germany and Switzerland. 

Several studies have shown contrary to popular conceptions the 
difference in length of stay between different age groups in intensive 
care units is relatively small. Elderly people are perceived by both 
health care professionals and the public as disproportionately large 
consumers of expensive resources with a limited return for such 
investment. However this view is not supported by hard evidence. 
Although age has been shown to be a factor in determining 
outcome, it is far less significant than many other specific system 
complications. Likewise most studies of cardiac arrests have failed to 
demonstrate that age has an independent influence on the prognosis 
for survival after resuscitation. Although guidelines are necessary 
when making difficult decisions on the management of critically ill 
patients at all ages - age itself should not be used in isolation to 
deprive individuals of intensive care treatment or cardiopulmonary 
resuscitation when such treatment is appropriate. 

An increasing number of fit older people can now be treated in the 
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surgical and medical day units developed by many specialties over 
the last decade. The investigation and treatment of many older 
patients can also be efficiently undertaken in five day wards. 
Departments of geriatric medicine have pioneered the concept of day 
care over the last thirty years through the development of day 
hospitals. Many of these day hospitals concentrated on rehabilitation 
and this has facilitated the early discharge of patients with conditions 
such as stroke. Some day hospitals, particularly those on acute 
hospital campuses, have also developed a significant medical 
component to their workload. Frailer and more incapacitated elderly 
patients can be investigated and treated without the need for 
admission. If day hospitals are to function efficiently in this manner . ' 

there must be adequate staffing and a flexible transport system. 

Geriatricians must also up-date their strategies and they must not 
be inhibited in their responses by outdated ideologies,or terminology. 
For instance the over emphasis on the distinction between acute care 
and rehabilitation can be misleading. It is a fundamental tenet of the 
modern management of elderly patients that the most important 
period of rehabilitation should take place during the early days of the 
acute illness. It is at this stage that a multi-disciplinary approach is 
crucially important to the longer term outlook. During the last 
decade great strides have been made in the multi-disciplinary 
management of elderly pa~ients. New approaches have been 
introduced such as the systematic approach to nursing care, the 
emphasis on the encouragement of normal body movements in 
physiotherapy by the control of central key points and the great 
advances which have been made in the investigation and 
management of swallowing problems by speech and language 
therapists. This last advance has reduced the incidence of aspiration 
pneumonia in acutely ill elderly patients. Patients should have access 
to this multi-disciplinary approach on the ward to which they have 
been admitted. Secondary referral systems inevitably result in delays 
and lost opportunities and the basic general management approach 
to the elderly acutely ill and the more chronically ill are conceptually 
similar. This joint inter-professional approach to patient problems 
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also presents ideal opportunities for multi-disciplinary teaching 
where students from different disciplines can learn together in the 
acute hospital. This should help -the development of better inter
disciplinary relationships in the future. 

Efficient health services for the elderly can only be established if 
there is close cooperation between the community and hospital in 
both the planning and implementation of services. Several studies 
have shown that a high percentage of elderly patients admitted to 
acute care facilities are malnourished. It is also well known that the 
discharge of some patients is delayed because of inadequate support 
structures in the community. A comparatively small percentage of 
elderly patients with chronic illness are admitted repeatedly to acute 
hospitals. The Manitoba longitudinal study on ageing found that 
over a two year period 68 per cent of its subjects were not 
hospitalised at all and 18 per cent were hospitalised only once. 
However they found that 3 per cent accounted for 31 per cent of all 
admissions. Such studies when followed by targeted interventions 
could lead to more efficient use of both hospital and community 
resources. Although many hospitals can improve services to their 
elderly patients by adopting in-house strategies, it is only through 
close cooperation with community care programmes in an 
atmosphere of mutual respect that truly efficient services will-be 
developed. 

In this paper I have outlined some of the challenges relating to the 
management of elderly patients in the acute hospital. Solutions will 
demand new resources and innovative policies but above all 
solutions will demand fundamental changes in attitude and 
philosophy. 
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Dr M Ignacio Riesgo Gonzalez 

Introduction 
Throughout the world during the 20th century as epidemiological 

change has been taking place in various countries, there has arisen a 
progressive trend towards the ageing of the population, whose socio
economic problems have triggered alarm signals in international 
organisations and in the governments of these countries. 

As regards the hospitals, the percentage of very old people 
hospitalised in the public networks of the European countries has 
continued to grow. But it is obvious that the demographic changes 
have not been matched by changes in the care structure of our 
countries. Thence, a growing anxiety has arisen to search for 
solutions in accord with the optimum use of hospital resources and 
improvement in the quality of care for geriatric patients. 

There are great differences in the means and resources of the 
European cou·ntries and the health systems have fa~ed the ageing 
problem in different ways. Thus, while in so~e countries there seem 
to be norms for chronic and acute beds, this step has not been taken 
in others. 

I intend to discuss the consequences for general hospitals of the 
ageing of the population and the possible responses of the health 
system in Spain to this phenomenon. 

This is the structure of my presentation. 

First, a 'brief comm~nt about ~he demographic changes. 

Second, the demand for hospitalisation among the very old. 

Third, the hospital situation as regards ageing. 

Fourth, a comparison of the needs of the old people with the 
trends of the general hospitals. 
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Fifth, the different models of hospital geriatric care in Spain. 

Sixth, our experience between two hospitals in the same 
health area. 

And, lastly, I will present some conclusions. 

Demographic Changes 
In the year 2010, if the current demographic trend is maintained 

more than 20 per cent of the Spanish population (41,200,000 

inhabitants) will be over 60 years old, and approximately 15 per cent 
of the total population - that is to say 6,200,000 citizens - will be 
more than 65 years of age. The greatest growth of this group of the 
population is taking place now and will undergo a relative standstill. 
from 1995 owing to the drop in population of the generation born 
during the Spanish Civil War (1936- 39) 

The very old population will grow more in relative and absolute 
terms. The population older than 80 will double its present number 
and will approach 2,000,000. 

Demands for Hospitalisation in the Very Old 
Health pr6blems in people of advanced age show a series of special 

characteristics: 

o greater incidence and prevalence of illness 

• greater difficulty in diagnosis and treatment 
( 

• multipathology and polypharmacy 

• trend towards chronicity and/or invalidity of acute illness 

• more demand for rehabilitation treatment 

• demand for mental and/or social care 
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Hospitalisation and Old Age 
In consequence, adv~nced old age gives rise to a marked increase 

in demands for hospitalisation through the following effects: 

o the rate of hospital admissions, double that of the general 
population in the over 65s, and currently triple in the over 
80s. 

e the lengthening of the hospital stay linked to greater care 
dependency in the geriatric patient 

o the greater pressure for re-admission, another characteristic of 
illness in the geriatric patient. 

The following are the most representative problems in relation to 
incapacity and dependency which will have to be faced from the 
hospital and in particular with regard to the need for hospital beds: 

• senile dementia 

• cerebrovascular accident 

• peripheral arterial pathology 

• osteoporosis (hip fracture) 

• cancer. 

Geriatric Care in Spain 
The care model established in Spain with the promulgation of the 

General Health Law in 1986, creates two main structures: 

• the General Hospital, which bears the responsibility:for 
specialised care to the population in an area of approximately 
200-500,000 inhabitants 

• Primary Care, organised in Health Centres 

The most immediate care relationship with the very old ,falls on the 
Primary Care network. 

Concerning the use of beds for the old people, the problem we 
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have in Spain is that the number of total hospital beds is 4.1 per 
1,000 inhabitants, with a range of 2.5 to 5.7 for Autonomous 
Communities. Almost 80 per cent of the beds are acute or general 
hospital beds. 

Only 2 per cent of the public beds and 8 per cent of the private 
ones are long stay. That means that in Spain there are only 7,400 
beds in long stay hospitals. That represents 0.2 per 1,000 inhabitants 
or 1.2 beds per 1,000 of those over 65. In other words, most of the 
need for hospitalisation of old people in Spain is met by the network 
of acute general hospitals, without any specific structure for the 
hospitalisation of these people. 

Hospital Trends and the Care of the Elderly 
Some features of the acute general hospitals merit mention in 

relation to geriatric care: 

• from their origin, they have a culture towards curing the work 
force only;-

• their structure is too uniform and at times too obsolete to meet 
the demands resulting from ageing; 

• the medical specialisations and sub-specialisations require a 
great effort in co-ordination to achieve an integrated approach 
in multipathological patients 

• the relationship of the hospital and the primary care level is 
immature and has not developed its full potential for the 
improvement of continuing care after discharge; 

o there is no training nor specific culture of geriatric care in 
general hospitals. Hardly a dozen hospitals-include geriatricians 
on their staff. 

This situation contrasts with the trends in general hospitals. There 
is a tendency 

• to reduce the median stay; 
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o to incorporate a high level of technology; 

• to diversify medical specialisations. 

All this has transformed the general hospital into a complex and 
costly body, that intervenes for a relatively limited period in the care 
process needed by the chronically ill patient. That means that the 
optimum use of resources and the viability of the diagnostic
therapeutic function of the general hospital, need different measures 
to try to improve the quality of care of the geriatric patient. 

Some of these could be: 

a) Measures to avoid unnecessary occupation of beds: 

• evaluation and early detection of the needs of the geriatric 
patient on admission; 

• early detection of incapacity and dependency risk in the very 
old patient; 

" care alternatives to hospitalisation that make possible 
continued attention; 

• early rehabilitation in the hospital stay. 

b) Measqres to avoid hospital re-admission: 

• programmes of continued care of patients with unstable, 
chronic condttions; 

• strengthening of the primary care function; 

• alternative controls and means of vigilance such as a day 
hospital and home "hospitalisation". 

We have seen that, given the structure of the Spanish hospital 
network, with most of the beds being of acute type, the geriatric 
hospital care has been given in general hospitals, without any 
specific structure to aid these functions. ( 
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Models of Care 
In the last 10 years, three specialised geriatric care models have 

been developed: 

" long stay hospitals; 

• . geriatric services in the general hospitals; 

• integrated model of geriatric care in the health area. 

Let us consider, very briefly, the three different models. 

The first model consists of the association of a general hospital with 
a long stay hospital, without any further relationship with primary· 
care. 

The problems of this model are: 

• medium term incapacity to effect transfer to the community; 

• high cost for increase of length of stay; 

• pressure towards excessive growth; 

• bad social image. 

This model has, however, some advantages: 

o in the first instance, it could reduce the median stay in the 
general hospital; 

• minimum medical equipment is required. 

The second model consists of the creation of a geriatric service 
within the general hospital. 

This model has some problems: 

e c9mpetition between the geriatric service and internal 
medicine; 

• all the difficulties for the relationship with primary care of 
these general hospitals. 

But we can see in this model different advantages: 
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It all the therapeutic clinical equipment is available; 

It they fulfil a care agency favourable to median stay in the 
general hospital. 

The characteristics of the second model are: 

• the geriatric hospital care is given by another hospital with a 
specific culture for gerIatric care; 

• this last hospital is organised on different care levels; 

• the patients are sent, in general from the general hospital to 
the geriatric hospitaL from the emergency area or from the 
wards and, this transfer is managed by the geriatric service; 

• there is a good relationship between this geriatric hospital and 
primary care. 

The problems of the third model, the integrated model of geriatric 
care in a health area are: 

• the necessity for a great degree of co-ordination to transfer 
patients 

e the need for consensus about programmes and rules of 
procedure 

The advantages are: 

o the patient is taken in charge by structured programmes and 
quality control 

• the management of cases in the general hospital and in the 
community is achieved. 

The Oviedo Experience 
This last model corresponds to the kind of experience we have 

developed in Oviedo, through the relationship ·of two hospitals: 
Central Hospital - a general hospital - and Mount Naranco Hospital. 

Our experience is derived from the complementary development 
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of two hospitals in one health area: the Central Hospital of Asturias 
with 1,500 beds, a general hospital for acute patients) and Mount 
Naranco Hospital with 250 beds which are mainly geriatric. The 
Central Hospital of Asturias did not have a specialist geriatric service 
nor a specific care culture for the· geriatric patient. In the last five 
years a specific geriatric hospital structure has been developed in 
Mount Naranco H6spital. The relationship of both hospitals gives rise 
to the progressive movement of geriatric patients from the Central 
HospitaL mainly through the Emergency Department. 

According to the model proposed by Hebert and colleagues, the 
following care levels have been formed; 

o Evaluation Unit and hospitalisation of acute geriatric patients 

• Rehabilitation Unit, for the rehabilitation of the functional 
reserve of the patient during convalescence 

o Palliative Treatment Unit, for patients with a poor clinical 
prognosis and slow evolution, particularly in cancer 

o Geriatric Day Hospital 

• Unit of home ~hospitalisation' 

To improve the relationship between the two hospitals, we 
introduced at the beginning of 1992, two new elements: 

o the geriatric service provided an evaluation unit for the 
management of cases within the general hospitaL because 
of its physical presence and ability to promote discharge at 
different care levels 

• programmes for handling of patients in the services under 
pressure, such as: 

• Cardiology 

• Neurology 

• Traumatology 

• Vascular Surgery 
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This is the model of the relationship we have established between 
~ , -

the two hospit~ls. The geriatric service of Mount Naranco Hospital 
put a Case Management Unit with two doctors into the general 
hospital. 

