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Foreword
The First Bessie and Louis Stein Intenrational Geriatrics Conference on
Aging in the Mediterranean and the Middle East was attended by a
multidisciplinary, international gatheirng of professionals, experts,
policymakers and researchers involved in the field of geriatircs. The
conference's main goal was to generate a fruitful discussion and exchange of
ideas as a step towards providing a multidisciplinary response to one of the
great challenges of the 21st century: the enormous increase in the older
population in the world, in general, and in the Mediterranean region, in
particular.

It is no coincidence that this conference wasthe joint initiativeof the late Mr.
Louis Stein of Miami, a longstanding supporter of international cooperation
in the field of geriatrics, along with his wife Bessie, and their family, Marilyn
Bellet, Ruth Leventhal and Audrey Merves, and the Hadassah Medical
Organization in Jerusalem, which has a long tradition of providing medical
treatment to patients from all over the region, irrespective of nationality or
religion. They were assisted in their endeavors by the JDCBrookdale
Institute, a national center for applied research on aging in Israel, which is
committed to using research findings to assist policymakers and service
providers in the planning and implementation of effective social and health
services.

To reflect the complex nature of the aging process and the needs it generates,
speakers were invited from a spectrum of fields, including medicine, social
services, research and government. This monograph will make the varied and
extensive range of subjects presented at the conference available to a wider
audience. It is divided into five sections based on the conference's sessions:
demography and epidemiology, coping with the frail elderly, geriatirc
assessment, geriatirc medicine and recent research.

It is hoped that this conference, along with those to follow, will serve as
building blocks in the establishment of productive international cooperation
and meaningful scientific exchange.

Gideon Friedman, .MD. Jenny Brodsky
Hadassah Medical Organization JDCBrookdale Institute
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Demographic Perspectives and
Implications of Population Aging
in the Mediterranean Region

JosephTroisi1, Ph.D.

♦:♦+♦:♦+♦:♦+♦:♦+♦:♦♦♦:♦♦♦>

Introduction

One of the most signiifcant phenomena of the twentieth century has been
population aging, or the dramatic increase in the number and proportion of
persons aged sixty and over: It is estimated that the world's elderly population is
increasing monthly by about one million persons.

According to United Nations estimates (see Table 1) in 1950, throughout the
world, there were more than 202 million persons aged 60+, constituting some
80/0ofthe world's total population. By the year 2020, these figures are projected
to irse to ahnost 1,012 million, an increase of 400o/o. It is quite alarming to
realize that 27 years hence, the elderly will constitute almost 130/0of the world's
population.

Population aging is primairly the result of a threestage process termed the
demographic transition, a term developed in the early partof this century based
on the expeirence of Western Europe. It refers to the effect of birth rates and
death rates on the size and age distirbution of populations. Accordingly, a

' International Institute on Aging, United Nations, Malta
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population moves from high fetrility and high motrality rates to low fetrility and
low mortality rates inevitably leading to a growth in the propotrion of elderly
people in the total population.

SocioEconomic Consequences
Population aging poses unique challenges to every society. The signiifcant
increase in life expectancy brings a heightened demand not only for existing
suppotr services, but also for new services and alternative approaches for the
care of the elderly. Although the elderly have many needs which they share
with the rest of the population, they have some which are specialized and
ageoriented. Consequently, new approaches to medical care and to the delivery
of social and economic services for the elderly are needed.

The issue becomes more complex when one considers the fact that the
traditional role of the family in the care and suppotr of its elderly members,
especially those who are rfail, is being subjected to vairous economic, social
and psychological strains and is seirously being threatened (Troisi, 1995).
Consequently, the needsof the rfail elderly can no longer be met by the family
alone without the suppotr of specialized programs and government sponsored
services. Hence the increasing demand for additional services rfom the formal
sector.

It is important to emphasize that the issues related to aging are
multidisciplinary in nature, including such sectors as health care; education
and cultural activities; housing and the environment; social assistance and
family protection; recreation and rehabilitation; and pension and disability
insurance. All these issues are highly interdependent. In fact, the World Health
Organization defined good health as not merely the absence of disease and
infirmity, but the physical, mental and social wellbeingof the individual.

A repotr published in connection with a fourday United Nations conference in
Geneva towards the endofMarch 1993, on how European and North Ameircan
societies should tackle the ever growing demographic challenge, emphasized
the fact that "population aging will affect social and economic systems, the
quality of life and almost all other social arrangements until the middle of the
next century, and, almost inevitably, for many decades thereatfer" (United
Nations 1993(.
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Demographic Data and Population Aging
Adequate, timely and reliable demographic data are essential for the
formulation of policies and action programs for the elderly, and for the
evaluation of the progress of these strategies. The links between demography
and the study of aging cannot be overemphasized. Because of its multifaceted
nature and broad fieldof investigation, the demographyof aging is an important
tool in the preparation for the future. Current data and projected increases for
the absolute numbers and relative weight of the elderly in a population, their
distribution by sex and age, together with an awareness of the changes in
determining factors  such as declining fertility rates and rapid gains in life
expectancy at birth, which are already causing a rapid acceleration of growth 
are of vital importance for policymakers and decisionmakers in planning their
country's allocation of social and economic resources for future health and
social services, family support, housing and income security schemes.

The demography of aging is one of the most predictable of demographic
variables. Projections regarding the elderly carry a low margin of error due to
the fact that those who will be over 60 years of age by the year 2020, have
already been born in the year 1960. Consequently, their numbers will only be
affected by the margin of error in the assumptions about subsequent mortality
rates which, being quite low, will not significantly affect the projections.

Population Aging in the Mediterranean Region
Although the Vienna International PlanofAction on Aging (1983) emphasized
the importanceof research on the various aspects of aging at the regional level,
little research has been carried out on the Mediterranean Region. Moreover, as
far as demographic studies are concerned, the Mediterranean Region has never
been studied as a separate entity. The present study is an attempt to ifll in the
present lacuna.

Data pertaining to the Mediterranean countries are collated under four separate
regions, namely, Northern Africa, Western Asia, Southern Europe and Western
Europe. These four regions include a number of other countries apart from
those which can be termed as Mediterranean countries. For the purpose of this
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study, the 17 countries which border on the Mediterranean Sea, have been
included. These are Albania, Algeria, Cyprus, Egypt, France, Greece, Israel,
Italy, Lebanon, Libya, Malta, Morocco, Spain, Syria, Tunisia, Turkey, and what
was formerly known as Yugoslavia.

In 1950, these countries had a populationof almost 212 million, or 8.40/0of the
world's population. By the year 1990, these countries registered a 79.80/0

increase in their population, which is projected to increase by another 380/0 by
the year 2020. Thus, over a period of 70 years, the population in these countries
is expected to increase by 1480/0, reaching almost 526 million. Although
population aging is a phenomenon prevalent in all the countries, it varies in
intensity and duration rfom one country to another due to a number of factors
which shall be discussed in the courseof this paper.
Speaking in absolute terms, already in 1950, there were 22 million persons in
this region who were over the age of 60. As can be seen in Table 1 , by the year
1990, this figure increased by almost 109o/o to 46 million. Within the next 30
years, the elderly population in this region is projected to reach almost 79
million persons, a further increase of 380/0. In other words, during the period
19502020, while the total population is expected to increase by 1480/0, the total
elderly population is projected to register a 2570/0 increase. Hence, the elderly
population is expected to increase by almost twice the rate of the total
population.

Already in 1950, the elderly in Egypt, Turkey and Yugoslavia, amounted to
more than a million persons, while France, Italy and Spain, each had more than
5 million elderly persons. By the year 1990, there were no less than nine
countries which had an elderly population surpassing the million mark. Of
these, Egypt, Turkey, and Yugoslavia had more than 3 million elderly persons
each, while the elderly in Italy and France surpassed the 10 million figure. By
the year 2020, all the countries within the region, with the exceptionofAlbania,
Cyprus, Libya, Lebanon, and Malta, will each have more than a million elderly
persons.Ofthese, Algeria and Morocco will surpass the 3 million figure, Spain,
Turkey and Yugoslavia will each have more than 5 million elderly persons,
while there will be more than 14 million elderly persons in both Italy and
France.
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In relative terms, in 1950, the elderly population in the region amounted to
10.4o/oof the total population. Forty years later it amounted to 120/0, and is
projected to account for almost 1 50/0 by the year 2020.

As early as 1950, the elderly population in Albania (10^0), France (160/0),
Greece (10o/o), Italy (12.20/0), Lebanon (10.5o/o), and Spain (10.90/0), had
surpassed the 10*^ figure, a convenient benchmark used by demographers to
establish the transition from a young to an old population structure. Forty years
later, by the year 1990, no less than eight countires, namely Cyprus, France,
Greece, Israel, Italy, Malta, Spain, and Yugoslavia had passed this benchmark.
It is projected that by the year 2020, the elderly will constitute more than 10o/o

of the total population in all the Mediterranean countires with the exception of
Algeira, Lebanon, Libya, and Syira.

Determinants of Population Aging

Demographic analyses throughout the world have shown that a reduction in
fertility rates has been the pirmary factor in the population aging process, while
the prolongation of life has been mainly the result of decreases in the mortality
rate. hi other words, a country is said to have a young or an aging population,
depending on the high or low rate of fertility coupled with a decreasing
mortality rate.

hi view of this, the indicators mainly used in determining the aging of a
population are (1) the crude birth rate and mortality rate and (2) the life
expectancy at birth. The first two indicators show the ratio of the number of
births and deaths per year per 1,000 persons in a population duirng a given
peirod, compared to the average size of the population duirng the peirod. The
second indicator shows the mean number of years to be lived by a newly born
person based on the assumption that the population is subjected to a ifxed
scheduleof agespecific mortality rates.
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Changes in Crude Birth and Crude Death Rates
The significant diversity of the aging of the populations in the Mediterranean
region, as elsewhere, is the result of the differences in the intensity of the
declines in fertility and, to a lesser extent, in mortality.

As can be seen in Table 2, during the 19501955 period,of the countries under
review, no less than eight, had a crude birth rate higher than 40. Algeria (5 1 .0)
and Morocco (50.4) had the highest crude birth rate in the region while Italy
(18.3), Greece (19.4) and France (19.5) had a crude birth rate lower than 20.

By the period 199095, the crude birth rate of 7 countries had fallen to below
20. In fact only Libya (42.3) and Syria (42.3) still had a crude birth rate higher
than 40. This very well explains why these two countries, as can be seen in
Table 6, had the youngest population in the region. By way of contrast, Italy
(12.7), France (13.1) and Greece (14.1), continued to have the lowest crude
birth rates.

It is interesting to note that by the period 20202025, all the countries, except
Libya (23.9) and Syria (22.0), are projected to have a crude birth rate lower than
20. Italy (11.9) is expected to have the lowest.

During the 75 year span, 19502025, only Italy (540/0), Greece (550/0), Spain
(57*^), France (61"/'0(, and Cyprus(9 I'M)) are not projected to register a more
than 100^0 decline in their crude birth rate. These five countries had already a
relatively low crude birth rate by 1950. Furthermore, as can be seen in Table 3,
while Italy and France are projected to increase their fertility rate between
19901995 and the 202025 periods, Cyprus, Greece and Spain will register no
change. The highest decline in the crude birth rate during 19502025 will be
registered by Morocco (202), Egypt (186) and Tunisia (181).

Although a drop in the fertility rate is the most influential determinant in the
population aging process, the mortality declines experienced during this century
have had a dramatic effect on survival to old age. A decline in the fertility rate
and in the infant mortality rate result in a decline in the proportion of the
younger age groups and an increase in the proportion of those in the working
age group. A further decline in the mortality rate in the older age groups will
result in a higher weightofthe elderly in the population.
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As can be seen in Table 3, already by 1955, Israel (4.1), France (4.5), Greece
(6), Italy (6), Spain (6.2), Malta (7.5) and Lebanon (8.7) had less than a 10o/o

infant mortality rate. Turkey (23.3) and Egypt (20) had the highest death rate at
birth.

As a resultof the accelerated progress in the medical field, by the year 1990 a
drastic decline in the infant mortality rate was registered in all countries. In fact
not only did every country reduce its infant mortality rate by more than 100^0
but no less than twelve countries registered a decline ranging between 203 to
675<M> with the result that none of the countries in the region had an infant
mortality rate higher than 10o/o. Spain (6750/0) and Malta (650o/o) registered the
highest decline.

During the coming 30 years, every country is expected to register a further
decline in its infant mortality rate. Tunisia (228^), Egypt (196(//0), Libya
)1830/0), Morocco (1830/0), Turkey (1780/0), Algeria (1770/0), Syria (160o/o),
Lebanon (146'Vo), and Yugoslavia (120^0) are projected to register a more than
100o/ofurther decline,

Over the 1 9902025 period, all the countries in the region, with the exception of
Israel (4850/0), Cyprus (5620/0) and Lebanon (5690/0), are projected to register a
more than 600*^0 decline in their infant mortality rate. Yugoslavia (1,180^0),
Malta (9710/0), Syria (9660/0), Spain (9330/0) and Turkey (9130/0) are expected to
experience the highest percentage decrease.

Life Expectancy
The decline in mortality rates is reflected in an increase in life expectancy.
Advances in public health and medicine, improvements in child care, nutrition
and standards of living, together with the control of various communicable and
infectious diseases, have resulted in a gradual and, in certain countries, a
dramatic increase in life expectancy, as can be seen in Table 4.

The average life expectancy in the Mediterranean region was 55.2 years in
1950, 70.4 in 1990 and is expected to be 75.6 by the year 2025. This means that
during 19502025, the average life expectancy is projected to increase by
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36.960/0 or by 20.4 years. As a resultof the variation in mortality rates, health
and socioeconomic conditions, the level of life expectancy is not the same in
all the countries.

Duirng the period 195055, seven countries had a life expectancy at birth of less
than 47 years. Compared to this, Cyprus (67), France (66.5), Italy (66), Greece
(65.9), Malta (65.9), Israel (65.4) and Spain (63.9) had a life expectancy at birth
higher than 64 years. In the short span of 40 years, life expectancy at birth
increased enormously, to such an extent that by 199095, all the countires in the
region registered a life expectancy ranging between 63.1, as in the case of
Egypt, and 77.7 as in the case of Greece. Duirng this same peirod, the seven
countires which had the lowest life expectancy in 1950, registered more rapid
gains than the other countires, averaging 20.3 additional years as compared to
10 years in the other countires. Algeira registered the highest increase (21.8
years) while Spain registered the lowest, 7.7 years.

