Conference reports

Who will care for our

elderly people?

A conference on the topic 'Who will care for our elder-

ly people?' was held at the Roya] College ©Ff Physicians
on 16 March 1992. It began with a consideration of the

challenge in terms of numbers and problems.

Dr Emily Grundy (London) presented the demo-

graphic picture. Apart from the expected increase in
numbers of the very 0ld over the next decade, the UK
is also encountering a downturn in the numbers of
school-leavers traditionally recruited into the caring
professions. But DT Grundy 21s° pointed t° seome posi-
tive features about the immediate future, notably the
increasing number of children in the families of older
people which has been occurring since its nadir in the
late 1970s. In addition, the demographic data suggest
that some of the other negative features?the effects
of family migration, the return of women to wWOrk in
middle life, and the impact ©of divorce and remarriage
?which had been expected to reduce the amount of
informal care available to elderly people, do not
appear t°© be having = significant effect. Dr Grundy
commented that new and even more severe problems
are ]_ikeiy to appear in the second decade of the 21st
century @° 2 second 1arge cohort of people reaches old
age. Although the immediate future offers us some-
thing °f = demographic breathing space, this s merely

a2 prelude to @ more severe challenge. It is to be hoped
that social pOllCY will prepare “° better for this 'second

front' than it did for the first.

Needs

Professor Shah Ebrahim (London) emphasised the
impossibility ©f making any firm predictions about the
future pattern of disease and dlsablhty in later life.
Longevity is increasing but we do not know to what
extent this is due to greater fitness of older people,
and how much to the prolongation of life of the dis-
abled. Although there are falling incidence rates or ris-
ing treatment rates for some disabling conditions, self-
report data in the General Household guyrvey imply

that increasing numbers of people in later age groups
are dissatisfied with their state of health. This may well

represent rising expectations of well being in later life
and not necessarily a true decline in fitness. The

impact of Social Security regulations on the desirabili-
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ty o= otherwise of being 'i1l' or 'disabled' also has to be

considered in jpterpreting data from gelf-report.
There are powerful cohort effects which may have an

impact ©» specific sources of disability. Stroke mortali-
ty and, probably, incidence have been falling for some
years, and the incidence of coronary heart disease has
recently started to decline in the UK, as it has been
doing in the USA for more than a decade. We do not

know what is happening with other important sources

of disability, notably dementia, arthritis and ggteoporo-
sis. Professor Ebrahim also pointed out that gimple

measures Of prevalence °* incidence cannot be direct-
1y translated into need for services because these are
determined by such factors as knowledge and demand
by the public, the gatekeeper function of general prac-
titioners, and limitations in service pI‘OViSiOl’l.
Nonetheless, if one smply projects into the future cur-
rent patterns ©Ff disability and service provision, the
present ageing °f the population cculd lead to Jarge
increases in public expenditure. The increase in pro-
jected expenditure o= institutional care is particularly
alarming, given the Supposed universal commitment
to care in the community.

Developments

In reviewing the potential o community 2° opposed
to institutional care, Dr David Challis (Canterbury)

drew attention to the proven benefits of the case man-
agement principle i? deploying community care-
While earlier studies have demonstrated the 11ty of
ability
case management ° prevent admission to residential
care, the Darlington Project, by transcending the bar-

rier between hogpital geriatric service and community
social gervices, has shown that patients who would

otherwise have remained in long-stay hospital care can
be cared for at home. The overall cost of care is proba_

bly mot very different in the two settings, ©ut patients
and families seem to prefer domiciliary care. The pro-
ject does, however, represent 2 significant transfer of
costs from the hospital to the local authority budget
How well such a transfer of funds could be brought

about in the future is an open question. Although
average costs are similar in the two settings, the vari-

ance in costs in the community is greater. This raises
some ethical problems since, as a later commentator
pointed out, the costs of care plotted against degree ©f
disability show a gteeper rise with domiciliary c=re than
with institutional care, so that there is a cross-over
oint. Although 2t present Service planning is based
p

on the idea that patients and clients should have what-
ever pattern of care they choose, it is doubtful whether
this will prove ethically acceptable because a client
who optg for the more expensive option may P
depriving another of any care at all.

Dr R. H. McNeilly (Tunbridge Wells) presented ==
informative review of the health insurance company

Private Patients Plan and their recent developments in
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the field of insuring for long-term care (in the com-
munity = institution) and in developing high-quality
nursing homes. He emphasised the feasibility and
importance ©Of setting standards, particularly the value
of agreed and written protocols for nurses to follow 1Ir1
the event of intercurrent illness or digability in the resi-
dents of the nursing homes. It emerged clearly fro.m
the gsubsequent discussion that good-quality ==r< *
more expensive than is reflected in current levels C.>f
Social Gecurity support foF nursing-home care, °¥ %
the NHS cogting ©f its long-stay hospital Peds-
figures are disturbing, since it seems that present gov-
ernment pOliCy can only be sustained by providing
care at an ynacceptably low level. .
Professor Michael Horan (Manchester) considered
the extent to which rthigh technology' <=r< applied
also to older people. Although age ¢ frequently used
as a basis for gelecting people fOF expensive interven-
tions, this has no scientific ox ethical basis. It is not age
but thSiOlOgy that determines. outcome, and in di.ni_
cal practice iPsufficient care is taken ovex ‘selectlng
people for interventions. The more that is known
about the physiology
important age Pecemes as @ predictor ©Ff euceome.
Unfortunately, for many interventions clinicians are

working from an inadequate information base,
research has not yet been done.

