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Introduction

The autonomy, dignity and mistreatment of oldergte@o to the heart of the relationship
between the citizen and the state. Each has ragittsesponsibilities that come into sharp
focus as populations age and barriers arise t@pal$ulfilment and social participation. Not
to address them would threaten the mutual supgividen generations, and popular consent
toward wider political and social systems. It mégpagnore the abuse and neglect of some of
our most vulnerable citizens. There is a need tvess$ the adoption of preventive measures
and supportive environments for both active andl dtder people, who live alone, in

families, in institutional care and in their comntigs.

The Declaration of the European Conference on @adeProtection of Senior Citizens brings
together the thoughts and conclusions of policy-ensknon-governmental organisations,
business and scientific interests from across tirefiean Union. There follows a series of
summary points, arising from the conference anthtam by a working group, which acts as a
front-piece to the Declaration itself. The fronepe suggests Areas of Special Priority and
Actions that can be taken forward by the Europeamgission.

Areas of Special Priority

Recognising Frailty in Old Age

A focus on active ageing and strategies aimedeapythung old* have lead to an under
emphasis on forms of frailty associated with old.dg deep old age, dignity becomes an
increasingly important issue as the possibilit@sautonomy become reduced. Responding to
frailty and recognising dignity require a combiwatiof medical, psychological and social
factors to improve welbeing and continued socitdgnation.

We recommend:

» Health and social services actively strenghtenitigthrough tailored measures that
support one’s meaning of life, sense of coherendesalf-respect.

* A combination of medical and other interventionsused to enhance dignity via
diagnostic approaches for its impairment and inagéhterventions for its
restoration.

» Dignity is to be positively constructed, supportiediensified and strengthened
including comprehensive preventive measures itirtilepeople at risk.

* Introduce the term ,dignitogenesis®, stressingakraordinary importance of dignity
and the need of active approaches that prevensfofrabuse and neglect

Recognising Diversity in later life

As populations grow older they also become morerdw. This reflects an increasing
interdependence of physical, psychological andaddactors that give rise to a wide variety
of coping strategies and lifestyle. It also reféeicicreasing diversity in the wider population
occasioned by population movement, uneven econdisiigbution and changing attitudes to
and expectations of later life.



We recommend that each of the following issuesiisélly recognised in future policy
development:

» ltis often overlooked that later life consistsdiferent stages. These would include a
third age associated with autonomy and activity, afourth age associated with
threat on dignity due to increasing frailty. Eads lifferent health, social needs and
appropriate forms of social inclusion.

» Economic diversity and cumulative inequality acrtheslifecourse influence the life
chances and well being of citizens in late lifee3é differences are influenced by
gender, ethnicity, culture and locality.

» Patterns of care and support vary between memaiessiand within different
localities. The meaning attributed to old age,rfie of intergenerational relationships
and the balance between public and private praviggpectations state, community
and family support also create variation in theezignce of old age, positive and
negative.

Promoting Facilitative Environments

In order to adapt to a changing balance betweergemes, it is important to create

facilitative environments that promote social pap@ation and allow intergenerational
relationships to work well. Well designed enviromtsecan increase intergenerational
solidarity, promote public health and increasecedfit energy use. Environments that enhance
the ability of older people to ambulate and exexcisr example, also create a more active
and healthy older population. Services that fat#itthe negotiated shared use of public space
can increase solidarity between generations.

We recommend:

» At an infrastructural level, the promotion of ageridly urban and rural design,
including housing, transport and the use of pudtid private space.

* Enhancing social integration though the researchdissemination of factors that
facilitate intergenerational cooperation and shamedlem solving in community
settings.

* An examination of the role of the media in influgmgrattitudes toward different age
groups and intergenerational interaction.

* That mistreatment be recognised as a problem loidasare and support, which an be
addressed through the development of supportitersygsand environments.

Promoting Family Solidarity.