Duirng the coming years, the level of life expectancy within the region is
projected to continue increasing, though at a slower rate than before. In fact, on
average, the region is expected to register a further gain of 5.2 years by the first
quarterof the twentyifrst century. Here again, the seven countires which duirng
the peirod 195055 had registered the lowest levels of life expectancy at birth,
are projected to have a higher increase between 19902025 than the other
countires, averaging an increase of 9.5 years compared to 2 years to be gained
by the other 10 countires in the region. The highest gains are projected to be
registered by Egypt, Libya and Morocco, where the life span is expected to
increase by a further 9.6 years.

It is significant to note that, although the more developed countires registered
high levels of life expectancy at birth much earlier than the less developed
nations, by the end of the projected peirod, these differences will converge
considerably. In fact, it is estimated that all the countires in the region will have
a life expectancy above 72.5 years. It is projected that by the year 2025, the
difference in life expectancy between the lowest (Egypt  72.7 years) and the
highest (Malta 78.4 years) will only amount to 4.7 years. In contrast, in 1950,
the difference amounted to 20.6 years between Egypt which at 42.4 years had
the lowest life expectancy and Cyprus which at 67 had the highest life
expectancy.
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Duirng the peirod under review, 19502025, Algeira, Egypt, Libya, Morocco
and Tunisia will be expeirencing an improvement in life expectancy of about
30 years. In contrast, life expectancy in other countires like Cyprus (10.5),
France (11.1), Italy (11.6) and Greece (11.8) is projected to improve by around
11.5 years.

Life expectancy at birth differs substantially according to sex. The average
length of life is greater for females than for males. Duirng the 195055 peirod,
women (56.7) in the Mediterranean region had on average 2.9 years more life
expectancy than men (53.8). Forty years later, by 199095, the difference
between male (68.2) and female (72.8) life expectancy at birth increased to 4.6
years. Duirng the next three decades, life expectancy is projected to increase to
78.6 for females and to 71.6 in the caseofmales, a differenceof 7 years.

On average, male life expectancy has improved by 17.8 years while females on
average have gained 22.1 years. All this clearly shows that, in general, not only
have women added more years to their life than men, but the life expectancy of
females has irsen more rapidly than that of males. The gap between male and
female life expectancy is projected to continue widening over the next few
decades.

Duirng the peirod 195055, Egyptian men (41.2) and women (43.6) had the
lowest life expectancy in the region as compared to Greek and Italian men
(64.3) who had the highest male life expectancy, while French women (69.5)
had the highest female life expectancy. By the year 1990, Libyan and Moroccan
men (61.6) had the lowest male life expectancy while Egyptian women (64.5),
although gaining no less than 20.9 years, remained having the lowest female
life expectancy. At the other end of the spectrum Maltese men (73.7) and
French women (80.1) enjoyed the highest life expectancy.

According to UN estimates (1988), by the end of the ifrst quarter of the
twentyfirst century, Libyan and Moroccan men, though gaining a further 86
years over the 1990 figures, reaching 70.2 years, will continue to have the
lowest male life expectancy. Similarly, Egyptian women (75.2), though
expected to register a further increaseof 10.7 years, will continue to occupy the
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lowest rank in female life expectancy. Duirng the same peirod, Greek men
(74.7) and French women (81.3) are expected to enjoy the highest life
expectancy at birth.

It is projected that over the 19502025 peirod, the Algeiran, Egyptian, Libyan
and Moroccan women will be registeirng the highest improvement in life
expectancy among both sexes, gaining around 32 years. The malesof these ofur
countires will also be having the highest improvement in male life expectancy
in the region, gaining around 28.5 years. It is noteworthy that the French men
and women will be registeirng the lowest life expectancy increase,8.4 and 11.8
years respectively.

The greater improvement in female life expectancy than in that for males, will
result in lower sex ratios for the elderly population as a whole, hence a more
pronounced female predominance. Moreover, as women tend to live longer and
to marry men older than themselves, they are much more likely to be living
alone without a spouse in old age. Greater longevity will very often result in a
more pronounced reduction of socioeconomic support resulting in a greater
dependence on formal support systems, where available.

The projected continuing decline in the fertility rate, together with a steady
increase in life expectancy in all the countires in the region will result in a faster
aging of the populations. Consequently, policymakers especially those in the
less developed countires, will have not only to increase their efforts in planning
support services to the already increasing numbers of elderly within their
populations, but will have to give the matter piroirty since they will have much
less time at hand to meet the oncoming substantial shitf in the relative weight of
the elderly than their counterparts in the more developed countires.

Trends in Population Aging

As we have seen, all the countires in the Mediterranean region are aging. What
is statrling about the aging process today is the rapid pace at which it is
proceeding.
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In describing the aging of populations, various demographic indicators can be
used such as (1) the relative weightof the elderly population, or the proportion
of persons aged 60+ in the total population; (2) the median age, or the age
which divides the population into two equal groups; (3) the aging index which
is defined as the ratioofelderly persons for every 100 persons under 15 years of
age; and (4) the aged dependency ratio, or the number of elderly persons for
every 100 personsofworking age, 1559.

It is interesting to note that, duirng the peirod 19502020, it is projected that the
elderly population within the region will increase by about 2570/0. As can be
seen in Table 5, the percentage increase in each country will be more than 100.
Malta (2310/0), Lebanon (2310/0), and Spain (203o/o) will register a more than
200o/o increase while in Tunisia (3300/0), Yugoslavia (3150/0) and Cyprus
(304o/o), the percentage increase will be more than 300. Spain (5710/0), Algeira
(5010/o), and Albania (4710/0) will register a percentage increase between
4705750/o. The elderly population in the other countires will increase by
6808640/o. It is projected that by 2020, the elderly population of Israel will be
more than 12 times that of 1950. In this case, apart from lower fertility and
mortality rates, migration to the country has been oneof the major demographic
determinants.

Following the Second World War, the decline in mortality rates expeirenced by
the less developed countires in the region was coupled with relatively high
fertility rates or a "baby boom". The combination of these two factors resulted
in a relatively young population initially, even though the absolute numbers of
the elderly were steadily increasing. The 1970s marked a turning point. As a
result of a drastic loweirng of fertility rates, these countires started registering a
faster increase in the relative numbers of elderly in their populations than did
the more developed countires in the region.

Concurrent to the dramatic increase in the absolute numbers of the elderly
population in the region, the proportion of those aged 60+ within each country
has also grown substantially and is expected to continue increasing. In fact, as
already mentioned, the relative weight of the elderly population is expected to
increase from 10.4o/o to 14.960/0. By the year 2020, the elderly will constitute
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more than 20o/oof the total population in Italy (250/0), France (25.50/0), Malta
(23.50/0), Greece (230/0), Yugoslavia (22.30/0), Cyprus (20.7o/o), and Spain
(20.3o/o).

The Median Age
hi 1950, the median ageof the countries within the Mediterranean region was
equal to the world's median age. By the year 1990, it increased by 1.7 more
years than that of the world's. It is projected that by the year 2020, the median
age of the region will be 2.9 years higher than that of the world. During the
seventy year period under review, the median age of the region is expected to
increase by 9.8 years, rfom 23.2 to almost 33 years.

As can be seen in Table 6, by 1950, only three countires, namely Syira (19.2),
Libya (19.0), and Morocco (17.7) had a median age lower than 20 years. It is
interesting to note that, by the year 1990, Algeira, Libya and Syira, instead of
registeirng an increase in the median age, as was the case with the other
fourteen countires, expeirenced a loweirngof the median age. This is due to the
fact that these three countires started expeirencing a decline in their birth rate at
a later stage than the other countires. In fact, by 2020, these three countires will
not only continue to have the lowest median age in the region, but duirng the
coming 30 years, they are projected to register the lowest increase.

It is projected that, by the endof the peirod under review, with the exception of
Libya (22.2), and Syira (23.1), all the other countires will register a median age
ranging from 27.3 (Algeira) to 43.2 (Italy). Moreover, while in 1990, there were
only 7 countires which exceeded the world's median age, by 2020 no less than
11 countires are expected to register a median age higher than thatof the world.
Eight of the reviewed countires will register an increase of more than ten years
duirng the 19502020 peirod.

Changes in the Total Population Age Structure and
Composition
Population aging automatically affects a population's age structure and
composition. mcreases in the proportion of the elderly in a population are
always accompanied by changes in the weight of children (014) and of the
working age group (1559). It is important to note that these shifts carry with
them a huge number of economic implications which weigh heavily on the
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economic and social development of a country. Tables 7, 8 and 9 contain an
overviewof the shitfs that are projected to occur during the peirod 19502020
in the countires under review.

Dependency Ratios
Although the present and projected absolute numbers and relative weightof the
elderly in each country are important for planning and resource allocation,
dependency ratios are also useful indicators for assessing the economic and
social impact of changes in the age structure of the population. The age
distirbution of a population is cirtical in evaluating the need for and nature of
future support. Dependency ratios mostly compare one large group with
another. The indicator used depends on the particular aspect which needs to be
treated. In this paper two dependency ratios will be considered, namely the
Aging Index, and the Elderly Dependency Ratio.

In 1950, the average percentage of children in the region was 35.05. In eight
countires, the percentage was lower still (Table 7). Morocco (44.4) had the
highest percentage, while France had only 22.70/0. Forty years later, the average
percentage of children to the total population was 30.10, a decline of 4.95
percentage points over the 1950 figure. With the exception of Algeira,
Lebanon, Libya and Syira, which, as we have explained earlier, expeirenced a
decrease in their fertility rate at a later stage than the others, the percentage of
children in all the other countires was lower than in 1950. The highest
percentage decrease was registered by Malta (1 1 .63).

It is projected that by the year 2020, the percentage of children in the region
will further decline by 6.35 percentage points to 23.75. By the endof the ifrst
quarter of the twentyifrst century, apart from Algeira, Egypt, Lebanon, Libya,
Syira, and Turkey, the percentage of children in the other 11 countires will be
lower than the world's percentage. In six countires, namely: Italy (16.50/0),
France (17.70/0), Greece (18.80/0), Yugoslavia (18.80/0), Spain (19.20/0), and
Malta (19.60/0), children will amount to less than one iffth of the total
population. Compared to this, Syira (33.30/0) and Libya (34.60/0) will still have
one thirdoftheir populations below the ageof 15.
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It is significant to note that duirng the 70 year peirod under review, the
percentage of children to the total population within the region is projected to
undergo a significant decline of some 11 .3 percentage points. The decline will
be faster duirng the last 30 years, i.e. between 19902020. Between 19502020,
no less than 9 countires are expected to register a decline of more than 12
percentage points in their children's population. The highest decrease will be
registered by Morocco, amounting to 20.4 percentage points. In contrast, the
decrease in France, which already in 1950 had the lowest percentageof children
in the region, will be around 5 percentage points.

Aging Index
The steady shift from a young to an aging population and the effect of
population aging can demographically be better reflected when one takes into
account the Aging Index which represents the ratio of elderly persons for every
100 persons below the ageof 15.

At the beginning of the 1950s in the Mediterranean region, there were, on
average, 27 elderly persons for every 100 persons below the age of 15 (see
Table 8). Forty years later there were almost 44. The expectation is that by the
year 2020, there will be around 73 elderly persons for every hundred
adolescents. Once again, the shift towards an older population will be most
pronounced duirng the twentyifrst century when the average Aging Index will
be more than two andhalftimes as much as thatof 1950.

Forty years ago, there were 7 countires whose aging index was lower than 20.
In contrast, in Spain (40.4) and Italy (46.5), there were more than 40 elderly
persons for every 100 persons below the ageof 15. France had the highest level
at 71.5. By 1990, apart from Albania, Algeira, Lebanon, Syira and Tunisia, all
the other countires had registered an increase in the proportion of elderly
persons to those below 15 years of age. Duirng this peirod, the Aging Index in
Greece, Israel, Italy, Malta and Yugoslavia, more than doubled. By this time
there were already more elderly persons than younger people in Italy (113).

It is projected that, by the year 2020, all the countires in the region will register
an increase in their Aging Index. Within 30 years there will more elderly
persons than adolescents in Spain (106), Yugoslavia (119), Malta (120), Greece
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(122), France (138) and Italy (153). Albania will be the only European country
where there would be more adolescents than elderly people.

It is worth noting that, during the 19502020 period, with the exception of
Algeria, Lebanon, Libya and Syria, the Aging Index of all the other countries
would more than double. In the case of Cyprus, Egypt, Greece, Israel and Italy,
the Index will more than triple, while in Malta, Morocco, and Yugoslavia, it
will increase by more than 320o/o.

The Aging Index reflects the issue of the replacement of generations: an
increasing group of elderly persons as against a decreasing group of young
persons.

Elderly Dependency Ratio
The projections of the elderly population are otfen associated with the Elderly
Dependency Ratio which relates the size of the elderly population to the
numberof persons in the working age group (1559). A decrease in the relative
weight of the adolescent population will bring an increase in elderly
dependency, resulting in a shitf in emphasis rfom support of the young to
support of the elderly. The fact that the proportion of elderly persons in the
population is increasing already suggests that the burden on the economically
productive age group will be increasing as they are required to support an
everincreasing cohort of elderly persons. The elderly dependency ratio is a
useful indicator especially with regard to pensions, social services and health
care since in a repartition system, the contributions rfom the active population
are used for the pension awards.

In the caseof 13 outof the 17 countries in the Mediterranean region, as a result
of an increase in life expectancy and a decline in fertility rates, the Elderly
Dependency Ratio has significantly risen during the last forty years and is
expected to continue to increase. The continuous decrease in fertility means that
a smaller number of personsofworking age will be available to provide for the
services which the elderly need.
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In 1950, in the countries under review, there were on an average 15 elderly
persons for every 100 economically productive persons (see Table 9). By 1990,
this figure rose to almost 19 persons. It is projected that by the year 2020, the
elderly dependency ratio will rise more rapidly than it has done till now,
reaching more than 25. This means that there will be one dependent elderly
person for every four persons of active working age. Once again, the effect of
population aging will be more pronounced duirng the twentyifrst century.

In 1950, only France (26.6) had an Elderly Dependency Ratio higher than 20. In
the caseof Egypt (9.3), Israel (9.6), and Morocco (9), there were less than 10
elderly persons for every 100 in the working age group. By the end of 1990,
apart rfom Albania, Algeira, Lebanon, Syira and Turkey, all the other countires
in the region registered an increase in their Elderly Dependency Ratio ranging
rfom 12.70/0 as in the case of Turkey to almost 1160/0 registered by Israel. In
Spain (28), Malta (24), Yugoslavia (23), Cyprus (22), and Israel (21), the
Elderly Dependency Ratio was higher than 20, while in Greece (32.4), Italy
(32) and France, there were more than 30 elderly persons for every 100 persons
between the ageof 1559.

