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EXECUTIVE SUMMARY
	There are, in every age, new errors to be rectified and new prejudices to be opposed. 

	Samuel Johnson
English author, critic, & lexicographer (1709 - 1784) 


Context:
Age discrimination infers differentiation on the basis of age, and the implication is that this differentiation is not justified, or at least warrants scrutiny to determine whether it is caused by undue prejudice. It may be described as an ‘action which adversely affects the older person because of their chronological age alone.’ (NSF for Older People, 2001) The term ‘age discrimination’ remains very Anglo-Saxon in healthcare, with terms such as ‘ageism’, ‘exclusion’ or ‘age barriers’ being more common in other European countries. 

If one looks towards age equality as the antithesis to age discrimination, it follows that ‘any discussion of equality must have a dual emphasis. It must reveal and challenge the prejudicial nature of assumptions that old people have failing health and capability. But at the same time, those who do face ill health must be treated fairly and equitably.’ (Fredman, 2002). 

Resource constraints within healthcare systems may exacerbate stereotypes of older people pervasive in general society. The depiction of older people as frail and dependent is echoed in the health services’ own jargon, most notably in the concept of old people as ‘bed blockers’ (Roberts, 2002). 

Age discrimination may be direct or indirect and may occur at the level of health planning, policy or practice. Direct discrimination is when a 70-year old woman is denied treatment in the stroke unit whereas this care is offered to a younger patient in the same clinical situation. An example of indirect discrimination is reducing lengths of hospital stays, as this will disproportionately harm older people suffering from chronic conditions, who usually require either longer recovery, or proper discharge to intermediate care or rehabilitation. Discrimination may also be positive in intent, such as offering people over a certain age exemptions for prescription drug costs.

Political/legal framework: 
The EU has played a leading role in advocating better health care for older populations over the past decade. Yet there is currently no explicit legislation outlawing age discrimination in health care in Europe. 

At a national level, there is similarly no explicit legislation addressing age discrimination. Where policies for older people exist, they often concentrate solely on the topic of dependent older adults, with very little reference to a broader perspective on older, or indeed ageing, adults. Although the intent of these policies may be to ensure that this segment of the older population receives appropriate care, their effect may be to exacerbate the perception of older people as a homogeneous group of frail and dependent individuals. 

Professional/managerial perspective: 
Most restrictions in access to services are dictated not by explicit protocols but by historically-inherited practices and staff behaviours. Commissioners of health services may have lower expectations of what older people need compared to younger people. Medical staff may alter their communication, transmission of information and expectations of outcomes with older patients if they feel a social distance from them (Robinson, 2002). Quality of care offered to older people may be lower, be it in terms of longer waiting times, less attentiveness to detail, less choice being offered in treatment options (Ellis 2002). 

Surveys of medical staff reveal little awareness of systematic ageist policies but point instead to ad hoc ageist behaviours and practices. For example, clinical staff may assess the needs of older and younger people differently, for example by only asking younger persons whether they have a social life. They may re-label mental health problems as dementia as soon as patients hit the age of 65 (Haringey, 2004). 

Most of the above findings come from the UK. It was in great part on the basis of these findings that the National Service Framework on Older People was adopted in England in 2001 (Department of Health, 2001). This NSF calls for the ‘rooting out of age discrimination’. Lack of data from other countries is less as an indicator of low prevalence than a sign of low awareness of these issues in other countries. 

Audits of practices following the publication of the NSF found that much progress had been made in changing ageist behaviours and practice in the health service (Office of Public Management, 2003). Managers recognized the importance of tackling age discrimination and felt that the principles outlines in the NSF were worthwhile and important. However, staff still expressed concerns about how best to communicate information to older patients and to deal with the counter pressure of relatives. They found it difficult to focus on providing patient-centred care in chronically resource-constrained environments. Anecdotal evidence points to similar challenges in other European health care contexts.

Public/popular perspective:  

Ageist behaviours within health care are manifestations of widespread and entrenched ageism within our societies. The media encourages a ‘catastrophic’ view of health care system sustainability by constantly reminding us of the financial drain that older people pose on our scarce health care resources. Yet recent studies across Europe have suggested that, individually, older patients actually consume fewer resources than younger patients. High levels of resource occur principally in the 12 or 18 months prior to an individual’s death, regardless of when that death may occur (Himsworth and Goldacre, 1999; Dixon et al, 2004). There is a tremendous need to dispel the myth of the ‘expensive older patient’ and to recognize the limited role that ageing plays in explaining exploding health care expenditure.

Studies from a variety of cultural settings have revealed that older people have lower expectations of care than younger generations. They also express higher satisfaction with the health care system than younger persons. One senior healthcare manager in the UK reported that ‘[older] people are not very good at going out and asking…and the services aren’t that good at finding unmet need’ (Roberts et al, 2002). 

Themes: 
Age as a cause of inequality: Promoting equality in health care requires consideration of age as one of many factors that may contribute to inequalities. Inequalities in access, quality or outcomes of care may occur because of age, socioeconomic status, gender, race, ethnicity and educational level. These different forms of inequalities may actually compound in individuals and result in ‘double discrimination’. 

The need for specialized services for older people: The role of geriatric training of doctors to address the special medical needs of an ageing population has been advocated in many European countries (Ebrahim, 1999; Attale, 1990; Motta, 2004; Derjczyk, 2004; Simone, 1998). In Poland and the Czech Republic, provision remains insufficient to meet the needs of the ageing population. Poland has seen a marked decrease in the number of geriatricians over the past decade. 

An international comparative study of service provision for elderly depressed patients made the point that provision of appropriate care tends to be more available in countries where professionals receive specialized psycho-geriatric training (Bramesfeld, 2003). A counter-argument however, is that the creation of dedicated services for older people may have the perverse effect of excluding them from higher-quality and more appropriate services. This dilemma about specialization has been raised namely in the case of mental health services, where the cutoff age (usually 65) may not reflect the epidemiology of disease, which affects one-fifth of people over 80 but only one-twentieth of people over the age of 60. 

Integrated care: Most health care systems are built on the principles of acute care provision. Yet the burden of care is shifting increasingly towards chronic conditions which require a more multidisciplinary and integrated approach between medical and social care. 

Significant challenges remain to fully achieve truly integrated care in all countries surveyed. Health care is recognized as a right, yet social care remains mostly a personal responsibility. Funding streams for social and medical care are separate in most countries. For example in Italy, pre- and post-hospital care is poorly provided for by the state, therefore the private and voluntary sector supplement regional or municipal financing arrangements. In the Czech Republic, older people with severe chronic illness or disability often slip through the net, as they may be viewed as ‘too sick’ to be placed in nursing homes, yet ‘too long-term and ‘social cases’ that are excluded from the acute hospital sector (I. Holmovera, personal communication, 2004). Similarly, older patients in the UK were found to be discharged to residential care without involving the patient in the decision nor ensuring that appropriate levels of care were available in the home. Again, these findings are replicated in other European countries.

Public/patient engagement: The outgoing Health Commissioner, David Byrne stated that ‘The EU must empower citizens to make healthy choices and involve them in policy-making from the start.’ Yet studies have shown that older patients are often less engaged in decision-making than younger patients (Hamalainen et al, 2002). In a focus group study of older cardiac patients, older patients complained of little choice being presented to them by their treating physician, and that when treatment options were presented to them, it was done in such a way as to ensure compliance with the clinician’s advice. One study revealed that most older patients did not agree with a nursing assessment of their abilities (Harkness et al, 2002). Evidence of age as a barrier to health literacy has been suggested in the areas of cancer (Hofman et al, 2004), HIV (Henderson et al, 2004) and surgery (Chew et al, 2004). 

European best practice and recommendations: 
The National Service Framework in the UK appears to be the only example of an explicit policy aimed at promoting age equality in health care in Europe. Overall, the NSF provided an important national impetus to promoting age equality within the English health care system. Concepts such as inclusion, independence and citizenship may be more productive and meaningful messages than the negative terms of ‘age discrimination’ to emphasize when approaching issues of quality, accessibility, and outcomes for older people and patients.

France has implemented comprehensive policies to protect dependent older adults in recent years. In 2003, it launched a strategic plan entitled ‘Plan Vieillesse-Solidarites’ which creates a special fund for dependent older adults (Caisse Nationale de Dependence des Personnes Agees). Critics of this initiative suggest that it discriminates against older people by excluding them from the social security system that is based on the principle of inter-generational solidarity. Defenders of the new fund state that it does not remove older people’s rights to benefit from social security, but simply guarantees that, should they become dependent, that a ‘ring-fenced’ amount of money is available to meet their needs. This initiative comes on the heels of several initiatives aimed at providing better home care to dependent older people, one being the creation of a specific benefit for disabled individuals over the age of 60, the ‘Aide personnalisee a l’autonomie, APA), in 2002 (www.health-policy-monitor.org). The reform also calls for an increase in the number of home care workers to encourage older people to remain in their homes.  

There have been several important initiatives in the area of integrated care across Europe. In Italy, one hospital created an innovative social-medical network of geriatric care (‘disease management’ approach) within its emergency department. Poland has created multidisciplinary networks to address the needs of chronic disease patients. France has local coordination centres which act as simple points of access and referral for older patients (Centres Locaux d’Information et de Coordination). The UK has instituted the Single Assessment Process, which aims to ensure a seamless coordination between social and health care service delivery to patients. Community assessment and rehabilitation teams (CARTs) take referrals to both hospitals and community settings, in the hope of preventing unnecessary hospitalizations and ‘crisis points’ to be reached. (Billings et al, 2004). Evaluation of the effectiveness of these initiatives is not yet available.
In countries of Central and Eastern Europe, the transition from a Communist model of care to a contribution-based social insurance system has been very recent. Despite this, significant strides have been made in recent years. In Poland, the Welfare Act recognizes the importance of ensuring adequate provision of insurance coverage to the elderly. GPs are incentivised to take care of older patients, with Sickness Funds offering them a capitation index of 1.7 for treating older patients in the community, and an index of 3.0 for caring for older patients living in nursing homes. There has also been an increase in the number of community nurses who provide care to people in their homes. (Szczerbinska, 2004)

The critical role of advocacy groups in promoting age equality should not be underestimated. In the UK for example, AgeConcern was the pioneer in raising awareness of abuse of Do Not Resuscitate orders for elder patients. Cancer charities protested against the denial of innovative cancer treatments to older cancer patients. In Spain, the CEOMA (Confederation of Older Persons Organisations) and IMSERSO play an important role in raising awareness of needed policy changes. CEOMA led some specific educational initiatives on the topic of age discrimination. In France, the group ALMA (and in the UK, Action on Elder Abuse) raised the profile of the sensitive issue of elder abuse, leading to important policies in this area. These are but a few examples of the impact that the voluntary sector has had in raising awareness of these issues to the general public.

In conclusion, the notion of age discrimination is at different levels of maturation across the EU. Some specific recommendations to further our ability to promote age equality across health care systems include:

· Need to develop a strong evidence base to help compare patterns of referral, diagnosis and treatment and highlight differences in practice that may otherwise be masked by unawareness of inherent ageism and habit

· Need for staff education and training to allow for a real shift in attitudes and understanding of the potential for ageism

· Need critical assessment of specialist services provided for older people to ensure that this segregation allows them access to the best quality care.

Most importantly, this European overview points to the need for further research and evidence. Too few publications tackle ageism within the health care system directly, and certainly empirical evidence of age discrimination comes mostly from the Anglo-Saxon world. Further country-level information is needed to gain a better understanding of how different health care systems are addressing the needs of an ageing population and to offer concrete solutions to promoting age equality across all aspects of health policy and practice. 

1. Introduction

	There are, in every age, new errors to be rectified and new prejudices to be opposed. 

	Samuel Johnson
English author, critic, & lexicographer (1709 - 1784) 


The concept of ‘age discrimination’ is becoming increasingly topical in Europe with the implementation of the EU Directive against age discrimination in employment mandated across all EU countries by 2006. Within this context, the Alliance for Health and the Future, a subdivision of the International Longevity Centres, undertook to provide a perspective on the status of age discrimination across Europe, with particular emphasis on eight countries: the UK, France, Italy, Spain, Germany, Poland, Hungary and the Czech Republic. The focus of this particular report is health care, with a companion report being written on social care. Health care may be said to encompass prevention, treatment, care and support for people with a given condition. 

The approach taken for this work was to look at the role that age plays in the context of health policy and practice in different countries across Europe. Whilst ridding our societies of age discrimination implies achieving age equality across the entire lifecourse, the particular focus of this work is on age discrimination as it affects older age groups. 

‘Age discrimination’ and ‘age equality’ are not universally recognized themes across European health policy documents. Yet all populations across Europe are ageing, and all health care systems are grappling with the need to adapt to a changing population. As systems and cultures evolve, older people across Europe do, and will, inevitably, encounter barriers in access, finance, and quality of the health care they are offered. 
The purpose of this report is not to point an accusing finger at ageist practitioners and policymakers. It is to examine age barriers within their appropriate context in the hope of stimulating debate about the possible solutions that may be encountered to best ensure appropriate, responsive and high-quality care to all older people in Europe so that they may achieve the highest levels of well-being in the future.

An important caveat needs mentioning: this report is based on a review of the published literature and policy documents. Unfortunately, documents published in local languages other than those understood by this author were not included in this search.  Such is always a limitation of cross-country comparisons, which I have tried to remedy as much as possible by asking local contacts to provide their information based on locally-available sources. A full list of country contacts is provided in Appendix 1.
2. Context

Demographics of an ageing Europe
In the middle of this century, Europe will become the oldest continent of the world in demographical terms. By 2015, one in three people of working age will be over 50. With life expectancy of women being on average 6 years longer than men’s, by 2050 it is expected that there will be 50% more women than men in the 60+ age range and that women will make up 70% of the 75+ age group (European Foundation, 2004). Between 2000 and 2010, the group of people aged 80 years and above is expected to rise by 36%, although growth rates differ across Europe. The old age dependency ratio (OADR) represents the number of people 60 and over, expressed as a percentage of the population aged 20 to 59. This ratio is on the rise and is significantly higher in the 15 older EU member states (EU-15) than in the new member states (EU-10). From 1960 to 2003, the OADR rose from 28% to 39% in Europe, from 29% to 40% in EU-15 and 22% to 32% in the EU-10. Germany has the highest ratio of elderly to the working population at 44% and Ireland has the lowest with 27%. 
Figure 1: Age pyramid for EU-15 and the EU-10 Member States, 2003
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Source: Eurostat
Life expectancy at birth is increasing in all EU countries, however important disparities exist, both between the new member states as a whole and the older EU-15 region, as well as within these two groups of countries. The annual rate of population growth will be negative in most countries by 2025, with several countries already exhibiting negative growth rates (Czech Republic and Hungary, for example). Life expectancy figures, both sexes combined, are presented below for the years 2000 and 2025. 