Thirty eight per cent of the admissions to Mount Naranco were 
according 'to agreed protocols. Forty seven per cent of the patients 
were directed to the Evaluation Unit, 7 per cent to the Rehabilitation 
Unit, 38 per cent to the Palliative Unit. 

The axis of our policy is rehabilitation and functional readaptation 
of patients. The important thing for success is to have a solid 
structure of rehabilitation. 

Conclusions 
First, rapid growth in hospital beds and alternative services is 

foreseeable because of the demand for hospitalisation arising from 
ageing. Levels of cost efficiency and management of general hospitals 
must be compatible with this growth. 

Second, the definition of a specific geriatric care programme 
directed at improving care quality for the geriatric patient at different 
community care levels would have an efficient effect on ,the acute. 
hospital resources. 

Third, .geriatric services in the general hospital should have a 
managerial agency for community and hospital level cases. 

Fourth, rehabilitation is the main pillar for the prevention of 
incapacity in hospital and must acquire an active and early role in 
the general hospital as a whole. 
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Mrs Ulla Britta Gregersen 

Introduction 
Thank you very much for inviting me to Dublin. It is a great 

pleasure for me. I will try to share our experience with you. To begin 
I will tell you how we work with study circles involving the elderly 
in Viborg and how this work has spread throughout Denmark. I will 
also show you a short slide programme. To finish I will put to you 
the views which the elderly I work with in Viborg have regarding 
when rehabilitation should begin. 

Study Circles 
For the last nineteen years senior citizens in Viborg, Denmark have 

participated in study circles under the Danish law of general 
education. The motto is "Challenge and Commitment keep us 
healthy". The participants have various disabilities. But we pay 
attention to their capabilities. The average age is 77 years. The study 
circles take excursions at home and abroad, make plans ~bout their. 
trips and go out and share their e'xperiences with the elderly in 
nursing homes and other places. They talk to school children at Folk 
High Schools, to nurses and occupational therapists. They publish 
poems and books. They write role plays, musicals, sing in choirs and 
act as guides. 

As a contribution to the WHO's "Health for All by the Year 2000", 
we joined with the local general hospital to produce a slide 
programme which we called "Go on safe and sound, better pin the 
carpet down, or the surgeon is pinning you". I am going to show it to 
you. We also made a programme giving good advice to the hard of 
hearing. The final programme is called "Make your life Sound and 
Long". 

The elderly travel abroad, talking about Denmark and. the 
conditions for senior citizens in our country. With the support of the 
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Danish Minister for Social Affairs they have produced a video about 
their activities as a source of inspiration for others. 

The use of drugs has declined and the level of activities has 
increased. None of the residents in these 20 years has entered 
residential care. I think that one of the most important effects of 
these study circles is that the participants get involved with one 
another. In life and community, they help each other and increase 
their willingness to interact with other generations. In the study 

. circle the participants get involved in the process. They also improve 
their ability to listen, to understand and to express themselves. The 
leader's job is to inspire, organise, encourage and make sure that 
everyone is involved, despite a physical or mental impairment. 

Our project this year, for the European Year of Older People and 
Solidarity between Generations, isa book. We asked school· children 
aged between five and eight to write an essay on the benefit of 
having a Granny or Grandad. I can tell you that the children have 
sent us over 6,000 letters. It is really fantastic to read what the 
children have to say about visiting their grandparents. They say they 
give .them time, love and security which is very important for their 
lives. Elderly people are really good to talk to when they have 
problems, when they are thinking about death. They are also good to 
talk to about romance or if they are being bullied in school. I think 
that this book will be very interesting. 

But now I would like to show you the short slide show. It is 
interesting to note that the elderly themselves posed for these 
photographs, an<;i also wrote the rhymes and music to accompany 
this slide show. 

CARRY ON SAFE AND SOUND 

Good advice for preventing fractured bones. 

Take care-of yourself, use your head 

Remove loose carpets or you end up in bed. 

Go out in the traffic with senses sharp 

To keep you from strumming the heavenly 

harp. 

Flexes in coils like snakes everywhere 

Can be just as lethal so please beware .. 

If walking is needed or just for the sport 

You will find that a stick is a handy support. 

Laces, my friend, a fatal trap 

Tie them and you will avoid the step. 
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If something aloft you wish to get 

A step ladder is the safest bet. 

Walking about-in ~he snow can be dicey 

A stick may help when the going is icy. 

Exercise daily whatever you do 

It makes life better and healthier for you. 

Be sure tei take calcium and vitamin 0 

Wilh vegetables and milk for your energy. 

Wealthy, maybe not but healthy and wise 

And you will safely avoid those fractured 

thighs. 

A group of cheerful pensioners 

feeling life 'too short for tears 

When everyone on gloom insists 

They call themselves the optimists 

Look at us and you will agree 

Many good things in life are free. 

You should hear the moans and groans 

Caused by people breaking bones 

The shortest trip 

Man may fall and break his hip 

Women too are apt to stumble 

Let us show you how all 

manage to avoid a fall 

Climbing up or walking down 

In the house or in the town 

Watch your step and look ahead 

or else you will find yourself in bed 

In our circle we circulate 

Bring our problems for debate 

Let us tell our happy tale 

Keeping safe and sound and hale 

Here is someone who took a fall 

Almost departed for good and all 

She prom~sed herself now she is improving 

She will always in future look at what she is 

doing. 

That statistic tape, plain to read 

Put us women up in the lead 

Though I am sure, we are most agile 

Our bones alas, are far too frdgile. 

Here she has got a look in her eye 

Telling us that soon she will try 

A brisk walk, taking care 

No more flying through the air. 

Now let us see, how has he started 

Perhaps it will be a flying carpet. 

This one got the message 

Better pin the carpet do, 

or the surgeon is piiming you. 

Faulty wiring gives us bad vibrations 

Make sure you cut the loose connections 

A walking stick increases your strength 

If the one that you pick has sufficient length. 

Set out for a walk with a merry flick 

Since now you are safe with a walking stick. 

'Over a doorstep.ever so humble 

Nevertheless, madame may stumble 

Away with the step so that you may step 

Around with all the more verve and pep 

Beware my dear of the slippery side 

A handrail here is a trustworthy guide. 

Now you may take your annual dip 

And avoid a nasty slip 

When out of the bath you merrily skip 

Keep to the bath mat or you may trip. 

If you think you are going places 

Start by doing up your laces. 

Sound advice for this gentleman 



If he does not wish to change his plan 

Somehow'he managed every step 

Without making that fatal slip 

Before he starts retracing his paces 

Let us hope he remembers to do up his laces 

A kitchen hero is full of daring 

For good advice she is quite out of hearing 

Her climb to the top will soon be a flop 

An empty shelve is not so nice 

But safety first is good advice 

Take steps for better safety 

for better safety take steps 

Here is Lizzie, oh so busy 

In a tizzy, she feels dizzy 

Perhaps it would be best 

For her to take a resi 

\. 

She preferred to consult her medical man 

Who gives her all the help he can 

A spot of calcium is what you need 

Off you go, forward full speed 

Down the stairs I wonder he dares 

Now to his right, put on the light 

A handrail is fine 

But it is better with two 

For a granny like mine 

And a grandfather too 

One hand on as you leap 

Never mind crutches are cheap 

Two hands on, even better 

And you never have the doctor busy ever 

This step is the last so mark it well 

It could be your last if down you fell 

Ooops adaisy, a bit too crazy 

The paving, not you, it .caught your shoe 
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To go through life is an act of balance 

A street is no place to take up that challenge 

Commonsense is not so rare 

We all received a reasonable share 

Common sense we seem to lose 

The day we buy a' new pair of shoes 

These noble gentlemen three 

Are from every bunion free 

Handsome ladies so fair and so fine 

Looking all set to dance in a line 

Your choice of shoes we greatly applaud 

For a dance that ends up in a hospital ward 

Sail along on an even keel 

Never roll on a crooked heel 

When you go to the store to shop 

Be sure you don't in your slippers slop 

While the going is good 

For shoes as a whole 

The going is better with a brand new sale 

Avoiding a corn or a bunion 

Is a question of using your onion' 

Choose your shoes to suit your clothes 

But don't forget to suit your toes 

Grip your stick and tie up your shoe 

You will be steadier if you do 

Don't let the weather strap you down 

Straps will carry you safer around 

Rest is fine if you are strong 

Rest in peace but not too long 

A sofa can use up all your strength 

If you lie on it at too great a length 

Life is too short for lying about 

Far better for you to be up and out 

Up y~u get, let me see 

How you spend your energy 



Altogether that will bring 

Life in motion with a swing 

Life will go sweeter and you will look neater 

You may not. be the hottest star 

But you move about as if you are 

At home we often come to harm 

Breaking a leg or perhaps an arm 

Do you really want to hobble 

Feel your health begin to wobble 

Finer chairs and better light 

Oh that idea is really bright 

Your old reflexes are not up to par 

You could be unlucky with a passing car 

New reflexes will help a lot 

They are better and brighter than what you've 

got 

On highway or by-way 

Be sure you never stray 

Promise me whatever you do 

. Keep the traffic fadng you 

Those little grey cells, Yes give them a lead 

Keep them alert and try a good read 

Your body is happy, your soul is wise 

Books for your brain is the best exerdse 

Look how very hard she trys 

To do her musical exercise 

Sing and play and give a hand 

Show us you are part of the band 

A grandchild's visit is the truest measure 

That you better enjoy a natural pleasure 

A smile between the generations 

has a lot of happy vibrations 

The girl she has found something to do, 

Grandad, she says I can count on you 

Cakes and spice and all things nice 

Pudding is every man's delight 

As long as he has the appetite 

But some of those wh.o really rave 

Spoon themselves int;):m early grave 
I 

The joys of eating are m~nifold 
They have very often been retold 

Fatty chips and hunks of steak 

Creamy whips and chunks of cake 

It's so easy to lose your life 

Simply by using fork and knife 

This is almost too good to be true 

.How to give the cook her due 

Vitamins good and healthy 

Leaving out what is quite as filthy 

Clogging lives, dulling brains 

Giving hearts such nasty pains 

Apples, milk and minerals 

Keep us out of hospitals 

Stick to this picture and you can't go wrong 

It will make your body strong 

If you do you'll be glad 

Feeling fit is not so bad 

Last but not least 

Here comes a summary 

Not to be teasy, but life is not easy 

Why should you break your thigh my dear 

Keep it in service year after year 

To play, to read to sing, to be 

That's a question for you and me 

Take your time but please remember 

that your body and your senses 

Need some gas to keep you going 

Just as good as any Boeing 

You need food and exercise 
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· Good advice and supervising 

Vitamins and liquid drinking 

Preserve you body and your thinking 

Play the cards you are receiving 

If you won't you may be leaving 

May your life be bright and giving 

Take your stick and join the living 

The Resources of Older People 
That. slide show is one example of using ,older people's resources in 

health education. When I asked the elderly in Viborg at what stage 
they thought health education should start, they all agreed that it 
should begin immediately. The elderly also spoke about the need for 
effective communication. They did not want to have to speak to 
twelve different doctors or nurses. The fewer staff members they had 
to deal with the better. They spoke of the need for information. 
Older people wanted to have access to ear and sight testing. They 
also wanted information about the medicines they are taking. It 
should be made clear to older people that if they take all. their 
medication it will be twice as effective. The importance of nutrition 
and physical exercise also needs to be stressed. 

The elderly asked that medical journals devote a page to the 
strengths and opportunities of the elderly. I think this would be a 
good idea. It would be good to talk about the positive aspects of 
ageing rather than negative ones like illnesses. 

Let me finish with a little poem about treatment. 

To prevent is to treat, to treat the pain before the pain gives 
trouble, 

A hug, a squeeze, a smile, a handshake 

Can change the grumbler into a full hearted optimist 

With humanity and dignity in an often hard time 

Allgroups in our society must grow 

Because as well as you people, the old folk have a future, 
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They have reserves of strengths and no lack of courage and faith 

Widen one's intellectual horizon, that is the intention 

And of course we know life ends up in a grave 

but until that moment life itself counts 

and we and life make demands 

The aged and especially the old aged has many thoughts 

Thoughts about welfare and dignity 

And behind the numerous wrinkles beats an everlasting, 
eternally young love 

We shall not cut the lawns of youth but we ought to plan how 
to make life grow 

A gardener knq)A's that old growth can fail· 

But love gives energy to the soul, power to the mind 

With skill and practice combined we can make people 

Smile and when happiness pours out the port of life 

Old bags become new and springy 
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c Professor R W Stout 

Introduction 
In modern hospital care there is an increasing emphasis on a high 

turnover of patients with intensive use of beds, short lengths of stay 
and a decrease in the number of available beds. While this is a 
worthy aim which, in general, benefits patients, it may result in 
pressure to discharge patients at inappropriate times with possible 
harmful effects. It has been stated that patients are now being 
discharged from hospital quicker and sicker than used to be the case. 

The problems facing elderly people on discharge from hospital are 
numerous. These include waiting for services to start; occasionally 
the patient arrives home before the services have started and hence 
there is a gap in care at the time the patient is most vulnerable. 
Another proble.rn is the psychological and physical problems of 
adjustment to going home; for patients who have been in hospital 
for a prolonged period of time and particularly when they are going 
home in a different condition froni. when they were admitted, often 
because they have devel?ped a disabling condition which was not 
present before, considerable adjustment for both the patient and for 
the family is needed. And there are the purely physical problems of 
returning home after spending a period of time in hospital, such as 
having the house properly' heated, supplied wi~h food and suitable 

. help. 