As pointed out earlier, the Elderly Dependency Ratio is projected to irse more
rapidly in the coming years than has been the case until now. Except for Libya,
the trend of an increase is projected for all countires, although considerable
differences will remain. By the year 2020, while the elderly dependency ratio is
projected to increase above the levelof 40 in Italy (43), France (42), and Malta
(41), in all the nonEuropean countires, with the exception of Cyprus (36), and
Israel (26), the ratio will not exceed 20. In the case of Syira (9), it will be less
than 10. Duirng the next 30 years, apart rfom Libya, only Algeira, Lebanon and
Syira are expected to register a less than 20o/o increase in their Elderly
Dependency Ratio. In contrast, Albania, Cyprus, Malta, and Yugoslavia will
register an increase higher than 600/o.

It is worth noting that, duirng the seventy years between 1950 and 2020, the
Elderly Dependency Ratio in Algeira, Lebanon, Libya and Syira will register a
decrease for reasons explained earlier. In the case of Albania and Tunisia, the
increase registered will be less than 10o/o. Compared to this, the Elderly
Dependency Ratios in Cyprus, Greece, Israel, Italy, Malta and Yugoslavia are
projected to more than double.
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Demographic Characteristics of the Elderly
Population

Population aging has not only changed the structure and composition of the
total population of a country but it has also altered the structure and
compositionof the elderly population itself. From a demographic P0int ofview'
the elderly population is a very heterogeneous social group, composed of a
wide rangeof ages and characteristics.

The "Old Old"
Not only have the numbersof elderly persons in every country been increasing
in absolute numbers and in relative weight, but the elderly population itself has
been getting older.

The emergence of a "fourth generation" of elderly persons is the result of the
increasing life expectancies. It is denoted in the irsing proportion ofme "verv
old" group in the total elderly population. A number of demographers 811(1

social gerontologists speak about the "young old" and the "01d 01d" t0
distinguish between those persons 60 to 74 years of age, and those who are 75
years and older.

It is significant to note that with advancing age, pathological conditions tend to
increase. Elderly in the more aged groups, are those most likely to be disabled,
widowed, or living alone and to have a lesser number of supportive relatives, if
any at all. In a number of cases, the offspirng will themselves be approaching
senescence. Furthermore, it is a well known fact that the "old old" are at much
greater irsks of longterm illnesses and loss of independence. This w111

inevitably result in a heightened demand for medical facilities and extended
supportive care, adding to the urgency ofr strategies for welfare and service
provision.

Moreover, as in other countires, the older age groups will register a*1 even faster
growth than the younger elderly. Duirng the peirod 19502020, while the
"young old" in the Mediterranean region are expected to increase by 239O/o'



Demographyand Epidemiology

rfom 17.4 to 59 million, the "old old" are expected to register a 3240/0 increase
rfom4.6 to 19.6 million (see Table l 3).

In relative terms, as shown in Table 10, when comparing the percentage
increaseof the "young old" andof the "old old11 to the total elderly population
in the Mediterranean region, one ifnds that during the 70 year period under
review, while the average ratio of the "young old" is expected to decrease by
5.60/0, rfom an average 810/0 to 76.760/0, thatof the "old old" will be increasing
by almost 230/0, rfom almost 190/0 to some 230/0. This automatically reflects a
growing proportion of the "old old" to the total population of the region as
pointed out in Table 11 .

In 1950, 190/0of the elderly population in the region was on average above the
age of 75. Albania (22.80/0), Cyprus (200/0), France (240/0), Greece (22.40/0),
Italy (21.50/0), Lebanon (21.90/0), and Spain (220/0) had a still higher percentage'
The lowest percentage was to be found in Egypt (1 1 30/0).

Forty years later, by 1990, the average relative weightof the "old old" in the
total elderly population increased by 270/0 and the average percentageof elderly
persons over 75 stood at 24. No less than 8 countries had a still higher
percentage. Apart rfom Libya and Tunisia, all the other countries registered an
increase which, with the exception of Albania (0.8o/o), Lebanon (30/0), and
Spain (14.80/0), ranged rfom 22.60/0, in the caseof Spain, to 820/0, in the case of
Israel. In absolute terms, the numbers of the "young old" increased on average
by 930/0, while thoseof the "old old" increased by no less than 168.50/0.

It is projected that, duirng the next 24 years, by 2020, while the absolute
numbersof those over 75 will on average increase by 580/0, thoseof the "young
old" will register a higher increase amounting to 760/0. In fact, the average ratio
of the "old old" will register a slight decrease of 3.30/0. When one takes into
account the fact that, over the same peirod, the average percentage of the
"young old" is to increase, one tends to conclude that, in general, life
expectancy at 60 will, for a short peirod, stop increasing. In fact, no less than 11

countires are expected to register a slight decrease in the percentageof the "old
old" within their elderly population. This is not the case, however, with
Albania, Greece, Italy, Libya, Spain, and Yugoslavia.
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During the period 19502020, all the countries in the region, apart from
Lebanon and Tunisia, will register an increase in the relative weight of their
"old old". In the caseofAlbania (30/0), Syria (5.50/0), France (120/0), and Algeria
(170/0), the increase will be less than 200/o. In the other countries, the increase
ranges rfom 240/0 in the caseofMorocco, to 650/0 in the caseof Israel.

Speaking in absolute terms, during the 70 year period under review, the "old
old" population within all the countries is expected to undergo very significant
increases, ranging rfom 136 to 20830/o. Variations in the percentage increase
between the different countries in the region are attributed to a number of
demographic factors, mainly to past trends and earlier stages of population
aging. Thus, while in France and Tunisia, the "old old" population is expected
to more than double, in Italy and Lebanon it will more than triple, and in
Cyprus, Greece, and Spain it will quadruple. Albania and Malta will register
more than a 5 times increase, Yugoslavia a six times increase, Algeria and Syria
a seven times increase, Libya a ten times increase, while in Egypt and Morocco,
the increase is expected to be more than 11 00o/o.

The highest percentage increases will be registered in Turkey (16000/0) and in
Israel (2100o/o). In these two cases, as already pointed out, the intensityof the
increase can be partially attributed to the high inflow of older people returning
home atfer retirement as in the case of Turkey, or, as in the case of Israel, to the
great numbersof recent elderly immigrants.

Sex Ratios
In describing the demographic characteristics of the elderly population in any
country, it is important to take into consideration the changing proportions of
males to females. A distinctive featureof the elderly population throughout the
world is the predominance of women over men. The data on life expectancy,
dealt with earlier in this paper, indicates that in most countires women outlive
men.

Differential sex mortality favors females at all ages. The sex imbalance is much
more explicit in the "old old" group. Moreover, the faster increased longevity
for women than for men is responsible not only for the fact that at the oldest
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ages women are much more numerous than men, but the gap in the sex ratios
widens further.

As can be seen in Tables 12 and 13, during 1950, there was an average of 90
elderly men for every 100 elderly women in the Mediterranean region.
Generally speaking, the sex ratio was the same both for the "young old" and the
"old old". Countrywise, it is interesting to note that both in Libya and in Syria,
there were more males than females among the "young" and the "old old". In
Albania and Israel, though females outnumbered males among the "young old",
there were as many males as females aged above 75. In all the other countires,
with the exceptionof Lebanon, Libya and Yugoslavia, the percentage of elderly
males to females was lower among the "old old" than among the "young old".

By the year 1990, while the average sex ratio among the "young old" remained
almost the same, among the "old old" it decreased significantly. There were 76
males per 100 females above the ageof 75. The same phenomenon is expected
to occur duirng the coming 30 years. While the sex ratio among the "young old"
will only undergo a very slight decline, among the "old old" it will drop to 69.

Duirng 1990, apart from Libya and Tunisia, there were more females than
males in all the other countires, both among the "young" and the "old old".
While in Tunisia, males outnumbered females in the total elderly population, in
Libya this occurred only among the "young old". There was a wide vairation in
the changing proportionsof elderly males to females. Thus, in Egypt, Morocco,
Spain, Tunisia, and Turkey, the percentageofmales to females both among the
"young" and the "old old" registered an increase duirng 19501990. A similar
increase, but only among the "young old", was registered in France, Greece,
Italy and Yugoslavia.

It is projected that within the next 30 years, by the 2020, the numberofmales to
females in the 6074 age group will increase in Algeira, Cyprus, Egypt, France,
Greece, Israel, Italy, Malta, Spain, and Yugoslavia. In the caseof the "old old",
the male ratio is only expected to increase in Albania, France, Libya and Spain.

It is significant to point out that, by the end of the first quarter of the
twentyfirst century, all the European countires in the region, with the exception
of Albania, as well as Egypt and Turkey, are expected to have a higher
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percentage of males to females belonging to the 6074 age group than in 1950.
The same phenomenon is expected to take place among the "old old" in
Albania, France, Libya, Spain, and Turkey.

The predominance of females in the older population has a tremendous impact
on the needs and provisions of this segment of the population. The
consequences of these sex imbalances are so marked that the problems of "old
old" women comprise a substantial share of the problems of the elderly as a
whole. Aging is becoming a disproportionately female phenomenon.

Since women have a longer life expectancy than men and, in general, tend to
marry younger men, the possibility of their attaining widowhood is by far
greater than among men. Moreover, unlike in the case of men, women often
lack the financial resources that might have accrued from paid employment.

The number of frail elderly needing health and social support services is
increasing at a faster rate among women than among men. Institutions such as
old people's homes and nursing homes are mainly occupied by female residents.
The worldof the elderly is increasingly becoming a societyof older women.

Conclusion

In this presentation we have seen how the Mediterranean region's population as
a whole has aged and will continue to age at an accelerated rate in the coming
decades (see Table 13). Forty years ago, there were 22 million elderly persons
in the region, forming 10.4o/oof the total population. By the year 1990, their
number increased by almost 1090/o to 46 million. There were more than 12
elderly persons for every 100 persons in the region. It is projected that by the
year 2020, the elderly population will reach 79 million, almost 150/0of the total
population.

During the period 19502020, while the total population in the region is
projected to increase by 1480/0, the total elderly population is projected to
register a 2570/0 increase. In other words, the elderly population in the region is
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expected to increase by almost twice the rate of that of the population as a
whole.

Though the agingof population vaires in intensity from country to country, one
can delineate three main demographic trends. The ifrst is the enormous increase
in the absolute numbers and relative weight of those surpassing the age of 60.
The second is the increasing life expectancy and the growing gap between male
and female mortality rates. The third trend is the emergence of the "fourth
generation" of elderly. Not only has the proportion of elderly persons within
each country in the region been irsing, but the increase will be particularly
remarkable among those in the very old group.

It should be emphasized that the social implications of population aging go
beyond demographic data. The aging of populations poses unique challenges to
every society, because, unlike other population growth vairables such as fertility
and mortality, which can be influenced by government policies and
interventions, the process of population aging is less easily modiifed. As a
result, governments need to focus not on whether they can change the basic
processofpopulation aging, but rather on the issues that airse from this process.
Population aging is without precedent in the history of mankind and to meet
these changes, new policies are required.

The demographic trends mentioned in this paper are having signiifcant social,
economic and political effects on society and its institutions including, the
family, the labor force, and social and health services. Furthermore, the radical
social and cultural changes that have been taking place throughout the world in
recent years, have shaken the stability of society in many countires and altered
the systemofvalues.

Traditional approaches which used to meet the needs of the elderly are
undergoing change. The traditional care provided by families to its elderly
members is being subjected to severe strain. The sizeof the family has shrunk,
from the broader extended family network to the nuclear family, while the
average number of offspirng has decreased considerably. The economic
functions within the family are also being redistirbuted as a greater number of
women are taking paid jobs outside the home.
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The migration of the young rfom rural to urban areas must also be taken into
account. This process not only affects the older family members who are letf
behind and, thus, otfen deprived of their traditional socioeconomic and
psychological system of support, but also those who, at an older age, are
exposed to the city and to a radically different lifestyle.

The elderly in today's societies are increasingly isolated and vulnerable, otfen
living on the marginsof economic subsistence, with living conditions no longer
secured by deeprooted sociocultural norms. Hence, an increasing
responsibility falls on governments with respect to the fate and conditions of
the elderly in their populations.

A number of countries stand today at a critical juncture. The evidence of a
rapidly growing elderly population calls for the planning and provision of
economic and social support to meet the particular requirements of the elderly.
These issues and needs should not, however, be treated in isolation. Rather,
they should be included in the overall economic and social development plan of
each country.

In the development of explicit policies and programs for the elderly, it is
important to have a shortterm and a longterm approach. The shortterm
approach should consider the current situation of the elderly people within the
population. The longterm approach, on the other hand, should be based on the
cohort approach which, in turn, bases its analysis on each particular generation
and follows its progress over time. This approach will facilitate the
participation of the interested cohorts and makes such participation more
meaningful. It also places the emphasis on prevention and on measures to
modify future conditions and situations.

As shown in this paper, demographic data concerning populations collected
through censuses and surveys, as well as data related to socioeconomic
statistics, are a very important tool for planners and policymakers in
formulating and implementing policies and programs for the population in
general, and for the elderly, in particular, in their own country.
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There is a growing demand for two typesofgeneral statistics on aging. The ifrst
addresses the traditional demographic questions regarding the effects of
changing population structures and composition, analysesof the different ratios
of elderly men and women, and information regarding changing life expectancy
patterns. This requires demographic statistics based upon national population
and household surveys supplemented by other vital statistics. The second major
demand for demographic data is to address questions regarding the comparative
situations of elderly persons according to their residential and household status,
their age group, gender and socioeconomic situations.