Families and the balance between family care, Iheaitl welfare support are key components
in the maintenance of interegenerational solidavthin families and in removing the
circumstances within which mistreatment may afsenily relations form a continuum from
supportive and caring to dysfunctional and eveictéamily structures and enviroments. In
order to promote the former and remove the cir¢antes in which abuse and neglect occur,
we would reccommend:



* Generate further knowledge about the dynamicsaatfilfes with older members and
the identifcation of risk factors for mistreatment.

* The development of partnerships bettween famiéeters, the State, communities and
civil society

» Facilitate families in their caregiving role by adeping services, work friendly
policies, and further the development of a contmrof support including Long Term
Care

* Promote a comprehensive policy agenda combiningyamlicy and aging policies

Building a continuum of Long Term Care (LTC)

We have to re-assess the concept of LTC and reseg¢ime importance of both continuity of
care and that care needs reflect a continnum Haaiges as adults age. This would include
formulating a new culture of care through promotamgholistic model that increases quality
of care and would be sensitive to aging needsoaeccome forms of mistreatment. In order
that LTC services should be physically and sociatlgessible to all, we would reccommend:

* Improved coordination between health and socia sarvices.
* Rehabilitation into community settings should befitized wherever possible
* Facilitating a continuum of care that addressesging need, including palliative care

* Increased communication and coordination of intefgssional interventions
involving consumers, elders and families in caenping.

Health Prevention beyond a Disease Model.

We find it necessary to highlight, not only at thedical, but above all at the general and
political level, specific health problems of thaifrelderly people beyond the disease-model.
It is very important to understand that to wantedioal care of high quality for the elderly, is
also to recognise that health is more than an aksaindisease. Misunderstanding and under-
estimation of social and psychological factors leau to cases of systematic abuse and
neglect with a substantial decay of abilities afeslpatients and health-related quality of life.

We recommend:

» Greater attention to preventive measures, thesedignation and factors affecting
uptake.

* A combination, rehabilitative, and integrated inEtions to reduce reliance and
negative impacts on hopsitalisation

» Greater use of the psychological and social imtietion on recovery

* More effective translation of scientific innovatiorto effective medical intervention.



Preventing the Misuse of Pharmacology

While advances in pharmacology can significantlpiave the well being of older patients, it
is liable to mis-prescription, a non consideratdmlternatives and may used as a form of
social control. Increased awareness of multimotpiaind the use of alternative approaches to
uneffective overprescription of pharmacologicalgiruEven the drugs prescribed in harmony
with guidelines for treatment of particular disesan lead, in the framework of
polypragmasia to serious deterioration of frailigtric patients.

We Recommend:
* Prevention of chemical abuse: the use of pharmaadlgroducts as a means of
restrain and control.

* Prevention of misprescription, which can constitatform of financial abuse

» Greater use of prevention, comprehensive rehaimlitapsychotherapy and other non-
pharmacological interventions to improve the walligeof older patients.

» Holistic support for frail people beyond a diseasadel, to relieve for example, from
falling, muscle weakness, depression and anxiegsygmnation.

Promoting Conceptual Development

The study of autonomy, dignity and mistreatmertlthage is conceptually underdeveloped.
This is often overlooked in the search for prat¢tmaasures. However, clear theoretical
understandings are necessary if responses areststsnable in the long term. This is
particularly true of the multiple and interactiragfors that influence intergenerational
solidarity and well-being in later life. Understamgl of the systems and dynamics influencing
behaviour is much more advanced for other parteefife course- for example childhood-
and it is time for old age to catch up.

We recommend that development work is needed he&ddilowing:

* The complex systems of intergenerational relatigosshn families, workplaces and in
communities.

» The adaptation of organisational cultures, in puahd business sectors, to periods of
rapid demographic change.

* The relationship between human rights, social sicln and elder mistreatment.
* The philosophical meaning of longevity and laté i

Building Education, Training and Learning

If education and training remain at current Eurapleaels, an undercapacity in helping
professionals is inevitable. Therefore approptiegming of professionals, para-professionals,
care workers and family carers, requires speti@ahtion in order to to develop knowledge,
share and disseminate this knowledge. There isaatseed to see education in a broader
context, embrasing understanding between diffegenerations.

We recommend:



* Mainstreaming lifecourse and aging into schdaigher eductation and professional
curricula.

