“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 fuller use of their potential and focrieasing their contribution to close relatives,
families, communities and society as a whole.

However, taking advantage of prolonging life in @lde usually requires active creation of
certain preconditions, active removal of variougriees 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 mgsproportion of seniors in populations has
been a major source of concern rather than grotordsoordinated planning supported by
strong political commitment. Although ageing hagrbeecognized 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 anture generations, it is also necessary to
pay greater attention to the aspects of ageingectl®d 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 eslheabsadvantaged and at risk. Hazards
associated with unadjusted (maladapted) servicats puactices suitable for younger
population are often underestimated as well aswillleto find meaning and desire for
fulfillment of higher human needs. Among the keyues of meaning for frail older people
are dignity, respect and self-owning — maintainmgiqueness of personality and real
competencies of decision making.

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

The strength of the concept of long-term care (L€ particularly in coordinated, seamless
provision of services and interventions and in kirgga down the barriers between various
sectors, institutions, competencies, professionalindaries and payment mechanisms.
Furthermore it relies on an emphasis on the meénirgf existence of human beings,

enabling life in familiar environments while maimizag autonomy and social roles. It also
relies on active prevention and on early deteatiovarious forms of mistreatment by ‘caring’

persons (relatives, or professionals), various $forof 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 emsjighs 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 of the system ofthesgrvices is exceptionally important for
the struggle for the quality of life in old age.eTtevel of functional health belongs to 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 presidency, which feed on Alzheimer disease,
neurodegenerative disorders and dementia and adbees related to dignity, the Czech
presidency wishes to emphasize the critical impagaof the phenomenon of geriatric frailty,
i.e. treatable, and thus fully in the competenciedlth 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”.

Very often health problems in old age remain, despepeated warnings and calls from
various geriatric societies (IAGG, EUGMS, SGMEUMS)ut of interest of health
institutions. The structure of health services,alihivas developed for the needs of the young
populations as well as the structure of educatigrhgsicians and other health workers do not
very often correspond to those problems.

Frailty and its clinical consequences are thus it a source of misunderstanding,
unnecessary suffering, discrimination, neglect, venéable disability, avoidable social
exclusion, unnecessarily bad prognosis of variossages and accidents. These are generally
severe health challenges for the dignity and sgcofiold people, which are 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 Octd98 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

“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) in@200

With respect to the challenges and opportunities ah in order to support dignified,
active and healthy ageing of European citizens, therague conference and participating
international seniors’ organizations turn to resporsible bodies, institutions, academia,
public and other relevant stakeholders and call fothe adoption and the implementation
of the following recommendations.

We address patrticularly:

A) European Commission and national governments

1) Changes in approach to the old age:

a) Please strive to ensure that demographic deweopand arrival of the longevity
society are not perceived one-sidedly from the gmatve of demographic alarmism
or the demographic ‘timebomb’, which is based oa fisar of lack of resources for
social security and health systems, but are alsp as an opportunity and the chance
to change our approach to life in old age.

b) Encourage open discussions about convention igimtsy responsibility, and
participation of older people in society

c) Consider the effect, which may be brought byppseful, single-minded inclusion
and integration of issues related to old age andingginto government and
parliamentarian structures, and modulate any dimiosf competencies so that they
respond to demographic changes in society andrgentineed to solve them



d) Consider the establishment of an EU gerontodgrstitution or program aimed at
monitoring, education and other roles or taskgedl#o adjusting policies and services
to the needs of ageing populations

e) Pay attention to arguments that there is contmof “Elder Dignity, Abuse and
Neglect” (EDAN) and that mistreatment of old pegpglecluding 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 protectservices in the OMC and
strengthen cooperation and exchange of good peaatid experience within the EU,
including in the area of research

g) Ask the European Commission to adopt positivategies on active, healthy and
dignified ageing in the EU, which will understangeang as an opportunity and will
formulate concrete recommendations to adjust idd@&i policies, services and goods
such as housing, health, education and other ssnand opportunities and not only
focus on the fiscal implications of demographic @lepment, 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 respddhe 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 ofatges/gerontology and
comprehensive rehabilitation

b) Participate in the creation of the European eph@nd standard nomenclature of
LTC which will enable continuity of support and eaas well as an exchange of
intelligent and comprehensible experiences, andneles of good practice while
emphasizing an enabling community model of LTCepehdent living, and “ageing-
in-place/home/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 globatisis on the financing of health, social and other
services, which are precondition of dignified lifieold age

e) Support in the maximum feasible way the de4imtstinalization of social and health
care services

4) Community life

a) Recognize and appreciate the meaning of comgnliihg of older persons in

home environment by creation of permanent apprtgpriaonditions for its

development

b) Appreciate the potential of older persons fooremmic and 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 daldor markets

5) Education and research

a) Effective political decision making must be lmhea evidence. Support purposeful
and efficient (policy/practice-oriented) researakoiall 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 the incorporatiothefneeds/demands of seniors and
longevity society into all levels of educationak®ms and support the development of
education in gerontology and geriatrics

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 dignity of and hazards for femhiors as well as to the potential of
healthy and active fgeniors.