The development of comprehensive international, regional, and national data
bases oriented to facilitate the integration of statistical data on population aging,
should be more than encouraged. Moreover, support should be given to develop
integrated social statistics and indicators by promoting a more harmonized and
coordinated but lfexible approach within which many different interests,
priorities and objectives can be accommodated and developed so as to simplify
the presentationof and access to these statistics.
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Table 1: Estimated and Projected Size and Percentage of Elderly
Population in the Mediterranean Countries 1950, 1990, 2020 (in
thousands)

1950 1990 2020
Elderly Elderly Elderly
Popul. 0/o Popul. 0/o Popul. 0/o

World 202,310 8.04 484,722 9.24 1,011,599 12.93
Northern Africa 2,901 5.60 7,958 5.69 21,591 8.83
Algeria 597 6.82 1,310 5.14 3,592 7.61
Egypt 1,047 5.15 3,288 6.26 8,929 10.41
Libya 72 7.00 178 4.11 639 6.34
Morocco 410 4.60 1,477 6.00 3,947 10.37
Tunisia 284 8.00 545 6.90 1,230 10.07
Western Asia 2,564 6.04 7,629 5.88 21,011 8.39
Cyprus 45 9.11 93 13.23 182 20.66
Israel 78 6.20 555 12.02 1,030 15.64
Lebanon 151 10.50 240 8.09 475 9.70
Syria 237 6.80 524 4.15 1,590 5.49
Turkey 1,240 5.90 3,848 7.04 9,761 11.25
Southern Europe 11,988 11.04 25,511 17.51 35,441 22.38
Albania 123 10.00 257 7.59 703 12.92
Greece 756 10.00 1,947 19.31 2,468 22.97
Italy 5,723 12.23 11,428 19.85 14,519 25.25
Malta 29 9.30 53 14.89 96 23.48
Spain 3,048 10.90 6,678 16.80 9,241 20.36
Yugoslavia 1,426 8.70 3,452 14.45 5,921 22.31
Western Europe 18,102 14.78 30,040 19.40 40,411 26.65
France 6,775 16.23 10,151 18.30 14,299 24.51
Total 22,041 10.40 46,024 12.08 78,622 14.96

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025,United Nations, New York, 1988.
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Table 2: Estimated and Projected Crude Birth Rate and Crude Death
Rate in the Mediterranean Countries 195055, 19901995,
20202025

Crude Birth Rate Crude Death Rate

1950 1990 2020 1950 1990 2020
1955 1995 2025 1955 1995 2025

World 37.3 25.0 17.7 19.6 9.3 8.2
Northern Afirca 48.9 32.8 19.0 24.7 9.0 6.2
Algeria 51.0 27.0 19.1 23.9 7.5 5.0
Egypt 48.6 28.9 17.0 24.0 8.3 6.4
Libya 48.0 42.3 23.9 22.5 8.1 4.7
Morocco 50.4 27.7 16.7 25.7 8.0 6.4
Tunisia 46.4 26.6 16.5 22.6 7.6 6.2
Western Asia 45.8 33.4 24.0 203 7.4 5.1
Cyprus 27.1 16.3 14.2 10.5 7.9 9.4
Israel 32.5 20.2 15.9 6.9 6.8 7.5
Lebanon 41.0 27.6 18.5 18.7 6.8 5.6
Syria 46.6 42.3 22.0 21.4 5.7 3.7
Turkey 44.9 26.4 18.3 17.5 7.5 6.7
Southern Europe 21.2 14.4 12.7 10.0 9.8 11.4
Albania 38.2 26.1 18.1 13.0 5.3 6.3
Greece 19.4 14.1 12.5 7.2 10.5 11.6
Italy 18.3 12.7 11.9 9.9 10.8 13.0
Malta 29.3 15.1 13.0 10.1 7.7 10.2
Spain 20.3 15.3 12.9 10.2 9.1 10.3
Yugoslavia 28.8 14.6 12.9 12.4 8.9 11.3
Western Europe 17.6 11.9 11.4 11.4 11.0 13.5
France 19.5 13.1 12.1 12.8 10.0 11.8

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 3: Estimated and Projected Total Fertility Rate (per woman) and
Infant Mortality Rate (per 1,000 births) in the Mediterranean
Countires 1950, 1990, 2020

Total Fertility Rate Infant Mortality Rate
(per woman) (per 1,000 births)

1950 1990 2020 1950 1990 2020
1955 1995 2025 1955 1995 2025

World 4.9 3.1 2.4 15.6 63 30
Northern Afirca 6.8 4.4 2.3 18.9 7.3 2.7
Algeria 7.3 5.3 2.3 18.5 6.1 2.2
Egypt 6.6 3.8 2.2 20.0 7.1 2.4
Libya 8.9 6.5 2.8 18.5 6.8 2.4
Morocco 7.2 3.5 2.2 18.0 6.8 2.4
Tunisia 6.9 3.4 2.2 17.5 5.9 2.1
Western Asia 6.4 4.6 2.6 20.2 5.8 21
Cyprus 3.7 2.3 2.2 5.3 1.3 .8
Israel 4.2 2.7 2.3 4.1 1.2 .1
Lebanon 5.7 3.1 2.4 8.7 3.2 L3
Syria 7.1 6.3 2.5 16.0 3.9 1.5
Turkey 6.1 3.2 2.4 23.3 6.4 2.3
Southern Europe 2.6 1.9 2.0 7.9 1.3 .8
Albania 5.6 3.3 2.5 14.5 3.5 2.0
Greece 2.3 2.0 2.0 6.0 1.3 .8
Italy 2.3 1.7 2.0 6.0 1.0 .1
Malta 4.2 2.0 2.1 7.5 1.0 ך
Spain 2.5 2.0 2.0 6.2 .8 .6
Yugoslavia 3.7 2.0 2.1 12.8 2.2 L0
Western Europe 2.4 1.6 2.0 4.4 .8 .5
France 2.7 1.8 2.0 4.5 .7 .5

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 4: Estimated and Projected Life Expectancy at Bitrh by Gender in
the Mediterranean Countires 19 501955, 19901995, 20202025

Both Sexes Males Females

World 195055 46.0 44.8 47.2
199095 62.6 61.1 64.3
202025 70.5 68.3 72.8

Notrhern Afirca 195055 41.9 40.8 43.0
199095 61.3 59.9 62.7
202025 71.1 68.9 73.4

Algeira 195055 43.1 42.1 44.2
199095 64.9 63.3 66.6
202025 73.4 70.8 76.1

Egypt 195055 42.4 41.2 43.6
199095 63.1 61.8 64.5
202025 72.7 70.3 75.2

Libya 195055 42.9 41.9 43.9
199095 63.2 61.6 65.0
202025 72.8 70.2 75.4

Morocco 195055 42.9 41.9 43.9
199095 63.2 61.6 65.0
202025 72.8 70.2 75.4

Tunisia 195055 44.6 44.1 451
199095 65.4 64.6 66.1
202025 73.5 71.2 75.9

Western Asia 195055 45.1 44.0 46.2
199095 65.2 63.4 67.1
202025 73.4 70.7 76.2

Cyprus 195055 67.0 65.1 69.0
199095 75.3 73.0 77.7
202025 77.5 74.9 80.6

Israel 195055 65.4 64.4 66.4
199095 75.6 73.4 78.0
202025 77.7 75.0 80.6

Lebanon 195055 56.0 54.3 57.7
199095 69.1 66.6 717
202025 75.1 72.2 78.1

Syira 195055 46.0 44.8 472^ 199095 67.2 65.2 69.2
202025 74.3 71.4 77.2

Turkey 195055 47.0 45.8 483
199095 66.1 64.0 68.2
202025 73.8 71.0 76.8
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Table 4 (continued):

Both Sexes Males Females

Southern Europe 195055 63.0 61.2 649
199095 75.0 71.9 78.2
202025 77.3 74.1 80.7

Albania 195055 55.2 54.4 56.1
199095 73.0 70.7 75.4
202025 76.8 73.6 80.1

Greece 195055 65.9 64.3 67.5
199095 75.3 72.9 77.8
202025 77.7 74.7 80.7

Italy 195055 66.0 64.3 67.8
199095 75.9 72.6 79.4
202025 77.6 74.3 81.0

Malta 195055 65.9 64.2 67.7
199095 75.9 73.7 78.1
202025 78.4 75.6 80.3

Spain 195055 63.9 61.6 66.3
199095 75.6 72.6 78.9
202025 77.5 74.4 80.9

Yugoslavia 195055 58.1 56.9 59.3
199095 72.8 70.0 75.8
202025 76.6 63.2 80.2

Western Europe 195055 67.6 65.3 70.1
199095 75.6 72.0 79.4
202025 77.5 74.1 81.1

France 195055 66.5 63.7 69.5
199095 75.9 72.0 80.1
202025 77.6 74J 81.3

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.



ImplicationsofPopulation Aging in the Mediterranean Region 33

Table 5: Projected Percentage Increase of Total Population and of Selected
Age Groups in the Mediterranean Countries, 19502020

Percentage Percentage Percentage Percentage
Increase of Increase Increase of Increase of

Totalof Elderly 6074 75+
Popul. Popul.

World 210.94 639.75 367.86 552.75
Northern Africa 372.12 644.26 621.75 769.84
Algeria 438.90 501.68 482.27 604.21
Egypt 321.83 752.82 698.28 1182.20
Libya 878.72 787.50 745.90 1018.18
Morocco 325.03 862.68 825.21 1094.74
Tunisia 246.03 330.10 398.00 178.57
Western Asia 489.94 709.71 671.44 769.23
Cyprus 78.34 304.44 288.89 366.67
Israel 423.37 1220.51 1063.64 2083.33
Lebanon 239.22 214.57 216.95 206.06
Syria 729.30 570.89 567.00 607.69
Turkey 316.84 687.18 629.31 1030.17
Southern Europe 45.89 195.64 164.46 310.93
Albania 342.36 471.54 466.32 110.72
Greece 41.99 181.60 382.25 226.45
Italy 22.95 153.70 122.07 268.99
Malta 31.09 231.03 195.83 78.57
Spain 62.86 203.18 173.80 307.46
Yugoslavia 62.37 315.22 272.48 232.42
Western Europe 23.83 123.24 99.30 210.55
France 39.80 103.03 136.38 111.06

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 6: Estimated and Projected Median Age of the Total Population in
the Mediterranean Countries 1950, 1990, 2020

1950 1990 2020

World 23.4 24.4 30.1
Northern Africa 19.3 19.3 27.4
Algeira 19.9 17.5 27.3
Egypt 20.0 20.7 29.1
Libya 19.0 17.0 22.2
Morocco 17.7 20.1 31.1
Tunisia 20.9 21.0 30 9
Western Asia 19.6 19.8 25.2
Cyprus 23.7 31.1 35.9
Israel 25.5 26.2 32.9
Lebanon 23.2 21.5 28.9
Syira 19.2 15.6 23.1
Turkey 20.1 22.5 29.7
Southern Europe 27.4 33.8 40.0
Albania 20.6 23.3 30.3
Greece 26.0 35.2 39.3
Italy 29.0 36.6 43.2
Malta 23.7 32.8 38.1
Spain 27.7 32.1 38.5
Yugoslavia 24.1 32.9 39.1
Western Europe 33.9 36.4 43.9
France 34J5 34/7 41. 1

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 7: Estimated and Projected Percentage of Total Population of the
Mediterranean Countries by Age Group 1950, 1990, 2020

1950 1990 2020
014 1559 60+ 014 1559 60+ 014 1559 60+

World 34.55 57.41 8.04 31.85 58.91 9.24 25.78 61.29 12.93
Northern
Africa 41.29 53.11 5.60 41.17 53.14 5.69 27.85 63.32 8.83
Algeria 40.14 53.04 6.82 44.55 50.31 5.14 26.84 65.55 7.61
Egypt 39.68 55.17 5.15 39.16 54.58 6.26 26.04 63.55 10.41
Libya 42.95 50.05 7.00 45.82 50.07 4.11 34.63 59.03 6.34
Morocco 44.40 51.02 4.58 38.32 55.68 6.00 24.03 65.60 10.37
Tunisia 38.87 53.08 8.05 37.39 55.71 6.90 24.24 65.69 10.07
Western
Asia 40.08 53.88 6.04 40.13 53.99 5.88 30.97 60.64 8.39
Cyprus 34.41 56.48 9.11 26.46 60.31 13.23 21.88 57.66 20.66
Israel 31.72 62.08 6.20 29.96 58.02 12.02 23.60 60.76 15.64
Lebanon 34.10 55.44 10.46 35.35 56.56 8.09 26.64 63.66 9.70
Syria 41.43 51.79 6.78 48.65 47.20 4.15 33.27 61.24 5.49
Turkey 38.33 55.71 5.96 34.59 58.37 7.04 26.42 62.33 11.25

Southern
Europe 27.82 61.14 11.04 20.85 61.64 17.51 18.38 59.24 22.38
Albania 38.94 51.06 10.00 33.88 58.53 7.59 25.55 61.53 12.92
Greece 28.65 61.35 10.00 21.11 59.58 19.31 18.76 58.27 22.97
Italy 26.32 61.44 12.24 17.52 62.63 19.85 16.49 58.26 25.25
Malta 34.94 55.76 9.30 23.31 61.80 14.89 19.56 56.96 23.48
Spain 27.09 61.97 10.94 22.57 60.63 16.80 19.22 60.42 20.36
Yugoslavia 31.11 60.17 8.72 22.77 62.78 14.45 18.80 58.89 22.31
Western
Europe 23.40 61.82 14.78 17.68 62.92 19.40 16.28 57.07 26.65
France 22.71 61.06 16.23 20.31 61.39 18.30 17.72 57.77 24.51

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 8: Estimated and Projected Aging Index (Ratio of Persons Aged 60+
for Every 100 Persons Aged 014) in the Mediterranean
Countires 1950, 1990, 2020

1950 1990 2020

World 23.28 29.01 50.17
Northern Afirca 13.56 13.81 31.70
Algeira 16.99 11.54 28.35
Egypt 12.98 15.99 39.98
Libya 16.29 17.70 18.31
Morocco 10.31 15.66 43.15
Tunisia 20.70 18.45 41.54
Western Asia 15.08 14.65 27.09
Cyprus 26.47 50.00 94.42
Israel 19.55 40.12 66.27
Lebanon 30.69 22.89 36.41
Syira 16.37 8.53 16.50
Turkey 15.55 20.35 42.58
Southern Europe 39.71 83.96 121.79
Albania 25.68 22.40 50.57
Greece 34.87 91.47 122.44
Italy 46.49 113.30 153.12
Malta 26.61 63.88 120.04
Spain 40.38 74.44 105.93
Yugoslavia 28.04 63.46 118.67
Western Europe 63.18 109.77 163.69
France 71.49 90.10 138.32

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 9: Estimated and Projected Aged Dependency Ratio (Number of
Persons Aged 60+ for Every 100 Persons of Working Age: 1559)
in the Mediterranean Countries 1950, 1990, 2020