Rearunission 
. . 

A number of hazardsr~sult from :precipitate discharge of elderly 
people from hospital. One of these is early readmission to hospital. 
This of course cim improve statistic~ for the hospital in that each 
admission is counted as a new episode and as a result it appears that 
beds are being used more intensively with short lengths of stay and 
rapid admission and discharge. For the patient it is disruptive and 
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distressing and it is frustrating for the carers and the hospital staff. 
We recently undertook a study of the readmissions of patients 
discharged from the Geriatric Medical Unit of the Belfast City 
Hospital (1). All the admissions and discharges over a twelve month 
period were studied and readmissions identified with the emphasis 
on finding preventable causes of readmission. As is the case with 
many services for elderly people, the majority of admissions (70 per 
cent) were female, but those who were readmitted to hospital, only 
58 per cent were female. The age distribution of the first admissions 
and the readmissions was the same. The most common cause of 
readmission was a recurrence of the existing disease with the second 
most common, a new medical condition. Other reasons for 
readmission were for relief of strain, poor rehabilitation on the 
original admission and social problems. Respiratory disease and relief 
of strain on relatives were more common reasons for readmission 
than for first admission, whereas stroke was more common among 
the first admissions. This may be because stroke is such an important 
and devastating disease that preparations for discharge are more 
carefully worked out than for some other conditions. The only social 
factor which was different between first admissions and readmissions 
was a high level of dependency. Isolation and poor ho~sing were not 
significantly different between the two. The causes of readmission 
were classified into those that were avoidable and those that were 
not. The main causes of avoidable ,readmissions were recurrence or 
continuation of the previous disorder which incl,uded inadequate 
treatment or rehabilitation during the original admission,' and social 
and psychological factors. However, only 5 per cent of readmissions 
were avoidable as the commonest reasons for readmission were high 
dependency, new or recurrent medical problems and 'inadequate 
social services. 

The principal group which was identified for increased attention 
was the group of high dependency patients. For these patients there 
must be a considerable effort in planning discharge and in preventing 
readmission. Multidisciplinary assessment is essential as these 
patients often require prolonged rehabilitation, and additional 
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community support from medical, nursing and social services. If 
relatives are under considerable strain, respite admissions may be 
arranged; this should be done prospectively, not awaiting a 
breakdown in' the home situation. If all of these fail, admission to 
resideritial or riursing care may be necessary. 

In summary, therefore, in preventing readmission a number of 
steps are needed. There has to be careful discharge planning which 
must start at the beginning of the difficulties when they are 
discharged home and appropriate input of the multidisciplinary team 
from the earliest possible stage. There must be adequate and 
continuous communication between the hospital, the patient, the 
carers and the community services. If the patient has been admitted 
with a disorder causing a permanent disability which was not present 
before, arrangements for appropriate domiciliary services will require 
time and discussion, and allowance must be made for this. 
Communication with the carers is particularly important. Many 
carers have little idea of the nature of serious illness or its long-term 
effects. They must be encouraged to come to hospital when the 
patients are receiving their rehabilitation, to take patients out of 
hospital for short stays and to prepare the home for the discharge of 
the patient. A trial discharge under supervision may be helpful to 
prepare the patient and family for the ultimate discharge. 

Planning Discharge 
Fundamental to' successful discharge is adequate treatment and 

rehabilitation. A study in the United States compared the discharge 
arrangements of elderly patients with fractured femoral neck before 
and after the introduction of prospective payment systems which 
limited the payment for particular conditions (2). It was found that 
when funding became limited, length of stay decreased; inpatient 
physiotherapy decreased, the mobility of the patients on discharge 
was less, and more patients were discharged to nursing homes. 
Overall, the quality of care of these patients decreased. The same 
changes may have occurred in the United Kingdom in recent years 
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. as nursing home provision has greatly increased and support for 
nursing homes from social security has become widely available. 
Despite the best efforts of treatment and rehabilitation, some elderly 
patients will remain disabled or dependent. Arrangements for their 
discharge are particularly important. Additional support at homes is 
often essential if discharge is to be successful. 

Domiciliary Care 
In Belfast a system called Home from Hospital has been developed 

for those patients who are going to have particular problems with 
" discharge. Similar systems are in place in other cities. The service is 

run jointly by, a voluntary organisation and by the Health and Social 
. Services Board and its aims are to encourage independence, to 
enhance the quality of life and to allow patients to have the choice of 
living at home. The system supplies support for a maximum of six 
weeks after discharge from hospital; for many patients the need for 
the service is much less than six weeks. The patient may have a 
home help, district nurse or other services, in addition to the Home 
from Hospital service. It is organised in the hospital by the hospital 
social worker who refers the patient to the service co-ordinator. If 
the patient is suitable and accepts the service the care worker is 
introduced to the patient in hospital and visits the patient at least 
twice before the patient is discharged. On discharge the patient is 
taken home by the care worker in her'car and the care worker stays 
with the patient for as long as necessary. The care worker provides 
whatever support is needed and for as much time as is necessary, 
with gradual withdrawal of the service so that it is discontinued after 
a maximum of six weeks. An evaluation of the service has shown it 
to be effective in preventing early readmission and very acceptable to 

patients. 

For those patients who require longer term support a" new 
community care policy will operate in the United Kingdom on 1 
April 1993. The essential feature of this policy is multidisciplinary 
assessment of need for care and the appointment of care managers. 
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The care managers will plan services to meet identified needs; they 
will be budget holders and will purchase the services from private, 
voluntary or statutory agencies; and they will monitor the provision 
of the services. The services range from extra care at home to 
institutional care. In hospital the first requirements is for the 
identification of the patient who may need extra care; this will be the 
responsibility of a named nurse, or ward manager. Nurses will have a 
list of crite~ia called 'triggers', which will allow them to identify such 
patients. The patient will then be referred to the hospital social 
worker who will screen the patient to ensure that he or she does 
require 'extra support. A comprehensive assessment will be 
undertaken by the hos'pital geriatric multidisciplinary team. The 
hospital social worker will then contact the community services who 
will nominate the care manager who in turn will arrange for the 
service to be provided, monitor it and review the need for it at 
regular intervals. 

One of the services that is available for those at home is intensive 
domiciliary care. This is designed for elderly. dependent people with a 
complexity of needs for whom residential or nursing home care 
would often be the only alternative. In order to receive intensive 
domiciliary care, the patient must have a suitable home" must wish 
to remain at home, and the patient and carers must be satisfied with 
the level of support provided. The senior social worker refers the 
patient to a domiciliary care manager, who is usually a social worker 
or community nurse. Again a multjdisciplinary assessment is 
undertaken and a care worker will be appointed. The care worker 
provides personal, domestic and social care and is part of the 
intensive domiciliary care team which also includes the community 
occupational therapist, physiotherapist and chiropodist. She is not 
normally a trained nurse and might perhaps be a home help who has 
received further training to allow her to provide personal as well as 
domestic care. The care worker will be available on a flexible basis to 

. provide support and care for whatever hours and at whatever time 
of day or night is necessary. Intensive domiCiliary care is another 
means of facilitating discharge and preventing readmission and of 
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avoiding unnecessary admission to institutional care. 

Conclusion 
In summary, effective discharge requires adequate information for 

families and the patients; the patient must be medically fit to leave 
hospital; the general practitioner and other community services must 
be informed; and suitable home facilities and support must be 
arranged. 
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Professor Raymond Tallis 

Demographics 
Illness in the biologically aged is of immense and growing 

importance to medical practitioners. This is not only because the 
biologically aged carry the greatest burden of illness - and so are the 
heaviest users of health care services - but also because in most 
developed countries they are the most rapidly growing sector of the 
population. This is illustrated in the data from the United Kingdom 
which show a continuing rise both in the absolute numbers of 
individuals over the age of 75 (and even more over 85) and as a 
proportion of the population (see Fig.l). Since the prevalence of 
serious illness rises with age, the elderly are over-represented in 
hospital populations. This is dramatically demonstrated in the figures 
for bed occupancy and discharges in the United Kingdom (see Fig. 
2). This should not of course be regretted: the postponement of 
serious illness until old age is, along with increasing life expectancy, 
one of the distinctive achievements of public health measures and 
individual patient medicine. 

Clinical Implications of Biological Ageing 
How does age influence the illnesses from which people suffer, the 

way they present, the course they take, and the manner in which 
they should be managed in order to optimise outcome? Before 
addressing this question, one preliminary point should be made: 
chronological age and biological age are not identical concepts. Old 
age is often constructed socially or politically; in this sense, it most 
typically begins with retirement. This has relatively little to do with 
biological ageing. Many people may be biologically quite young on 
r.etirement, even though they are the classified, or classify 
themselves, as 'old'. Chronological age is an unreliable guide to 
biological age, of which there is as yet no objective measure. It is 
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merely a, clinical impression and different observers may disagree as 
to whether an individual is biologically aged or not. What everyone 
agrees is that the older you are chronologically, the more likely you 
are to be old biologically; if few people are biologically aged in their 
sixties, most will be biologicalfy aged in their eighties. 

To understand how ageing may irifluence disease, one needs to 
have some conception of the consequences of ageing. A clinically 
useful conception of biological ageing, introduced by Alex Comfort, 
is that of loss of adaptive capacity (I). In biologically aged subjects, 
homoeostatic mechanism are less robust: the ability to withstand 
displacements from equilibrium and to reverse changes is reduced: 
there is less 'homoeostatic elasticity'. It is important to emphasise 
that none of the changes associated with ageing per se causes 
significant symptoms or signs. Age-related changes are not sufficient 
to cause one to be short of breath, to limp, to be in pain etc. Rather 
they pre-dispose to illness by bringing the individual nearer to the 
clinical threshold. Although in old age, an adverse event is more 
likely to express itself in terms of overt disease, age itself cannot 
count as a diagnosis. 

Features of Biologically Aged Patients 
A typical presentation of Disease 

In a biologically aged patient, many common and familiar acute 
conditions may presen t in an a typical fashion (2). Consider, for 
example, pneumococcal pneumonia. In a young person this would 
typically present with pyrexia, cough with sputum and, where there 
is pleurisy, with the classical pleuritic pain. On auscultation of the 
chest there would, amongst other features, be the classical signs of 
localised consolidation. All of these features - pyrexia, sputum 
production, pleuritic pain and consolidation - are part of the adaptive 
response of the body, dealing with the invasion of bacteria and 
preventing their spread. Where such adaptive responses are not 
present, or delayed, or blunted, the presentation may be different. 
Infection may be more widespread, with patchy consolidation, that 
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may often be bilateral. Since more of the lung is involved, there will 
be a greater possibility of respiratory failure - and hence of hypoxia -
especially since the ageing lung is able to respond less effectively to 
the demands made upon it to reverse the threat of hypoxia. Oxygen 
transfer is less effective, the work of breathing is increased, the 
ability to mount a compensatory cardiac response is more limited. 
Hypoxia is indeed seen more frequently in old age pneumonia (3). 
The consequence of hypoxia will of course be confusion and, not 
infrequently, more widespread brain failure (4) with the individual 
losing continence and mobility. A focal disease will thus present later, 
with more global and less precisely targeted symptoms and signs. The 
presentation may seem rather unfavourable, with a reversible. 
underlying problem presenting as irreversible general breakdown. 

For a variety of reasons, elderly people are more prone to urinary 
incontinence - because of age-related instability; to impaired mobility 

. and falls - because of concurrent illness affecting the nervous system 
or the musculo-skeletal system; and to confusion - because of co
existent cerebrovascular disease or the adverse effects of drugs acting 
on the central nervous system. That is why acute illness, which tips 
an individual over the clinical threshold, can so often present with 
these symptoms. Their status as the final common clinical expression 
of many different pathological processes is enshrined in the term 
coined by Professor Isaacs - 'the giants of geriatric medicine' (5). 

Other Features of Disease in Old Age 
Two other features of illness in old age may influence the 

management of elderly patients. The first is that 'when sorrows come 
they come not as single spies but in batallions' (Shakespeare, 
Hamlet). Since old age is a predisposing condition to 
decompensation and illness, several illnesses may be experienced at 
one time: so-called 'multiple pathology' (6). The principle applicable 
to younger patients of trying to fit all the symptoms and signs to a 
single diagnosis is not applicable in old age. This means that the use 
of problem lists, to keep track of the patient's different illnesses, is 
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particularly appropriate in old age. 

The second feature is that many conditions occurring in old age are 
chronic and will of ten 'respond incompletely to medical and other 
interventions. All the great chronic diseases of the nervous and 
musculo-skeletal system show a steep, indeed exponential, age
dependency (7 -12). This is reflected in the prevalence of chronic 
disability. Figure 3 shows this relationship as observed in the recent 
Office of Population Censuses and Survey Study of the prevalence of 
disability in the United Kingdom (13). The steep rise into 
dependence upon others for daily living activities as one moves from 
'young old age' to 'old old age' is particularly striking. Acute illnesses 
in the elderly thus often occur against the background of chronic 
disability. 
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Other Features of the III Elderly Patient 
Good medical practice will always take account of the social 

circumstances of the patient. However, this is of especial importance 
in the management of elderly patients. Many elderly people, 
especially females who typically outlive their spouses, live alone: in 
the United Kingdom nearly 60 per cent of females over the age of 75 
are living by themselves (14). The solitude that results from living 
alone may be compounded by the effects of poor mobility and 
shrinkage of 'life-space' that make it difficult to get to meet others 
outside of the house. Fear of crime often keeps elderly people in 
deprived inner cities virtually under house arrest. Added to this may 
be the isolating effects of deafness and poor vision. It does not 
require much imagination to conceive of the depths of loneliness 
experienced by a solitary, slightly deaf. visually impaired eighty-year 
old who is too frightened or too immobile to get out on her own 
accord. 