Table 1: Annual population growth rates and life expectancy at birth in 2000 and 2025, countries of study

	
	Annual rate of growth (%) – 2000
	Annual rate of growth (%) - 2025
	Life expectancy at birth (yrs) – 2000
	Life expectancy at birth (yrs) - 2025

	Czech Republic
	-0.1
	-0.4
	74.8
	79.5

	France
	0.5
	0.1
	78.8
	81.8

	Germany
	0.1
	-0.2
	78.1
	81.2

	Hungary
	-0.3
	-0.4
	71.4
	77.0

	Italy
	0.3
	-0.3
	79.1
	81.9

	Poland
	0.0
	-0.3
	73.2
	78.4

	Spain
	0.2
	-0.3
	79.1
	81.8

	UK
	0.4
	0.2
	77.8
	81.1


Source: US Census Bureau, International Data Base, March 2004 version.

The European health policy context

In 2000, the Lisbon Summit called on all EU member states to ensure that their social protection systems provide high quality health service to all its citizens. The following year, the Gothenburg summit called for a progress report on guidelines in the field of health and care provision for older people. The report emphasized the goals of universal access for all, financial viability and high quality care for all older people that needed to be inscribed in all health care systems (European Commission, 2001). A subsequent joint report was issued from the European Commission and the Council that further focused on these goals, whilst steering away from proposing concrete solutions.

Whilst European-wide policies provide welcome guidance for member states, the discrepancies in culture, history and demography across Europe, particularly with its now 25 members, should not be underestimated when trying to address the issue of older people. Within Central and Eastern Europe, differences in economic wealth and states of transition to full market economies vary tremendously between countries – differences that are, to some degree, reflected in the wide range of life expectancy rates across these countries. The countries that joined the EU in May 2004 all saw a transition, over a very short time period, from a centralised Soviet Semashko model of health care dominated by hospitals to contribution-financed social insurance schemes focused on primary and secondary care provision. In Poland, this change was made as recently as 1999 (GVG, 2003). With high unemployment and a shrinking workforce, these systems quickly met some of the challenges that similar health insurance models in Germany and France have encountered, namely that of sustainable financing. As a result, governments have had to contribute via taxation or other means to secure financing of health care. These systems continue to evolve, broadening their primary care base and adapting their systems to their new social fabric. 

To return to the goals of the Gothenburg Summit, universal insurance coverage, regardless of age, is a key feature of all health care systems in the EU. The governance and financing of health care systems still remains the prerogative of individual member states, yet similar policy themes have dominated national health policy agendas across the EU over the past decade. These have included the decentralization of care, integration of health and social care, focus on primary care, further engagement of patients in health care, safeguarding the quality of care, cost-effectiveness in resource allocation decisions, and offering consumers greater choice and diversity in services (European Foundation, 2004).  
The health of older Europeans

How healthy are older people in Europe? Across all ages, there is a significant health gap between the ‘new’ and ‘older’ European member states. In the Eurobarometer survey 2003, over 30% of Hungarian respondents reported having a long-term illness or disability, as compared to only 10% of Italians surveyed. The average across the EU was 20%. Of course subjective reporting is fraught with definitional and other caveats. Nonetheless, these data are confirmed by other objective morbidity and mortality rates from the OECD, WHO and other such sources.
Perhaps of more direct relevance to the topic at hand is to look at how satisfied individuals are with their health. Interestingly, satisfaction with one’s health was correlated with the declaration of a long-standing illness or disability Satisfaction levels decreased with age (Figure 2) in all countries. When examined by age quartile, there were also important differences between countries, with, on the whole, the newer accession countries expressing lower levels of satisfaction with their health at all age groups and a bigger drop in satisfaction between the third and fourth quartile of age. 
Figure 3 shows satisfaction levels with the health care system. These tend to increase with age, and this trend is slightly more significant in EU-10 countries. However, age-differences remain small. This finding is perplexing, as “even the slight age-related effect is remarkable because it shows that elderly people, who tend to be less satisfied with their own health, who are more frequently ill and hence are more dependent on the health care system, tend to be more satisfied with it than younger people, who need it less. ” (http://www.eurofound.eu.int/publications/files/EF03107EN.pdf)  It would be a mistake, however, to interpret these results as evidence of high-quality care for older people. Study after study, in a variety of cultural settings, reveal that older people have lower expectations of care and of the health care system, which may, in turn, result from internalized ‘ageism’.
Figure 2: Health satisfaction by age 
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Figure 3: Satisfaction with health care system by age 
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3. Defining age discrimination in health care

Age discrimination

	‘Ageist practice refers to carrying out unfair or insensitive treatment because of age’ (Tinker 1996).

	Age discrimination is an ‘action which adversely affects the older person because of

their chronological age alone.’ (NSF for Older People, 2001)

	‘Age discrimination happens when someone makes or sees a distinction because of another person’s age and uses this as a basis for prejudice against, or unfair treatment of that person’ (DoH 2001).


Discrimination infers differentiation on the basis of age, and the implication is that this differentiation is not justified, or at least warrants scrutiny to determine whether it is caused by undue prejudice. This differential treatment may be positive in intent, such as offering people over a certain age exemptions for prescription drug costs, as recently implemented by the American government for Medicare recipients aged 65 years and above. If one looks towards age equality as the antithesis to age discrimination, it follows that ‘any discussion of equality must have a dual emphasis. It must reveal and challenge the prejudicial nature of assumptions that old people have failing health and capability. But at the same time, those who do face ill health must be treated fairly and equitably.’ (Fredman, 2002). Both of these arguments are intrinsically linked: because failing health and disability are considered to be natural aspects of ageing, the attitude that little can be done to address health problems in the older population may be adopted. This may, in turn, be self-fulfilling, with poorer quality services being offered to older patients in the health service (Fredman, 2002). 

It is important to caution that the term ‘age discrimination’ is very much an Anglo-Saxon concept. This was evidenced in the literature search performed for the purposes of this report, both on Medline and other literature databases. The search terms ‘age discrimination’ or ‘ageism’ revealed mostly publications from the UK, Canada, the United States and Australia. Terms such as ‘exclusion’ or ‘age barriers’ revealed some further articles from other countries, however very few publications seemed to tackle ageism within the health care system directly, and certainly empirical evidence of age discrimination comes mostly from the Anglo-saxon world. In many of the countries included in our survey, age discrimination remains an ‘untouched topic’ (personal communications from C. Salifiou, I. Holmovera).

Why may there be discrimination against older people? Older people are recognized as the largest consumers of health care services, and as such are typically viewed as a ‘burden’ on crippling publicly-funded health care systems. This perception is not unique to healthcare, however the resource-constrained healthcare context possibly exacerbates stereotypes of older people pervasive in general society. The depiction of older people as frail and dependent (Henwood, 1990), condescending terms such as ‘little old lady’ (Bytheway, 1995), are echoed in health services’ own jargon, most notably in the concept of old people as ‘bed blockers’ (Roberts, 2002). The fact that older patients may be ‘blocking’ precious hospital beds because of a lack of available community-based facilities may be overlooked. As is stated by Roberts, ‘the label ‘bed blocker’ tempts [medical] staff to apportion blame to individual patients although the problem is caused by a system failure.’ (Roberts, 2002). Most importantly, age discrimination may occur because we are all going to become old – reflecting our own fears of old age and what it implies for our health and well-being.
A helpful typology was proposed by Roberts (2002) to assess age discrimination in health care.
Table 2: A typology of age discrimination in health care

	Dimension of care
	Explicit age discrimination
	Hidden age discrimination
	Indirect age discrimination

	Access
	Breast and cervical cancer screening (lower/upper age limits)
	Age-related variation in Do Not Resuscitate orders
	Means-testing for nursing care arranged via local authorities

	Quality
	Performance indicators and targets
	Neglect of older people’s needs on general medical wards
	Mixed sex wards


Direct discrimination is when a 70-year old woman is denied treatment in the stroke unit whereas this care is offered to a younger patient in the same clinical situation. Indirect discrimination is when a given policy or feature of the health care system disproportionately disadvantages people of a certain age, for example the focus on reducing lengths of stay will be to the detriment of older people suffering from chronic conditions who usually require either longer recovery, or proper discharge to intermediate care or rehabilitation. Grimley-Evans added a further dimension to this matrix, which examines direct (explicit or hidden) and indirect discrimination at the levels of health policy or practice (Grimley-Evans, 2003). 

It is also important to mention that discrimination is not always negative, and indeed may be positive, at least in intent: granting free prescriptions for glasses to people over the age of 60, for example, is intended as corrective action for the fact that these persons will be at the greatest need of eyewear and may thus be disproportionately affected by lack of insurance for glasses. Of course this positive measure implies discrimination against those under the cutoff age. In a sense, the creation of specialized services for older people (eg. in mental health) may be perceived as both positive and negative discrimination: positive in intent, as their purpose is to ensure that older people receive care suited to address their needs; possibly negative in practice, because it means that people over the age of 65 are excluded from normal adult mental health services where they may actually be treated better in some cases. 
The most visible and easily-identifiable forms of age discrimination are when lower and upper age cutoffs are set to restrict access to given services. A review of the European literature on this topic revealed a number of studies pointing to age-specific differences in treatment and practices. Much of this literature comes from the UK. Age limits are reported in exclusion criteria for clinical trials, access to various components of cardiovascular care, surgical procedures, chemotherapy and radiotherapy in cancer, many expensive medications, intensive care units, amongst others. Whilst it is impossible to summarise and critique the entire literature here, some of the major areas where visible age-related practices exist are described in further detail below.  
Interpretation of age-related differentiation in practice needs to ask the question: is this differentiation on the grounds of age alone, and if so, is age alone a significant prognostic factor that justifies these treatment differences? Most often, getting to the root of observed differences in practice involves assessing how much resource constraints, staff perceptions of older people’s ability to benefit, scrutinization of the clinical evidence of treatment effectiveness by age, patients’ preferences for or against aggressive treatment, interplay to ‘justify’ seemingly ageist behaviours or not. This type of analysis is beyond the scope of this report but, to search for true equity within a health care system, would need to be done.
Perhaps more difficult to measure and to address are restrictions in access to services or behaviours that are dictated not by explicit protocols but by historically-inherited, and thus little questioned, practices. Commissioners of health services may have lower expectations of what older people need compared to younger people. Medical staff may exhibit ‘social distance’, or alter their communication, transmission of information and expectations of outcomes with older patients if they feel a social distance from them – obviously this ‘social distance’ theory would equally harm ethnic minority groups or any social group with whom medical staff cannot relate easily (Robinson, 2002). Quality of care offered to older people may be lower, be it in terms of longer waiting times, less attentiveness to detail, less choice being offered in treatment options (Ellis 2002). It is these subtler forms of ageism that are much more difficult to identify and to find solutions to within the context of health care delivery. 
A review of ageist practices in one PCT in the UK found important discrepancies between the amount of systematic ageism reflected in policy documents (very little) and the reported occurrences of ageist behaviours or practice as reported by clinical staff and patients (Haringey 2004). To take the example of a completely different country, in Greece there is little systematic legislation or policies in place governing health care and the payment of ‘bribes’ (cash) by individuals to physicians is common practice – this is also still the case in many countries in Central and Eastern Europe (in Hungary, such ‘private payments’ accounted for 7% of total out-of-pocket expenditure by older patients (Szeman, 2004). As older populations in these countries are more ‘cash-poor’ than younger generations, they may thus have lesser access to care for financial reasons (I. Holmovera and C. Salifiou, personal communication). 

Older people: a heterogeneous group

Much of the root of ageism within healthcare stems from the perception of older people as a homogeneous group of frail and dependent individuals. Indeed, this comes back to the very definition of discrimination, which assumes inappropriate assumptions about individuals merely by their belonging to a certain group – in this case, that of ‘older people’. This focus on the view of older people as disabled and frail is evident when looking at policy frameworks for older people across a number of European countries: when a ‘policy for older people’ exists, it often concentrates solely on the topic of dependent older adults, with very little reference to a broader perspective on ageing. Whilst this focus may be justified as this segment of the older population is indeed the most needy in terms of resources and service provision, neglecting to look at what can be done to foster good health through prevention, health promotion and delivery of coordinated and high-quality care to ageing adults who may not yet be dependent is of equal importance.

Part of the problem stems from the fact that the very term ‘older’ is poorly defined – or indeed, is indefinable, as it is a relative concept. A lovely example of this was a survey of French schoolchildren who, when asked, all said that at one point they had felt ‘too old’ to do something – play a given game, speak in a certain way (J. Gaussens, personal communication). Traditionally and in most existing legislation or protocols, ‘older’ is defined as above the age of 60 or 65 years, as a historical reflection of retirement age. However, as the health status of older individuals improves, this strict cutoff becomes less and less meaningful. 
The fallacy of the expensive older patient:

There is also growing evidence that the population of older people is indeed getting healthier, rather than unhealthier, over time (Jarvis and Tinker, 1999; Roberts, 2002).  These trends are by no means confined to the UK. Whilst earlier studies supported the ‘expansion of morbidity’ scenario, suggesting that the time that people spent in ill health was increasing with greater longevity, more recent studies refute earlier findings and support instead the more optimistic scenario of a ‘compressed morbility’ with increased longevity (Jacobzone, 2000; Manton et al, 1997; Fries et al, 1980; Dixon et al, 2004). Recent international studies of industrialized countries have suggested that disability-free life expectancy accounts for 45-80% of life expectancy at age 65, in other words no more than half of life years over this age will be encumbered by some form of disability (Jacobzone et al, 1998). Two-thirds of the older population in the UK report no functional disability; 20% report only a moderate disability, with disability rates slightly higher in older women than men.  If the hypothesis that older populations are actually getting healthier holds true, then we may possibly be seeing a decrease of aggregate end-of-life healthcare costs. Comparative macroeconomic analyses performed by the OECD found little correlation between overall health expenditure for older people and the proportion of the population over the age of 65 (Anderson and Hussey, 2000).  