1950 1990 2020

World 14.00 15.68 21.10
Northern Africa 10.55 10.70 13.94
Algeira 12.86 10.22 11.61
Egypt 9.33 11.47 16.38
Libya 13.98 16.20 10.74
Morocco 8.98 10.78 15.81
Tunisia 15.15 12.39 15.33
Western Asia 11.22 10,89 13.84
Cyprus 16.13 21.94 35.83
Israel 9.60 20.72 25.74
Lebanon 18.88 14.30 15.24
Syira 13.04 8.79 8.96
Turkey 10.70 12.06 18.05
Southern 18.06 28.40 37.78
Europe
Albania 19.59 12.97 21.00
Greece 16.29 32.41 39.42
Italy 19.91 31.69 43.34
Malta 16.67 24.09 41.22
Spain 17.65 27.71 33.70
Yugoslavia 14.50 23.02 37.88
Western Europe 23.92 30.84 46.71
France 26.59 29,81 42.47

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 10: Estimated and Projected Percentage of "Young Old" and "Old
Old" to Total Elderly Population in the Mediterranean
Countires by Age Group 1950, 1990, 2020

1950 1990 2020
6074 75+ 6074 75+ 6074 75+

World 82.53 17.47 76.96 23.04 77.20 22.80
Northern Afirca 84.80 15.20 81.06 18.94 82.23 17.77
Algeira 84.08 15.92 78.17 21.83 81.38 18.62
Egypt 88.73 11.27 81.11 18.89 83.06 16.94
Libya 84.72 15.28 85.39 14.61 80.75 19.25
Morocco 86.10 13.90 80.70 19.30 82.75 17.25
Tunisia 70.42 29.58 80.73 19.27 80.98 19.02
Western Asia 84.79 15.21 79.79 20.21 80.06 19.94
Cyprus 80.00 20.00 70.97 29.03 76.92 23.08
Israel 84.62 15.38 71.53 28.47 74.56 25.44
Lebanon 78.15 21.85 77.50 22.50 78.74 21.26
Syira 83.54 16.46 81.11 18.89 82.64 17.36
Turkey 85.56 14.44 78.95 21.05 79.27 20.73
Southern Europe 78.71 21.29 71.79 28.21 70.41 29.59
Albania 77.23 22.77 77.04 22.96 76.53 23.47
Greece 77.65 22.35 69.54 30.46 66.98 33.02
Italy 78.47 21.53 69.76 30.24 68.69 31.31
Malta 82.76 17.24 71.70 28.30 73.96 26.04
Spain 78.02 21.98 73.06 26.94 70.46 29.54
Yugoslavia 82.05 17.95 75.35 24.65 73.60 26.40
Western Europe 78.48 21.52 67.99 32.01 70.07 29.93
France 75.94 24.06 68.71 31.29 73.05 26.95

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 11: Estimated and Projected Percentage of "Young Old" and "Old
Old" to Total Population in the Mediterranean Countries by
Age Group 1950, 1990, 2020

1950 1990 2020
6074 75+ 6074 75+ 6074 75+

World 6.64 1.40 7.11 2.13 9.98 2.94
Northern Afirca 4.75 0.85 4.61 1.08 7.26 1.57
Algeira 5.74 1.09 4.02 1.12 6.20 1.41
Egypt 4.57 0.58 5.08 1.18 8.65 1.76
Libya 5.93 1.07 3.51 0.60 5.12 1.22
Morocco 3.94 0.64 4.84 1.16 8.58 1.79
Tunisia 5.67 2.38 5.57 1.33 8.15 1.92
Western Asia 5.12 0.92 4.69 1.19 6.72 1.67
Cyprus 7.29 1.82 9.39 3.84 15.89 4.77
Israel 5.25 0.95 8.60 3.42 11.66 3.98
Lebanon 8.18 2.29 6.27 1.82 7.64 2.06
Syira 5.64 1.12 3.36 0.79 4.53 0.96
Turkey 5.10 0.86 5.56 1.48 8.92 2.33
Southern Europe 8.69 2.35 12.57 4.94 15.76 6.62
Albania 7.72 2.28 5.84 1.75 9.89 3.03
Greece 7.76 2.23 13.43 5.88 15.39 7.58
Italy 9.60 2.63 13.85 6.00 17.34 7.91
Malta 7.69 1.60 10.67 4.22 17.36 6.12
Spain 8.53 2.40 12.27 4.53 14.35 6.01
Yugoslavia 7.16 1.57 10.89 3.56 16.42 5.89
Western Europe 11.60 3.18 13.19 6.21 18.68 7.98
France 12.33 3.90 12.57 5.73 17.90 6.61

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 12: Estimated and Projected Sex Ratios (Males per Hundred
Females) of the Total and of the Elderly Population in the
Mediterranean Countries 1950, 1990, 2020

1950 1990 2020
Total Total Total
Popul. 6074 75+ Popul. 6074 75+ Popul. 6074 75+

World 99.7 83.8 68.7 101.5 86.9 62.2 100.9 91.9 68.8
Northern
Africa 100.3 90.9 78.5 101.7 89.2 82.9 101.6 90.4 7L0
Algeria 104.1 97.6 86.0 100.1 82.2 78.7 100.1 89.3 64.0
Egypt 98.9 84.0 73.5 103.0 86.2 74.4 102.4 90.3 69.2
Libya 106.6 144.0 266.0 45.82 50.07 4.11 34.63 59.03 6.34
Morocco 100.2 92.9 83.9 100.2 94.5 93.9 100.2 89.0 64.5
Tunisia 99.3 85.2 61.5 101.2 102.8 133.3 101.0 83.4 78.6
Western
Asia 102.6 78.9 74.1 106.3 97.6 77.6 103.0 103.2 79.1
Cyprus 96.8 89.5 80.0 100.2 83.3 68.8 99.9 89.2 68.0
Israel 105.9 94.1 100.0 99.7 83.8 68.8 99.9 89.2 68.0
Lebanon 101.3 93.4 94.1 94.3 91.7 74.2 96.8 67.7 60.3
Syria 106.9 122.5 116.7 102.4 95.9 80.0 101.5 93.0 66.3
Turkey 101.0 61.5 54.3 105.4 99.9 75.7 101.8 99.0 77.6
Southern
Europe 94.1 78.8 69.6 963 81.2 61.3 98.3 87.0 60.2
Albania 101.3 93.9 100.0 102.6 92.2 73.5 101.4 92. 1 73.7
Greece 95.0 81.2 76.0 96.8 84.7 73.9 97.2 88.0 65.7
Italy 94.9 81.9 80.4 95.8 82.5 60.7 96.1 87.7 60.4
Malta 97.5 84.6 66.7 97.1 80.9 66.7 97.4 91.9 66.7
Spain 93.4 76.0 51.9 97.2 82.9 59.6 98.1 87.5 61.7
Yugoslavia 73.1 74.6 76.6 97.8 76.1 62.4 98.1 87.2 60.6
Western
Europe 91.0 77.0 69.3 95.3 77.0 49.0 95.7 88.1 60.0
France 92.6 70.1 59.2 97.0 84.1 53.5 96.2 87.7 62.0

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Table 13: Estimated and Projected Elderly Population in the
Mediterranean Countries by Age Group and Sex 1950, 1990,
2020 (in thousands)

6074 75+
Males Females Total Males Females Total

World 1950 76,112 90,860 166,972 14,390 20,948 35,338
1990 173,423 199,610 373,033 42,828 68,861 111,689
2020 373,922 407,009 781,201 96,983 136,685 230,668

Northern
Africa 1950 1,171 1,289 2,460 194 247 441

1990 3,042 3,409 6,451 683 824 1,507
2020 8,429 9,326 17,755 1,593 2,243 3,836

Algeria 1950 248 254 502 44 51 95
1990 462 562 1,024 126 160 286
2020 1,379 1,544 2,923 261 408 669

Egypt 1950 424 505 929 50 68 118
1990 1,235 1,432 2,667 265 356 621
2020 3,520 3,896 7,416 619 894 1,513

Libya 1950 36 25 61 8 3 11

1990 83 69 152 12 14 26
2020 269 247 516 64 59 123

Morocco 1950 170 183 353 26 31 57
1990 579 613 1,192 138 147 285
2020 1,538 1,728 3,266 267 414 681

Tunisia 1950 92 108 200 32 52 84
1990 223 217 440 60 45 105
2020 453 543 996 103 131 234

Western
Asia 1950 959 1,215 2,174 166 224 390

1990 3,006 3,081 6,087 674 868 1,542
2020 8,543 8,278 16,821 1,850 2,340 4,190

Cyprus 1950 17 19 36 4 5 9
1990 30 36 66 11 16 27
2020 66 74 140 17 25 42

Israel 1950 32 34 66 6 6 12
1990 181 216 397 69 89 158
2020 359 409 768 106 156 262

Lebanon 1950 57 61 118 16 17 33
1990 89 97 186 23 31 54
2020 151 223 374 38 63 101
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Table 13 (continued):
6074 75+

Males Females Total Males Females Total
Turkey 1950 404 657 1,061 63 116 179

1990 1,518 1,520 3,038 349 461 810
2020 3,850 3,888 7,738 884 1,139 2,023

Southern
Europe 1950 4,159 5,277 9,436 1,047 1,505 2,552

1990 8,208 10,106 18,314 2,736 4,461 7,197
2020 11,611 13,343 24,954 3,941 6,546 10,487

Albania 1950 46 49 95 14 14 28
1990 95 103 198 25 34 59
2020 258 280 538 70 95 165

Greece 1950 263 324 587 73 96 169
1990 621 733 1,354 252 341 593
2020 774 879 1,653 323 492 815

Italy 1950 2,022 2,469 4,491 549 683 1,232
1990 3,603 4,369 7,972 1,306 2,150 3,456
2020 4,661 5,312 9,973 1,712 2,834 4,546

Malta 1950 11 13 24 2 3 5
1990 17 21 38 6 9 15
2020 34 37 71 10 15 25

Spain 1950 1,027 1,351 2,378 229 441 670
1990 2,212 2,667 4,879 672 1,127 1,799
2020 3,038 3,473 6,511 1,042 1,688 2,730

Yugoslavia 1950 500 670 1,170 111 145 256
1990 1,124 1,477 2,601 327 524 851
2020 2,030 2,328 4,358 590 973 1,563

Western
Europe 1950 6,180 8,027 14,207 1,594 2,302 3,895

1990 8,887 11,537 20,424 3,163 6,453 9,616
2020 13,262 15,052 28,315 4,535 7,561 12,096

France 1950 2,121 3,024 5,145 606 1,024 1,630
1990 3,187 3,788 6,975 1,107 2,069 3,176
2020 4,882 5,564 10,446 1,475 2,378 3,853

Total 1950 7,579 9,835 17,414 1,854 2,773 4,627
1990 15,467 18,137 33,604 4,792 7,628 12,420
2020 27,895 3,110 59,001 7,691 11,930 19,621

Source: Joseph Troisi, based on World Demographic Estimates and Projections,
19502025, United Nations, New York, 1988.
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Turkey  A Country at a Demographic
and Epidemiological Crossroads

Hannu Vuori', M.D., Ph.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦>

Turkey in a Nutshell
Turkey is a large country with a total land areaof 774,815 square kilometers.
Turkey is also large in termsof population. It is among the 20 most populous
coxintries in the world and the most populous one in the Middle East. In 1995,
the total population was 61 million and population density was 79 person per
square kilometer. Finally, Turkey is a young country, with 340/0 of the
population under 15 yearsof ageand just 50/0 over 65.

Administratively, Turkey is divided into 79 provinces with 839 districts, 688
subdistricts and 35,830 villages. The country has five regions (Western,
Southern, Central, Northern and Eastern) with diverse geographical, climatic,
cultural, demographic, social and economic traits. Western Anatolia consists
of a semiarid central plateau surrounded by mountains. The eastern part of
the country is characterized by rugged, mountainous areas. The average
altitude of the country is about 1130 meters above sea level with great
variations between the regions. The summers are dry and hot, the winters
cold and rainy.

Turkey has a very heterogeneous social and cultural structure. The "modern"
and the "traditional" exist side by side. The city dwellers resemble in their

1 WHO Representative to Turkey, Ankara, Turkey
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attitudes and life styles the inhabitantsofwestern, industiralized countires. In
the rural areas, people are much more conservative. Religious and family ties
are strong and influence the values, attitudes, and behaviorof the people.

Problems with Statistics
To get a more detailed pictureof Turkey, one needs statistics. In this respect,
there is good news and bad news. The good news is that Turkey has a fairly
long tradition of national censuses and demographic surveys. The ifrst
modern population census was carired out in 1927, four years atfer the
founding of the Republic of Turkey. Since 1935, the State Institute of
Statistics has conducted a census every ifve years. In 1963, the School of
Public Health conducted the ifrst nationwide demographic survey to obtain
estimates of vital rates and other demographic vairables, such as
contraceptive use, abortions, and childhood mortality. Since 1968, these
surveys have been carired out every ifve years.

The bad news is that other areasof vital and health statistics are weak. Turkey
and San Mairno are the only European countires that don't submit complete
data on births and deaths to WHO. The State Institute of Statistics explains
the problems as follows:

There are an insuiffcient numberof doctors and health personnel in
provincial and district centers outside the major cities. For this
reason, and becauseofthelowpriority given to collecting statistics in
the outlying provinces, information flow from these centers is not
complete. It is required, by law, to obtain a "Permission Form for
Burial" for adead person. However, this is neglected in mostof the
provincial and district centers; for this reason the reported rate of
death is lower than the real rateofdeath calculated by researchers.

Another problem is that deaths and births are reported through three different
government channels: The Ministry of Health, the Ministry of the Inteiror,
and the State Bureauof Statistics.

The death certiifcates come mainly rfom hospitals that submit them through
the Regional and Provincial Health Directorates to the Ministry of Health. It
otfen happens that nobody bothers to wirte a death certificate for an old
person who has no wealth to leave to his family or for a small girl. This
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influences not only the accuracy of the total death rate but also that of age,
sex, cause and region specific death rates.

The death certificates come mainly rfom hospitals that submit them through
the Regional and Provincial Health Directorates to the Ministry of Health. It
often happens that nobody bothers to wirte a death certificate for an old
person who has no wealth to leave to his family or for a small girl. This
influences not only the accuracy of the total death rate but also that of age,
sex, cause and region specific death rates.

The parents are responsible for reporting births to the municipalities. In the
countryside, this may mean a trip to a faraway town. It can easily happen that
the registration will not take place until there is an urgent legal reason, e.g.,
when a person wants to get marired. Registration can also be neglected to
avoid legal obligations such as military service. The registration can therefore
take place years after the birth. The municipalities submit the birth
certificates to the Ministryof Inteiror.