Physiological ageing 
bringing clinical 
threshold closer 

Isolation 
Poverty 

DISABILITY 

Acute illness 

~ 
Global impact 

Chronic 
illness 

Figure 4. The biologically aged patient. 
Reprinted with permission from Tallis, 1992. 
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Another adverse social factor is comparative poverty. Whether on 
state benefits or in a private pension scheme, a retired elderly person 
may have a relatively low income (15). This may be adequate to 
meet with daily living costs but not to deal with major capital 
challenges that come from the need to repair the house or to replace 
the car. Often elderly people live in houses or ne'ighbourhoods with 
poor amenities. Moreover, as has often been pointed out., disability is 
an expensive business. It costs much more to maintain the same 
quality of life when you are disabled than when you are able-bodied. 

The Synthesis 
Figure 4 is an attempt to being together all the points that have 

been made so far about the special features of the biologically aged 
patient. The situation of such a patient is very compJ'ex and the 
medical response to this must be correspondingly complex. 

Medical Services For Elderly People 
In the light of what has been said so far, it will be seen that elderly 

people will have rather special requirements for the kind of medical 
service that will meet their needs. Geriatric medicine arose as a 
hospital specialty partly out of a recognition of those special needs. It 
was also a kind of 'affirmative action' on behalf of elderly patients· 
whose medical needs were comparatively neglected. There were 
many reasons for this: the assumption that illness in dId age was 
either 'old age' or 'incurable' an.d that nothing could be done; the 
belief that the needs of younger people who had a greater life 
expectancy or who were not retired - and so were able to contribute 
more to the economy - had greater priority; and an inability or 
unwillingness to address the very complex problems of older people -
all contributed to .their being overlooked. In many countries, this is 
no longer the case and there are well-established geriatric services 
and a large number of individuals whose professional lives are 
devoted to the care of the elderly. 

110 



Overview of Hospital Services (16) 
The elements of a hospital geriatrics service are listed in Table 1. 

There is a need for an acute medical service that can deal with the 
wide range of medical problems that may present in old age. It 

should be staffed by individuals who are familiar with the atypical 
presentation of disease in old age, are able to handle the problem of 
multiplicity of diseases and can work together with other 
professionals in a multidisciplinary team. For the many reasons given 
above, the approach to the care of the elderly needs to be a 
rehabilitative one. This should be apparent on the acute wards but 
there need also to be designated wards where rehabilitation is the 
central issue. For the minority of patients who are not able to go 
home, there should be long term care facilities either in the 
community (in residential or nursing homes) or in hospital (in long 
stay wards) which can provide continued expert nursing and medical 
care. There should also be ear-marked, out-patient facilities and day 
hospital services. The latter, as well as being more user-friendly for 
elderly people, (being less rushed, more personal, providing 
refreshments, and having designated transport), will also have the 
multidisciplinary team on hand, so that needs for remedial therapy 
and social support, as well as medical needs, can be met. Finally, in 
recognition of the fact that contact with hospital is often only a small 
part of a much larger story, and that others outside hospital will be 
responsible for providing care, there should be close liaison . with the 
community and support of carers. 

Table I The Elements Of A Hospital Geriatrics Service 

Acute Care' 

Rehabilitation 

Long Term Care 

Out-Patient Clinics 

Day HospitafFacilities 

Liaison With Community 

III 
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Acute Emergencies: The Interface With General 
Physicians (17) 

One often hears it said by general physicians, n'oting the 
preponderance of elderly patients in their wards. 'We are all 
geriatricians nowadays'. The implication is that there is no need for 
specific geriatrics services. This is of course an extreme view. 
However, there has been considerable controversy over how 
responsibilities should be divided between geriatricians and general 
physicians. In the United Kingdom where the vast majority of 
medical emergencies are elderly, the discussion has been particularly 
intense. Geriatricians who have tried to admit all patients over the 
age of 65 have found themselves overworked, leaving their general 
medical colleagues with little to do. This has given rise to the cynical 
aphorism that a geriatrician is a general physician with 400 patients 
and a general physician a geriatrician with 20patients. 

How, then, should we target the skills of geriatricians and their 
teams? Clearly, they should be directed at those patients who would 
benefit from the multi-disciplinary team approach. These would be 
biologically aged patients whose illnesses have been influenced by 
biological ageing in the way that I have indicated above. The 
problem is to define the admission policy of a geriatric unit such that 
it admits predominantly such patients. 

One solution, often used, is to have an age-related policy (18), in 
which geriatricians take all patients above a certain age and general 
physicians take all patients below that age. The trouble is that not all 
individuals age biologically at the same rate. A very high age cut-off 
will ensure that relatively few individuals who' are not biologically 
aged will be admitted to the service; however quite a few biologically 
aged individuals will be missed. A comparatively low age cut-off will 
mean that the service will reach out to all biologically aged and so 
may not particularly need the kind of multi-disciplinary· approach 
that geriatricians provide. There is, in other words, a trade-off 
between sensitivity and specificity. The advantage of an age-related 
service, however, is that it is at least simple to implement: casualty 

112 



officers know which over-worked, over-tired junior doctor to call in 
the middle of the night. 

An alternative approach, which makes more clinical sense, is a 
need-related service. Geriatricians· take those patients whose medical 
and social problems indicate that they would they benefit from the 
team approach. The problem is providing criteria for identifying such 
patients. In fact, this is not as difficult as night be expected: a study in 
my own hospital using the criteria set out in Table 2, indicated close 
concordance between general physicians and geriatricians as to .. 
which individuals were geriatric patients and which general medical 
patients (19). 

Table 2 Acute Geriatric Patient: Need Related Definition 
I 

An Elderly Patient who Presents with an Acute Problem and 
who Meets One or More of the Following Criteria: 

1. Resident in local authority part III home, private rest 
home or private nursing home (indicating a degree of 
physical and/or mental frailty) 

2. Acute presentation with confusion, poor mobility, falls 
or incontinence 

3. Long-standing confusion, poor mobility, falls or 
incontinence 

4. Presentation with specific conditions requiring 
intensive rehabilitation e.g. CV A 

5. Previously under the care of a consultant geriatrician 

A third strategy is to combine the two approaches: to offer an age
related service with a fairly high cut-off age, so that, for example, a 
stroke patient in her early seventies would be admitted under the 
geriatricians. 

Some have suggested that geriatricians should work much more 
closely together with general physicians, even to the point of 
merging or integrating the two services (20). My own feeling is that 
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geriatricians should focus on the biologically aged elderly with whom 
they have most experience and whom they manage best. Integration 
may lead to the neglect of older patients as geriatricians are 'seduced' 
by younger ones. Having said this, it is important not to pretend that 
there can be a single blueprint for the division of responsibilities 
between geriatricians and general physicians. The pressure on 
services (which will depend on the age structure of the population, 
levels of morbidity and social variables), the allocation of resources 
(beds, medieal, nursing and paramedical staff) between geriatrics and 
general internal medical. services and (above all) personal 
relationships will be important local determinants of successful 
coll?borative working. 

Whatever operational policy is implemented, it is important that 
the geriatrics service should not be a barrier to elderly patients 
receiving hi-tech and tertiary specialist care as required. Geriatricians 
should be prepared to refer their patients on to the appropriate organ 
specialists where this is indicated. Nor should elderly people be 
denied hi-tech interventions on the (unfounded) assumption that hi
tech equals 'nasty tech'. Nothing could be further from the truth: a 
hi-tech abdominal CT scan is far less unpleasant than a 
comparatively low tech diagnostic laparatomy; and advanced 
keyhole surgery is less invasive than the conventional approaches. 
The severity of illnesses in old age and the loss of reserve and 
homoeostatic elasticity argues for greater, not less, precision in the 
management of elderly people. 

It is important also to appreciate that geriatric patients present in 
many other settings than medical wards: a successful geriatric service 
should be able to reach patients in surgical wards (general, 
orthopaedic and gynaecological) and also those who are managed in 
the accident and emergency department without being admitted. 

Rehabilitation Services (21) 
The foregoing discussion will have indicated some of the many 

reasons why rehabilitation is central to the practice of geriatric 
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medicine: the high prevalence of chronic disabling diseases in old 
age; the global impact of even focal. reversible conditions; and the 
adverse social circumstances experienced in old age. 

The fundamental insight behind rehabilitation is that the amount 
of handicap need not be proportional to the amount of 
impairment. An individual may have only a small impairment and 
yet be enormously handicapped; or, on the other hand, may have an 
enormous impairment and yet be relatively free of handicap. 
Rehabilitation is about intervening between impairments and 
disabilities and between disabilities and handicaps. 

Successful rehabilitation is multi-levelled, as illustrated in Figure 5. 
It will require that we take notice not only of what has happened to 
the "organism" but also the environment of the person. It is 
necessary therefore not only to treat the damaged system (for 
example the injury 10 the brain as in a stroke) but also the rest of the 
body (which may be at risk), take account of psychological attitudes 
of patients and carers and manipulate the material environment 
(ranging from the patient's clothes right through to the shops) to the 
patient's advantage. Rehabilitation also involves mobilising a social 
support network, including both informal carers and statutory 
agencies, in the patient's favour. 

A. Damaged system 

8. Other body system 

I : c. Psychological attitudes (of patients & others) , 

D. Immediate material environment (eg. domes) 

E. Proximal material environment (eg. indoors) 

f. Distant material environment (eg. shops) 
.-
I G. Social support network 

Figure 5. Rehabilitation is multi-levelled. 
Reprint with permission from Tallis, 1992. 
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A crucial aspect of rehabilitation is avoiding learned dependency. III 
elderly patients may be prone, because of anxiety, to 
institutionalisation. This tendency will be exacerbated by sensory loss 
due to poor vision or poor hearing. Over-supportive carers, who may 
find it more convenient to have a dependent rather than an 
independent patient, also contribute to producing learned 
dependency. The important strategy here is a gradual withdrawal 
of support in ensuring that the patient is encouraged to perform at 
maximum level of independence. 

Our approach to the disabled elderly person, therefore; must take 
account of the complexity of his or her situation. Our assessments· 
are correspondingly complex. We are concerned not only with 
diagnoses but their practical consequences for the patient; we 
observe not only impairments and deficits but functions such as 
mobility, exercise tolerance and cognition. Activities of daily living 
must be assessed and the person's function outside of institutioris 
must be evaluated, as takes place on a .home visit. Such a complex 
approach requires a multidisciplinary team. The crucial members of 
the team are, of course, the patient and his or her relatives or carers. 
Other members are: nurses both in the hospital and the community; 
therapists, also in both the hospital and the community; social 
workers; clinical psychologists; and also doctors. 

If the team is going to work successfully, the principles of 
rehabilitation must be grasped by all members. Goals must be agreed 
between the patient and the carers and the members of the team. 
The progress of the patient must be communicated between 
members of the team; so too, must the progress of arrangements 
made for the patient. Multidisciplinary case conferences, in which 
team members meet, are therefore essential. Inter-professional 
rivalry must be avoided and there should be mutual trust and respect 
resulting in delegation of duties where appropriate. 

Doctors often find it difficult to work within rehabilitation teams 
because they are uncertain of their role. Their primary task is of 
course to get the medical diagnosis right and to institute appropriate 
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medical treatment. They should identify new medical problems that 
may emerge during rehabilitation and they must communicate 
crucial information to patients and the rest of the team relating to 
these matters. They should also ensure that there is a clear 
management plan and that standards are maintained. However, they 
should avoid being "rehabilitation pests". Conducting the orchestra 
and trying to play all the instruments, forming discharge and other 
plans that cut across th~ plans of other members of the team, 
determining the duration 'and mode of therapy without consulting 
with therapists and distrusting the expertise of other members of the 
team are not uncommon faults in doctors who have a limited grasp 
of the principles of rehabilitation. 

Another principle of rehabilitation is progressive patient care (22), 
where separate facilities and settings are made available for patients 
at different stages in their illnesses and treatment programmes. In 
geriatric medicine, we typically separate acute from rehabilitation 
wards. The rationale for this is that greater levels of skill may result 
from differentiation of roles and also that, in an acute ward, the 
urgent may drive out the important: medical emergencies may drive 
out the important things such as the education of patients in daily 
living skills. The emphasis on a rehabilitation ward will be on the 
assessment of function, on re-training mobility and activities of daily 
living, on the assessment of 'needs for aids appliances and 
adaptations, on minimising support to encourage independence and 
on the involvement of carers. 

For the severely disabled patient, medical and paramedical and' 
nursing intervention is a small episode in a long illness. The crucial 
individuals are formal and informal carers. Such carers themselves 
will require support. At the very least they are entitled to 
explanation as to the diagnosis, the prognosis and the nature of the 
deficits that the patient has; and teaching - in particular in the 
handling of transfers and understanding the nature of the disability 
and also in appreciating the patient's capabilities. It is easy for carers 
to be worried about "stress" as being likely to make a patient's 
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disabilities worse and as a result take on the far greater burden of 
care than 'they need to. Carers are also entitled to advice about 
potential benefits, support groups and appropriate services. Finally 
they should have access to counselling services to help them to come 
to terms with the changes that will 'have taken place in their lives as 
a result of the illness of the person for whom they are caring. 