» Development of specialist programs and departmaristh Gerontology and
Geriatrics at Masters and doctorate levels.

* Facilitating prevention through educational progsasuch as health promotion and
educating the young in schools, and promoting iegrprograms for elders in
university settings such as the University for Tinerd Age.

* Broadening research bases and dissemination @é¢mee through community-
university partnerships as well as partnering \thtn business sector.

Suggested Actions

1. The European Commission should include the issuéigrity and mistreatment in
the priorities addressed in the framework of the®plethod of Coordination on
Long Term Care:

- The EC should ask Member States what they do ortplao to tackle the issue of
dignity and mistreatment in the questionnaire M&tare asked to return once every
three years to the EC with information on their L3¥Stem and policies;

« The Social Protection Committee should organisalegd?eer Reviews on the issue of
mistreatment, the quality of LTC and age-freindhywironments;

« The EC should support research on conceptual uadelisag of elder abuse and
neglect and complete the collection of prevalerata dcross the EU-27
and policies/measures which have proved usefught &gainst elder abuse.

2. The EC should include a whole chapterignity and mistreatment in the
Communication on LTC they plan to issue in 2010:

« This chapter should build on the EC Conference afdii 08 and French Presidenty
Conference of October 09 on Alzheimer’s DiseaseP@%idency Conference of May
09 as well as the Swedish Presidency ConferenSejptiember 09

« It should also make concrete proposals for EU adbaackle elder abuse
institutional, community and home care settings jminote environments that
support autonomy and dignity.

3. The EC and MS should adapt StructurabdBuegulations and priorities to encourage
their use for the implementation of quality LTC asainmunity services for the elderly:

« The Ad Hoc Expert group working on de-institutiasation of care services will
deliver a report in October and their recommenaatghould be used to make it more
easy for local and national authorities to usectmal Funds and European Social
Fund resources to tackle the issue of elder albus@levelopment of preventive
environments, the promotion of well being of elgetépendent people and the
concept of Design-for-All.



4. The MS and EC should improve the legal &ramrk protecting vulnerable citizens'
groups such as the dependent elderly including etimdpagainst abuse of guardianship in
elderly people with dementia and confusion:

« MS should support the EC proposal for a directovedmbat discrimination outside
employment on various grounds including age;

« Since LTC services fall in the scope of the SrrsiBarective and there is now a single
market for services, free movement of care profedgand free movement of
patients, the EC should take the initiative to msgpmandatory quality standards for
LTC services to protect this vulnerable group aisuamers as exist already for the
protection of consumers of goods and productser&t.

« The EC should propose the development of EU coatidin between MS justice
systems to prevent staff who have been convindtettler abuse in a country to move
and seek work as carer in another MS



“Will and support for meaning, dignity and respect”

Declaration of the
EUROPEAN CONFERENCE ON CARE AND PROTECTION OF SERIO
CITIZENS
The Dignity and Hazards in the Elderly

Continuous increases in life expectancy over tisé d@cades strengthen the hopes of most
people for a fuller use of their potential and iftereasing their contribution to close relatives,
families, communities and society as a whole.

However, taking advantage of prolonging life in @de usually requires active creation of
certain preconditions, active removal of variousriees and obstacles which hinder personal
satisfaction and self-fulfillment, and social insion, as well as well-being and security.

Until now, increasing life expectancy and the msproportion of seniors in populations has
been a major source of concern rather than grotordsoordinated planning supported by
strong political commitment. Although ageing hageecognized as a challenge in relation
to pension and health systems, and to labor markétich are important preconditions for
competitiveness and quality of life of current gnture generations, it is also necessary to
pay greater attention to the aspects of ageingexkk®m human rights, equal access to health,
education, housing, social and other services aodgwhich should be adapted to the needs
of frail, disabled or other disadvantaged seniors.

Frail older people with low levels of health potaht(with low levels of intertwined
hardiness, resilience and adaptability) are esfheasadvantaged and at risk. Hazards for
old people associated with unadjusted (maladapsedyices and practices suitable for
younger population are often underestimated as w@aelltheir desire to live meaningful
fulfilling lives. Among the key values of meaningrffrail older people are also issues of
dignity, respect and self-owning — maintaining tirequeness of each personality and real
competencies in decision making.