Ultimately, the State Institute of Statistics receives both birth and death
certificates, analyses them and publishes the vital statistics (even if they are
unreliable). Underreporting may be as high as 250/0 for both deaths and births.
The problems seem universal, not characteirstic of only eastern and rural
areas.

The registration of mortality and morbidity is also weak. Patients can seek
help rfom many health facilities for the same problem. Each institution keeps
its own records without any links to others. Countrywide assessment of the
health situation is difficult because health centers use a coding list with 17
headings, hospitals with 150 headings. In the Ministry of Health, each
Directorate collects its own data. For some subjects (malaira, communicable
diseases) they do a good job, for others (cancer, TB, mental health), less so.
Duplication of collection efforts, poor feedback and insufficient training of
local personnel for data collection lower the quality of data. Special studies
are needed to get a comprehensive picture of the population, family structure,
morbidity and mortality.

Data on peirnatal mortality only exist for some training and research areas,
and on causes of death only for towns and cities. For specific illnesses,
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speciifc ifeld studies are needed (e.g., WHO supports a mental health proifle
study and a national TB survey).

A Young People on the Move

Demographic Transition
Turkey is a country in the midst of a demographic transition. Its population
has grown rfom some 13 million inhabitants at the time of becoming
independent in 1923, to 61 million in 1995. This means an average annual
growth rate of 2.30/0 since the ifrst census in 1927 and a quadruplingof the
populationin just 63 years. Figure 1 illustrates the demographic transition in
Turkey.

Figure 1: Demographic Transition in Turkey: Crude Death and Birth
Rates, 19352030
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Source:The PopulationofTurkey, 19231994

The ifrst stageof the transition took place rfom 1923 to about 1950. Because
both crude birth and death rates were high, the annual growth rate was
relatively slow, below 20/0, until the late 1940s. After WWI and the War of
Independence, peace and recovery of normal life helped the death rates to
decline steadily, except for a brief reversal during WWII. Fertility, instead of
following the decline of mortality, increased rfom around 5.5 children to 7.0
children, resulting in the population growth reaching its peak in 19551960.
During this ifrst stageof the transition, the population almost doubled.
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The second stage covers the years rfom about 1955 to 1985. It starts with the
population growth rate at its highest level, 2.80/0 per year. Duirng the 1950s,
fertility began to decline although not fast enough to catch up immediately
with the previous decline of death rates. Thus, the population continued to
grow at a rate fluctuating between 2 and 2.50/0. Duirng this peirod, the
population again doubled.

The second stage was also a time of rapid urbanization. Urbanization and
declining fertility reinforced each other. The economic, educational and
consumption opportunities in the cities attracted young adults to move rfom
the rural to the urban areas. As the standard of living of the migrants rose,
they increasingly wanted to birng up healthy and educated children  a
desire favoirng smaller families.

The boundary between the third and second stage of the transition is fuzzy.
The downward trends ofmortality and fertility continued. Duirng the 1 980s,
the population growth rate irreversibly dropped. By 1994, it had declined to
1.60/0.

The transition is expected to be complete (fertility rate at the level of
replacement rate and a complete stop of population growth) by the middle of
the next century whenTurkey5s population is estimated to be 9598 million
and to remain at that level.

Fertility
At the time of Turkey becoming independent, total fertility rate was 5.6. Until the
end of 1950s, it hovered well above six. Since then, it has steadily declined reaching
2.7 in 1993, a dropof over 50o/o (Fig. 2). Although fertility has dropped in all parts
of Turkey, great regional differences persist. Fertility is over twice as high in the
Eastern regions asin the Western ones.

The drop has primarily resulted rfom increasing use of contraception. In 1993,
virtually all women knew some family planning method and 800/0 of married
women aged 1549 reported having ever used one. Urban and better educated
women use family planning almost twice as otfen as rural and less educated
women.
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Figure 2: Total Fertility Rate, 192319931
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1Source: State Institute of Statistics,The Populationof Turkey, 19231994.

Still a Young Country
Figure 3 shows the age pyramidof the Turkish population in 1935, I960,
1990 and the projection for 2050. The 1935 population pyramid shows the
low birth rates before and during the Warof Independence(1519 age group).
The impact of the war is also clear in the deifcit of males in the adult ages.
The broad baseof the pyramid reflects the high birth rate in the early years of
the republic. In the 1990 pyramid, the gaps caused by the First and Second
World Wars and the War of Independence begin to disappear. The base gets

> more narrow as fertility declines and the addition to the ifve year cohorts is
almost constant. Although the proportion of old people increases, Turkey is a
young country: the proportion of those over 65 years of age has so far never
exceeded 5^0.

The projected 2050 age pyramid assumes that fertility stops at 2.1 (the
replacement rate) and that mortality continues to decline. Consequently, the
population will be replaced by constant size cohorts from the bottom of the
pyramid and the proportionof the aged will increase.

The overall sex ratio of the Turkish population according to the 1 990 census
was 103 males to 100 females. Selective migration has resulted in a more
pronounced deficit particularly among young adult males in some rural areas.
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Figure 3: Age Pyramidsof the Turkish Population, 193520501
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The Lure of the West and Cities
At the turnof the century, only 20o/oof the Turkish population lived in urban
areas. From the beginning of the Republic until the 1950s, the natural
increase of the population was absorbed mainly where it took place. As
agirculture was constantly expanding, there was little pressure to migrate to
urban areas. The natural population growth of the cities sufficed to provide
the necessary manpower for whatever limited industiralization there was.
Urbanization was slow (Fig. 4).

Figure 4: Proportion of Urban Population, 192719901 (Places with more
than 10,000 Inhabitants)
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1Source: State Instituteof Statistics,The PopulationofTurkey, 19231994.

Since the 1950s, rapid and largely uncontrolled urbanization has become a
major public issue in Turkey. The proportion of urban population has more
than doubled from 1955 (22.50/0) to 1990 (560/0). Urbanization has accelerated
because: (1) agirculture reached its limits for expansion; (2) farming became
increasingly mechanized; (3) economic policies have favored urban based
economic activities; (4) employment opportunities and social services have
grown faster in the cities; (5) people increasingly consider the future
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prospects brighter in urban areas; and (6) internal road transport and
communications have improved. Lately, the precairous secuirty situation in
southeastern Turkey has led to mass exodus rfom rural areas exposed to
fighting. In addition to people who letf the area on their own, the authoirties
have expelled people rfom some areas considered strategic.

The direction of the migration has been pirmairly rfom east to west and to a
lesser extent rfom north to south (Table 1). Although natural population
growth in the rural areas is still high, outmigration exceeds it and a slow
decline of the rural population, probably with a consequent aging, can be
expected.

Table 1: Net Migration by Region, 19851990'
Region Net Migrants per Migrants per

1 ,000 population 1 ,000 population
West 313 18.2
South 62 8.5
Central 72 5.8
North 118 19.9
East 185 17.0
lSource: State Instituteof Statistics,The Populationof Turkey, 19231994.

The big cities are the greatest magnets. Nobody knows the exact population
of cities such as Istanbul, Ankara and Izmir but it is estimated that in
19851990, Istanbul received 133 net migrants per 1,000 population, Ankara
11, Izmir 30 and Bursa 25. The phenomenon is, however, not a western
pirvilege. Also in the east, major cities are growing rapidly. For instance, the
populationsofDiyarbakir and Sanliurfa have about doubled in ten years.

Although the fertility of the migrants seems to drop to urban levels (in
Istanbul, it is already at or below replacement level), the migrants tend to be
relatively young people and they arirve with "children not yet born". This
further accelerates the growth of the cities. The result is a shortage of
housing, growth of shantytowns (gecekondos), accumulation of solid waste,
air pollution, water pollution, pressure on existing health and educational
services, traffic jams, etc. The high level of centralization and lack of citizen
participation at the local level render solutions difficult. Social unrest,
violence and cirminality are to be expected unless the situation of the poorest
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in the cities improves. The recent political changes with a religious patry
winning the majoirty in the Parliament relfect the disillusionmentof the rural
and urban poor.

Human Development
The United Nation's Development Program uses a Human Development
Index (HDI) consisting of life expectancy, education level and purchasing
power to compare different countires and populations (UNDP 1995 and
UNDP 1996). When the Turkish HDI ifgures were ifrst published in 1990, it
came as a shock to many Turks to see their country ranking 72nd among 130
countires, behind many developing countires. It was only a patrial
consolation when the 1994 and 1995 repotr showed that Turkey was among
the 10 best performing countires in terms of progress: an impressive
improvement by 80o/o since 1960. There was also a great improvementin just
one year rfom 1994 to 1995: the HDI value rose from 0.739 to 0.83, i.e. by
90/0.

A look at the componentsof the index shows the reasons for Turkey's poor
performance. In 1994, Turkey ranked 23rd as far as the composite HDI goes
among 97 developing countires. She did well in GNP per capita (27th),
poorly in life expectancy (37th) and very poorly in mean years of schooling
(43rd). The policy message is clear. In order for Turkey to shift her status
rfom the current medium to the high human development status, she needs to
invest in education and pirmary health care.

Out of 75 provinces, 21 are in the high, 52 in the medium and 3 in the low
human development group. Most high development provinces are in the west
and low development ones are in the east. The difference between the highest
value  0.869  in Ankara and the lowest value  0.476  in Mus is 1.8fold.
The gender gap is clear. The highest HDI value for urban males in the west is
2.4 times higher than the lowest value for rural women in the east. The rural
women in eastern Turkey are at the same level as their sisters in Sudan.

The regional dispairty does not necessairly reflect neglect. As patr of the
country's development policies, Turkey has transferred public funds rfom the
more developed regions to the less developed ones. For instance the ratio of
government expenditure to revenues was .50 in Ankara, 13.5 in Hakkair. Yet,
the human development challenge is still clearly in eastern Turkey.
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Life expectancy at birth being one of the indicators included in the human
development index, it is no wonder that the level of health status closely
correlates with human development. In 1994, in Hakkari, the province with
the then lowest HDI, infant mortality accounted for 36.80/0 of total mortality
and was 5.7 times higher than in Mugla, the province with the then highest
HDI where it accounted for 6.5O/Oof total mortality.

Aging in Turkey  A Concern of Tomorrow?
Turkey Can Wait
While the world's population grows at an annual rateof 1.70/0, the population
over 65 increases by 2.50/0 per year. As many industiralized countires already
have 1317*^0 of their population over 65, the growth of this age group is
fastest in the developing world. The elderly population is expected to increase
there by 200400o/o duirng the next 30 years. In the developed countires, the
corresponding figure will be "only" 301400/0. In many countires, the fastest
growing population is the very old, those over 80 years of age. The majoirty
of old people are women.

Theworld5s countires can be grouped on the basis of their wealth and the age
structureof their populations:
* Old and rich (Most industiralized countires; former socialist countires are
an exception. They are old but not as irch as they could be.)

♦ Young and rich (Australia, New Zealand, Ireland, USA for the time being)
* Youngandpoor (Most developing countires)
* Oldand poor (This group is a newcomer, resulting rfom the rapid aging of
the population in some Asian and Latin Ameircan countires.)

Turkey is somewhat dififcult to place in any of these groups. The current
demographic situation firmly anchors her in the "young" group. Earlier, she
was also clearly a "poor" country. Lately, economic growth has helped to pull
her out rfom the "young and poor" group but it has not been fast enough to
put her in the "young and irch" group. The future placement will depend on
both the economic and demographic development.

Forecasting the economic growth belongs to another arena but we already
have a fairly firm basis for forecasting demographic changes. Table 2 shows
the past proportions of those under 15 and over 60 and 65 years of age.
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Turkey, as a whole, is still clearly a young country although declining fertility
begins to show up in the decreasing proportionof the youngest age groups.

Table 2: Proportion of Those under 15 and over 60 and 65 Years of Age,
outof the Total Population, 19351990' (percentages)

YearUnder 15Over 60Over 65
1935 41.2 5.7
1940 42.1 6.4
1950 38.3 6.1 4.3
1960 41.2 6.5 3.5
1970 44.3 6.9 4.4
1980 38.9 6.5 4.7
1990 34/7 7J 43
lSource: Ministryof Health, Health Statistics 1994.

What about regional differences? Selective migration might have resulted in
some areas already having an "old" population. Regional aging is something
that will be perceived much more quickly than national aging, particularly in
inner cities and rural villages. In 1975, only three regions, one near Istanbul
and two on the Black Sea coast, had more than 70/0ofpeople over 65 years of
age. A study carried out in 1980 considered a proportion between 710o/o of
people over 65 years of age as "the beginning of aging". Ten such regions
were found, all along the Aegean or Black Sea coast. Even /0?6 is a low
figure in comparison with most western European countries. There was no
evidence that outmigration of young people from the southeastern region
would have resulted in a significant aging of the population in this area. The
high fertility of the remaining population seems to counterbalance
emigration. The other type of selective migration  old people retiirng to
certain areas (e.g., Floirda) does not seem to occur either. For instance, both
Istanbul and Ankara are young cities with only 3.40/0 and 4.30/0 of those over
65 yearsof age, respectively.

International compairsons have shown that mountainous countires and
countires with long coast lines may expeirence regional aging if there is no
economic infrastructure based on the geography (e.g., winter sports,
production of hydroelectirc power, fishing or touirsm). In Turkey, the
mountain areas do not show signsof this kindof selective aging. The fact that
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some of the oldest (but still relatively young) regions are on the Black Sea
coast may be indicative of an aggravating situation in the future.

What about the future? Should Turkey prepare for an aging of the
population? Table 3 looks at the future and shows the expected proportion of
those under 15 and over 65 years of age. It is based on a medium population
growth estimate with a total populationof 95 million in the year 2030.

Table 3: Proportion of Those under 15 and over 65 Years of Age, out of
the Total Population, 19952030' (percentages)

Year Under 15 Over 65
1995 3T9 5J0
2000 32.6 5.7
2010 27.7 6.5
2020 23.5 7.9
2030 22^5 7/7
Source: Ministryof Health, Health Statistics 1994.

Only if population growth slows down considerably, is the proportion of
those over 65 yearsof age expected to exceed \Q0/0 in the year 2030, a very
low figure for a European country.

Or Can She?
Turkey will expeirence two types of aging: "aging at the bottom" resulting
rfom the declining fertility and "aging at the top" resulting rfom declining
mortality among the elderly. In some areas, there may be also "aging at the
center" resulting rfom migration, particularly return migration of guest
workers rfom abroad.