Ideally, the geriatric rehabilitation facility should service all areas of 
. the hospital - general medical, orthopaedic and general surgical 
wards - as well as receiving patients from the acute geriatric wards 
an~ from casualty and direct general practitioner referrals. It should 
have a rapid response time but should not necessarily provide a take
away service. Advice on the referring ward may be adequate. 

Conclusion 
For the foreseeable future, there will be a progressive increase in 

the demands made upon general hospital services by elderly people. 
The sharp increase in the biologically aged population means that 
more individuals 'will require an efficient, multi-disciplinary service 
in which prompt 'hi-tech' investigation and treatment of acute 
illnesses is combined ~ith rehabilitation that addresses disability. The 
needs of seriously ill elderly people cannot be met in the community 
but successful management will require careful negotiation of the 
primary care-secondary ca~e Interface and close and cooperati.ve 
working between health and social services. If the challenges 
presented by elderly patients to the general hospital are not tnetwith 
efficiency and humanity,. it will not only be the elderly who suffer. 
The entire hospital service could be adversely affected. 
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Ms Christine Hancock 

Introduction 
Today, all over Europe, older people are the main consumers of 

health,· social services and nursing care. Many older people can 
expect to enjoy a· healthy old age. But the proportion of the very 
oldest who are frail and potentially vulnerable will increase as we 
move towards the end of the century. These elderly people will 
increasingly require more time, more money, more resources and 
more people to look after them. 

In future! growing numbers of older people will be cared for in 
their own' homes; in residential or nursing homes as well as in 
hospital. And in the hospital itself, older people are no longer cared 
for solely in elderly care units. As the number of elderly people 
needing hospital. care increases, more and more hospitals are 
merging services for older people with acute medicine. 

The integration of medical and elderly care services may be a 
logical management approach which is likely to provide an enhanced 
medical service to older people. For the health care professional 
working with them, the challenge is to ensure that they have the 
knowledge, expertise and the skill to care for and to communicate 
effectively with older people wherever they are cared for. 

Nurses and Communication 
Much of the direct care and support for elderly people in the 

hospital setting will be provided by nurses. Some of the most 
innovative work taking place in nursing is in fact taking place in 
elderly care units. The Royal College of Nursing (RCN), the world's 
largest and most diverse professional organisation for nurses, is in 
the forefront of this work. The membership groups for nurses, who 
care for older people are among the most active in RCN, lobbying on 
the issues which affect nursing and older people, and shaping the 
future of the profession. But the RCN recognises that the challenge 
for nurses too is to be able to provide specialist care for elderly 
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people, outside the specialist setting. 

Increasingly, nursing care for elderly people requires the highest 
possible professional standards. The multiple needs of sick older 
people require the care of qualified nurses. And communicating with 
elderly people requires a special understanding of their values and 
their care needs. Nursing's commitment to provide the highest 
quality care is one of the strongest expressions of solidarity between 
generations. 

Indeed, a growing number of nurses is actively involved in setting 
standards of care. The RCN Standards of Care project has enabled 
nurses of all disciplines to write and implement standards using the 
Dynamic Standard Setting System, also devised by the RCN. 

Meanwhile, nurses are constantly updating their skills and 
expanding their practice through additional education and training. 
The RCN's Institute of Advanced Nursing Education offers further 
education to diploma and degree level. Whilst RCN Nursing Update, 
the RCN's Open University style distance learning project broadcast 
on BBC, gives nurses in the UK, Ireland and now some other 
European countries the opportunity to update their skills and 
practice. The forthcoming season will include programmes on 
assessing elderly people, pressure sores and osteoporosis. 

Even so, cost considerations often mean that old people in hospital 
do not receive the level of qualified nursing care that they need: 
Cost-driven, reprofiling exercises have reduced the number of staff 
by 32 per cent in elderly care units in the United Kingdom. And in 
all units, fewer numbers of qualified nurses are caring for increasing 
numbers of patients. 

Improving Nursing Care 

So today I want to look at why the care that nurses give is so 
valuable and how nurses are improving the quality of patient care 
through enhanced communication. I then want to look at some of 
nursing's immediate concerns about the way in which older people 
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are cared for in hospital before considering the future of care in 
elderly and acute units. 

To the older people who receive skilled nursing care, the value of 
nursing is self evident. But as nurses .are the largest professional 
group in the health service and consume some three per cent of all 
public expenditure, nurses understand that it is legitimate to ask 
whether they are in fact value for money. That is why so much of 
the work of the Royal College of Nursing is committed to 
demonstrating and promoting the value of nursing, pointing to the 
link between the employment of qualified nurses and the quality of 
care rather than simply costing nursing care in simple financial 
terms. 

Caring Costs is the first British review of United States and United 
Kingdom research studies that show the benefits of employing 
qualified nurses. Commissioned by the RCN, it identifies a broad 
group of studies which consider the relationship between cost and 
quality and the cost effectiveness of clinicahnterventions by 
specialist nurses. After the publication of Caring Costs, a number of 
independent studies were carried out also looking at the relationship 
between the employment of qualified nurses and quality care. 

Last year a North Western Regional Health Authority and York 
University report, Ward Nursing Quality and Grade Mix 
indicated that high standards of care depend on using qualified 
nurses. Another report commissioned by the Nursing Division of the 
Department of Health and undertaken by York University Centre for 
Health Economics also indicates that there is a direct correlation 
between nursing grade mix and patient outcomes. 

In order to analyse the individual contribution of nursing; a study 
was carried out in 1986/87 into the effects of caring for elderly 
people in a therapeutic nursing unit in Oxfordshire. Nurses in the 
unit were responsible for planning patient' centred, holistic care. 
Patients discharged from the unit were less dependent than other 
patients and experienced higher standards of care during their 
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treatment. On average, length of stay was shorter in the treatment 
unit and some 73 per cent of patients in the nursing unit had no 
complaints at all about their care, compared with 41 per cent in the 
control unit. In addition, there was evidence that on average, costs 
per day in the nursing unit weresignificaritly lower. In other words, 
qualified nursing care was more effective. It made the best use of the 
resources available and actually saved money. 

To accompany the studies of cost effectiveness, the RCN last year 
, published The Value of Nursing a qualitative record of the real life 
experiences of nurses - many of them with elderly people - whose 

.care has dramatically improved the quality of the lives of their 
patients. The Value of Nursing, perhaps more than any other 
document, illustrates the importance of face to face human contact 
and its dramatic impact on care. And I recently heard it described by 
a senior Government official as simply the best descriptive work on 
nursing she had ever seen. 

The therapeutic value of nursing was recognised by the 
Government when it included the named nurse initiative in the 
Patients Charter. The named nurse approach is one that has been 
advocated by the RCN Jor many years. It implies that the nurse is 
responsible for the planning and co-ordination of the patient's 
nursing care right from admission or before, through to discharge 
and follow up, and is actively involved in the delivery of soine of 
that care. The initiative recognises the tremendous reassurance and 
security that patients derive· from knowing that there is .one special 
nurse with whom they and their relatives can communicate directly. 
One nurse who is planning for their care and anticipating their 
needs. 

An Environment of Care 
More and more qualified nurses now have the opportunity to 

improve the quality of care for elderly people through enhanced 
communications. But nurses have a number of specific concerns 
about tpe care of elderly people and the environment in which they 
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are cared for. An important aspect of nursing practice is maintaining 
an environment for care which is conducive to patient health and 
recovery. A number of studies show that the living environment is a 
major factor in patient 'well being. In a recent United Kingdom 
National Health Service document on care environments called 
Environments for Quality Care, the Secretary of State wrote: 

The physical environment has a valuable part to play in raising 
public confidence concerning the quality of ca re provided in the 
NHS. 

The document did not, however, stress the importance of privacy 
for the well being of patients, and in recent months, nurses have 
expressed concerns about the use of mixed sex wards. Although the 
extent of the problem is not really known, patient groups like the 
Patients Association have received an increasing number of 
complaints. And at a time, incidentally, when many other European 
countries are moving towards single room pr()vision for all patients. 

The RCN believes that in providing a mixed sex environment. a 
hospital must be more concerned about the therapeutic advantages 
rather than the savings that can be made through greater flexibility 
in the use of beds and equipment. The traditional argument that a 
mixed sex environment is more normal ignores the benefits of the 
supportive and restful atmosphere that a single sex ward can provide 
at a time when patients are at their most vulnerable. Meanwhile, the 
argument that patients behave better in a mixed sex situation is 
based on the misconception that controlled be~aviour is a sign of 
well being. 

For old people in elderly care units or in general wards, the 
problems often stem Jrom the lack of privacy and the difficulties that 
can be caused by the uninhibited behaviour of some confused elderly 
people. The situation can be particularly distressing for a generation 
of people who have traditionally maintained more public modesty 
than subsequent generations. 

The problem is sometimes exacerbated because of society's 
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tendency to regard old people as 'asexual'. Of course in reality, older 
people value contact with the opposite sex just as much or as little as 
any other generation. 

Solidarity between generations and the contract of care mean that 
health care professionals have to be aware of and understand the 
discomfort that older people may suffer in an alien environment. 
Their views and feelings must always be taken into account, and 
privacy must be guaranteed when patients are expected to share, 
what is in effect, their bedroom, bathroom and toilet at a time when 
they are sick and vulnerable. 

Resuscitation 
An area of particular concern to nurses and doctors alike, and 

especially in relation to the care of older people, is cardiopulmonary 
resuscitation (CPR). Confusion has arisen because· theoretically, 
resuscitation could be attempted on any individual in whom cardiac 
or respiratory function ceases. Clearly, it is essential to identify 
patients for whom resuscitation is inappropriate. Do-not-resuscitate 
orders have been a source of misunderstanding between doctors, 
nurses and health care professionals. To overcome these difficulties 
and the communications problems that existed between health care 
profeSSionals, the RCN and British Medical Association recently 
issued a joint statement on resuscitation. 

While most health authorities in the United Kingdom have taker. 
steps to ensure that appropriate health workers are proficient in CPR, 
they have not addressed the issue of who should be resuscitated. The 
RCN/BMA guidelines state that it is appropriate to consider a do-not
resuscitate order where a patient's condition indicates that 
resuscitation is unlikely to be succ.essful, where the patient has 
recorded a wish not to be resuscitated or where successful CPR is 
likely to be followed by a length and quality of life that is 
unacceptable to the patient. 

The overall decision rests with the consultant, and nurses and 
doctors believe that this decision should be made only after 
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consultation with other members of the nursing and medical team 
and the patient. It would not be appropriate to discuss these 
decisions with all patients, but there are many circumstances in 
which sensitive exploradon of the patient's wishes should be 
undertaken. For many older people the decision may rest on quality 
of life considerations. In cases like this, the views of the patient are 
particularly important. Health care professionals should make every 
effort to secure understanding and acceptance of the clinical decision 
that has been reached with the patient and with those close to the 
patient. 

Clearly, the advisability of CPR will always be a highly sensitive 
and complex issue which should be undertaken by senior members 
of the medical team and their senior nursing colleagues. 
Communicating with patients at risk of cardiac or respiratory failure 
or those \yho have a terminal illness requires great skill and expertise 
as well as respect for every patient and the uniqueness of his or her 
condition. 

Care in the Community 
Looking to the future care of elderly people in hospital, in the 

United Kingdom the emphasis is shifting from care in the hospital 
sector to care in the community. Indeed, hospital closures and 
reduced services for elderly people loom large in health service plans. 
Meeting the needs of older people will therefore require a wid,er 
range of community services, including residential, nursing, day 
care, respite and outreach services. Already, schemes like 'Hospital at 
Home' which deliver intensive care for elderly people in their own 
homes offer a cost effective and efficient way of caring for patients 
discharged early from hospital. Even so, it is vital that the health 
service retains some continuing care facilities for education and 
research purposes, as centres of excellence and as a resource for the 
local community. 
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Conclusion 
Nurses play a key role in communicating with patients wherever 

they are cared for. Effective communication is one of the highest arts 
of nursing, and for nurses caring for older people, it is essential. The 
relationship that nurses build with their patients enables them to 
give truly patient centred care, to identify almost imperceptible 
changes in the patients' condition and to help maintain the patient's 
dignity ~md independence as well as his or her health. 

As par~ of its Standards of Care project which I mentioned earlier, 
the RCN has produced guidelines for standard setting for nurses who 
work specifically with older people. The document highlights the 
role of the nurse as teacher, carer and friend. Communication is 
central to all these roles which stress the value of the human face of 
the hospital and its special contribution to the health needs of older 
people. 
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Mr Maurice Rochaix 

Introduction 
As part of the session devoted to old people and their 

hospitalisation, I was asked to touch on the question of the 
contribution of modern technology and the effects that can be 
expected. The choice of this theme is judicious because it is a topkal 
question. Nowadays, old people ask for more independence. 
Previous speakers provided many examples of this demand. 

A new question: there are many studies on the reality and the 
effects that can be expected from particular technologies. However, 
there does not appear to be a global and exhaustive study on all the 
technical means which can be put into use in this area. 