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 maximum limit the possibilitie$ the information global society —
chances to share your experiences, examples of gaatice within the whole EU as
well as all other developed countries

b) Appreciate the meaning of the urban environnmsmporting inclusion, health,
security, and the adjustment of local transporydivty and other services (policies),
and join the age-friendly cities movement (netwpik)plement the principles and
recommendations of the WHO Age-friendly cities paij

3) Right for lifelong home, support of life in conumity, long-term care

a) Respect the right for life time homes, supportdgeing in community (in place)
and for appropriate social services.

b) Support the inclusion of seniors into communiiiy, increasing their productivity
and self-fulfillment.

c) Create conditions for the development of comgnsive systems of integrated
community support services allowing for independerganingful life for your frail
fellow citizens — including security of contact, rigaintervention in case of
emergencies and senior-friendly provision of gyalervices

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 feaniors at risk and detecting the



signs of elder abuse, as part of the responsibitify local government and
administrative systems.

- 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 suburbasmzarid gentrification.

C) The universities, academia:

- a) Pay full and thorough attention to the developimed education and research for
ageing and ageing and longevity societies, to @gvehderstanding of life in old age,
of support of frail older people, and understandifidife 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 indispensalienfeaningful life for all human
beings, including frail older people and that eligghly developed services must serve
to support sensitively, not to be superior to thentp exclude them.

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

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

- f) Introduce a specific view of ageing into the reeof science, research and
education, especially where it hasn't been expficgresent up until now, but
especially where such a perspective may extend ledge and contribute to
improvement of the quality of life of seniors andeit position in society (e.qg.
business/ 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) Geriatrization of medicine requires more thaoréasing capacities in reaction to
the higher prevalence of age-related diseases, ri@ne partial modification of
diagnostic and treatment procedures including tlaemilability without any age-
discrimination. What is the issue is deeper trams&tion, the evolution of medical
thinking, education as well as development of tiweicture of provided health
services.

- c) Association of health problems, disability anehlh-related quality of life with
concrete diseases decreases in old age. Meresniareliagnosis and treatment of
diseases often becomes inefficient, many times baemful. It does not correspond to
the variety of biological and also non-biologicattors or to strong inter-individual
variability of health and treatment priorities imaif and multi-morbid patients. It



therefore must be complemented with qualified egenn other causal and clinical
factors including functional difficulties which amsulti-causally determined.

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

- e) It is essential to sensitively subordinate maddecision making and diagnostic,
treatment, nursing and other medicdéreotypes to existential aspects, including
quality of life, autonomy, and improving the sodiales of frail older people.

- f) We urgently draw attention to the fact that tiealth problems of frail older people
are often not accurately recognized and acknowkkdnedoctors and other health
workers and thus not dealt with appropriately. IFigeriatric 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 ,no-man’s land“between the interesid competencies of traditional
medical specialties.

- g) Such misunderstanding is especially dangerotisernitial phases of ill-health and
functional decompensation of frail older people;dese of the risk of delay. Qualified
geriatricians and implementation of the disciplioiegeriatrics thus should not be
identified only with long-term or post-acute canat Ishould also be available in the
acute phases of disease and during hospitalizafi@eute care of other specialty is
not necessary. It is an analogous requirement amcessity to the previous
establishment of pediatric medicine.

- h) We call attention to the persistent risk of g&rc hospitalism, the iatrogenic harm
of old person including humiliation of dignity, niieatment of delirium, inducement
of immobility or inadequate use of restraints irspitals and nursing homes.

- i) We draw attention to hazards in diagnostic metions, which are motivated not
by the benefit of patient, but the purposeless fgtmshypothetical disease. We call
attention to hazardous indigested polypragmasiaitarmdle in the causation of multi-
causal geriatric syndromes as well as to insufficiese of non-pharmacological
interventions such as physiotherapy, ergotherapychmtherapy, 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 individual 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 (your desire, will, neeg the meaning of life and your
unique individuality, strive for personal developmeproductivity, self-realization,
and social participation in every age and notwéhding possible disabilities and
handicaps

- b) Do not give up under manifestations of worsemmhfunctioning and health-related
quality of life with advancing age — ask for quiaif geriatric assessment and
intervention for your health difficulties and ask fjualified geriatric medicine.



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

d) Do not reconcile yourself to manifestations gé aiscrimination, lack of respect
for your dignity, or signs of mistreatment, abuseglect, or even domestic or
institutional violence. Participate actively in @olg the phenomenon of EDAN (Elder
Dignity Abuse and Neglect) - ,be the change, yosshwio see in your life and

neighborhood.”