It is self-evident that, on account of average increased morbidity, older people as a whole consume greater levels of health services than younger people. In the UK for example, a frequently-cited statistic is that older people represent 16% of the population, but consume 40% of health care resources (Office of National Statistics, 2001), and use up to two-thirds of hospital beds. Yet there is now a rich literature indicating that high levels of resource use are predominantly a function of dying and not of old age – high use of services occurs principally in the 12 or 18 months prior to an individual’s death (Himsworth and Goldacre, 1999; Dixon et al, 2004). 

The results of three studies exploring age-specific hospital costs are presented in Box 1 below.

Box 1: Do older people really cost the health care system more?
	Dixon et al. in the UK conducted a retrospective cohort study of over 250,000 in-hospital deaths to determine age-specific costs of treatment in the last 3 years before death (Dixon et al, 2004). They found that the median number of days spent in hospital before death did not increase with age. If one assumes that number of hospital days is a suitable proxy for hospital costs, then this study suggests that older patients do not necessarily incur greater hospital costs – the highest proportion of acute care costs occur close to the time of death, regardless of what age this may occur, and these costs are greater on the aggregate in older populations as they represent, proportionately, the greatest number of deaths in a population. Thus there is a need to distinguish the costs of dying from the costs of ageing (Dixon et al, 2004). Stated otherwise, ‘the older sector of the population accounts for a higher proportion of acute healthcare resources because they are nearing the end of their lives, not because care is individually more expensive’ (Dixon et al, 2004). 
Brockmann investigated the hospital costs at different age groups and found that average hospital costs systematically decrease with age in Germany. The author strongly suggests that these lower costs are evidence of age-rationing, as less intensive treatments were used on older patients as compared to younger patients with the same illness (Brockmann, 2002). 

	

	Graham and colleagues looked at costs in the 12 months prior to death in Scotland and Oxfordshire and found that the costs of acute care of patients dying of cancer (the most expensive acute care costs) decreased with age, moreover these costs were lower for less affluent groups across each age band. These results may exhibit ‘double discrimination’, reflecting lesser allocation of health care resources towards both older people and less affluent people, yet they may also mask differences in effectiveness of treatment across these different groups. However, the decrease in costs and inequalities within age bands by levels of affluence were reproduced for every type of cancer examined. Further statistic analyses, however, are needed to explore the causality of these observed and preliminary results (Graham, personal communication). 



These combined findings bear important messages: first, the costs of ageing should not be confused with the costs of dying. Secondly, one should not artificially isolate ‘age discrimination’ from other forms of discrimination that lead to inequities in health care. These include socioeconomic status, gender, race, ethnicity and educational level. Whilst desegregation of different root causes of inequity may have merit for research purposes, in practical terms it is important to view them in a contextual perspective as they may compound in individuals and result in ‘double discrimination’. The importance of these social determinants on health outcomes and health care patterns has been amply documented (Marmot, 2004). However, age rarely enters into the debate on health inequalities. A recent study confirmed that socioeconomic inequalities in mortality rates as well as morbidity did tend to decrease with age, however they often persisted, with notably educational disparities being sometimes as important in older groups as in younger segments of the population across a number of European countries (Huisman et al, 2003; 2004). 
The above results are also important for discussions of the sustainability of health insurance systems. These findings, which are based on both macroeconomic analyses and analyses of individual patient records, confirm the views of several demographers and economists who voice caution at adopting a catastrophic perspective on the effects of ageing on future health expenditure. In fact, data suggest that the ageing of the population is only responsible for a small proportion of the increase in health expenditure, with other factors such as the use of expensive technologies being a more important determinant (Newhouse, 1993; Barros, 1998). On the flipside however, there is some data to suggest that medical care does account for 17-18% for increases in life expectancy in the United States and Great Britain on the aggregate (Naylor et al, 2002; OECD 2003). For example, a study by Or (2000) found a statistically significant correlation between the number of doctors per capita and overall life expectancy across a number of OECD countries (Or, 2000). All of these data, however, remain highly speculative, as aggregate figures mask the complexity of interacting confounding factors and make interpretation of findings complicated. 

4. How prevalent is age discrimination?
What follows from the poor understanding of what age discrimination constitutes is that, when surveyed, the older population within the health care system do not tend to report huge prevalence of age discrimination. As mentioned previously, older people tend to have low expectations for their care. In an audit of clinical practices in the UK performed by the King’s Fund, one senior manager reported that ‘[older] people are not very good at going out and asking…and the services aren’t that good at finding unmet need’ (Roberts et al, 2002). 
Clinical staff perceptions of the prevalence of age discrimination also vary widely. In the audit described above, staff reported low levels of awareness of any systematic ageist policies or practices. Further surveys, however, reveal recurrent episodes of ad hoc ageist behaviours or practices that would definitely fall under the umbrella of ‘age discrimination’. A further UK survey revealed entrenched ageist behaviours: different assessment of needs for older and younger people (eg. asking of younger persons whether they have a social life, but not of older people); prioritizing social services to those in more dire need, thus missing out on younger or older people in need of preventative services to counter the onset of depression, with possibly dire consequences for their future; only referring older patients for cataract operations once they were practically blind, as opposed to at an earlier stage when effects of surgery may be more beneficial (Billings 2003). In the Czech Republic, a survey conducted amongst local municipalities asking whether they knew of any age discriminatory practices revealed that there was no age discrimination in health care, despite anecdotal evidence to the contrary (I. Holmovera, personal communication). Similarly, in Greece, there are no specific policies in place that exclude older people, however older people are known to be denied acute hospital beds more than younger people when scarcity occurs (D. Safiliou, personal communication). Thus the gaps in awareness are significant both amongt older patients and clinical staff.
So is age discrimination merely an invented problem? The answer is invariably no, however it is important to recognize that probably the most difficult type of ageism is that which would fall under the heading of ‘hidden’ or ‘indirect’ age discrimination — aspects of the delivery, access to, quality and financing of the health care system that invariably will be less favourable towards older people. As was pointed out by Ellis (2002), ageism is often an ‘invisible and unchallenged part of day-to-day culture and can result in more hidden or indirect forms of discrimination that are difficult to quantify’ (Billings, 2003; Ellis 2002). Thus tackling age discrimination implies much more than merely removing explicit age limits to given health services. At the same time, in the absence of published evidence under the label of ‘ageism’ from different countries where age discrimination is a less accepted phrase or unrecognized problem, it is important to strike a balance between only relying on systematic empirical evidence and making interpretations based on either anecdotal, qualitative or individual opinions. A conservative approach may be to simply examine how different health care systems address the issues of an ageing population, and discuss what possible implications these may have for older people’s access to high-quality health care.
5. Specific issues 
Elder abuse

A discussion of age discrimination cannot afford to overlook the issue of elder abuse, which has only recently been given prominence in Europe. The WHO report on violence and health published in 2002 cited violence of the elderly as a major concern (WHO, 2002). An International Network for the Prevention of Elder Abuse was established in 1997, with representatives from most developed and many intermediary countries. In the USA, a panel was convened at the National Academy of Sciences to assess the state of research on the abuse of older people (3). The issue has received considerable attention in the UK, following on a national framework entitled ‘No secrets’ set out in 2000 to provide guidance on implementing multi-agency policies and procedures aimed at protecting vulnerable adults from abuse. A ‘Protection of Vulnerable Adults’ scheme was published in July in England and Wales that bans known abusers from working with adults in care homes or via residential care agencies. Moreover, mirroring similar approaches in child abuse, the Department of Health gave a charity a significant grant to explore the feasibility of setting up a registry of incident cases of elder abuses across the country. 

As was advocated in a recent policy statement, prevention of elderly abuse requires us to adopt a ‘whole citizenship’ approach, and ensure that people are not perceived as marginalized victims in a society but as fully participating and valuable citizens. Anything less is inhumane and unsustainable.’ (Lancet, 2004). Regardless of where abuse occurs, a frightening statistic of deepest relevance to anyone working with older people comes from a large longitudinal study, which found that older people who had been mistreated were 3.1 times more likely to die within 3 years than those who had not, after adjustment for all possible confounding factors (Lachs et al, 1998). In all the countries studied in this research, the voluntary sector has responded to the growing awareness of elder abuse (for example: ALMA in France, the Action on Elder Abuse charity in London (www.elderabuse.org.uk), CEOMA in Spain).

Geriatric medicine

The development of geriatric medicine was prompted by the need to offer ageing patients specialized medical care that dealt with chronic illnesses and to foster patient’s independence and prevent institutionalization for as long as possible (Derejczyk J, personal communication). The need for geriatrics as a discipline to meet the needs of an ageing population, presenting multiple comorbidities and requiring multidisciplinary assessment, has been recognized and advocated in many European countries (Ebrahim, 1999; Attale, 1990; Motta, 2004; Derjczyk, 2004; Simone, 1998). Some have argued that lack of recognition of geriatrics as a medical specialty and, in countries where the government mandates the number of specialty positions (numerus clausus), insufficient provision for geriatricians, may be interpreted as ageist as it is an indication of the low priority given to meeting the needs of older people (CEOMA). Many academic geriatrics departments are closing in the London area (J. Morris, personal communication) as well as in Poland (Derejczyk, 2004). 
Of equal importance is the lack of geriatric training in undergraduate medical training across all the countries under study. Dedicated training is needed to teach future clinicians about the particular presentation of illness in older patients and to alert practicing physicians to the need to sometimes modify ‘standard practice’ to suit the needs of older patients. The course of presentation of many diseases may be delayed in older patients, due to impairment in thermoregulation, weaker pain sensitivity and cognitive impairment (Derejcek, 2004).  The growing presence of dementia in the older population begs the need for a specialized medical service to older people. In Germany, evidence suggests that 40-60% of cases of dementia are not diagnosed by GPs and family physicians, particularly amongst individuals age 75 years and above (Heusinger v. Waldegg and Stamm, 2002). 

Physician training may also help change ageist perspectives among doctors, namely that ‘social problems’ are usually poorly assessed medical problems, and to educate them about care options and pathways in the community, so that they may be better placed to make the appropriate recommendation for after-care or rehabilitation after discharge from hospital (Ebrahim, 1999). 

Staff attitudes and perceptions
From many country settings, there is evidence of clinical staff’s reluctance to work with older patients, patronizing or insensitive communication with them (Lookinland and Anson, 1995). Quality of care is often reported to be of lower standard in older people than in younger patients. 
But it is too easy to point an accusing finger at medical staff and brand them as ageist and unfair. Similarly, simply eliminating age restrictions or limits in clinical protocols and calling for bans of ageist behaviours will do little without understanding the complexities underlying ageism within the health care setting. As a follow-up to the requirement of NSF for Older People in the UK, several Primary Care Trusts performed evaluations of ageism from the perspective of their staff, in an effort to uncover ageist practices but, most importantly, to get to the root of causation for these practices and seek appropriate steps forward to reverse ageist cultures. 
In particular, a study was carried out in one Primary Care Trust in England using a combination of focus groups and surveys by questionnaire. This research was carried out in 2002-2003, one year after the implementation of the NSF, and involved a survey of randomly-selected staff involved across a wide range of health and social care settings. All staff had to have been working with older people for at least 3 months. Most participants reported having witnessed age discriminatory behaviours particularly in staff attitudes to older people and communication patterns with older patients. Notable examples included shouting at older patients (assuming they were all deaf), the use of inappropriate address, exclusion of the older patient from discussions about treatment, or delivering test results in public with no respect for privacy (Haringey, 2004). 

Particular concerns were raised about the difficulties of assessing sexuality in older patients – over three-quarters of persons surveyed related this as a problem. For example, many staff assumed that older people were no longer sexually active, or would ask questions about sexual activity in a direct and blunt manner during a standard assessment that might embarrass older patients (and staff alike). This issue was also raised in another survey of staff attitudes to older people, exhibited in a lack of referrals for psycho-sexual counselling (Haringey, 2004). Other issues raised were lack of involvement of patients in assessments in mental health, and insufficient time and attention in distributing medicines to ensure safety and compliance. 

In group discussions, participants related difficulties for older patients to access specialist care, investigations either being refused or delayed because of age, and a lower priority given by certain hospital ward staff to the needs of older patients. One very important and repeated finding from the study was the role that relatives could play in excluding the patient from discussions and almost encouraging poorer treatment. One example was relatives challenging certain prescribed treatments without consulting the older patient relative, or questioning whether treatments were really ‘worth it’ given the patient’s age. The delicacies of addressing the needs of the patient and remaining sensitive to the essential role played by his or her carers are skills that need to be developed when dealing with older patients (Dourthe and Schreiner, 2000).
In addition to flagging up potential problem areas that warrant further attention, the survey allowed to understand what challenges and difficulties staff faced in trying to best care for older patients. Resource constraints were acutely felt by many staff members, both in terms of time, staff capabilities and capacity. Challenges in knowing how best to communicate information to older patient is also significant. It is also important to point out that, despite reporting of problem areas, the general view was that care received in specialist wards was of good quality and that much progress had recently been made in changing ageist behaviours and practice. 
Similar findings to the previous study emerged from another survey of staff views on the treatment of older people in a hospital trust in the UK, conducted in 2003. One finding of particular interest was that different staff had different definitions of ‘old’, rendering the judgment of ageism or lack thereof rather difficult in practice (Davey and Ross, 2003). 
Specific recommendations combined from the different studies reviewed included:
· Further consultation of older people to ensure that all services, including such things as parking and other amenities, are appropriate for their use

· Training and education of staff around issues of communication
· Communications programmes aimed at relatives and carers about expectations and aspirations of services for older patients

· Review and development of workable models that may facilitate engagement of older people and their carers, working towards patient-centred care

· Providing suitable information in appropriate formats to enable patients to make informed decisions
· Greater flexibility in service provision, not assuming that all older people want the same thing

· Rethink the need and appropriateness of segregated ‘older people’s’ services, eg. leisure centres – this may actually amount to exclusion of older people from services that are more appropriate to their needs
· Greater choice and control for older people need to be integral features of any new developments of care programmes for older patients in the future.