A vast question: we have to consider the old person in the 
different aspects of the final stages of his or her life, in the different 
situations they are confronted with, such as in hospital, at home, in 
an old people's home. But we can only touch briefly upon the vast 
question of modern medical technology. 

An essential question: beyond the technical descriptions, this is 
an excellent theme for reflection. Indeed, costs must be decreased, in 
optimising performance and maintaining the fundamental human 
qualities. How can the technology used in the sphere of old people 
enable us to take up this challenge? 

Technology has Invaded the World of Older People 
Although less spectacular than in the sector of high technology 

medicine, the presence of technology is nevertheless very real and 
will further increase. A general catalogue wo~ld go beyond the 
framework of this paper. A few examples wi~l be enough: 
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Comfort and Security 
"Domotique" has considerably reduced domestic work and 

therefore facilitated the care of handicapped old people at home. It 
has also facilitated the life of old people in hospital. Many areas can 
be touched upon : temperature or even hygrometry regulation, the 
closing and opening of shutters depending on the strength of the 
sun, the opening of doors with remote control, automatic 
wheelchairs, locks with magnetic cards, articulated beds that do not 
give bedsores, escalators, lifts for the handicapped people. In fifty 
years, progress has been considerable. However, technology has I 
integrated into the world of community life with more ease than into 
the life of individuals. It is certain that this tendency will increase in 
the future. 

Telematics have also changed the living conditions of old people, 
thanks to const~nt supervision and therefore rapid help when it is 
required. In France, there is no doubt that the dispersion of the ~'tele
alarm", with a central method of surveillance has facilitated home 
care. Such techniques have their place in community living and can 
compensate for personal disabilities. As has already been underlined 
in a previous presentation, these techniques can also avoid pointless 
journeys between the retirement home and the hospitaL Nowadays, 
there is a problem with providing medical equipment in old people's 
homes. It is certain that the standardisation of materials which were 
formerly very cumbersome and complicated, the decrease in their 
investment and exploitation costs, and their miniaturisation renders 
the equipment affordable and more effective. This allows for the 
resolution of many problems on site whereas previously a transfer 
would have been necessary. In addition, technology· offers the 
possibility of receiving long distance information, processing it and 
then distributing it. We can now talk of tele-machines. 

Prosthesis: They have become extremely reliable, high performing 
and they seem to be one of the reasons for the significant reduction 
in the number of handicaps suffered by old people. It is true that 
some of them are still very expensive. But every day, the benefits 
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increase. The expected evolution of hearing aids has been slow, but 
in the fields of locomotive and cardiac regulatiori, the progress is 
great. Nowadays how can we refuse the possibility of prosthesis 
because of the cost or the age of the patient? 

Hygiene: Over the last few decades, progress has been 
considerable, both in terms of methods and results. To confirm this, 
we only need to remember the old people's home fifty years ago 
where old people died. "Stinking" smells, miasmas, "sickening" 
odours are terms we find in the literature of previous centuries, 
where it is certain that nosocomial infections resulted in a high rate 
of mortality for both hospital staff and patients. The performance of 
disinfectants has considerably improved. This is reinforced by means 
of personal washing, baths, showers, washbasins which have 
multiplied and can be adapted for the handicapped and by the 
technical means of air conditioning. Also the development of 
disposable protection products has greatly modified the tasks of the 
hospital staff and patient comfort, especially for incontinent people. 

Food: The progress generated by refrigeration techniques, 
packaging and transportation, has been spectacular. It has facilitated 
the rapid development in the care of old people at home, and the 
conditions of management in hospitals and old people's homes. This 
progress could be the principal explanation for the present increase 
in life expectancy. It would be interesting to know, in a country like 
France, the evolution in the number of meals distributed to 
individual homes, over the last few years. No doubt the increase is 
surprising. Besides home care, these techniques have led to a 
decrease in the number of domestic accidents, an improvement in 
the quality of food due to strict hygiene controls, and the use of 
magnetic cards that allow individual choice. In the collective domain, 
this dietary progress has made an efficient contribution to medical 
techniques so as .to avoid vitamin and other deficiencies. This will 
contribute to the reinforcement of immune protection. According to 
some practitioners,. the progress from now on should become 
integrated into the modern therapeutic means. 
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Finally, in order to complete this overview, I should mention a few 
well and lesser known techniques of which the actual or desired 
effects must not be ignored: 

• The possibility now of having a telephone link from home to 
the community services thanks to computer progress. Thanks 
to technical adaptations, this can help the blind, the deaf, and 
those with movement difficulties. 

• television, which helps reduce old people's loneliness and 
which can be adapted to some handicaps by the use of 
decoders. 

• the latest possible use of the computer is the GEROTEL system 
which seems very promising. Still in the experimental stages, it 
is an information network, served by a regularly updated data 
bank, which holds the detailed medical and social files of 
all of the handicapped people in the relevant institution. 
Dependant old people would be in the powerful position to 
constantly expect the service most adapted to their needs. 
There would be an optimisation of the supply and demand for 
the benefit of both old people and institutions. In this manner, 
computerisation could allow us to settle the most delicate of 
problems which confroni us and for which we have until now 
only found uncertain and partial solutions. 

In the light of this brief and incomplete, but nevertheless 
encouraging report, can we affirm that modern technology can 
partially or totally resolve the difficult problem we face at the end of 
this century concerning old people? Modern technology has indeed 
produced a spectacular reduction in handicaps. But we must also 
underline the weak points. 

Difficulties and Limitations of Technology 
Modern technology faces difficulties and its implementation can 

really only have positive effects if it is completely accepted, both by 
the beneficiaries and the users. It is like the phenomenon of 

135 



transplantation, there is always the possibility of rejection. 
Everybody who has managed an old people's institution knows that 
they must. be wary of innovation, and consider the cultural reality 
both of the care teams and even th.at of each patient. We all know 
perfectly well that the idea of the tele-alarm is sometimes rejected by 
old people because "it is too complicated". Many of them refuse 
sport, gymnastics, baths, hearing-prosthesis for many reasons,. which 
generally reveal the culture of their generation: The single room. 
which appeared a great step forward, is nevertheless often refused. It 
is the same with air conditioning. Lots of people have never known 
it in their lives and now they cannot bear it. Many remarks could be 
made about collective food. Therefore, in order to speed up the 
implementation of the future progress, modern technology must be 
used; 

It to train personnel and make them more sensitive. There has 
been important work done in this area that should be 
integrated permanently into professional training, because 
there will continue to be changes for a long time, and at a 
varied and unpredictable rate. 

o to attract the attention of the architects who design the 
buildings to install technology that will prove useful in the 
future. 

It The possible impact of modern technology calls therefore for a 
careful analysis of the effects we can expect and of the people 
who should benefit from the technology and those who should 
implement it. 

The installation generates extra costs, even'though we can 
eventually expect to make important savings. It is certain that 
institutions are much more prepared to spend money on technology 
than individuals who generally have limited resources in the final 
stages of their lives. The purchasing or renting of mattresses that do 
not give bedsores, automatic wheelchairs, aUlOmatic doors, tele
alarms, remote controlled rolling shutters are very expensive and 
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have limited use. Therefore, we have to favour as far as possible care 
at home. 

Indeed various solutions have already been implemented and call 
for attention in the fields of: 

Prevention: encouraging old people to move house in order to 
live on the ground floor before it is too late. Of course, if a few 
apartments in a group of buildings could be equipped for their needs, 
the results would be better. 

Financial aid: subsidies, low interest loans, even refundable 
advances could be arranged and in addition could generate savings 
for the community. We also can expect a lot from service clubs: the 
Rotary Club for instance. 

Common approach: the French Mutuality could create a 
company which would hire materials for the handicapped, at low 
and competitive prices. This possibility is worth exploring. A system 
of loaning expensive materials between establishments could be 
desirable as it is better to obtain full use from the materials. 

Modern technology faces limits. Sectors still exist and will for some 
time, where modern technology cannot be of great use. Therefore, 
human presence and work are essential and will remain so for a long 
time. There are many old people suffering from Alzheimer disease. 
Five per cent of people under 65 and fifteen per cent of people over 
80 years of age suffer from the disease. Technology can only help 
these people in a limited way and the qualifications and presence of 
people are essential. Also a human presence is- necessary when 
feeding highly dependent people. Feedirig is one of the most delicate 
problems that those responsible ha ve to sort out. How can we 
adequately feed 30 bedridden patients who need the constant and 
attentive presence of at least one member of hospital staff during 
their whole mealtime? 

Lastly, technology seems unable to penetrate the very important 
problem of old people's loneliness. This loneliness increases with the 
average life expectancy, because of the geographical dispersal of their 
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families, and the fading of the old values upon which they survived. 
Great distress in the final stages of life can only be compensated by a 
real and attentive human presence. Radios, televisions and books can 
no longer fill this great emptiness at the end of life. We can only 
hope that the use of ever more powerful technology will reduce the 
amount of time which staff spend on material tasks. This will allow 
staff increased time, attention and compassion for their patients, 
which must always be their goal. 

Future Perspectives 
The relationship between technology and the living conditions of 

old people seems to have greatly modified and must be further 
modified. Technology is invading almost every domain. Its effects are 
considerable and could still be further developed. We must therefore 
act on many levels, with a huge range of possibilities. 

Fundamental research has to be developed in all sectors. It is one 
of the main necessities of our time. In the medical sphere, the total 
elimination of some pathological diseases such as Alzheimer disease, 
would completely modify the future reality. There are other sectors 
in which we can hope for significant advances, of which the effects 
on the handicaps of old people would be considerable. 

But beyond fundamental research, it is advisable to develop 
applied research, which merits much more attention than we have 
paid it up until now. In order to achieve this, all the participants 
(general practitioners, nurses, administrative staff, industrialists, 
engineers, architects) must be aware and convinced that they should 
individually be prepared to give all of their talents, skills and 
educated dynamism. It will be in this way that modern technology 
will progress. This implies that a great but profitable effort must be 
made on a national and European level. In the field of applied 
research there is considerable potential for the improvement of the 
human condition if the vital economic means are available. The 
time has come to envisage the creation of one or many 
institutions in charge of the development of applied research. 
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Their role would be: 

o Watching and listening: Monitoring technology is a decisive 
factor in progress. It is necessary in this case because the 
technology covers a huge sector with ill defined boundaries. 

o evaluation of implemented technology to assess the cost
benefit relationship and feasibility. 

• experimentation: Whether undertaken directly or in 
controlled sites. 

• validation: Considering the multiplicity of possible users, 
validation, indeed approval, would be a security guarantee. 

• diffusion of information: Because knowledge is advancing so 
quickly and application sectors are so numerous that frequent 
updating is essential. Various means can be considered; 
newspapers, magazines, congresses, exhibitions etc. 

• encouraging innovation or participation in experiments, to 
prevent the responsible health participants developing 
bad habits or using second nature. For this, the creation 
of incentives such as oscars or prizes would be something 
simple and efficient. 

, 
• advice: numerous decision makers would without doubt be 

happy to be advised by a capable and independent 
organisation before making important technological 
investments. 

o personnel training by sensitive, reflective and innovative 
sessions. 
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Conclusion 
Faced with the great challenge of the twenty first century, the 

increase of the elderly population and particularly the very old 
elderly, in the European countries, the means'we can hope for and 
time given to us will be very limited. Now applied technology is and 
will be the biggest factor of change and progress. The acceleration of 
its implementation by the creation of. institutions charged with its 
promotion and regulation is without doubt one of t~e answers to 

which we must pay attention. 
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Introduction 
While the full range of medical accommodation available specially 

for the care of elderly patients includes facilities for assessment, 
rehabilitation, slow-stream rehabilitation, extended care, research 
and development and day care, not all these facilities would 
normally be provided in a general hospital setting. This paper will 
deal with the environmental aspects of those facilities which are 
normally provided for the elderly in the general hospital setting -
these would include assessment and first line rehabilitation. Account 
must also be taken of the fact that the elderly patient, and his or her 
visitor, also attends or visits most other public departments of the 
general hospital. 

. Size of The Problem 
As of now, the elderly constitute only II per cent of the population 

in Ireland. They account for over 25 per cent of admissions and over 
40 per cent of bed days in our acute hospitals. They spend a longer 
time in hospital and make greater use of other departments, such as 

. outpatients and radiology, than do younger age groups. The size of 
the problem in terms of bed numbers required has been quantified 
by the Working Party on Services for the Elderly which fn its 1988 
Report recommended that 950 beds in geriatric departments in 
general hospitals and 1150 rehabilitation beds were required to meet 
current needs, This need has yet to be met. 

Regardless of a' greater use of outpatient and day care services, the 
expected increase in the elderly population must have further 
significant implications for d~mand for acute hospital and 
rehabilitation services. 
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The Design Problem 
Environmental considerations for the long stay elderly have been 

given much attention and study over the years. We can find 
excellent examples of well thought out layout and of a range of good 
facilities such as enclosed garden spaces, relaxing and promenade 
corridors with much to interest the elderly in them such as recesses 
for planting, spaces for conservatories, bird cages and small aviaries. 
Many long stay homes have very satisfactory environments. 