Economical and cultural development in the Europgaion and in many other countries
offers favorable conditions for the development asybtematic, generally accessible,
implementation of “long-term care” (LTC) services gualitatively higher degrees of support
and security for frail people at risk or in sitwatiof lost capacities for self-care.

The strength of the concept of long-term care (LTi€$ particularly in the coordinated,
seamless provision of services and interventiomsiarbreaking down the existing barriers
between various sectors, institutions, competengesfessional boundaries and payment
mechanisms. Furthermore it relies on an emphasth®@meaningful of existence of human
beings, enabling life in familiar environments vehihaintaining autonomy and social roles. It
also relies on active prevention and on early diete®f various forms of mistreatment by
‘caring’ persons (relatives, or professionals)jmas forms of neglect, abuse or even violence
(domestic violence, misuse of restraints etc.).

Dignity, self-esteem and security must not be puisk even for the most frail seniors and
seniors at greatest risk — those who are dyingonswous, severely disoriented (confused, or



those in severe delirium) or suffering from advahstages of dementia. Even they must not
become the objects of cheap provision for basitogiocal human needs.

Limited public resources require that greater emsjghs placed on the expediency of long-
term care (LTC), including active monitoring of eaand the use of high technologies. Those,
together with active counseling, supervision, attteoforms of support for caring families
and for professional teams, are the cornerstonprégent excessive burden, burnout and
failure.

The right concept and setting for a health sergiggtem is exceptionally important for the
struggle for the quality of life in old age. Thesét of functional health is amongst the key
factors of quality of life. At the same time, noisatiminate support for health, including
availability (accessibility and affordability) ofellth services is a fundamental mark of the
equal position of older persons in society. Furtiee, it is necessary to strive for
subordination of health care provision to the esakneed for meaning of life and not to
allow replacement or overlaying of natural soc@eés in relation to decremental changes and
multi-morbidity with the role of lifelong patient”subordinated to the powers of health
professionals and of regimes of health care. this important to put an emphasis on the key
health problems and challenges.

Following on from the French E.U. presidency, whifdtused on Alzheimer disease,
neurodegenerative disorders and dementia and isthers related to dignity, the Czech E.U.
presidency wishes to emphasize the critical impagaof the phenomenon of geriatric frailty,
i.e. treatable, and thus fully in the competencledlth interventions and services, aspects of
the decrease in health potential (mutually intatexl hardiness, resilience and adaptability)
and frailty-determined multi-causal health probleivesyond the limits of the so called
“disease-model”.

Many health problems in old age remain out of tterest of health institutions, untreated
and not confronted, despite the repeated warningscalls from various geriatric societies
(IAGG, EUGMS, SGMEUMS). The structure of healthvsegs, developed over time with an
emphasis on the needs of young populations as agelthe structure of education of
physicians and other health workers do not cormedpo and confrot current health problems.

Frailty and its clinical consequences are thus lmtg a source of misunderstanding,

unnecessary suffering, discrimination, neglect, venéable disability, avoidable social

exclusion, unnecessarily bad prognosis of varioiseages and accidents and altogeher
represent severe health challenges for the digaitg security of old people and the

touchstone of quality of health and social care.

The Prague conference builds on previous EU preside, conferences, recommendations
and both political and expert documents of Europeastings and negotiations, including

- Meeting and recommendations of the confergfitee fight against Alzheimer’s and
related diseasesheld during French presidency of the EU in Octd@98 in Paris

- Meeting and recommendations of the conferetineergenerational Solidarity for
Cohesive and Sustainable Societi¢é®ld during Slovenian presidency of the EU in
April 2008 in Brdo, which focuses inter alia on ¢pterm care in intergenerational
perspective
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“European silver paper on the future of health paimn and preventive actions,
basic research, and clinical aspects of age-relatetase”adopted at the conference
held during French presidency in September 20081oclaw, Poland, and supported
by EUGMS, IAGG-ER, EAGP, ISG and ISSAM.