 (Billings, 2003; Haringey 2004; Davey and Ross, 2003).

Patient information, engagement and choice
There has been significant attention given to the topic of engaging patients and providing information to patients in Europe over the past decade. The outgoing Health Commissioner, David Byrne, in his parting strategy document outlining a roadmap for EU health policy, states that ‘The EU must empower citizens to make healthy choices and involve them in policy-making from the start.’ Studies have shown that older patients are often less engaged in decision-making than younger patients (Hamalainen et al, 2002). 
In a focus group study of older cardiac patients in the UK, patients complained of little choice being presented to them by their treating physician, and that when treatment options were presented to them, it was done in such a way as to ensure compliance with the clinician’s advice. Patients often complain of inadequate information and express the desire to be asked at the onset by their clinician how informed they wanted to be. Patients mentioned the need for systematic information, referral to self-help or patient groups and assistance of a specialist nurse as positive steps towards ensuring they be informed of their treatment options and thus be able to enter a dialogue with their treating physician (Kennelly and Bowling, 2001). 

In surveys of older patients, many people express frustration at not feeling that they are listened to by staff (Haringey, 2004). Some of this may be due to lesser expectations of older generations from their health ‘rights’, staff reluctance to offer them choices of treatment (Tinker 1995, Kennelly and Bowling, 2001), and clinical staff not listening to what older patients voice as their preferences. For example, one study revealed that most older patients did not agree with a nursing assessment of their abilities (Harkness et al, 2002). 
Here again, resource limitations come into play, possibly causing defensive behaviours in clinical staff who feel they should take more time in discussing treatment options with older patients, but who simply lack the time to do so (Haringey, 2004). Surveys of older people in clinical and other settings reveal that access to information is perceived as significant barrier. Areas of concern to older people may often be overlooked by service providers if they fell outside the perimeter of agency guidelines and set priorities. The need to involve older people further in service planning and decision-making is a key recommendation from much work in this area (Quinn et al, 2003). 
Health information policies are worth dwelling on in the context of an ageing population. 
In a European survey on health and aging of 2500 older Europeans, 11% of respondents felt they were personally responsible for seeking out information about their healthcare, as compared to rates of 40% in a similar survey of same-aged Americans (MIAH, 2000). Reliance on the Internet for information is still low in Europe compared to North America, with countries such as Greece reporting only 1% of people over the age of 65 having access to the internet (C. Safiliou, personal communication).
The barriers to access health information have been described amply by Coulter (Coulter 2002) and others. Particular attention and sensitivity to differences in perception, culture, attitudes and beliefs is needed to ensure that the delivery of health information reaches all patients regardless of their age, gender, ethnicity or educational background. In other words, the onus is on the health care system to build the health literacy of its patient population. Studies have suggested that older patients tend to have lower health literacy than younger adults, although of course other patient characteristics also come into play. Evidence of age as a barrier to health literacy has been suggested in the areas of cancer (Hofman et al, 2004), HIV (Henderson et al, 2004) and surgery (Chew et al, 2004). We need to better understand how health literacy may vary across age groups in addition to across different cultures, in order to determine the best approaches for providing this information within given health care contexts.

Uncovering the evidence for age discrimination: cardiovascular care

One of the main areas where there appears to be evidence of historically ageist practices is in cardiovascular care. In the UK, the work of Ann Bowling really championed the cause of appropriate and non ageist cardiovascular care for older adults (Bowling 1999). Whilst it is beyond the scope of this review to provide a full debate of whether ageism does exist, and to what extent, in cardiovascular care, some key findings from a number of studies are presented below:

· Older patients may present with symptoms later for diagnosis, possibly on account of their own intrinsic beliefs that they should not be burdens on the health care system (ref).

· Older patients experience a cumulative increase in delays to access for diagnosis, referrals, and treatment compared to younger patients (Kennelly and Bowling, 2001).
· Older patients are less likely to be given life-saving thrombolysis where indicated, to be prescribed beta-blockers on hospital discharge, to undergo exercise testing or coronary angiography or to receive an electrocardiogram than younger patients (Barakat et al, 1999; Dudley et al, 2002) 
· These cumulative delays may explain the higher rates of emergency procedures in older cardiac patients (Stemmer et al, 1998).
· Qualitative research of older cardiac patients in the UK suggests that many older patients ‘suffer in deference’ and do not dare to, or feel empowered to, discuss their treatment options with their treating physician (Kennelly and Bowling, 2001).
· Older patients are more likely to be offered medical treatment as opposed to surgery compared to younger patients with similar conditions (Bowling 1999).

· Older hospital patients with ischaemic heart disease were less likely than younger people to be referred for exercise tolerance tests and cardiac catheterisation and angiography. This was independent of both gender and severity of condition (Bond et al, 2003).

There are several important caveats to be mentioned in looking at these findings. First, some may be dated or reflect practices in particular settings, and no assumptions about extrapolation may be made. Secondly, none of these practices are documented in policy documents or formal protocols, but result instead from traditional clinical approaches. 
Thirdly, these age effects occur quite independently from gender, however less intensive treatments are also encountered for women with respect to men, resulting in double discrimination in the case of older women with cardiovascular disease – an alarming thought given that cardiovascular disease is the number one killer of women, greater than all cancers combined (Shaw et al, 2004). Again, these patterns may be explained, in part at least, by the vicious circle of ‘practice following evidence’: women, as well as patients over a certain age, were traditionally excluded from cardiovascular trials, thus little evidence exists to guide their treatment with certain drugs or interventions. These practices are, to a certain extent, being rectified as many of the major funding agencies, most notably the National Institutes of Health in the United States, refuse to fund clinical trials that exclude patients on the grounds of gender or age alone. However, research into the implications for trial design of including older patients presenting co-morbidities is needed in order to counter oft-voiced fears that such inclusion would necessitate huge increases of trial sample sizes and complicate analyses of findings to meet with statistical significance (Bowling, 1999).
Late diagnosis and ‘therapeutic frugality’: cancer care

There is a widely-held belief that cancers in older patients are always slow-progressing tumours. Yet experts have suggested that this is only the case for tumours in the breast and prostate, but not for other forms of cancer (Boutan-Laroze, 2003).  This misconception, combined with varying degrees of therapeutic nihilism with older patients, results in ‘therapeutic frugality’ on the part of treating physicians in older patients, frugality which is both unjustified and may result in lesser outcomes for these patients (Boutan-Laroze, 2003). 

A number of studies have reported that cancer treatment of proven efficacy is often withheld from older patients. In one article from the UK, Peake and colleagues find that rates of full histological staging, allowing to ascertain the prognosis and treatment protocol for lung cancer, are lowest in older patients, as are levels of chemotherapy and radiotherapy (Peake et al, 2003). In a similar French commentary on cancer treatment, Boutan-Laroze comments that the diagnosis of cancer is often made late in older patients, partly because older patients are less sensitized to the risks of cancer and that frequent co-morbidity may mask the usual symptoms of cancer both for the patient and for the treating physician. A recent study found that equivalent survival rates at 2 years for patients under and over the age of 70 treated with aggressive chemo-radiotherapy regimens, the only difference being a slightly higher liver toxicity (Schild et al, 2003). 
A Canadian study found that only 49% of women over the age of 70 were offered adequate adjuvant treatment, as compared to 83% of women aged 50 to 69 years with similar prognosis (Hebert-Croteau et al, 1999). 

Offering each patient an adapted treatment means not making assumptions about older patients’ lack of willingness or physical capability to accept toxicity in exchange for therapeutic effectiveness, and adapting treatment to meet individual needs – for example by adjusting treatment regimens or dosages if necessary. Physiological age, not chronological age, should be the first criterion upon which treatment regimens are based. Boutan-Laroze proposes 5 basic rules to follow when treating older cancer patients:
· Treatment effectiveness is the same regardless of age

· Do not dismiss an unusual symptom as a natural manifestation of ageing

· Prognosis is not necessarily better when one is old

· Evaluate the general health status of a patient and adapt the therapeutic regimen if necessary

· Ensure that active follow-up of patients at home is allowed for. Social isolation is a risk in elderly patients. (Boutan-Laroze, 2003).

Inadequate service provision: mental health

Depression is known to be severely undertreated and underdiagnosed across a host of countries (WHO, 2001). Depression in later life is no exception, with the compounding issue that many clinicians view depression as a natural component of ageing and may not treat it as a result. Another issue is that ‘mental health’ in the elderly is often assumed to be synonymous with dementia. A survey in one PCT in Haringey found that there was a tendency amongst clinical staff to re-label mental health problems as dementia as soon as they hit the age of 65 (Haringey, 2004). The segregation of mental health services into adult and geriatric mental health services may have the perverse effect of exacerbating this problem. 
An international comparative study of service provision for elderly depressed patients made the point that provision of adequate and appropriate care tends to be more available in countries where the appropriate training, academic models of practice, and professional recognition of the specialty exist (Bramesfeld, 2003). Most treatment of depression in older patients occurs in primary care or community settings, thus suitable training of primary care physicians is a key issue. Yet the leadership provided by  psychogeriatricians may also serve to raise awareness and understanding of the manifestations of disease in the community. As it happens, only the UK and Switzerland, of the countries included in the above-mentioned study, have official academic chairs for psychogeriatrics (Bramesfeld, 2003). Further data is needed, however, to establish the links between adequate service provision and the relative effectiveness of different models of care. 
The rising numbers of patients who will suffer from dementia is a formidable challenge to all health and social care systems in Europe. In Poland, it is estimated that the average family doctor responsible for caring for 1500 people will have 34 patients with dementia on average, however evidence suggests that the ability of GPs to diagnose the condition is low, with recognition rates approaching 10% (Derejczyk). An audit of mental health services for older people in England and Wales found that two-fifths of GPs were reluctant to diagnose dementia early, that most of them did not use protocols for diagnosis (this also applied to depression), less than half of them felt they had sufficient training and over a third felt they did not have easy access to a suitable specialist for their patients. Of the carers interviewed, three-quarters felt they lacked suitable written information about local services available (Audit Commission, 2000). 
Lack of specific training in geriatrics, inadequate psychological and psychiatric assessment of patients and lack of multidisciplinarity in the therapeutic approach to patients presenting with the early signs of dementia have also been reported in France (Simone, 1998). All of these findings point to the urgent need to train primary care and secondary care physicians to better recognize and treat the symptoms of dementia, to inform them of the availability of appropriate local services and to foster integration of care and multidisciplinary of approach to properly assess and address the needs of patients and their carers. Initiatives such as the Alzheimer’s Strategic Plan (Plan Alzheimers) in France are commendable steps in this direction.
In the accession countries of the EU, there is evidence that the development of treatment and organization of care for mentally ill patients – including older patients suffering from dementia – has not kept up with advances made in the West (WHO 2001). This may be due to the historical treatment of mental health in Eastern Europe, where mental health was usually segregated into large institutions and custodial care was the norm with heavy reliance on pharmacological solutions to care. Additionally, mental health receives low budget priority, community mental health and primary care training are inadequate, policies may be inappropriate or absent and stigmatization of sufferers of mental health is still prevalent (WHO 2001). Whilst these gaps will affect all patients with mental health, older people with cognitive failure will also be at the receiving end of these shortfalls. 

Coordinated care planning: integrating health and social care

Age equality must occur at all levels of the health care system: in the planning of care services, there is the need to ensure that older people are not inadvertently (or indeed, deliberately), excluded or have reduced access to certain services. The architecture of the health care system may be such that it cannot be responsive to their needs. The fact that our health care systems, be they insurance- or taxation-funded, are built on the principles of acute care provision, is a recognized challenge as the burden of illness shifts from acute conditions requiring episodic care to chronic conditions which require a more multidisciplinary and integrated approach, not just between primary and secondary care, but between medical, nursing and allied health disciplines as well as all aspects of social care. 
The notion of integrated care has been part of the political rhetoric of most health reforms across Europe for the past decade. In its 2003 World Health Report, the World Health Organisation (WHO) advanced the notion that ‘principled integrated care’ should be targeted in all countries, regardless of their level of development. The European Commission has also advocated integrated care as one of the essential components for building national strategies to ensure a high level of social protection within the expanded European Union (European Commission, 2004). Yet significant challenges remain to fully achieve this objective, including separate funding streams for social and medical care, lack of training amongst care personnel, financial barriers for users and general lack of resources at the community level to deal with the complexities of chronic, age-associated conditions. From all the countries studied, there are repeated references to the risk of older people ‘slipping through the net’ in the web between medical and social care and with increasing decentralization of health and social care policies.
A comprehensive European-wide project on integrated care, PROCARE, provides helpful examples from across Europe of different successful initiatives in achieving integrated care (Billings et al, 2004).

Barriers to the implementation of integrated care may result from vertical fragmentation within the health care system, in which central government is responsible for health and social care policy-making, however the delivery of actual services is delegated to local levels (through devolution), and allocation decisions are localized. Horizontal fragmentation serves to reinforce these divisions, both at the level of central government as well as in local communities, where responsibility for the delivery of health and social services remain very distinct entities with no systematic patterns for cohesiveness between them. The principle of ‘joined-up’ government has long been advocated by the UK government, for example, but in reality only Northern Ireland has true integration of health and social care budgets.  As was stated by Billings et al, “even in countries like the UK and Finland where joint planning is becoming mandatory, it becomes difficult to tease out whether this official position is adopted and followed through by the agencies involved, or whether they just go through the motions.” (Billings et al, 2004).
How can truly integrated care be ensured to respond to the needs of older patients with chronic conditions? Some helpful solutions have been:

· Structural integration of health and social services, for example through the creation of care trusts in the UK (Alaszewski et al, 2003; Hudson, 2002).

· Integrative technology which may create virtual integration between different services, and ensure that patients have a single point of contact to address their questions. An example is the One-Window Model in the Netherlands (Ex et al, 2002).  
· Single assessment: The Single Assessment Process (SAP) introduced in the NSF for Older People in the UK, aims to ‘make sure older people's care needs are assessed thoroughly and accurately, but without procedures being needlessly duplicated by different agencies’. (DoH 2004). In reality however, implementation of the SAP has not been introduced yet as local agencies struggle to figure out where lines of responsibility and accountability lie in the new process. 