Given the fact that even the "worst" projection for the year 2030 estimates the
proportion of those over 65 yearsof age to be only 12.50/0, it is not surpirsing
that the Turkish authoirties deem the young population their pirme problem.
No official publication presents aging as a seirous issue although the First
Health Project operating under the aegis of the Ministry of Health and
ifnanced by the World Bank anticipates the need to change the provision of
the health services to meet the needsofthe elderly (MOH 1995(.
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Is this tranquillity justified? It probably is as far as the actual numbers of old
people go, although both fertility and mortality among the elderly may
decline faster than anticipated. This may lead to higher absolute figures than
projected. The tranquillity may be badly misplaced, however,if one thinks of
the requirements needed to meet the needsof the old in the society.

All over the world, the elderly increasingly expect old age pensions, social
services, health services, etc. In the industrialized countries, they are the main
consumers of the health care budget and consider cataract operations, hip
replacements and many other costly interventions a irght. Health care in these
countires consumes an average 80/0 of GNP and pensions even more. The
currently aged societies (i.e., most industiralized countires) have had much
more time to adapt to meet the challenges of their aging society. They also
have had many more resources than developing countires which will grow
older with persistently fewer resources. The World Bank projects that the
GNP in SubSaharan Afirca will remain at the present very low level of
US$300 for the next 40 years. Even in eastern Europe and the countires
constituting the former Soviet Union it will remain under US$8,000 (World
Bank 1993). In these countires, there are no real chances to save for old age.
Even in wealthier countires, the savings may be insecure.

Turkey may fare slightly better, although her current GNP per capita of
US$1,780 is only halfof that of, for example, the Russian Federation. Turkey
with her relatively young population appears to have some time as far as the
onslaught by the elderly on the health services and resources is concerned.
However, this is largely illusory. Much of the slack time has already passed.
In a recent conference on the reform of social secuirty (June 1996), four
ministers  the Pirme Minister, Minister of Finance, Minister of Social
Secuirty and Minister ofHealth  declared in unison that the social secuirty
system is bankrupt. Transfers to pay social secuirty benefits that cannot be
covered rfom contirbutions account for 30o/o of the national budget deficit.
Yet, nobody is happy. The system only covers 760/0of the population and the
benefits are far too low. The qualityof health services is considered poor. The
main culpirt is early retirement age. The median age of retirees is around 55.
In practice, those under 55 and working in the official labor market are
supporting those over 55 many of whom are working in the gray labor
market. In addition, although the contirbution rate (percentage of earnings
paid in social secuirty taxes) is high, the ceiling to which this rate is being
applied is very low. The system favors those with higher incomes.
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The irch countires that face problems caused by population aging have
proposed solutions such as increased fertility, imported labor, increased
retirement age, raising the social secuirty contirbutions of the young and
cutting the benefits of the old. Only increased retirement age seems
applicable to Turkey, where we have just managed to reduce fertility and
there is dissatisfaction with the quality and quantity of services currently
provided. In Turkey, as in most countires, the politicians are unwilling to
accept the shortterm political costs (loss of votes) that longterm solutions
(e.g., raising retirement age and contirbution ceiling) would birng about.

In Turkey, many social pressures influence the fortune of the elderly.
Traditional intergenerational relationships are rapidly disappeairng. The
families are getting smaller, more women are working outside the home,
divorce is getting more common, extended families are disappeairng.
Urbanization results in social and spatial dislocation of young and old,
without adequate social secuirty measures being in place. Even if the elderly
follow their children to the cities, the abilityof the younger generation to care
for them is diminished. The situation of older women can be particularly
precairous. The younger generation will often lack the mateiral resources, and
sometimes the will, to offer any significant support to the older generations.

Epidemiological Transition
The notion of demographic transition is well known, that of epidemiological
transition less so. It stipulates that as a country develops socioeconomically,
her epidemiological picture changes as follows:
* from high to low infant mortality
* from communicable to noncommunicable diseases
* the advantage of females over males in longevity increases.

The current situation in developed countires is as follows:
* overall mortality continues to decline at a slow and often fluctuating pace,
often at later years of life;

* the male/female differentials remain stable or may even show signs of
reversal;

♦ the underlying causesof death change in vairable patterns; and
♦ certain communicable diseases emerge/reemerge as important causes of
death.
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Turkey is definitely undergoing an epidemiological transition but has not yet
reached the situation of the developed countires. Immediately atfer WWII,
the life expectancies for males and females were as low as 36.7 and 39.6
years, respectively. By 1995, they had increased by almost 75O/O reaching 65.1
years for males and 69.7 for females. Duirng this peirod, the femalemale gap
slightly widened to its current 4.6 years.

Although epidemiological data is unreliable, the picture with regard to the
most important causes of mortality is clear: in infancy  prenatal and
infectious diseases; in children aged 15 years  infectious diseases and their
complications, mostly associated with malnutirtion; in adolescents and those
in their early twenties  vairous types of accidents; in those aged 2544  heart
diseases and accidents; in those aged 4564  heart diseases and respiratory
disorders.

New and Old Problems

On the health scene, Turkey carires a double burden: "traditional" diseases
and "diseases of affluence". Despite the great improvements in the provision
of services as measured by the number of doctors, nurses, clinics and
hospitals (Table 4), infant mortality is still a major health problem.

Table 4: Average Number of Population per Health Care Provider in
1923 and 1990

Health care provider 1 923 1 990
Doctor 19,860 1108
Pharmacist 159,420 3552
Nurse/midwife 80,800 744

Although infant mortality has dropped from higher than 150 per thousand in
1960 to today's 45 per thousand, it is still high for a country with Turkey's
economic level and accounts for 50o/o of total deaths. The causes are largely
preventable or curable. There is also a great difference between regions
(Table 5).

Mortality of those under five is much higher than Turkey's economic
development would lead one to expect: Turkey ranks only 91st in the world
on this indicator. Some of the old scourges such as tuberculosis and malaira
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that seemed a thingof the past are reemerging. But Turkey also has her share
of such diseases as cancer and cardiovascular diseases. Uncontrolled urban
growth, industrialization and traffic are polluting the environment and giving
irse to new health problems. Some life styles, particularly smoking, and
dirving habits, are major contirbutors to mortality and morbidity.

Table 5: Infant Mortality by Region, 19911
Region Infant mortality
Western Anatolia 43
Southern Anatolia 55
Central Anatolia 58
Northern Anatolia 44
Eastern Anatolia 60
Turkey 53
1Source: Hancioglu, A. Data Sources, Patterns, Levels and CorrelatesofMortality
in Turkey.

Certain developmental factors are expected to have a clear impact on the
epidemiological situation. They include the GAP project, migration, further
 and largely unplanned and uncontrolled  urbanization and increasing
traffic. A biref look at someofthe problems illustrates the point.

Malaria
The GAP (SouthEast Anatolia) project is considered oneof the ten wonders
of the modern world. It will build several dams on the Euphrates and Tigirs
irvers, generate electircity and irirgate over 2 million hectares of land.

The project is likely to have epidemiological consequences. The GAP
Administration knows the possible impactof huge areas of irirgated ifelds on
the epidemiology of vectorborne diseases such as malaira, leishmaniasis and
even schistosomiasis. The Project is therefore cooperating with WHO and
other international agencies to assess the situation and to prevent and contain
potential problems.

Malaira was practically eradicated from Turkey by 1970 when only 1,263
cases were reported compared with 146,000 cases in 1945. This success led
to the belief that malaira was under control. The resources allocated to
malaira control were diverted elsewhere.
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In the mid1970s, an agricultural development project initiated in the
Cukurova Plain created conditions favorable for the proliferation of malaria
vectors. It also attracted many workers rfom the Eastern areas where malaria
was more prevalent. The combined result was a serious epidemic starting in
1977 in the provincesofAdana, Hatay and Icel, with 101,867 cases reported.

By 1990, with international assistance and WHO's help, the number of
malaria cases was reduced to 8,680 cases. Now the malaria situation is again
seriously deteriorating. By the end of 1994, the number of confirmed cases
reported reached 84,345. The number of cases in 1995 probably exceeded
100,000.

The majority of the cases (about 870/0) are rfom the GAP area and its
neighboring provinces although only a rfaction of the planned irrigation has
started. WHO is arfaid of a real malaria explosion because:
♦ There is already a large reservoirof cases (over 100.000; perhaps ten times
more than when the 1970s epidemic started);

♦ The GAP project and political development in southeastern Anatolia have
caused a huge population movement that facilitates the spread of the

■. infection;
♦ The increasing irrigation resulting rfom the GAP project will create
favorable conditions for the proliferationof the vectors;

♦ Rapid and unplanned urban growth will create favorable conditions
(stagnant water, cesspools, waste that can accumulate and maintain water)
for the proliferationof the vectors also in urban areas;

♦ The inrfastructure for malaria control has largely collapsed; and
♦ Turkey does not have the equipment and chemicals needed for control
activities nor the funds to buy them.

Should this scenario materialize, it will have major consequences for the
futureofthe GAP project and for the economyof the entire country.

Leishmaniasis
"Urfa pimple" (cutaneous leishmaniasis) disappeared rfom Turkey in the
1970s with the advent of indoor mosquito spraying to reappear in the
beginning of this decade. The health centers started recording leishmaniasis
in 1991. A total of 8,295 cases have occurred in at least six provinces
between 1991 and 1994. The majority have been children and have had
lesions in their face. The total figure for 1994 in Sanliurfa, the centerof the
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epidemic, was just under 4,000 (Fig 4). In MidMarch in 1996, I saw the
1,500th case duirng the first twoandahalf monthsof the year.If the trend
continues, the total numberof cases for 1996in just one health center will be
over 7,000, twice the 1994 total.

Figure 4: Leishmaniasis Cases in Sanliurfa by Year, 199119941
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1 Source: United Nations Development Project, GAP Project 7996.

The sex and age distirbution of cases suggest that transmission occurs in and
around the home, independent of occupation and at a time when both males
and females are present. The sandfly vector associated with human infection
is unknown although presumably it is a species that also feeds frequently on
other animals.

The MOH has requested WHO's help in prepairng a national strategy for the
controlof parasitic diseases, including leishmaniasis.
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AIDS
The ofifcial ifgures on HIV/AIDS for Turkey are very low, just over 300
registered cases. With its cumulative AIDS incidence per 100,000 people of
only 0.2, Turkey holds the 32nd place in European statistics, far behind
Monaco, Spain and Switzerland, the European leaders in this respect. The
figure for Monaco is 500 times higher than for Turkey.

These figures should not introduce any sense of complacency. In the ifrst
place, they are probably too low as registration is not complete. Secondly,
Turkey has just about all the ingredients for a rapid increase: foreign tourists
eager to engage in casual sex and locals eager to help them; migrant workers
who live alone abroad, are exposed to different cultural values, may frequent
prostitutes and then birng the infection back to their spouses or partners; big
population movements within the country with concomitant breakdown of
traditional social values; imported prostitution from some of the neighboirng
countires, etc.

Traffic Accidents
Uncontrolled urban growth, long distances, fairly high densityof automobiles
and careless dirving habits are a lethal cocktail (Table 6).

Table 6: Rates of Road Traffic Accidents and Fatalities in Selected
Countries, 19831

Country Accidents per thousand Fatalities per hundred
road motors vehicles thousand motor vehicles

Finland 4 34
Greece 11 88
Netherlands 8 29
Portugal 18 124
USA 14 25
(Former) Yugoslavia 15 152
Turkey 1_9 3J_8
*Source: :UNDP 1995

Turkey, Portugal, Greece and the former Yugoslavia are the European black
spots in trafifc safety. Turkey has the questionable distinction to be the
undisputed leader in fatalities.



Turkey  A Country at a Demographic Crossroads 63

Do Population and Health Policies Match the
Needs?
Turkey faces a demographic and an epidemiological challenge. The
demographic one may seem yet to come; the epidemiological one is already
here. How do the ofifcial population and health policies respond to these
challenges?

From Pro to AntiNatalistic Population Policies
Until 1965, the ofifcial population policy was pronatalistic. In the beginning,
it stressed the need to compensate for the human losses caused by WWI and
the War of Independence and to produce manpower for agriculture and
soldiers for the army. The measures to reach these goals included: accepting
the returnof Turks living outside the country; lowering the legal marriage age
(males 17, females 15); rewarding those with six or more children;
criminalizing abortion; prohibiting the import and sale of contraceptives;
establishing free birthing facilities; keeping orderly population records,
providing housing and economic advantages for immigrants; and taking a
census.

In the 1960s, Turkey entered an eraof planned socioeconomic development.
Population issues were important because they influenced economic growth.
Mortality had dropped but fertility continued to be high accelerating the
population growth rate. Illegal abortions and their fatal consequences were
common. The health of women was deteirorating. Urbanization was getting
out of control. There was clearly a need to take a new look at the population
growth.

In 1965, an antinatalistic policy was adopted. It focused pirmairly on the
economic implications of high fertility, paying scant attention to distirbution
of population in termsof age and space.

The new population planning law freed up the import of contraceptives and
made the MinistryofHealth responsible for education in, and implementation
of, population planning. It also called for the establishment of regional and
provincial population planning offices although the implementation of this
provision was slow. In 1982, family planning and MCH were integrated but
the services remained ineffective. Duirng the 1980s, emphasis shitfed to child
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health, assuming that an increased survival rate of children would
automatically reduce fertility.

Despite lip service to the new policy, political support was lukewarm until
recently. The implementation of concrete activities has suffered from a lack
of clear policy and of vetrical organization. The issue of aging is still
conspicuously lacking from the official population policies and plans.

Health Policy  Stress on Funding and Management
In 1992, the UN General Assembly requested all Member States receiving
UN assistance to prepare a Country Strategy Note. Turkey was the ifrst
country to do so. Although primarily prepared to guide Turkey's Cooperation
with the UN, the Note, approved in 1995, reflects the country's overall
priorities for socioeconomic development (Country Strategy Note. Turkey
(19951999)). It lists the following goals for the health sector:

Efifciency and productivity in health services are adversely affected
by weak coordination and cooperation among Turkish institutions,
insufifcient levelsof structuring in line with respective functions of
public bodies, as well as maldistributionofpersonnel and equipment.
Turkey needsUN assistance, including WorldBankifnancing for its
efforts inthe ifeldsofreducing regional disparities in health services,
decreasing infant, child and maternal mortality rates, enhancing
human resource development, establishing a Health Information
System, improving the tools for needs assessment, decentralizing the
health management system, undertaking costbeneift analysis of
health services, transferring the latest technologies, developing a
health ifnancing system in the wayof establishingofGeneral Health
Insurance System, improving nutrition and environmental health
services.