Discussion paper of the European CommissiWhat can the European Union do to
protect dignity in old age and prevent elder abusefollowing conference on elder
abuse held in March 2008 in Brussels

“Healthy ageing: keystone for a sustainable EurepEU health policy in the context
of demographic change(2007, discussion paper)

Communication of the EGDemographic future of Europe - from challenge to
opportunity” (COM(2006) 571 final)

A position papet,Ageing and Health in Europe — Challenges, oppoities and the
role of Specialist Health Care for Older Peopldtr the UNECE Ministerial
Conference on Ageing (Berlin, 2002) from the EUGK#& the SGMEUMS

Meeting and recommendations of the confergmtéealth 2009 held during Czech
presidency of the EU in February 2009 in Prague

Madrid International Plan of Action on Ageing (MIRA adopted by the Second
World Assembly on Ageing, held in Madrid in 2002

The United nations Principles for older peo@dopted by the General Assembly of
of United nations in 1991

European charter for family carersupported by the Confederation of Family
Organisations in the European Union (COFACE) in200

With respect to the challenges and opportunities ah in order to support dignified,
active and healthy ageing amongst European citizenghe Prague conference and
participating international seniors’ organizations look to responsible bodies, institutions,
academia, public and other relevant stakeholders ah call for the adoption and the
implementation of the following recommendations.

We look patrticularly to:

A) European Commission and national governments

1) Changes in approach to the old age:

a) Try to ensure that demographic development amehbof the longevity society are
not perceived one-sidedly from the perspective emadgraphic alarmism or the
demographic ‘timebomb’, which is based on the fefatack of resources for social
security and health systems, but are also seem apportunity and the chance to
change our approach to life in old age.

b) Promote open discussions about convention omtsiigresponsibility, and
participation of older people in society

c) Consider the effect of purposeful, single-mindsulategies for the) inclusion and
integration of issues related to old age and ageinp government and
parliamentarian structures, and modulate any dimif competencies so that they
respond to demographic changes in society andrtfentineed to solve them

d) Consider the establishment of an EU gerontoldgrstitution or program aimed at
monitoring, education and other roles or taskgedl#o adjusting policies and services
to the needs of ageing populations
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e) Pay attention to arguments that there is contmof “Elder Dignity, Abuse and
Neglect” (EDAN) and that mistreatment of old peogglecluding neglect, abuse or
even violence, are not usually isolated phenomlemiathe consequence of insufficient
respect for/towards older generations, their umctemial role and lack (absence) of
flexible support systems for older people with disaes and for caring families

f) Include issues related to EDAN and adult praotectservices in the OMC and
strengthen the cooperation and exchange of goadiggaand experience within the
EU, including in the area of research

g) Ask the European Commission to adopt positivategies for active, healthy and
dignified ageing in the EU, which will understangeang as an opportunity and will
formulate concrete recommendations to adjust iddi&i policies, services and goods
such as housing, health, education and other ssnand opportunities and not only
focus on the fiscal implications of demographic @epment, or on prolonging
working life

h) Continue to remove discriminatory age barrierd # strengthen protection against
(age) discrimination in various areas of life

2) Respect to cultural and religious heterogeneity

a) Acknowledge and take into account the culturald areligious diversity
(heterogeneity) of today’s Europe; recognize thesseof being uprooted experienced
by ethnic and religious minorities; promote resp®dhe variety of experiences in old
age and rights (rightful claims) arising

3) Long-term care

a) Give more attention to discussion on the adaptioEuropean-wide principles and
standards of LTC and to the European concept ofatgies/gerontology and
comprehensive rehabilitation

b) Participate in the creation of the European eph@and standard nomenclature of
LTC which will enable continuity of support and eaas well as an exchange of
intelligent and comprehensible experiences, andnples of good practice while
emphasizing an enabling community model of LTCepehdent living, and “ageing-
in-place in the home and community.

c) Support the development and use of ICT in LTGebaon the results of the
conference on ,E-health”, which was held during @mech presidency of the EU

d) Minimize the impact of the globalisis on the financing of health, social and other
services, which are precondition of dignified lifeold age

e) Support in the maximum feasible way the de-ustinalization of social and health
care services