· Mobile geriatric units, introduced in France and in Greece, offer older patients an integrated process whereby a multidisciplinary team of professionals address a number of urgent problems in a coordinated manner. These teams are an example of the multidisciplinary approach to care advocated, namely, in the European Commission’s proposed strategy for older people’s care (European Commission, 2002).
· Patient-centred, seamless care: The main objective of integrated care is that the individual feels that the system is responsive to his/her needs and that care is continuous, without gaps, unnecessary waits or wasteful overlap (Billings et al, 2004). The creation of community assessment and rehabilitation teams (CARTs) in the UK aims to provide a multidisciplinary service which takes referrals to both hospitals and community settings, and whose principal aim is to prevent unnecessary hospitalizations and prevent ‘crisis point’ to be reached. CLICs in France provide a similar service.
A conclusion from the PROCARE study is that barriers to achieving integrated care in different country settings result as a combination of political bureaucracy and system barriers to implementation and local paralysis in the face of resource constraints and disjointed policies. All of the elements of the system, from policy and planning through to service delivery at the individual patient level, need to work together to ensure that older people’s needs are left unaddressed by the system.
6. Country profiles

Following the above overview, what follows is a country-by-country review of salient issues surrounding this topic. The review reflects the availability of information, very heterogeneous across different countries, on this topic. Thus what I have attempted to do is pick out particular topics or developments in different countries which appear most relevant to the issue of age equality.
United Kingdom:

Policy context

Awareness of age discrimination as a widespread concern for the care of older people came to light in the 1990s in the UK. Researchers, lay and professional groups, and, especially, voluntary organizations have joined forces to outline evidence of inappropriate or inadequate levels of provision or barriers to access, challenge policymakers to do something about age discrimination and raise standards to meet the needs of older people. Dozens of publications produced evidence of ageism in different aspects of practice in the NHS over the 1990s. Figures widely cited in the press were that, in a survey of GPs, 12% reported upper age limits in knee replacements, 35% in kidney dialysis, 20% in access to cardiac care units, and 34% in access to cardiac bypass operations (GP survey, 2000). Two further areas of controversy are presented in Box x below. The vigorous campaigning of AgeConcern and HelpTheAged, with their publication of seminal reports were instrumental in bringing the topic of age discrimination to the forefront of policy discussions. 

Box: Two controversial cases at the root of age discrimination debates in the UK: Do Not Resuscitate and cancer screening

	Do Not Resuscitate

	

	One of the more controversial cases to hit the headlines were reported incidents of ‘Do Not Resuscitate’ orders being added to older patients’ medical charts without their prior knowledge. The furore that arose prompted the government to reformulate guidance on the ethical application of ‘DNR’ orders, which, in effect, only differed from previous guidance in that the Chief Executive of the hospital was now accountable for proper compliance with the guidance. As pointed out by Roberts (2002), what is important to recognize is that the DNR guidance (previous or current) does not in fact discriminate against older people, rather it was the behaviour of individual clinicians with respect to how they interpreted this guidance that was to blame.

	

	Cancer screening

	

	The UK was one of the first countries to implement national breast and cervical cancer screening programmes (refs). Initially, the upper age limit for the breast cancer screening was 65 years old, however this age limit was raised in 2000 on the basis of accumulated evidence that screening is as effective in women up to the age of 70 years. The issue of whether this upper age limit is justified is polemic and has been the subject of great debate, as has the issue of the lower age limit. Given the relatively high cost of implementing such nation-wide screening programmes, it is socially accepted that age limits – both upper and lower -- are necessary. What is more worrying is that women above the age cutoff are not provided with sufficient information to encourage them to keep on actively practicing breast self-examinations and consulting their physician in the case of suspected symptoms of breast cancer. A survey of older women conducted by Age Concern revealed that there was very low awareness of their right to access screening via self-referral (AgeConcern 2000).


High awareness of age discrimination also came within a very particular policy context focused on health issues. Scandals such as the Bristol Royal Infirmary and the Harold Shipman Enquiry revealed poor quality and aberrant standards of quality in certain settings and called for significant revamping of regulatory frameworks. The underlying principles of the National Health Service (NHS) of fairness and equity of access to treatment for all were recalled with repeated calls to action to ensure that these objectives be met. The 2000 NHS Plan, which would serve as the roadmap for reforms over the next 4 years, promised to improve the level of services for older people and provide for ‘dignity, security and independence in old age’ (NHS Plan, 2000). The government made a broader promise across all public services in its document Better Government for Older People. Within this context, it is unsurprising that the 2001 national election focused on enhancing the quality of the NHS and providing a ‘modernization’ agenda for what was broadly viewed as a defunct, resource-poor and inefficient public health service by many. In 2002, Gordon Brown pledged to increase funding for the NHS to bring it on par with other EU countries in terms of the percentage of GDP spent on health. 
The National Service Framework for Older People

Within this context, the Labour government launched the National Service Framework for Older People in 2001. This NSF was one in a series of highest-priority areas, including cancer, coronary heart disease, mental health, diabetes and renal services (http://www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics). The NSF put forth eight standards. Standard One is specifically focused on age discrimination. It reads: 

‘NHS services will be provided regardless of age, on the basis of clinical need alone. Social services will not use age in their eligibility criteria or policies to restrict acces to available services’ (Department of Health, 2001).

The NSF required NHS bodies and local authorities to ‘implement a number of measures to champion older people’s interests, to scrutinize age-related policies in health and social care and to report on action taken to end any unfair discrimination identified’ (Robinson, 2002). Furthermore, the Department of Health website provides the opportunity for posting examples of best practice to allow different PCTs to learn from the experience of others.
The objectives outlined in the NSF address direct age discrimination, however they fail to address more institutionalized ageism or any indirect discrimination that may arise within the health and social care system. This focus is reflected in the results of the King’s Fund survey (described below), in which most respondents could readily identify specific age barriers in practice, however they were more cautious in identifying indirect forms of discrimination, and often couched comments in terms such as ‘if you call that discrimination’ (Roberts et al, 2002a, p. 25). 
The survey confirmed what is widely accepted, that age-specific limits are rarely inscribed in written protocols or guidelines, but rather have been adopted and integrated into behaviour, attitudes and practice over the years, with little reason to doubt their basis nor evidence to either justify or dismiss them as unfair. Indeed, as one surgeon lamented, the fact that previous practice was not to operate on anyone above a certain age meant that no evidence of the effectiveness of surgical procedures in this age group existed, thus perpetuating a climate of caution when considering whether to operate on older people.
Some specific examples of practices that had recognized age limits were chiropody, which tended to be restricted to younger people, and, in one community trust, stroke and rehabilitation services, which had previously only been available to people under the age of 65, but recently this limit had been raised to 75. This restriction was a response to ‘volume of demand’ – although it was recognized that most users were in actual fact over the age of 65 years in any case (Roberts et al, 2002, p.9).
This raises the other related question of whether specialized services for older people were most advantageous to older patients, as described above. Ironically, the NSF itself recommends to reduce the rate of emergency admissions for people over the age of 75 by 2% per year, yet the rationale for this target is not provided. A more helpful objective might be to tie this target into a broader perspective on alternative services that may replace emergency room visits for patients in need of immediate help (Evans and Tallis, 2001; Philp, 2001). This fragmented and rather arbitrary selection of targets and approach to target-setting has been cause for concern across the NHS by managers, researchers and policy-makers alike (Wait 2004). 

Impact of the National Service Framework:

Following publication of the NSF for Older People, the King’s Fund, a prominent health policy think-tank, brought together a Working Group on Age Discrimination and conducted a survey of 100 senior managers in health and social care throughout England in mid 2001. The survey was aimed specifically at senior managers who were accountable for implementing the NSF within their organizations, and thus included chief executives from Primary Care Trusts (PCTs), medical directors of acute and specialist hospital trusts and directors of social services. The response rate was 75%. Some of the findings of the survey have been alluded to previously in this report (Roberts et al, 2002a). Whilst it is impossible to do justice to the wealth of findings from this work in the current report, some of the key conclusions are presented below:

· Managers recognized the importance of tackling age discrimination and felt that the principles outlines in the NSF were worthwhile and important. The impetus provided by national policies was strong and gave a significant steer to local efforts. However, they felt resentful about short timelines given to achieve implementation of the NSF’s milestones and strained to implement them in a climate of tight resources and competing priorities.

· The main reasons for age discrimination identified were: lack of resources, widespread ageism in society, and ‘the legacy of historical ageism in the welfare state’ (p. 24).

· There is a clear need for better evidence or guidelines to enable staff to determine whether practices, and namely implicit age-based cutoffs, are justified or not. This is particularly applicable to the case of specialist services defined by an age limit, rather than the seriousness of a certain condition.

· Many clinical staff were uncomfortable about the terms ‘age discrimination’ and felt that it had very negative, as well as highly politicized, implications. Whilst it is important to underline the inherent concept of unfairness in this issue, it is also essential to move frame age discrimination or ‘ageism’ in such a way that individual staff and all of us may be able to move it from a purely abstract concept to recognize how it is a reality in everyday behaviours, practices and beliefs. 
· With this in mind, concepts such as inclusion, independence and citizenship may be seen as more productive and meaningful messages to emphasize when approaching issues of quality, accessibility, and outcomes for older people and patients (p. 25)

· On the basis of the survey results, some authors pointed out that the voluntary nature of the National Service Framework limited its potential impact, particularly as managers gave greater priority to other performance targets (such as reducing waiting lists) upon which their jobs depended. Some have argued that, without effective enforcement measures to ensure compliance with the NSF standards, no significant progress will be made on significantly improving age equality in health care (Robinson, 2002; Kings Fund Working Group; Lester, 2001). 
Table 3: Summary of key recommendations of King’s Fund report ‘Tackling Age Discrimination in Health and Social Care, 2002’ (Roberts et al, 2002)
	· Need to clarify the meaning and consequences of age discrimination in order to enable staff to better identify instances of ageism and determine whether practices (particularly institutionalized ones) are ‘justified’ or not

· Need to develop benchmarking to help compare patterns of referral, diagnosis and treatment and highlight differences in practice that may otherwise be masked by unawareness of inherent ageism and habit

· Need for staff education and training, not only in clinical roles but in all aspects of health and social care, to allow for a real shift in attitudes and understanding of the potential for ageism

· Need critical assessment of specialist services provided for older people, as their segregation from regular services may have the paradoxical effect of disadvantaging older people and restricting their access to the best quality care

· Promote or at least examine the need for dedicated legislation promoting age equality

· Scrutinise national social policies, as these are particularly thought to indirectly discriminate against older people as they represent the largest user group receiving social services.




France:

Social security system

The French health care system is a health insurance based system based on the principles of solidarity and freedom of choice and access to physicians. Despite high levels of centralization in terms of health policy, reimbursement tariffs and professional conduct, the system is highly decentralized both regionally as well as administratively, as reimbursement of care is assured by a multitude of sickness funds which found their origins in professional guilds and associations. The dominant sickness fund, the Caisse Nationale d’Assurance Maladie, covers 80% of the population, and over 85% of the population also has supplementary insurance, often offered as an employment benefit. 

Sustainability of health insurance system:

There has been a lot of discussion, in France and elsewhere, of the sustainability of the current social security system in view of the ageing population. However, as is evidenced by Grignon and others (Grignon, 2003), the relative expenditure on health for older persons as compared to younger persons is not constant over time. This observation was also made on the basis of German data (Buchner, 2001). Indeed, the major determinant of health care expenditure is health status, with the presence of co-morbidities being the most influential factor: for an average 65-year old man, the first illness is thought to add 360 Euros to his average health bill, but the second illness adds 620 Euros and the fourth, 1830 Euros (Grignon, 2003). Another major determinant of health expenditure in France is supplementary insurance coverage. As this is known to decrease with age -- 22% of people over the age of 80 years have no supplementary insurance, as compared to 17% of persons aged 40-79 years of age (Dumesnil et al, 1999) – this may explain the gap in health expenditure observed between these age groups, although its influence if far lesser than that of health status. In fact, equal health status and supplementary insurance coverage levels being equal, advancing age would have the opposite effect on health expenditure, namely to decrease it by age. Possible explanations for this decrease in expenditure may include increased rationing of care in these age groups (as suggested by Brun et al, 2002); a lesser tendency for older generations to consume health care (Grossman, 1972); or a generational effect, whereby older generations simply not brought up with health insurance may be more scrupulous in relying on it. Regardless of which explanation one adopts, it is important to recognize that, if social security disengages further (as has been in political discussions for a number of years), the older population may be adversely affected given its lower levels of supplementary insurance coverage.

Evidence of ageism

On the surface, the French health care system is equitable and the literature on ageism is rather limited to hyperbolic statements and general statements, as opposed to hard evidence of ageist practices or policies. However, as was pointed out by Czernikow, the system has embedded certain features that disadvantage the older populations. These features are not unique to the French health care system, and include: lack of coordination of social and medical services, inadequate provision of residential care, limited choice in treatment options, unwillingness of medical staff to engage older patients in therapeutic decisions,…(Czernikow 1998, Saint Jean 1999). Similar findings to those cited earlier reveal the inappropriate use of age as a rationing criterion in treatment decisions (Boutan-Laroze), and inadequate reliance on evidence-based medicine in guiding treatment decisions in older patients (Saint Jean, 1999). 