When it comes to the general hospital. however, and in particular 
the assessment ward, the building and environmental needs of the 
elderly are often disregarded or not fully considered, through 
inadequate briefing or worse still. through indifference. How many 
designers are as aware as they should be of the effects of sensory 
impairments in vision, hearing and touch, among the elderly - a first 
prerequisite to designing a suitable environment, to compensate for 
these losses. Again, for example, how many a,rchitects would ensure, 
without prompting, that viewing panels in· doors are designed so that 
people in wheelchairs could see through them? Part of the problem 
is that buildings and their interiors still tend to be designed for 
'average' people - that is a fit male person between 18 and 45, 
neither very tall, very fat or left handed. Average people constitute 
less than 20 per cent of the population. The rest, including the 
elderly, manage to cope as best they can. 

When designing for the elderly we must consider: 

•. those who may be stiff or weak, 

• those who may need to spend much time sitting rather than 
standing, 

• those who may be disabled or partially disable~, confined to a 
wheelchair or may need the use of walking aids because 6f 
limited mobility /physical ability, 

o those who may have poor co-ordination, 

• those who may be totally blind or partially sighted, 
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• those who may be totally or partially deaf. 

Also, incontinence, falling, disorientation and confusion are 
common presenting features. 

Having given thought to the above problems I would like to 
suggest a number of key criteria/considerations which should be 
taken account of in designing a suitable and friendly environment 
for the elderly in the general hospital setting. 

Location in the General.Hospital 
It is most important that a ground floor location be planned for· the 

rehabilitation accommodation. While the assessment ward does not 
have to be at ground level, it is highly desirable that it is to allow for 
easier access by patients and elderly visitors as well as for ease of 
movement to the outdoors. 

Elderly patients, assessment patients in particular, should be within 
easy access of the diagnostic and treatment areas of the general 
hospital such as physiotherapy. 

Also, the location should allow for access to a range of other 
activity spaces in the general hospital, in particular by rehabilitation 
patients who have regained their ambulatory condition as well as 
providing meaningful destinations for all mobile patients. These 
spaces might include the coffee shop, shop, library, club or pub, 
bank, craft centre, lounge (preferably with fireplace), hairdresser, 
chapel, and an "Easy Street Environment" - a place where patients 
may practice a variety of skills such as getting into a car etc. 

Environmental Considerations 
Apart from many well known hospital stress factors such as 

tasteless food, loss of independence and lack of information, we 
know that an unsatisfactory physical environment can also be 
stressful. This phenomenon is termed 'geopathic stress'. 

As new views evolve. about the relationship between stress and 
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illness and about the influence of positive attitudes on recovery, 
more emphasis will be placed on design of the patient environment. 
The potential of the environment to further therapeutic aims has 
been greatly under emphasised. Elderly patients should be able to 
view outside acti'vities, planting, trees, mountains, lakes etc. to 
stimulate their general interest. It has been shown that visual 
stimulation aids recovery (R. Ulrich 1984). Views should give such 
stimulation. 

Accommodation for the elderly should not be overshadowed but 
rather have a sunny aspect. A quiet garden area should be easily 
accessible; 

The internal environment should present a pleasant and homely 
atmosphere compatible with clinical requirements. 

Interior Design and Colour 
Good interior, design should be seen as an integral part of the 

design process. There should be no ambiguity in design as far as the 
elderly are concerned, For example, glazed panels alongside doors 
can be mistaken for doors and can cause frustration as well as 
accidents. Bold "floor patterns, should be avoided unless used as 
wayfinding cues. Many elderly see strong lines/patterns as obstacles 
to be stepped over. In stepping over they could stumble. 

The psychology of colour should be understood by the designer 
and used as a therapeutic aid for the elderly patient. The elderly need 
more contrast - 3.5 times to see as well as a 30 year old -(Hughes and 
Neec 1981) and more saturated colour. Pastels are barely visible to 
those with failing eyesight. 

Colour can also affect the perception of space. It can expand, 
shorten, widen, lengthen and give the illusion of lowering or raising 
a ceiling. Warm colours advance and can promote socialisation, cool 
colours recede. Colours most easily seen by the elderly are red, 
orange and yellow. Researchers (F. Birren 1969) have made claims 
that colour can evoke specific physiological responses such as blue' 
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coloured light to relieve headache, to lower blood pressure and to aid 
insomniacs. It is claimed that red light can have a detrimental effect 
on the elderly by increasing blood pressure and respiration. 
However, many investigators remain sceptical. 

Art can contribute in a very positive way to the patient's 
environment. It can encourage patients to see and benefit from 
beauty around them. 

Circulation Spaces 
Buildings in which it is difficult to find one's way can cause stress 

in patients. Buildings should be architecturally legible. The design of 
corridor routes, which are the means by which layout and geography 
become discernible should, together with the use of colour, assist in 
patient orientation. For example, important turnings should be 
readily recognised as such and should lead the patient. It has been 
shown that accent walls serve as orientation aids as long as the 
colours are easy to distinguish from one another (Evans, Fellows & 

Others 1980). 

Corridors in hospitals tend to be purely functional or treated as 
residual spaces. Yet, circulation routes in wards and through 
buildings, in addition to being the means by which layout and 
geography become discernible, offer scope to those whose mobility is 
restricted for social interaction and informal conversation - as in a 
street or market place. 

There is great opportunity in designing corridors to encourage such 
interaction, without major expense. They should be seen, 
particularly in a ward unit, more as a 'promenade' than a "functional 
tunnel" off which rooms are accessed. We must see them from the 
patient's viewpoint. It was while a patient in a w~rd myself, taking 
my daily constitutfonal in the <;:orridor, that the need for a more 
interesting space stood out and became clear - a space with recesses 
for looking at art or plants or for sitting - this is what I refer to as the 
'promenade'. If highly desirable in a surgical ward, how·much more 
so on a ward for the elderly. 
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There should be adequate ventilation due to the possibility of 
odours. 

A quiet and restful environment should be aimed at. Rooms, such 
as those designed for conversation, should be sound contained to the 
appropriate level - background noise needs to be blocked out. Noise 
beyond 30 decibels makes understanding conversation difficult. 

Bedrooms should be adequate in size (10.25m2 for single rooms, 
9.33m2 /bed in multi-bed rooms) be capable of allowing some bedside 
rehabilitation and be pleasantly decorated and furnished - each bed 
space should have a tackboard to display personal mementos. 

A number of adjoining single rooms should be capable of being 
interconnected if required, for example, for care of simultaneously 
stricken spouses. 

Lighting should be well designed, without glare and non-intrusive .. 
Night lighting should be at low level. 

The normal practice 9f utilising, for practical and medical reasons, 
one of a number of standard acute wards for assessment beds should 
not deter one from making it, without altering the basic plan, meet 
the environmental and other needs of the elderly. The -imaginative 
use of colour, lighting and furniiure can do wonders. 

Other Internal Considerations 
• A friendly environment must also be a safe one and apart from 

a careful selection of finishes, such as slip resistant, non shiny 
flooring and furniture, full fire safety provision such as 
compartmentation, escape routes, correct distances to exits and 
fire alarm systems must be designed and built into the 
facilities. Stairs, if necessary at alL should be designed to 
reduce the possibility of stumbling. Ramps should be 
provided where required. Changes of level should be avoided 
where possible. 

• W.Cs should have suitable fixtures and fittings and be capable 
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of accepting a wheel chair. Some should be sized to provide 
space for an assistant and allow for lateral transfer positioned 
either side of the w.e. 

• routes to WCs from activity/rest areas should be as direct as 
possible and no more than 12 metres to the w.e. door. 

o controls on the heating should allow for their use by the 
elderly. 

• switches and sockets should be at suitable heights for. the 
elderly to reach. 

• taps, mirrors, showers, baths, with required grip - rails should 
be suitable. 

o door ironmongery should allow for ease of use. Lever handles 
should be used instead of door knobs. 

• Handrails should be provided on long wall runs. 

• Doors should have a minimum clear space of 800mm for 
wheelchair use. 

• Signage should be easiiy readable. 

• The elderly should have easy access to teleph0!les. 

Conclusion 
Speaking as one of those who is in a position to contribute to the 

design of a friendly environment for "the elderly in the general 
hospital setting, I conclude by emphasising that we must firstly 
recognise their special needs and requirements, prepare "a full and 
comprehensive brief, and then ensure that it is fully met, to the best 
of one's ability, from the functional, aesthetic and environmental 
points of view - with flair and imagination. 

Planning and environmental design decisions should help and 
encourage, not hinder, the elderly in their recovery and 
rehabilitation. If properly thought out and acted upon, I know it can 
be done. 
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Dr Michael Hyland 

It is a wonderful experience for those of us who work in a 
relatively small country such as Ireland to have an opportunity to 
exchange ideas with other Europeans. There is a healthy diversity of 
cultures in the different European countries and this meeting 
demonstrated both the similarities and the".differences of becoming 
old in different European countries. We als'o learned of the different 
health services in these countries and how they support the frail 
elderly. 

In Ireland we have a tradition of voluntary work for the elderly 
which is one of our great assets. For example, in my area the entire 
meals on wheels service is provided by volunteers. We have a 
tradition of training nurses and nursing remains the ambition of 
many who are the best and brightest school leavers. We over
produce nurses who now work in countries who are short of nurses. 
We also over-produce doctors but we do not train. enough 
physiotherapists, occupational therapists, speech therapists or social 
workers. 

The health services in Ireland have gradually developed and those 
of us who work in the service must of course, demand more and 
better services. We know that resources are finite but we must be 
increasingly. efficient in our use of these resources. 

The purpose of this conference is to encourage a better 
I. .. 

understanding of the social and economic implications of the ageing 
European population. We also considered the role of the general· 
hospital in meeting these needs and how the older person, can best 
be cared for in the general hospital. We fulfiled these aims in the past 
two days. 

The Minister for Health, Mr. Brendan Howlin, opened the meeting 
and extended a hundred thousand welcomes to all. He outlined the 
greying of Europe and its implications for the health services. He 
outlined the changing attitudes to the elderly population and Irish 
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government health policy as set out in the report The Years Ahead, 
A Policy for the Elderly. 

The opening address was by Peter Gommers, Director of Social 
Affairs in the Commission of the European Community. Sixty 
million people are aged over 60 in the European Community to-day, 
one in five people. This growing body of older people are living 
longer, healthier and more active, lives, and only a small percentage 
are dependent. Older people playa central role in their societies in 
voluntary or paid employment and,· of course, in a caring situation 
with their families. A third of people aged between 60 and 74 in the 
Netherlands are involved in sporting activities. An increasing 
number of elderly rely for support on hospitals and their use must be 
constantly examined. Hospitals are not isolated institutions but part 
of their local communities. Dr. Baumgartner outlined the common 
illnesses in' the elderly and identified the likely trends. The 
importance of the major "giants of geriatric medicine" we.re 
discussed. He alluded to the significance of sport in the elderly which 
plays an increasing part in the activities of older people. The elderly 
to-day are very different to the elderly of twenty years ago and by 
the year 2,000 it is likely that the elderly will be healthier and more 
active than to-day. Dr. Baumgartner outlined the diseases that 
accelerate ageing and the fact that many of these were preventable 
or at least could be ameliorated by relatively simple means. 

Jean Pierre Poullier from OECD, gave us a lively presentation on 
demographic trends in Europe. He outlined the difficulties in 
forecasting the future and quoted Hippocrates "Life is short, art 
sizeable, opportunity fugitive, experience deceptive, evaluation 
difficult". He talked of empowerment, equity, efficacy, efficiency and 
ethical dimensions to health decisions. He described the OECD 
health data files that contain not only tables of life expectancy but 
tables of life 'expectancy in good health, that is life expectancy free of 
major disability. While this indicator is still rudimentary it points 
towards the wish of the population to live longer in a state of 
functional ability to perform daily activities. This is supplemented by 
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other OECD data concerning potential years of life lost for various 
causes of avoidable death. European health system reforms of the 
1980s and early 1990s are almost without exception disassociating 
finance from delivery, a principle whereby money follows the 
patient. These reforms are recent and it is too early to assess their 
success. 

The social implications of an ageing Europe were considered by 
Professor Knipscheer and the implications of decreasing fertility were 
outlined. Fertility rates in Ireland have fallen later than in other" 
European nations and the implications of this fall are considerable. 
The length of stay of childless elderly people within our hospitals is 
considerably longer than of those with children and/or spouse. He 
introduced the term "demographic myopy". Most demographic 
estimates had the conditional term" other things being equal". Other 
things, of course, rarely turn out to be equal. The peak dependency 
rates in many European countries will not occur until the year 2,020 
Which allows us time to adjust to a changing demographic situation. 
Many questions remain unanswered. Will unit production continue 
to increase? Will present birth rate trends be as predictable as they 
have been in the last ten years? vyill retirement change? 
Dependency is not a one way phenomenon. Overall Professor 
Knipscheer was optimistic about our ability to adapt to changing 
demography. 

Dr. Margaret Dieck outlined the economic implications of an 
ageing Europe. There is a potential shortage in the labour force. How 
will we finance the requirements of the ageing population? Service 
providers will be demanding expansion and financial authorities will 
seek to exercise a restraining influence. Luxuries of one generation 
become necessities of the next! She described the decline of the 
welfare state and the uncertainty as to what would take its place. 