These

of an individual patient, the less

because the necessary
In the gubsequent discussion it was pointed out that
high technology i changing @2 becoming physiologi-
cally less Challenging, The newer and less invasive pro-
cedures, such =s angioplasty 27¢ 'keyhole' surgery,
be more applicable to frail patients than the earli-
The Royal College has

is no clini : Faao
recently pronounced that there is clinical justifica
tion for withholding cardiological investigation and
intervention from patients == the ground ©°Ff age
alone. This principle »ow needs to be extended to all
Specialties and made explicit throughout the health

services. There is a danger that the new financial
in the National Health Service could

may
er and more 1lllVaslve ones.

arrangements

increase overt or covert gge discrimination.

Training

The training programmes °f general practitioners,
nurses, hospital doctors and social workers were
reviewed by Dr E. C. Gambrill (Gp, London), Mrs M.

Watkins (nurse, Plymouth), Dr B. L. Pentecost (hospi-
tals, RCp) and Dr S. Biggs (social work, London) .
Social workers are greatly concerned about their
future role when the Community Care Act is imple-
mented in 1993. Training has therefore to focus on
flexibility and concentrate on the embodiment of the

principles rather than the details of assessment. The

philosophy ©f training has shifted from a preoccupa-
tion with qualifications to a concern for ultimate pro-

fessional competence.
analogous distinction tha

(One commentator noted the
t has been drawn in medicine
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between learning ROW to pags medical examinations
and ]_earnj_ng how to be a doctor?a distinction that
underlies the London Royal College of Physicians‘
objection to an exit examination in hlgher medical
training.)

For the nurgsing profession, toco, flexibility i seem as

= major theme in training programmes. The needs of
the public as well as the service context in which those

needs are being met are Changing’ and nurses are also

exploring = range ©f mew roles for their profeggion,
After the basic training, schools of nursing are setting
up @ wide variety of training modules from which indi-
vidual nurses can pyt together their own portfolio ©of
training best suited to equip them for the career they
wish to follow. This contrasts with the rigidity of medi-

cal training in both general practice 2nd hospital
medicine. In general practice only about 40% of voca-

tional trainees spend any time in geriatric depart—
ments. While this is partly due to lack of adequate

opportunity, there seems little doubt that recruits to

general practice @re not ysually very enthusiastic about
the care of glderly people. Only = fairly small propor-
tion of general practitioners take the Diploma of Geri-
atric Medicine (DGM) butl as a commentator pointed
out, this might e through lack of appropriate guid-
ance. One published review of diplomas by a trainer in

general practice said there was little point in taking
the DGM 'as it carried no financial advantage'. This
hardly reflects the best traditions of professional dedi-
cation to the welfare of patients. Dr Gambrill suggest-
ed that an additional problem is = lack of Senior

House Officer pogtg in geriatric departments suitable
for vocational training. MO¥e posts are needed as well
as more interaction between geriatricians and general

practitioner trainers to ensure suitable experjence for
future primary ==re physicians.

The training °f hospital physiciang is also inade-
quate With regard to gpecific training i care of elderly
people. While most doctors training to Pe gpecialist
geriatricians also now become accredited in general
medicine, only = small proportion ©f those training in
other medical gpecialties gain geriatric experience. It
is even claimed that the Royal Colleges approve gener-
al and higher medical training in general medicine in
centres where the local arrangements for clinical care
preclude doctors other than those in geriatric depart—
ments from geeing patients aged over 75. However, Dr
Pentecost, the JHMT coordinator at the RCP,
considered it unacceptable thatjunior doctors should
have experience in =are of elderly people imposed o=
them if this involved rotation into unattractive posts in
departments of geriatric medicine. This stance
received less than unanimous approval from the
audience, and several pegple pointed out that general
professional training i of its yery nature an jmpogi-
tion. If the ya. it is being administered by the Royal
Colleges dees not gdequately prepare doctors for the
needs of the public, training should perhaps become
the regponsibility of seme other pogy,
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POliCY versus needs

Dr Eric Midwinter, until recently Director of the Cen-

tre for Policy on Ageing, brought the day to its climax

with a yitty and perceptive presentation of the views of
older people. All too often the services provided for

them do more to salve the social conscience of the
providers than to meet the needs of the recipients. In
part this is due to the voice of older people m°t being
heard, but it is also due to the fact that older people
do not raise their voices enough. In future the focus
needs to be on the rights of older people as citizens,
not on their rights when (and only when) they
become social casualties. Dr Midwinter prophesied a
change when new cohorts of people with greater social

awareness become old. He painted an amusing picture
of future street riots in which old age pensioners over-

turn meals-on-wheels vans in protest against late or
irreqular delivery; the rioters, however, would be

unlikely to set fire to the vans since the vegetables they
contained would probably a]_ready be over-cooked.

The pessage

The final discussion drew together some of the themes
of the gy, While the 1demographic breathing space'
could give us time to think and p]_an more rationally, it
might also be = time in which worsening deficiencies
of provision could pags unnoticed.

Training in the care of elderly people for the medi-
cal profession seems less adapted teo current needs and
less able to adapt to future needs of the public than

that for the social work and nursing professions.

The lack of gophistication ©Ff the elderly public
allows them to be 'fobbed off with less than optimum

care. In the United States conscious efforts are made
to educate older people to be more perceptive and
more demanding about the care they receive from
health and social service professionals.

In the last analysis, the public will get the services it
demands. Politicians need to be reminded that people
aged over 65 constitute 20% of the electorate.
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