Certain financing aspects of the French health care system are particular, however: sickness funds reimburse on average 60% of ambulatory care, including drugs, except if a patient suffers from one of a list of chronic illnesses (Affections de Longue Duree), in which case reimbursement is 100%. Dementia, including Alzheimer’s Disease, only recently made it onto this list, with the government’s new ‘Plan Alzheimer’ announced in 2004.
Equity of financing

Whilst the literature provides little insight into age-based discrepancies in allocation of resources or benefits, there is considerable discussion about the equity in the financing of long-term care for dependent older adults. Hospital care is typically covered fully by social security, with only a small per diem ‘hotel cost’ to the expense of patients (11 Euros per day). By contrast, the newly called long term care facilities, Etablissements d’hebergement pour personnes agees dependents (EHPAD) require individuals to pay a more important daily contribution to cover personal care costs (30-40 Euros per diem on average). Practically speaking, this means that an Alzheimer’s patient living at home but treated in hospital will only pay 5% of hospital treatment costs, whereas if he/she lives in a long-term care facility, he will be respondible for 60% of treatment costs (www.senioractu.com). Whilst self-funding towards social care is not unusual in different European countries (Glendinning et al, 2004), several experts, when interviewed, questioned the equity behind asking older dependent people to pay a higher per diem for a permanent disability than the general public for short-term hospital stays. These inconsistencies stem, in fact, from the historical distinction between medical and long-term care, with different budgeting streams and long-term care falling under the ‘social care’ umbrella which relies mostly on localized funding by local councils and district organizations (Droz, 2003). This decentralization of social care leads to inevitable disparities in access across the country, as well as the segmentation and lack of coordination between medical and social care. Nonetheless, as has been alluded to previously, France has made important strides in streamlining processes around the older patient, with the creation of mobile geriatric units and networks that aim to provide patients with a single point of access to deal with their health and social concerns as well as local coordination centres referred to as ‘CLIC’ (Centres Locaux d’Information et de Coordination). There is little published evidence yet, however, of the effectiveness of these recent initiatives. 
Focus on dependency

Much of the published literature and policy discussions around ageing in France concern dependent older people (Comite national des retraites et personnes agees, Delperee 2000). The French national gerontological foundation (Fondation Nationale de Gerontologie) issued in 1999 a ‘Charter on the rights and liberties of dependent elderly people’ (www.fng.com). In November 2003, a strategic plan entitled ‘Plan Vieillesse-Solidarites’ which creates a special fund for dependent older adults, the so-called Caisse Nationale de Dependence des Personnes Agees. There have been critics of this initiative, suggesting that it discriminates against older people by excluding them from the social security system that is based on the principle of solidarity, including inter-generational solidarity. However defenders of the new fund state that it does not remove older people’s rights to benefit from social security, but simply guarantees that, should they become dependent, that a ‘ring-fenced’ amount of money is available to meet their needs. This initiative comes on the heels of several initiatives aimed at providing better home care to dependent older people, one being the creation of a specific benefit for disabled individuals over the age of 60, the ‘Aide personnalisee a l’autonomie, APA), in 2002 (www.health-policy-monitor.org). The reform also calls for an increase in the number of home care workers to encourage older people to remain in their homes. 

Consequences of the heat wave of 2003

There has been a heightened awareness of the risks of exclusion of older people on account of the heat wave of the summer of 2003 (‘la canicule’), in which nearly 15,000 people died during the month of August on account of extreme heat. Excess mortality was in the order of 135% in men and 257 in women over the age of 75 exposed to 5 consecutive days of extreme heat in Paris. Overally, 37% of all deaths across the country affected people older than age 85 (Plan National Canicule, 2004). Excess mortality occurred mostly in cities, with 45% of deaths occurring in hospitals and private clinics, 35% at home and 16% in nursing homes. The highest rate of excess mortality was in nursing homes (relative risk ratio of 2.35). 
The outrage and shock caused by this tragic death toll is difficult to describe. The then director of health resigned and a series of investigations ensued to get to the root of how this could have happened in a country whose health care system had been heralded as the best performing in the world by the WHO (WHO 2000). Expert reports concluded that the death toll resulted from a combination of inadequate medical staff coverage in hospitals, absence of family members and relatives on holiday, poor coordination of emergency services in hospitals, negligence and poor monitoring of older people either in their homes or in nursing homes, and simple lack of resources, including rehydration fluids, to deal with the scale of the problem in time (Hemon and Jougla, 2003). 
What ensued was a series of important reforms in the health care system aimed at preventing such a tragedy from ever occurring again, generally better preparing the health and social care systems for any impending crisis that may affect older people (‘Plan Vermeil’) and, most importantly, generally raise the standards of care for older people, particularly older dependent people living alone.  
The most important actions emerging from the so-called ‘Plan Canicule’ include:
· Official recognition and important role granted to the specialty of geriatrics, with namely the AP-HP, the main hospital governing body, making the provision of adequate geriatrics beds, services and training a central theme of its 2005-2010 strategic plan (www.senioractu.com).
· Coordination of the main health surveillance bodies to set up a protocol for action to ensure that appropriate surveillance and prevention measures and clear lines of accountability between the organizations involved are in place to ensure rapid response capability in case of emergencies
· Significant educational campaigns for communities about climate control and how to adjust temperatures in the home in case of extreme cold or hot climate changes

· The ‘Plan Vermeil’, which mobilizes volunteer groups to help older people living alone in case of any sudden change in temperature and creates a legal basis for local authorities to keep a record of older people living alone who request to be ‘monitored’ in case of emergency.
· The obligation of each hospital and health care organization to adopt a ‘Plan Blanc’, which provides a protocol for concerted action in case of any health or other crisis.

· Ensuring permanent cover of GPs and primary care providers during all months of the year 

· Within the new Public health law (loi de sante publique), heavily invest in epidemiological surveillance networks to allow more careful monitoring of trends in morbidity and mortality, and real-time transmission of death certificates for the national surveillance body to alert of any discernible 

· Setting up of local coordination protocols via ‘Comite Departemental Canicule’ to guarantee concerted action in future emergencies

· The most important development of the Plan National Canicule has been a significant investment in building an appropriate geriatric care service throughout the country. This includes increases in the numbers of mobile geriatric units, extra beds in rehabilitation, acute hospital geriatric beds, home-based hospital care and further emphasis on multidisciplinary networks of integrated care for older persons. 
(Plan National Canicule, 2004).
Implementation of these different measures is underway.
Italy

Context:

The ageing of the population has been particularly apparent in Italy, due to the increase in life span coupled with decreased birth rates. In 2000, octogenarians represented 3.5% of the total population, and this figure is expected to reach 6.5% by 2020 (Amaducci and Scarlato, 1993). Italian longitudinal studies have suggested that older people today are healthier than their counterparts decades ago (Maggi et al, 1994; 1995), and levels of disability appear to have decreased in the elderly in Italy over time (Pasqualini and Salvioli, 2000).
Age discrimination has not been developed yet as a concept in Italy. Despite a well-developed and coordinated older people’s lobbying presence, the main focus is on securing adequate pensions and the rights of older people in terms of equity of access to health care, for example, are both little discussed in policy circles nor very present in the published literature.

In fact, there is little awareness of a culture of age in Italy – older people are not necessarily recognised as a powerful voice or as a strong market by government, except possibly by the private sector, which recognises them as a powerful consumer base. By contrast, there has been significant maturation of the concept of disability and integration of disability provisions within different policies and laws.  

There is, however, great awareness of the overall demographic changes occurring in Italy: in fact, ageing is occurring fastest in Italy of all European countries, given extremely low fertility rates. During its EU presidency from July-Dec 2003, Italy stated as its first priority reinforcement of the role of the family in favouring social inclusion and fighting against social exclusion, and the promotion of active ageing – it even instigated a White Paper on this topic, however nothing has ever been brought into practice (D. Bracco, personal communication).

According to experts interviewed, discriminatory practices are common. For too many surgeons, age in itself is still an objective reason to refuse a surgical intervention. Older people are not offered transplants in public hospitals and have to go to private hospitals to obtain them. Access to ICU, life-support and rescusitation is also more limited to older patients (U. Marchisio, personal communication). 
Integrated care:

The National Health Plan for 2003-2005 strongly advocates the notion of integrated care and providing sufficient insurance coverage and home care to ensure that people may remain independent in their homes despite disability (Ministerio della Salute, 2003). In practice however, patients, particularly older patients with chronic illnesses, face rigid boundaries between health and social care provision. Health care is covered by the state at the national level, however all pre- and post-hospital care is poorly provided for by the state (especially in Northern Italy), therefore the private and voluntary sector step in to supplement regional or municipal financing arrangements. Therefore access to good, continuous care is very much dependent on socioeconomic status, and significant disparities exist between social classes. As in all cases, the elderly segment of the population is disproportionately affected by these inconsistencies. 

Long-term care:
Long-term care is limited to those who quality as ‘invalids’ or disabled (dependent). The state (via the Aziende Locale Sanitarie or ASL) allocates a certain number of long-term care beds per region and pays for those, however if an individual cannot prove he/she is dependent, he is not eligible for state support of long-term care. The result is that many nursing homes have to ‘rent out’ their beds for acute clinical care purposes in order to remain viable. Rehabilitation beds are in great demand and supply is patchy across the country. 
Decentralisation:
Like other European health care systems, the Italian health care system guarantees equal access to all citizens regardless of age or other characteristics. Health policy is instituted at a national level, however decentralisation dominates the delivery of health and social care. The Legge Turco was a law implemented under the previous Health and Welfare minister, which calls for the devolution of social care and responsibilities for social care within the country to local levels. For example, frameworks for older people are developed on a regional basis, and implementation is very heterogeneous across the country. In Piedmonte, one of the most active regions in terms of older people’s rights, there is a regional development programme for health services for the elderly which is updated every 3 years. In reality, however, policy statements on paper are not necessarily implemented – such is the case with this development programme because of resistance to change and lack of funds to implement proposals.

Thanks to decentralization however, certain regions have been extremely active in fostering the inclusion and ‘active ageing’ of older people within society. Notable examples are:
· Alba: This is a very wealthy retirement community in the North of Italy, which has coined the term of ‘geragogia’ – the idea is that the older person was the focus of multiple research initiatives. The ethos is that the older person should not self-discriminate by excluding himself from different facets of society. Alba was the site of the first intermediate care facilities developed in Italy.
· Torino: Torino has created many initiatives providing social assistance to older people. Unfortunately, some of these initiatives have broken down when they attempted to merge social and medical services, because financing of medical care comes from the state, whereas the municipality is in charge of social care – and political divisions have caused such initiatives to never get off the ground.

Geriatric care:

Geriatrics is a recognized speciality in Italy (Cannone 1999) and some geriatric training is provided within basic medical training. Practical training, however, as well as continuing education in geriatrics, is patchy. Recent legislation in Italy recognized the geriatrician not as a specialist but as the equivalent of an internal medicine, therefore elderly patients are often admitted into internal medicine units that lack a geriatrician or staff trained to deal with the complexities of older patients’ needs. Zuccaro and Paleschi (1997) and Cannone (1999), amongst others, have advocated strongly for the central role of a geriatrician in networks of care for older patients. 
There is interesting published evidence of the success of the geriatric model of care in Italy. Several studies have shown that departments of geriatric medicine achieve better results than traditional internal medicine departments (Zuccaro and Palleschi, 1997; Cannone, 1999; Vassallo, 2001). The principles of multidimensional assessment and multidisciplinary interventions has been recognized as superior in terms of patient outcomes and cost/benefit ratios, when compared to traditional medical practices (CNR, 1992; Abate et al, 1990). In 1991, the Health ministry defined ‘geriatric assistance’ in its Health Plan for the elderly, focusing on the needs of dependent, not completely self-caring or high-risk older patients (over age 75) (Ministerio della Sanita, 1991). How much this plan has been implemented varies significantly from one region to another.

The ‘Objective Elderly Project’ initiated in the 1990s by the Ministry of Health set out to create a global assessment unit that allowed older patients to transgress from acute services through to rehabilitation and chronic disease management, without unnecessary stays in the hospital. However, this plan failed to be applied because of ‘economic difficulties, cultural obstacles, incorrect distribution of roles, unsatisfactory coordination among various theoretical issues’ (Motta et al, 2004). As a result, the intention of creating integrated care networks has not been achieved and instead, fragmented and poorly coordinated structures persist. 

A very interesting example of the integration of geriatrics into acute hospital care was provided by Dr Ugo Marchiso, a hospital emergency physician who works in a 500-bed hospital in Torino. Dr Marchisio has two geriatricians working with him in the emergency department, thus allowing them to look at the problems of older patients in a multidisciplinary and comprehensive manner. He has set up a network approach to treating older patients, now working with geriatric services and other departments in a social-medical network (‘disease management’ approach). This has been a very successful model of integrated social and medical care at the hospital level. Although other such initiatives for integrated care exist in Italy, this model is unique in that it integrates the geriatric services within the ER department (U. Marchisio, personal communication).

Poland
Context
The collapse of communism and the introduction of a market economy in Poland has had a similar effect on the provision of public services as it has had in other parts of Central and Eastern Europe. Whilst younger generations may be thriving on the new availability of market goods in a competitive economy, older people have few resources to capitalize on: pensions and savings from previous years are significantly reduced in value and state provision, previously guaranteed, is no longer a given. Thus in addition to failing health in advanced age, they are faced with limited access to newer services that may be developing within the country. Moreover, the rejection of the old regime and full embracing of what is new and modern leaves older people behind and may contribute to discriminatory attitudes towards them as part of the ‘old system’. Older citizens do not yet have a strong voice as potential stakeholders and beneficiaries from recent reforms, and they are currently left behind from market advances – ‘powerlessness’ is often heard in surveys of older people in Poland and other countries of the region. The need to secure a strong political voice for older people is acute if they are to benefit from evolving social changes in the future (HelpAge International, 2002; Derejczyk, 2004).

Age discrimination is not yet a common topic in Poland. At their convention on 13 July 2004 in Warsaw, seniors’ organizations stated that they were not ready to take up the subject; however, a conference in September was planned by Help the aged to present other countries’ perspectives on this topic (A. Karpinski, personal communication). Local experts report discriminatory practice in the health care system, such as inadequate assessment of functional status and the reliance on age as a criterion for treatment allocations, lack or rigor in seeking informed consent for treatment,  overly conservative treatment practices, lack of advocacy for the rights of older patients, and occasional verbal or physical abuse of older patients (Derejczyk, 2004; Szczerbinska, 2004). One expert suggested that ‘older people are the most neglected group of persons in medical terms’ and that no more than 20% of older patients over 85 receive appropriate long-term care in Poland (Derejczyk, 2004).  
Structure of the health care system

Since 1999, there is a mandatory contribution-based health insurance system governed by a National Sickness Fund. This covers all Polish citizens with no limitations to entitlement due to age. Recent changes in the Welfare Act actually recognized the importance of ensuring adequate provision of insurance coverage to the elderly. The system moved towards a primary care-driven system in 1999, with GPs acting as effective gatekeepers for most secondary care and hospital admissions, with some exceptions. GPs are incentivised to take care of older patients, with Sickness Funds offering them a capitation index of 1.7 for treating older patients in the community, and an index of 3.0 for caring for older patients living in nursing homes (Szczerbinska, 2004). 