4) Community life

a) Recognize and appreciate the meaning and diorensif community living for
older persons in home environment by a goal-seekimdj permanent creation of
appropriate conditions for its development

b) Appreciate the value of older persons for ecanoand social development
including the importance of community care and supfor local employment and
including the importance of older people for realization of small rural settlements
c) Open ESF and other financial instruments in B¢ to the needs of ageing
populations, not only to the working population daidor markets

5) Education and research
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a) Effective political decision making must be lmhe®a evidence. Support purposeful
and efficient policy and practice-oriented reseantb all areas of life in old age and
ageing so that the extent and quality of researcjeqts correspond to the significance
of changes in today’s society

b) Recognize the importance of incorporating thedsédemands of seniors and
societies marked by longevity into all levels ofuedtional systems and support the
development of education in gerontology and gecstr

6) Public opinion

a) Support targeted and efficient measures, edpetimough the media, aimed at
changing the views of society on the role of olgienerations within society and about
life in old age

B) Local and regional authorities and their bodies:

1) Changes in approach to the old age:

a) Be sensitive to the dignity of and risks facedftail seniors as well as to the
potential of healthy and active fieniors.

b) Do not forget that many lonely old people haweother advocate, help nanyone
to rely on other than their neighbors and their gamity (municipality) and that
caring families need your support as well.

2) Examples of good governance and practices

a) Exploit to the limit all possibilities of theformation global society — opportunities
to share your experiences, examples of good peautithin the whole EU as well as
all other developed countries

b) Appreciate the meaning of an urban environmkat supports inclusion, health,
security, and the adjustment of local transportysiiey and other services (policies),
and join the age-friendly cities movement (netwpik)plement the principles and
recommendations of the WHO Age-friendly cities puabj

3) Right to a lifelong home, the support of lifetire community, and long-term care

a) Respect the right for life time homes, support dgeing in the community (in
place) and for adequate social services.

b) Support the inclusion of seniors into communlife, in promoting their
productivity and self-fulfillment.

c) Create conditions for the development of comgnsive systems of integrated
community support services allowing for independer@aningful life for your frail
fellow citizens — involving security of contactsarly intervention in case of
emergencies and a senior-friendly provision of iqyakrvices

d) Strive to map and address gaps (“white placed™ao-man’s land”) in the services
systems and negative competence conflicts on the @dargins) of responsibilities of
different government departments, ministries ameiopublic administration bodies.
e) Accept the creation of conditions for comprelhengoordinated LTC, including
screening and monitoring (dispensarization) ofl fsaniors at risk and for symptoms
of elder abuse, as part of the responsibility aalogovernment and administrative
systems.
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f) Take into account the diverse experiences oingge urban and rural environments
and be sensitive to the problem of real or symbdigplacement of seniors trapped
within modern urban processes such as suburbammzatid gentrification.

C) The universities, academia:

a) Pay full and thorough attention to the developine education and research for
ageing and longevity societies, aimed at undergtgndf life in old age, support of
frail old and very old people, and understandinglifef in its wholeness without
scientific reductionism.

b) Help to debunk groundless and one-sided dembgragarmism, which severely
strengthens prejudice and stereotypes as welladiagrimination

c) Struggle to ensure that educational curricuta aot only at scientific knowledge
and professional skills in specific disciplines,t lalso to general awareness that
dignity, autonomy, and respect are indispensahierfeaningful life for all human
beings, including frail older people and that elieghly developed services must serve
to support sensitively, not to be superior to thentp exclude them.

d) Strive to ensure that the aim of research ignfmst life in old age and factors
influencing its quality, not older people as resbaybjects.

e) Strive for lively connection between researckd gnactice so that research and
development respond to the needs of practice agid ditcomes are appropriate for
practice and are applicable;

f) Introduce a mainstreaming of ageing into thenaref science, research and
education, especially where it hasn’t been expfigtesent up until now, so that this
perspective may expand knowledge and contribuéa tonprovement in the quality of
life of seniors and their position in society (ébgsiness/ trade, law, architecture, art).