On day two, Professor Davis Coakley gave us a stimulating address 
on "The General Hospital and the Elderly". He outlined media 
exaggeration and misrepresentation of problems of the elderly 
without referring to the benefits of ageing. He described his struggle 
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in establishing geriatric medicine as a new department in a large 
general hospital and misconceptions about how the elderly should be 
managed. The prosthetic approach to disability must be replaced by a 
therapeutic approach. Physicians in departments of medicine for the 
elderly work in the shadow of the workhouse. The workhouses have 
largely disappeared but there is still an attitude that the major 
requirements for the sick elderly is simple supportive care. We now 
hear words such as "stepdown" facilities for the elderly who are 
considered not to require the services of an acute general hospital. 
Professor Coakley stressed the major benefits for the elderly of 
advances in medical technology. Less invasive investigation and 
surgical procedures such as cardiac surgery and joint replacement 
surgery could be effective until a very advanced age. Thrombolysis in 
the management of acute myocardial infarction is less used in the 
elderly whereas it has greater advantages for the elderly than other 
age groups. 

He outlined the need to change attitudes and quoted a useful 
proposal in a report of the Dublin Hospital Initiative group "the care 
of the"elderly who may have multiple pathology and whose recovery 
may be slow is a core element of general hospital work". The elderly 
are often accused of "bed blocking". There are elderly patients in
hospital who would go home if specific arrangements for social 
support were more available but there are also elderly in hospital 
who need high intensity care which only the general hospital can 
provide. Professor Coakley described his own" work on 
communication problems in th~ elderly how these could be simply 
treated. 

Dr. Riesgo Gonzalez from Spain gave a fascinating account of how. 
Spain is approaching the planning of hospital requirements for its 
elderly population. At present all hospitals are acute general 
hospitals and both rehabilitation and continuing care are 
fragmentary. They are looking at various models of health care for 
the elderly taking into consideration the experience of other 
European countries. Rehabilitation was considered by Mrs. Britta 
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Gregerson from Denmark. She outlined group activities with the 
elderly. They published poems and books and taught school children. 
She presented a superb series of slides concerning these activities and 
the level of activity of group members increased and none of the 
participants as yet needed admission to residential care. Finally she 
said "if you do not use what you have it will be taken away from 
you". 

Professor Bob Stout described his work in Belfast on patient 
discharge. Discharge should be planned and he outlined the 
sophisticated discharge mechanisms that had evolved. He considered 
readmission rates and found that readmitted patients tended to be 
those who are more dependent. This group needed to be targeted as 
regards their follow up care on discharge. He described the new 
community care arrangements in the United Kingdom. It would be 
interesting to evaluate how these developments assist the elderly to 
remain at home. 

Professor Raymond Tallis gave us a most exciting contribution. He 
firstly discussed biological ageing and the differing presentation of 
disease as people become older. He looked at the interface of geriatric 
medicine which can often be a difficult one with varying policies, 
some age related and some needs related and combinations of these. 
How these are combined will vary from hospital to hospital because 
the population will differ. He defined rehabilitation arid talked most 
logically about its importance. He described the multi-level approach 
to rehabilitation, avoiding learned dependency, the importance of 
the team approach and the analogy with conducting an orchestra. 
The contributions of Professor Coakley, Professor Stout and Professor 
Tallis left us in little doubt about the importance of departments of 
acute medicine for the elderly in the general hospital and suggested 
an optimistic outlook for the future of this speciality. 

Christine Hancock outlined the innovations taking place in nursing 
in the United Kingdom. Most of the innovations are taking place in 
nursing units for the elderly. The increasing nur~ing care that the 
elderly require needs the highest possible professional standards and 
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constant upgrading of skills. Working against these standards was the 
problem of cost containment. Cost driven, reprofiling exercises have 
reduced. the number of staff by 32 per cent in elderly care units in 
the United Kingdom! In all units, fewer numbers of qualified nurses 
are caring for increasing numbers of patients. Research has shown 
that qualified nursing staff are in fact, cost effective. Further research 
was necessary into quality of care. She outlined the "named nurse" 
initiative and the need for single room accommodation for the 
elderly in hospital. In Ireland a very small number of single rooms 
are available for the elderly in both acute and continuing care 
hospital wards. 

Maurice Rochaix explained how technology has invaded the older 
people's world. New technology certainly has a helpful place in the 
homes of frail elderly people. Sophisticated emergency help 
measures, equipment for the disabled, packaging and distribution of 
food are all examples that improve the quality of life for the elderly. 
The cost effectiveness of new technology will need to be assessed and 
this is a fertile area for research. 

Frank Jackman, an architect with a genuine interest in the 
ambience of wards for the elderly gave a most sensitive presentation. 
A series of slides demonstrated errors of design. He talked of the 
importance of taking into account sensory impediments of the 
elderly in designing hospital accommodation. He warned of the 
dangers of designing for the "average" person when there was such a 
broad spectrum of 5;>eople in the elderly group. Sensitive use of 
colour, architectural legibility, the need for quiet areas in the hospital 
and accessibility to toilets were stressed in his presentation. 

Conclusion 
This meeting brought together superb speakers who considered a 

variety of topics including demographic changes, gero-dynamics, 
gero-economics and the elderly in the general hospital. We have 
received a message of challenge and optimism. In Ireland we have 
built a health system of which we are proud and in which the elderly 
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have a special place. Our Ministers of Health have been sensitive to 
the needs of our elderly population and the Department of Health 
has involved those who work with the elderly in advising on our 
services. I am proud of the fact that 50 per cent of general hospitals 
in the Republic now provide specialist geriatric medicine services. 
The Minister in his introductory speech expressed his support for 
having departments of geriatric medicine in all our general hospitals. 
We have, of course, anxieties about the future. The move in this 
country. towards a two tier system of health care has major 
implications for the· elderly. We must protect the advances that have 
been made in the health care for the elderly and plan further 
developments for the future. I am delighted that the European 
Commissioner for Social Affairs has taken part in our meeting and 
emphasised the importance of respect for the older generation and 
.ehcouraged us to continue to mobilise our talents to face the 
challenges of ageing. 
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CLOSING STATEMENTS 

Mr Padraig Flynn, Commissioner for Social Affairs, Commission of 
the European Community 

Dr M Ignacio Riesgo Gonzalez, on behalf of Professor Jacques -
Massion, President of the Hospital Committee of the European 
Community 
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Introduction 

Mr Padraig Flynn, 

Commissioner for Social Affairs 

CLOSING STATEMENT 

In this European Year of Older People and Solidarity between 
Generations, I view this Conference as one of the more important 
events in Ireland and over the European Co'mmunity as a whole. 

During the conference, you will already have heard much about 
the ageing of our population and the challenge which this represents 
for us all. I do not propose to go over familiar ground once more -
except to say 'that -the challenge set by demographic ageing is a 
European challenge. Not because Europe is responsible for the 
ageing process as such, but because the diversity of the European 
experience can help us all to cope better with the challenges of an 
older population age profile. 

The Diversity of Ageing 
Ageing and care of the old in Europe is full of diversity and 

surprises. Traditions - concerning the complementary roles of family 
and state, for example - are very different across the Community. As 
are the levels of care which dependent elderly people can expect to 

receive. This diversity would be a nightmare if we were trying to 

harmonise systems and approaches. But we are not in the 
harmonisation business - we are in the learning business. And, from 
a learning point of view, all the diversity which surrounds us in 
Europe in the matter of ageing represents a great wealth indeed. 

It is interesting that this Conference is taking place in Ireland, the 
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one EC country where the population has not yet noticeably aged. 
Not yet at any rate. Ireland still has some time to prepare, time 
which, I know, will be well used. I would be surprised, if the 
experiences - good and bad - of other member states were not of 
value to the policy makers and specialists of Ireland as they face the 
ageing challenge. 

In 1993, European Year of Older People, the work which you have 
been engaged in here yesterday and today shows the 'added-value' 

_ of looking at issues in a European perspective. Nt neart go cur Ie 
cheile - Together we are strong, as the Irish proverb says. We might 
also say 'together we are wiser', thinking of what we have to learn 
from each other. 

Common Values 
At the launch of the ~uropean Year of Older People and Solidarity 

between Generations, I spoke about the importance of values in the 
whole discussion about the ageing of the population. Policy makers 
everywhere are looking for technical solutions - new approaches and 
systems, mainly - for the range of challenges related to the elderly. 
Indeed, you have been doing so here.in this conference. However, if 
new technical approaches are to be worthwhile and to endure, they 
must rest on a solid set of values. During 1993, European Year of 
Older People, as well as searching for new approaches, we are trying 
to highlight those essential values which we, in the European 
Community, hold in common and which underpin our policy 
approaches to the aged in our society. 

To mention but one of these values: Respect. Our respect for the 
elderly does not halve when their numbers double. Likewise for the 
other key values important for our relations with the older 
generation: Justice and Decency. Let us ensure that, in these times of 
challenge, today's elderly and tomorrow's (that's us) - know that we 
- specialists, policy makers and politicians -stand by these values. 
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The European Year 
As t~is is my first speaking engagement in Ireland for this Year of 

Older People and Solidarity between Generations, I would like to 
avail of the opportunity to congratulate the Irish organising 
committee and its Director for the truly excellent work which is 
being undertaken in Ireland over the year. I am keeping' in touch 
with events planned and under way. The list of activities is truly 
impressive. With such energy and talent willing to be mobilised to 

face the challenges of ageing, we can grow old with all the more 
confidence. 

Conclusion 
In conclusion, may I congratulate the Minister for Health, Brendan 

Howlin, his Department and the organising committee of this 
conference on an initiative well taken and a job of work well done. 
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Dr· M Ignacio Riesgo Gonzalez, 

The Hospital Committee of the European Community 

on behalf of Professor Jacques Massion, President of the 
Hospital Committee of the European Community 

Mr Commissioner, on behalf of the President of the Hospital 
Committee of the European Community I would like to thank you 
for your presence here which for us is very important. We have had 
a very interesting conference organised by the Irish Health Service in 
collaboration with the World Health Organisation and the Hospital 
Committee of the European Community. The Conference has been 
about the challenge of the elderly to the general hospital. It is a 
major event in this year of 1993 which is the European Year of Older 
People and Solidarity between generations. More than 200 people 
have attended this Conference, coming from the different' countries 
of the Community. I should say that this conference has been 
organised by the efforts of many people but I would like to mention 
especially Mr Denis Doherty and Mr Tom Mooney our hosts, the 
general secretary of the Hospital Committee of the European 
Community, Professor Schutyser, and Dr Vang of the World Health 

. Organisation, 

Now, Mr Commissioner, I am going to read the message written by 
the President of the Hospital Committee of the European 
Community, Professor Massion. 

Being prevented, to my great regret, from participating in the 
proceedings of your conference on The" Elderly - A Challenge to the 
General Hospital, I asked Dr. Ignacio Riesgo, Vice-President of the 
European Hospitals Committee kindly to speak for me and to pass on 
to you the message which I had hoped to be able to give to you in 
person. 

The coming together of three organisations such as the Irish Health 
Service, The Hospital Committee of the European Community and 
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The World Health Organisation in setting up of this conference did 
not come about by chance and it gives me great satisfaction for 
several reasons. 

The first is that these three organisation are contributing, each with 
their own means and specificities, in defending the rights of man and 
among them, that of every citizen, when· the state of his or her 
health so requires, to benefit from the health .care most suited to his 
or her situation, particularly in hospitals or caring institutic,:ms. 

Does not a modern form of the right to health of every citizen in 
the world irrespective of age, philosophical or political convictions, 
socio-economic status, apply most markedly to the elderly person, 
who sees his or her state of health gradually deteriorating, who has 
to face up to a growing complexity of pathologies, and who must 
prepare to meet death with dignity? 

A second reason is that old age, the epidemiological and 
demographic implications of which for care and service 
arrangements in the 21 st century, have been expertly examined by 
the various speakers, in Europe and in particular in the Republic of 
Ireland, enjoys both an aura and a respect which I would be tempted 
to claim constitutes one of the common values of our European 
patrimony. The fact that in this year, 1993, Europe is paying to 
special attention to our elderly, is a further sign of their status. 

A third reason for satisfaction is that this conference has focussed 
its attention on the manner in which the general hospital should 
respond today and tomorrow to the particular requirements of the 
elderly whom it admits. Everyone is more or less aware, from 
personal and family experiences; .of the confusion and bewilderment 
of elderly people having to be hospitalised, of their ·need for 
information on the course of the hospitalisation in the acute phase 
and above all their anxiety relating to any eventual change in the 
family environment following their stay in hospital. 

Solidarity between the generations, for which more than one 
speaker or participant has spoken, in order to be sincere and 
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effective, must be translated by the authority of hospital 
managements and the carers - that is, the doctors, nurses and 
auxiliaries, - into a willingness to introduce into institutions new 
forms of care and communication, which can meet the new needs of 
the elderly and in particular those of the very old. 

I would like~to invite you to undertake this work in depth, both in 
the domain of knowledge and in attitudes and behaviour, in 
cooperation with the many organisations who are participating in 
this conference. 

Our EC Hospital Committee undertakes for its part to distribute the 
results of this conference as widely as possible, in order to assist the 
several thousand general hospitals in the member states, and even 
beyond, to rise to the challenge posed by the state of health of the 
elderly for whom they care within their walls and under their 
responsibility. 

For my own part, I would like to conclude by telling you I am 
convinced that the efforts deployed by each and everyone-of you, as 
organiser, speaker or participant, will honour both the elderly and 
our new Europe. 
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