Other changes in service provision have been positive for the care of older people in Poland over the past decade. Since 2003, patients are free to choose a community nurse and recent statistics show an increase in the number of community nurses, for whom 65% of visits are to older persons (refs in Szczerbinska, 2004). Since 2004, the National Sickness Fund has also contracted multidisciplinary long-term care teams to provide coordinated care to people disabled by chronic conditions. Evidence about access to primary care physician home visits is more mixed, with some data showing a deterioration of access in older patients since 1989, yet more recent data suggesting that 88% of older people interviewed reported that access to primary care doctors at home was either good or very good (Szczerbinska, 2004).

On the surface, there are no limitations to access of older persons to health care services, although evidence of important barriers were uncovered in research undertaken for the CLESA project (Szczerbinska, 2004). These findings confirm other expert opinion that, although no official age restrictions are known to exist, ‘de facto’ rationing based on age is known to occur (HelpAge International 2002, A. Karpinski, personal communication). The most important barriers are outlined below.

Health promotion:
Health promotion is one area where older patients definitely ‘miss out’ – there are insufficient funds devoted to health promotion in general, few programmes emphasize promotion of health to older people, older people have general low awareness of preventative behaviours and have to pay for most available preventative services (mammography, densitometry, PSA,…). 

Access to drugs:

Drugs used to be free of charge for the elderly, however this benefit was removed about 10 years ago. The prices of drugs are determined nationally, with price levels often higher than in other European countries. Because older people are typically high consumers of medicines, they are disproportionately affected by having to pay for medicines. In a recent survey, nearly half of older people interviewed stated that they lacked sufficient funds to pay for drugs frequently or very frequently (Halik, 2002; cited in Szczerbinska, 2004).
Waiting times for specialist care and rehabilitation services:

The move to primary care as a gatekeeping function and the drive to reduce length of stay in acute hospital wards has resulted in increased numbers of patients being put on waiting lists for specialist care as well as rehabilitation services. Poland has a long tradition of rehabilitation, however recent reforms have unclear policies about contracting arrangements and financing of rehabilitation services for all patients. As a result, access to rehabilitation in general has been seen to deteriorate in Poland since the 1999 health system reforms (Szczerbinska, 2004), and patients complain or inordinately long waiting lists. 

Access to information: 

Limited access to information about health system reforms and their implications for care, services available and treatment options is a widely reported problem in Poland, although there is evidence that such access is improving (refs). Lack of information, however, may disproportionately affect older people, who may lack the resources or networks to obtain suitable information. It is particularly an issue for older persons who may be socially isolated (Szczerbinska, 2004).
Access to care in rural areas

There are important geographical disparities within Poland, with rural areas being deprived of the needed resources in primary care, secondary care, hospitals and long-term care (GUS 2001, cited by Szczerbinska, 2004). Given that rural areas have a higher proportion of older citizens than cities, this has important implications for their access to these services.

Geriatrics

Although geriatrics is a recognized speciality in Poland, the past few years have been devastating for the profession, and there are only 160 geriatricians currently practicing in Poland. The following is an excerpt from an analysis of the situation facing older people within the health care system in Poland, generously provided by the Chair of the Polish Geriatrics Society, which eloquently describes the crisis of geriatric medicine in Poland today:
“ The knowledge on the specificity of pathology of diseases common among the aged, gaining the ability to communicate and the ability to work with persons of reduced mental and motor efficiency, and the knowledge on the scope of assistance in the realization of basic life functions, constitute the condition of effective assistance for sick persons of older age, and they are connected with the need to educate the medical staff. The process of education and re-qualification of employees of the health care sector in this respect is not connected with the pace of demographic aging of the population, in the entire world and in Poland… 
The demand for multidirectional and specialized treatment conducted by geriatricians will significantly increase...The lack of access to a geriatrician for a sick person of old age is one of stronger biophysical, environmental barriers in keeping the satisfactory health condition. Meanwhile, during the last 15 years, 49 geriatric institutions in Poland were exposed to liquidation attempts. In the period preceding the entry into force of the Act on the General Health Insurance (PUZ), 70 specialized hospital beds at centres employing geriatricians were liquidated (Gdańsk, Kłodzko). Further liquidation of subsequent departments continues, and it has recently affected geriatric departments in Zakopane and Ząbkowice. Out of 465 geriatric beds functioning in 1999 in Poland, app. 300 are currently in operation. In 2004, the number of beds at geriatric departments in Szczecin and Rydułtowy was reduced by half. About 72% of geriatricians assessed the position of their specialisation as compared with others as very weak
. 
To achieve the situation where 1 geriatrician falls on 10 000 persons over 65, the number of specialists should increase ten times. With the existing didactic base, such a ratio could be achieved in 10 -15 years’ time, subject to the increase of the number of geriatric institutions providing training. At present, only half of every 180 doctors with specialisation in geriatrics are employed according to their educational background. “
J. Derejczyk, 2004

Cost accounting:
One of the core reforms has been the introduction of cost accounting by diagnostic group in Polish hospitals. In this system, a given diagnosis is accorded a certain number of points and recorded as such for accounting purposes, to determine a) reimbursement by government, if appropriate, and b) make projections of need for future planning of services. Similar cost accounting systems have been implemented in the United States (Diagnosis-related groups), the UK (Homogeneous Related Groups) and France (PMSI). The problem with this type of accounting is that it forces a single diagnostic code to be assigned per patient encounter, which is often counter to the realities of multiple co-morbidities in older patients presenting to hospital. As a result, future planning of services may be based on a biased, or at the least, erroneous, set of statistics, which poorly represents the complexities of multiple diagnoses and may not advance the cause of multidisciplinary approaches to care (Derejczyk, 2004). Similar concerns have been raised concerning the French PMSI system (ref). 

Overemphasis on long-term care:
Recent reforms have focused heavily on the development of long-term care facilities, including skilled long-term care facilities. Whilst ensuring adequate provision of long-term care options to an ageing population is a laudable goal, the government has for years limited health planning for older people’s health care needs to long-term institutional care, with no accompanying provision securing access to geriatric care, psychogeriatrics or rehabilitation (Derjczyk, 2004). This may result from the absence of any coordinated government sector which takes a comprehensive look at planning needs for an ageing population. Moreover, familiarity with these types of facilities remains fairly low amongst the elderly population, and payment is often a mixture of personal and public contributions (Szczerbinska, 2004).

Future issues
Despite positive trends in recent health reforms in Poland, changes to the health care system have been implemented in a chaotic and uncoordinated fashion, leading to significant administrative and financial barriers, growing waiting lists and access problems, particularly in rural areas. Services, particularly geriatrics, are poorly distributed across the country, and there is little cohesiveness in national health planning or strategies to address the needs of an ageing population in Poland. Within this context, it may be expected that adequate resourcing and financial sustainability of the health and social care systems will become a growing concern in the years to come, with possible ramifications for the access and quality of care to be received by older people in particular. 
Czech Republic

All Czech citizens have equal rights to access health insurance through sickness funds since the early 1990s. Yet, as has been discussed in Poland and other countries, access to appropriate care, particularly to meet the demands of chronic illness, is often limited by financial or administrative barriers for older, and particularly dependent, older people. The need for integrated, coordinated care to meet the needs of older patients is acute. Division of health and social budgets, high levels of decentralization of social care and huge involvement of the voluntary sector in ensuring provision of adequate care at the community level have created an extremely heterogeneous mixture of provision throughout the country, with little uniformity across the country. The fact that social care reforms only occurred in 2003, and that citizens still do not have a right to free social care, exacerbates this situation. 

Moreover, the historical context is important in influencing attitudes towards health and social care. Under the Communist system, hospitals provided a mixture of both medical and social care, and the notion that the state is responsible for providing social care has remained embedded in the general culture, despite marked changes in provision and policies. The resulting disconnect between people’s expectations and the dearth of available services does nothing to lessen the gap between social and medical care. In particular, older people with severe chronic illness or disability are particularly affected, as they may be viewed as ‘too sick’ to be placed in nursing homes, yet ‘too long-term and ‘social cases’ that are excluded from the acute hospital sector (I. Holmovera, personal communication, 2004).
The topic of age discrimination is very poorly recognized in the Czech Republic. In a questionnaire sent to the heads of social policy in communities and municipalities, respondents claimed that ‘ageism’ did not exist in the provision of health care and they had never witnessed any age discrimination. Unfortunately, these findings are likely to reflect lack of awareness of the particular problems that older people in the Czech Republic may face in the health care system, rather than the absence of any actual ageism within the system (I. Ilmovera, personal communication). This lack of awareness is evident at the government level: although there is a National Plan for Ageing, there is no dedicated government or funding to ensure that it be implemented. 

For many years, the government has spoken about the need to convert hospital beds to chronic care beds, and to boost the development of rehabilitation and long-term care facilities. However, in practice, the health care system remains fragmented and very hospital-focused. There is a notable absence of geriatric facilities and specialists in hospitals. Waiting lists for nursing homes are extremely long, meaning that many people whose medical condition may have been stabilized remain in hospital, ‘blocking’ acute beds and preventing patients from receiving appropriate care. Respite care is in low supply. What often happens is that patients are sent to another part of the country where a long-term bed may be available, thus distancing themselves from their support networks and families. 
Geriatrics has had its fair share of troubles in the Czech Republic, however geriatricians are now an accepted discipline, and geriatricians have full prescription rights. However, geriatricians only represent 0.7% of the total medical profession in out-patient care (I. Holmovera, 2004). 
Hungary

Context

Despite being one of the most economically advanced of the new accession EU states, Hungary fares poorly in terms of life expectancy and comparative health status. Life expectancy at birth in Hungary remains among the lowest in Europe. Between 1960 and 2000, the life expectancy at birth increased by only 3.5 years in Hungary compared to 9 years in the average of OECD countries (OECD Health Data, 2003). Life expectancy is notably lower than in Poland and the Czech Republic as well as all of the former EU-15 countries. Much of the gap in life expectancy may be explained by the high avoidable and premature mortality in men aged 40–59 years. Some of the possible explanations for these poor health outcomes include lifestyle factors such as smoking, alcohol consumption and unhealthy diet. Socio-economic inequalities have been growing, on account of liberalization policies as well as the collapse of traditional social support networks. Geographical inequalities in health are also significant (HIT 2004).
Decentralisation

As in many countries, decentralization of health and social services has been a dominant feature of health care delivery in Hungary. The 1990 Local Government Act assigned responsibility for local health services to local governments, as well as transferring ownership of most primary care facilities and hospitals to them. Thus local governments have become the main health care providers in the Hungarian health care system. The voluntary sector as well as international funding agencies (for example, the Open Society Institute has a strong presence in Hungary) have played an important role in providing services to older populations in Hungary. Eventually, a transition away from external donors towards local funding sources may be expected, with possible implications for the continuity and levels of service provision (European Council, 2003). Moreover, reliance on this multiplicity of actors makes for very diverse levels of service provision across the country and makes some communitieis potentially vulnerable to funding cuts if budgets run out. 
Integration of health and social care 

Local governments are allowed to contract out for service delivery to private providers. Projects which look at the coordination of care have been piloted at local levels, however it is unclear how and whether they might be extended to the entire population. 
The boundaries between the health and the social sectors are not well-defined, and in

certain cases it is difficult to decide which institution should provide care, for

instance for the chronically ill elderly. Home nursing care, for example, is a split role between health and social care, however institutional divisions sometimes inhibit appropriate role distribution (Social Innovation Foundation, 1999). Many types of services are still lacking, there are important regional differences in provision and much debate is on how formal health and social care services can be expanded and better integrated to relieve some of the burden on families (Szeman, 2004). Separate funding streams for health and social care at the local level remain a challenge as in other countries.

Challenges in service provision

Hungary has a high number of hospital beds per population, but a relatively low number of nursing home beds compared to European averages (Gál et al, 2003). Long-term care as well as ambulatory care provision remains insufficient to meet the needs of the ageing population (HIT 2004). The apparent ‘oversupply’ of hospitals is misleading, as hospitals remain the main source for social care as well as acute care (European Council, 2003). The shortage of places in social care institutions is a major problem, with local providers needing to find makeshift solutions to place the chronically ill. 
Resource and capacity shortages, especially in residential facilities, create potential situations for abuse and poor treatment of older patients and residents. As was reported by an older nursing home resident in a 2002 survey: ‘Homes are crowded and we do not have personal space. Staff in nursing homes do not treat us as humans.’ (HelpAgeInternational 2002). 

Another issue affecting the health care system in general is that of an imbalance in the supply of health professionals – for example, Hungary has one of the highest ratios of specialists per population in the OECD (2.7 specialists per 1000 population), yet one of the lowest ratios of GPs (0.7 per 1000 population) and a chronic shortage of nurses (4.9 per 1000 compared to the OECD average of 7.7). Medical salaries have been abysmally low in Hungary and the current government has promised to raise them (HelpAge International, 2002). Informal payments remain an intrinsic feature of the Hungarian healthcare system, penalizing patients who cannot afford to pay large out-of-pocket ‘extras’ for care (Gal et al, 2003). 

Spain

In February 2004, CEOMA, the Spanish confederation of older people’s organizations, organized a conference on age discrimination (www.ceoma.org). The participants identified several priority areas in terms of tackling age discrimination. In health care, these areas were:
· Older people seen as a burden to the health care system
· Age limits in treatment protocols for high technology interventions (cardiovascular surgery), hypertension, dialysis and cancer

· Exclusion of older patients from clinical trials 

· Waiting lists identified as ‘older people lists’ for cataract operations and orthopedics. 

· Important gaps in health and social care provision. Need for a law on dependence. 

· Need for positive discrimination in health promotion initiatives.