D) Health institutions and systems:

a) Be aware that the decline of health potentiaidimess, resilience, and adaptability)
in old age bring with themselves specific healtbigbems.

b) A “geriatrization” of medicine requires more thancreasing capacities in reaction
to the higher prevalence of age-related diseasess than some partial modification
of diagnostic and treatment procedures or theirilavaty without any age-
discrimination. What is the issue is a deep tramsédion and evolution of medical
thinking and education as well as development efstiucture of healtbervices.

c) The association between health problems, disalsihd health-related quality of
life and concrete diseases decreases wih ageinge Méerest in diagnosis and
treatment of diseases often becomes inefficienhyntianes even harmful. It does not
correspond to the variety of biological and alsm-bwlogical factors or to strong
inter-individual variability of health and treatmepriorities in frail and multi-morbid
patients. It therefore needs to be complementatidprovision of qualified interest in
other causal and clinical factors including funo#b difficulties which are multi-
causally determined.

d) Clinical aspects of geriatric frailty and muéticsal geriatric syndromes (the geriatric
giants) become priorities of geriatric medicineengeding the disease-model.

e) It is essential to sensitively subordinate malddecision making and diagnostic,
treatment, nursing and other medicdereotypes to existential aspects, including
quality of life, autonomy, and improving the soaiales of frail older people.
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- f) We urgently draw attention to the fact that tiealth problems of frail older people
are often not rightly considered and acknowledggddbctors and other health
workers and thus intervention is absent or inappatg Frail geriatric patients are still
frequently perceived as an unpopular burden. Theynaarginalized, because the
structure of health services and disciplines credte the needs of the younger
population does not reflect their problems, demaadd needs. They often find
themselves in a ,no-man’s land” between the interaad competencies of traditional
medical specialties.

- g) Such misunderstanding is especially dangerotiseimnitial phases of ill-health and
functional decompensation amongst frail older peppkcause of the risk of delay.
Qualified geriatric medicine and the developmentgefiatrics as a discipline thus
should not be identified only with long-term or pasute care but should also be
available in the acute phases of disease and duosgitalization, if acute care of
other specialty is not necessary. It is an analsgequirement and necessity to the
previous establishment of pediatric medicine.

- h) We call attention to the persistent risk of g&rc hospitalisation (hospitalism), the
iatrogenic harm to older people including derogatd their dignity, the mistreatment
of delirium, the inducement of immobility or inampriate use of restraints in
hospitals and nursing homes.

- i) We draw attention to hazards (risks) in diagmmoshterventions, which are
motivated not by the benefit of patient, but thepmseless or an alibictic quest for
hypothetical disease. We call attention to hazasdndigested polypragmasia and its
role in the causation of multi-causal geriatric dyimes as well as to insufficient use
of non-pharmacological interventions such as phgsimpy, ergotherapy,
psychotherapy, home care and social interventions.

- ]) We require that clinical decision making in ggric patients is strictly based upon
individual goals and aspirations, on identificatiand intervention (of) all treatable
biological as well as other factors, rather thand@gnosis, treatment and prevention
of specific diseases.

- k) We call attention to the need for sufficient aajpy of qualified comprehensive
mobile palliative care support to enable dignifieéeaths for older people in their
familiar environments.

E) Seniors:

- a) Cultivate and express the will to meaning angdor unique individuality, strive
for personal development, productivity, self-reafian, and social participation at
every age and notwithstanding possible disabildies handicaps

- b) Do not give up if you suffer from a worsening fohctioning and your health-
related quality of life with advancing age — ask doalified geriatric assessment and
intervention for your health difficulties and ask fjualified geriatric medicine.

- c) Ask your local authorities for comprehensivevgars and support of long-term care
in your community.

- d) Do not resign (reconcile) yourself to manifestas of age discrimination, to the
non respect for your dignity, and even less so igireatment, abuseeglect, or even
domestic or institutional violence. Participateiaady in solving the phenomenon of
EDAN (Elder Dignity Abuse and Neglect) - ,be theadge, you wish to see in your
life and neighborhood.”