· Lack of specialised geriatric services in hospitals.
(CEOMA, 2004)
Health and social care are the key concern for older people in Spain, possibly more so than securing adequate pensions, according to Eduardo Rodriguez Rovira, president of CEOMA (quoted in www.senioractu.com, 19 May 2004). Health policies have recently taken more consideration of the challenges of an ageing population. ‘Gerontology Plans’ have been implemented at national and regional levels, the government increased spending on older people’s care by 8.7%, the National Institute of Statistics has begun publishing annual surveys on dependence and health in Spain. However no general, comprehensive plan that addresses all aspects of ageing and health exists as of yet (Martinez 2004). In May 2004, a Dependency Plan was put into place.
The Spanish health care system is extremely decentralized and has inherited the usual segregation of social from health care, making the delivery of integrated care a priority to meet the needs of older patients. Some regional initiatives, however, namely in the province of Castilla y Leon, have set a promising precedent for integrated care. In this region, an ambitious plan for the full integration of health and social care, starting with the creation of a single Health and Social Care Ministry, was implemented in 2002. The weakness of the plan, however, is that it does not make allowances for increased resources that may be needed to create the proposed changes. Moreover, practitioners have no incentives, financial or otherwise, to change their current practice. 
Inadequate public service provision

Public provision of health and social care services for older patients is extremely low in Spain. Social and economic inequalities are a growing problem facing health, social and home care alike (Otero et al, 2003). Spain has one of the lowest expenditures on long-term care of all OECD countries. It also stands out from other OECD countries in that a great majority of long-term care provision is private-sector, with very little public funding (Huber 2004). The Spanish observatory on older persons, IMSERSO, estimates that public services would need to be increased four-fold to provide adequate coverage for the population (Martinez 2003). High co-payments for privately-funded social and health care remain prohibitive to many families.

Geriatric provision remains drastically insufficient. The Spanish Society of Geriatric Medicine estimates that Spanish hospitals only have 10% of the hospital beds needed to meet older people’s needs, and estimate that there is a deficit of at least 55% of geriatric specialists in general hospitals (Informe sobre recursos hospitalarios especializados para personas mayors, 2003). Geriatricians only represent 2% of hospital physicians and in 2002, only 43 of the 5000 postgraduate training posts available for physicians were allocated to geriatrics medicine (Casado 2004).  
Germany

Age discrimination in Germany

Germany created a special bureau to field calls on age discrimination (Buero Gegen Altersdiskriminierung) in 2002. An open call day launched the site in November 2001, which received over 6000 calls. Eleven percent of the complaints were in the health care domain (http://www.altersdiskriminierung.de/). Yet despite the existence of this special Buero, discussions of possible ageism or age discrimination in German health care are scarce in the literature. 

Age rationing

Some seminal work, however, has been done in Germany on the issue of age rationing of care (Brockmann, 2002). Using hospital discharge data, the authors found that the ‘oldest old’ receive less costly treatment than younger patients with the same disease. This pattern was particularly true in the case of older women, suggesting the ‘double discrimination’ that has been alluded to in other studies (Dixon et al, 2004). As usual, interpretation of these differences warrants caution. The authors suggest that lower hospital costs reflect less intensive treatment being given to older patients, which may in turn be dictated by patient preferences and/or more conservative treatment patterns on the part of clinicians (Brockmann, 2002). 

Recent reforms
The German health care system is heavily decentralized into regionally-run statutory health insurance systems. Regional sickness funds are run autonomously, with near universal coverage of the population. 
Financial sustainability of the health insurance system is a continuing concern in Germany, due to the shrinking pool of social insurance contributions and the growing dependency ratios in the population. The Health Care Insurance Modernisation Act of 2004 (GMG, 2003) resulted in severe cutbacks in funds throughout the system. Co-payments were introduced across the board for ambulatory and home care. The impact of these co-payments on the equity of the system remains to be elucidated, although co-payments for home care are likely to put a greater burden on family carers (Meyer 2004).
Since 2004, diagnosis-related groups (DRGs) have been introduced in German hospitals with an aim to reduce the average length of stay to 4 days. As a result, patients may be discharged ‘quicker and sicker’ from the hospital, placing a greater burden of care on family carers or residential carers, depending on where they are discharged to. Insufficient advisory services and care management mechanisms have been put into place to ensure that care is coordinated, continuous and appropriate post-discharge. Experts have called for better integration of all facets of care, systematic introduction of case management schemes and the provision of counselling and advisory services for family carers to address these ‘intersectoral gaps’ (Meyer 2004). 
As in many other countries, the administrative separation of health and social care sectors as well as between acute, rehabilitation and long-term care is an important hurdle to providing integrated, user-centred care, particularly to patients with chronic conditions. Several authors have called for the creation of cross-sectoral care networks, and pilot projects are in place in several localities (Kofahl et al, 2003; Ewers and Schaeffer, 2003). Preventive home visits by trained nurses or health visitors are also being experimented as means of ensuring integrated preventive approaches to care being offered to older people (Renteln-Kruse et al, 2003).
Long-term care insurance
In 1995, Germany introduced long-term care insurance. Similar to the creation of the specialized dependency insurance in France, this law draws a legal boundary between in-patient and out-patient care, each drawing from different social security benefits (Rothgang, 1997). Dedicated monies are made available to cover long-term care, in an effort to relieve the financial burden on local authorities previously responsible for long-term care arrangements. Success of this initiative is considered to be mixed, however, as coordination between acute and long-term care services remains difficult and cost-shifting between the two is still prevalent in practice (Cuellar and Weiner, 2000). 
Data suggest that hospital admissions and patterns of stay for older people have not been affected by the introduction of long-term care insurance (Robra and Swart, 1999).

Geriatric care

Germany has a long tradition and high recognition of geriatric care, yet facilities are still lacking, particularly in rehabilitation (Meyer 2004). Geographical inequities are also prominent (Meyer 2004). For example, nearly 50% of all newly established geriatric day clinics are located in the North-Rhine Westphalia region of Germany (Meyer, 2004). 

7. Discussion and conclusions

What is age equality?

Interpreting differences in practice by age is difficult, because it is often challenging to establish whether practices are really unfair or not. Taken on the aggregate in a population, age is invariably associated with increased morbidity, thus restricting access to certain treatments such as renal dialysis for end-stage renal failure based on age is a way of ensuring that the service is given to those who are most likely to benefit. However, Grimley Evans takes the stance that it is unfair to deny individual older people access to dialysis, for example, on the basis that the ‘average’ older person would benefit less than younger patients (Grimley Evans, 1994). This argument holds particular merit when the evidence upon which benefits of treatment are based is limited and dated. As has been suggested previously, this vicious circle may only be broken by taking a critical look at the data on treatment benefits by age group and other factors, and based on these data, making a decision which patient characteristics are the best predictors of response to treatment. 

But still, it is important to acknowledge that judging whether a given age-related policy is legitimate or constitutes discrimination is often difficult and value-laden. Such decisions require a guiding set of values and judgment criteria, yet these are poorly defined in the case of age discrimination. Robinson (2002) provides a helpful exploration of different value systems which may guide interpretation of age-differentiated practices and help in defining ‘equality’ of practices. They are summarized in Box below:

	Box : Underlying value frameworks for defining the principle of age equality:

	Equal treatment: One may argue that one should aim to treat everyone equally, eg. everyone with a broken leg should receive the same care. The desire to ensure equal treatment is behind the creation of special services for different age groups, namely geriatric mental health services or child and adolescent mental health clinics. However, as has been pointed out previously, this segregation may have a counterproductive effect, as these ‘specialised’ services are often perceived as being of lesser quality than those for the ‘average’ adult population (Robinson, 2002).

	Individual needs: The most frequently invoked principle justifying different approaches to care for individuals or groups is the premise that care is tailored to meet the specific needs of individuals. This is clearly advocated in the NSF for Older People in the UK, for example, which proffers that ‘treatment and care should be provided on the basis of health needs and ability to benefit, rather than on a patient’s age.’ (NSF, 2000). However here again, it is undeniable that individual needs are linked to age, moreover that individual need must be looked at in conjunction with an individual’s ability to benefit from a given treatment. Moreover, in the absence of perfect information on a patient and in a world of scarce resources, certain criteria, including age, will necessarily enter into individual and collective decisions on whether to offer treatments or care to individuals based on a number of criteria. 

	Cost-effectiveness: Cost-effectiveness metrics are used increasingly at the level of national and local decision-making to determine which treatments should be recommended for use, and in which particular subgroups of the population. Whilst rarely considered in isolation, insufficient evidence for the cost-effectiveness of certain practices, eg. breast cancer screening, in older people, has been a contributing factor in driving policies on upper age limits for certain practices. However, cost-effectiveness is intended as a guide to policymakers for aggregate decisions, not for decisions that may occur on an individual level. The most contentious aspect of cost-effectiveness is the use of the QALY (quality-adjusted life years) as the denominator and estimate of benefit, which necessarily biases in favour of younger people. Without going into the extensive literature both criticizing and defending the use of this metric, it is essential to note that the basis for establishing QALY estimates is clinical evidence of benefits, which very often is limited to patients below a certain age. Thus older people suffer a ‘double whammy’, as absence of available research evidence of benefits of treatments in older people may simply be a consequence of drug companies or researchers having excluded older people from clinical trials.

	Fair distribution: Equality may be taken as to mean equality of outcomes, such that individuals are treated in whichever way is appropriate to ensure that they achieve optimal results. This assumes that unequal amounts of resources are allocated to different individuals according to their needs. Examples of positive discrimination, for example offering older people free prescriptions for medicines or eyewear, may be based on this principle. The principle of intergenerational solidarity or justice also hinges on this principle, particularly with regards to cross-subsidisation within health insurance systems. Yet conversely, it may also be used to justify the ‘fair innings’ argument, which supports favouring the young instead of the old on account of their greater chance to accrue benefits over their lifetime. This approach is, some would argue, somewhat of a distortion of the principle of the common good or collective benefit, whereby preferential allocation of resources to the young, for example, within a population will improve overall health outcomes even if it will be to the detriment of certain members of the population. The obvious problem with this approach is its lack of transparency – who is to judge what constitutes ‘fair innings’? 

	Equal rights: The principle of equity underlying most state-funded health care systems is that all individuals should have equal opportunity to use health services to maintain and improve his or her health and quality of life. This principle is often upheld when advocating greater availability of rehabilitation services for older people upon their discharge from hospital, as they may have less chance of fully recovering their independence and quality of life after a procedure, for example, than younger or fitter patients. 


The above exploration of value frameworks brings to light the complexity of determining a suitable values framework for defining ‘equality’ in health care. Moreover, equality aims must be combined with consideration for individual preferences, resource availability and needs for cost-effectiveness, and other very practical considerations. As was alluded to above, rigid frameworks for value judgments may not be equally applicable to collective decisions (eg. explicit exclusion of older people from given services) and individual practices. Whilst striving for age equality is an undeniably laudable goal, it is important to explicitly state which underlying framework for defining equality is used when framing new legislation or policies. Also, policies need to be continually reassessed in light of current clinical evidence and user preferences.  
What should be done to eliminate age discrimination?

From a research perspective, it is important to scrutinize the evidence for age discrimination and determine what actions may be encouraged on its basis. Whilst it may be tempting to adopt a rallying cry to abolish age limits across the board, this author, as well as several authors on this topic, would voice extreme caution in proposing such actions. First, it is important to recognize the limitations of the ‘evidence’ for age discrimination at our disposal: much of it is old and possibly out of date; it reflects practice in one particular setting and may not be extrapolated to all settings; most discrimination is ‘hidden’, in that it is not a result of institutional protocols or recognized guidelines but rather of individual clinical practices, behaviours and resource constraints within a particular institution. Thus to ‘root out’ the age discrimination inherent in these practices may require localized training in addition to national policies or guidance. 
Is age-discrimination legislation warranted? Probably the most direct policy aimed at tackling age discrimination is the NSF for Older People in the UK. Recommendations made within the NSF are not mandatory, in fact it places the onus on individual health and social care agencies to audit and review all of their written policies to determine which may be ageist. The NSF has led to many Primary Care Trusts exploring the complexities of ‘rooting out age discrimination’ (Wirral, 2003; Billings, 2003; Haringey 2004). All findings shed light on the multiple causes of age discrimination (Tinker, 1996, DoH 2001). Some authors have suggested that the NSF is insufficient, and what is really needed is firm legislation outlawing age discrimination (Rivlin, 2000). However, opponents of this proposal are just as numerous and convinced of its folly. An Equalities Commission, however, is being instituted in the UK, France and many other EU Countries, which will aim to tackle discrimination on the basis of gender, sexual orientation, and age. How much these Commissions will address issues relating to health care remains to be seen.

What may one conclude from this European brief overview? The notion of age discrimination is at different levels of maturation across the EU, and indeed, perhaps we are tackling this important issue from the wrong end of the spectrum. If the cause of older people is to be embraced responsibly and fully, one must go beyond wagging a finger at the culprits and recognize that ageism is an inherent value and facet of the societies we live in, regardless of which corner of Europe that may be. Moreover, isolated evidence of age limits or restrictions due to age does not provide us an answer with what is right or wrong. The data needed which would allow to compare referral patterns, treatment practices, care and support by age group, and indeed by ethnicity and gender as well, is still lacking, although efforts to develop this are growing. Further primary research is urgently needed to enable decisions to truly be evidence-based and tailored to the needs of individual patients across the life spectrum.

Discrepancies by age must also be viewed within the broader context of inequalities in the access, quality and outcomes of care, an issue of preliminary importance highly recognized in the ‘inequalities’ literature. Just like differences in practice across other social groups (eg. ethnic groups), it is the explanation of these differences that is needed to then judge as to their fairness or equity. Unfortunately, existing performance and outcome indicators or indicators of quality of care often lack the specificity to enable age-group comparisons, and they certainly don’t allow for the isolation of effects of age, gender, ethnicity, socioeconomic group and other possible determinants of ‘discrimination’. Thus a shift from the concept of discrimination towards that of differentiation is needed. Moreover, discussions of age barriers to health and health care must be integrated into discussions of overall health inequalities. 

Finally, probably the most important step to be made, regardless of how advanced policy documents may seem on the topic of age discrimination, is to recognize the pervasive nature of ageism, not only in government policies or professional practice, but within each of us, regardless of our age. This inherent ageism is at the root of many of our perspectives and behaviours. It is that inherent ageism that needs, indeed, to be ‘rooted out’. 
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