The only demographic goal in the health section of the Note is to decrease
infant, child and maternal motrality rates. There is, however, an other section
dealing with population. It reflects the current antinatalistic policies of the
Government:

Turkey places priority in this area for extension of maternalchild
health and family planning services to those segments of the
population in regions where a shortage of services exists, and
especially where fertility, infant and maternal mortality rates are
high. Research and educational activities in the population ifeld will
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be supported, periodical surveys dealing with population policies and
programs will be emphasized. Priority will also be given to training of
experts in the ifeld of management for population programs.
Necessary upgrading will be sought to rationalize the system of vital
statisticsand population census.

Many international agencies and bilateral donor agencies  e.g., World Bank,
WHO, UNICEF, UNFPA, the German GTZ, the American USAID and the
Japanese JICA  have supported these initiatives. Some of them, for instance
dratf legislation for human resources development, hospital reform and health
care financing, have reached the parliament but have not yet been passed.

Can Turkey Meet the Challenges?
Population aging is otfen seen as a crisis, a demographic time bomb ticking
relentlessly. It is, however, one of the real success stoires of mankind. It has
been the goal and result of public health, medicine, economic development
and social policies. This notwithstanding, it is also a challenge if societies do
not prepare for it.

Unless Turkey manages to reform its social and health insurances and their
funding, there may be no funds to provide services for the elderly when they
really start claiming them. In addition, there are already old people needing
social and health services. There are already rural villages with an increasing
number of lonely elderly. There are urban elderly whose families cannot
support them. There is evidence that the services available do not meet the
needs of the elderly. Mismatch is usually worst in the case of old people in
rural areas. The proper services are by no means exclusively medical.
Housing, income maintenance, maintenance of autonomy, culture, transport,
communication, social support and even agirculture may be more important
than health care in safeguarding the health and quality of lifeof the elderly.

As already noted, on the health scene, Turkey carires a double burden:
"traditional diseases" and "diseases of affluence." With regard to this burden,
there is no time to be wasted. The planned health care reforms have to be
implemented as soon as possible. With regard to the aging of the population,
there may be just enough time to overhaul the social secuirty system, to
establish a sound financing system and to plan a service delivery system that
meets the needs of the people and avoids the errors in overuse and misuse of
wrong and ineffective services that have occurred in many countires with a
much older population.
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The Elderly in Israel

Jenny Brodsky1, M.A.

♦♦♦♦♦♦♦♦♦♦♦:♦♦♦

Introduction
Patterns of care for the elderly in Israel have their origin in the mix ofmodern
and traditional values that are Israel's foundation. "Israel does not ift the
standard classification of a traditional society, or of a developing society, or
of a modern Western society. By virtue of the region in which it lies and of
the composition of its population, it contains elements of all three. Its
successful blend of these elements has earned it the reputation of being a
paradise for sociologists and anthropologists and of being a living laboratory
for social experiments" (Brodsky and Bergman, 1993, pp.165).

One expressionof this blend of societies is the mixture ofmodern aspirations
for a higher standard of living which have propelled industry, education, and
technology into the 21st century, with traditional expectations of familial
accountability and commitment.

This paper will present data on the sociodemographic characteristics of the
elderly in Israel as well as projections for the future and examine the needs of
different groups in this population.

Such information is critical if policymakers and service planners are to
develop appropriate services and use resources efficiently and if countries are
to learn from each other about new and more efficient ways of serving the
elderly.

' Head of Research Program on Aging, JDCBrookdale Institute, Jerusalem, Israel
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The Aging of Israeli Society
By the end of 1995, there were 537,500 people aged 65+, representing 10o/o
of Israel's total population, compared to only 3.80/0of the total population in
1948. In other words, the percentage of elderly in the population has almost
tripled since the establishmentof the State. Moreover, Israel's relatively high
birth rate masks phenomenal growth in the absolute number of elderly: Since
1955, this population has increased sixfold, while the general population has
increased threefold (see Figure 1). In other words, the rate of increaseof the
elderly population is twice thatof the general population.

Figure 1: Percentage Increase in Population, 65+, 75+ (Index, 1995=100)
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Sources: JDCBrookdale Institute's National Information Center on Services for the
Elderly and Central Bureau of Statistics

The rate of increase of those aged 75 and over is even greater  eightfold.
Thus, in Israel, as elsewhere, not only has the general population been aging,
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but the elderly population itself has been growing older. This trend which
began in the early 1970s, has not slowed and the proportion of those aged 75
and over continues to grow even faster than thatof the "young old". About
40^0 of Israeli elderly are 75+. The growth rate of this age group is four times
that of the youngold (aged 6474)  450/0 versus 11 0/o, respectively (Beer,
1996).

It should be mentioned that Israel is a very heterogeneous society composed
of groups that differ in norms, traditions, and demographic structure: The
Jewish population (ft/% of the total population) is composed of people of
AsianAfircan origin and people of European and American origin; the
nonJewish population (19*^0 of the total population) is composed of
Moslems, Christians, Druse and Circassians. The aging patterns of these
groups have contirbuted differently to the aging of Israeli society. Therefore,
the figures provided in this paper represent an average of each group's
relative influence.

Three factors play a major role in the aging of Israeli society: a decline in the
fertility rate, an increase in life expectancy and immigration.

The main source of population aging in Israel, as in other Western countires,
has been a decline in the fertility rate  from 3.9 in 1955 to 2.9 in 1995
(Central Bureau of Statistics, 1956, 1995). However, because this rate has
remained relatively high in Israel, the percentage of elderly is still relatively
small and not expected to reach the high levels which are projected for other
developed countires.

An increase in life expectancy has also had an affect on the age structure of
the population. Life expectancy at birth has increased by 11 years in less than
50 years, reaching 75.5 for men and 79.4 for women. It is interesting to note
that Israeli men have the third longest life expectancy in the world. Israeli
women, however, are in about twentieth place. The fouryear difference in the
life expectancy of men and women in Israel is more typical of developing
countires than of developed countries. This is due primairly to a lower
incidence of heart disease and cirrhosis of the liver among men, and a higher
incidence of cerebrovascular disease among women (Eisenbach and
Sabatello, 1991).

As in other countires, the main reason for the increase in life expectancy has
been the decrease in child and maternal mortality. However, as the level of
infant mortality in Israel is already relatively low, the gains in life expectancy
are largely becoming a result of a decrease in mortality among older segments
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of the population. Israel is among the leading countries with regard to the
longevityof the aged: The life expectancy at age 65 is 15.7 years for men and
17.7 for women. Life expectancy at the age of 65 has increased by 180/0 on
average for men and women over the past 20 years, compared to an increase
of only 10/0 in life expectancy at birth (see Figure 2).

One crucial factor affecting the age structure in Israel is immigration. Since
1948, immigration has been a vital factor in Israel's continued growth. Israel
experienced four successive waves of largescale immigration between 1 948
and 1 980, and the composition of these cohorts has had an impact on the age
structureof the population. In the past, the immigrant population tended to be
relatively young, thereby having the effect of slowing the rate of aging of the
overall population (Brodsky and Bergman, 1993; Habib and Tamir, 1995).

Figure 2: Life Expectancey at Birth and at Age 65 (Vo)
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Sources: JDCBrookdale Institute's National Information Center on Services for the
Elderly and Central Bureau of Statistics

However, between 1989 and 1995, a new wave of about 550,00 immigrants
arrived from the former Soviet Union. The age structure of this wave of
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immigrants differs from that of previous ones: these immigrants are older
than the general veteran population (160/0of the immigrants are aged 65 and
over, compared to 10"M>of the veteran population); and therefore contribute
significantly to the growth in the number of elderly. The projected rate of
increase in the number of elderly people for 19952003 is 1 60/0, with the
recent wave of immigration from the former Soviet Union contributing 400/o
to this rate (Beer, 1997).

The influx of elderly immigrants into Israel since 1989 has also augmented
the cultural heterogeneityof Israel's elderly population. Approximately 94)/'b
of the elderly population are Jews, while the remaining 60/0 of Israel's elderly
are nonJews (Moslems, Christians and Druse). Among the Jews, only 60/0
were actually born in Israel, while 26'//0 were born in Asia and Africa (e.g., in
Morocco, Yemen, Iraq, India), and 68^0 in western and eastern Europe, and
North and South America.

A very important factor in discussing the impact of aging is the extent of
support available to the elderly. Broad changes in the age structure of the
society are reflected in changing societal support ratios (Kinsella and
Taeuber, 1993). These ratios indicate the number of youth and/or elderly
persons per 1 00 persons aged 20 to 64 years, principal ages for participation
in the labor force. The "elderly support ratio" (persons 65 and over per 100
population aged 20 to 64) in Israel has increased from 10 in the early 1 960s to
nearly 19 in 1994 (see Figure 3). In contrast, the "youth support ratio"
(persons under age 20 per 100 adults aged 20 to 64) has declined.
Consequently, the "total suppotr ratio" (youth plus elderly in relation to the
workingage population) has declined, and currently stands at 94, compared
to 98 in the early 1960s (Central Bureau of Statistics, 1962, 1973, 1984,
1995), and is expected to decline over the next decade (Beer, 1997).

A decrease in the propotrion of children, who are dependent and major users
of social resources, does not necessarily balance the increased need for
resources generated by the growing propotrion of the elderly in the
population. Not all elderly require suppotr, however, and not all workingage
people actually work or provide direct suppotr to elderly family members. At
the same time, workers do provide indirect suppotr through taxes and social
welfare programs. Thus, these statistics are only rough indications of the
overall suppotr burden on workingage adults (Kinsella and Taeuber, 1993(.
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Figure 3: Youth and Elderly Support Ratios  Youth Ratio: 019/2064
Elderly Ratio: 65+/2064 Total Support Ratio (019) + (65+)/2064
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Estimates of Disability Among the Elderly
One of the most important ifgures for the development of services for the
elderly is the number and proportion of disabled elderly. Compounding the
increase in the elderly population is the proportionally greater increase in the
number of elderly who are disabled (i.e. who need assistance in personal care
activities such as washing, dressing and eating). It is very interesting to note
that the disability rates among the Arab and immigrant elderly populations are
far higher than thoseof the veteran Jewish elderly population  22IM>, 14)/'6
and 80/0, respectively (Beer, 1996).

The changes that have taken place in the age, gender and ethnic composition
of Israel's elderly population have contributed to the increase in the number
and proportion of disabled elderly. During the past two decades, the number
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of disabled elderly has grown rapidly  to more than 2.5 times what it was. In
1994 there were 68,000 disabled elderly in Israel, constituting about 130/0 of
all elderly. By the year 2005, the number of disabled elderly people is
expected to have increased by more than 500/o, raising the proportion of
disabled elderly to 1 60/0 of the elderly population. Thus the increase of the
disabled elderly population is expected to be twice that of the total elderly
population (see Figure 4) (Beer, 1996). The implications of these figures are
clear  just to maintain the current amount and standard of services  not to
mention improving or expanding them  requires increasing the allocation of
resources.

Figure 4: Percentage Increase in Elderly (65+) and in Disabled Elderly
(Index, 1980=100)
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Selected SocioEconomic Characteristics of the
Elderly

Education: In most societies, the proportion of people without formal
schooling is higher among the elderly than in other age groups. In Israel, too,
the elderly population is still characterized by a relatively high percentage
(140/0) without formal education. By way of contrast, among people aged 15
and over in the general population in Israel, there has been a decrease in the
numberof those lacking formal education  from 160/0 in 1961 to 40/0 in 1995.

With regard to education, there is great disparity in the elderly population
between men and women, and between ethnic groups. The proportion of
women without schooling is more than twice as high as thatofmen (170/0 and
80/0, respectively). This phenomenon is even more pronounced among the
elderly in the Arab sector: 370/0 of the men and 70<M> of the women lack
formal schooling.

However, Figure 5 shows that there has been a significant improvement in the
educational level of the elderly. The proportion of elderly without schooling
has dropped from 340/0 in the 1960s to 140/0 today and, at the other extreme,

Figure 5: Formal Educationof the Elderly in Israel (Vo)
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the proportion of elderly with higher education (13+ years of schooling) has
increased from 7.50/0 in the 1960s to 18.50/0 in 1994. This may be indicative
of an improvement in the socioeconomic situation of the elderly and may
also have implications for the kind and extent of social support services
needed.

Labor Force Participation: Although the proportion of elderly people in the
labor force is declining, it is still relatively high compared to other Western
countires. In 1995,llo/oof those aged 65 and over were still employed (180/0
of the men and 60/0 of the women); among the elderly aged 6569 the
proportion reached 1 80/0. In general, as in other Western countires, the
proportionofmen in the labor force is decreasing  not only for those 65+ but
for those 55+. In the 1960s, about 800/o of the men aged 5564 were in the
labor force, compared to 660/0 in 1994. In contrast, the proportion of women
aged 5564 in the labor force has increased from almost 170/0 in the 1960s to
310/0in 1994(seeFigure 6).

Figure 6: Labor Force Participation Ratesof the Elderly (D/o)
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The participation of the elderly in the labor force is important not only
because it is an important source of income, but because work enables the
elderly to feel they are making a contribution to society and prevents
alienation and isolation. Since "worth" in society is increasingly based on
productivity, elderly persons may suffer a decline in social status; finding
appropriate solutions to this situation represents a new challenge in our
society.

Informal Support System: Family relations greatly influence the wellbeing
of the elderly and provide support that may prevent, postpone or decrease the
need for formal services.

The extent of informal support provided to the elderly depends on a number
of factors: the family statusof the elderly person, his living arrangements, his
proximity to family members, the availability of a primary caregiver in the
family, and so forth. Elderly men enjoy greater access, at least potentially, to
informal support than do elderly women. Approximately 60o/o of the elderly
are married, and twice as many elderly men as women. Unsurprisingly, the
proportion of elderly women who live alone is more than three times higher
than that of men. The total percentage of elderly people who live alone has
increased  from 120/0 in 1961 to 240/0 in 1995  while the percentage of
elderly people who live with a child has decreased  from nearly 500/0 in
1961 to about 180/0 today. In Israel, Arab Israelis and recent immigrants from
the former Soviet Union are more likely to live with family than are veteran
Jewish Israelis (Azaiza and Brodsky, 1996; Naon, King and Habib, 1993).
Close to twothirds of elderly immigrants live with family, 50o/oof them with
their children (Strosberg and Naon, 1997). A similar trend exists in the Arab
sector: 680/0 of elderly Arab Israelis live with family, 570/0 of them with their
children. While it is still true that more Arab elderly live with their children
than do Jewish elderly, it is worth noting that the percentage of Arab elderly
who live with their children has decreased  from 710/0 in the early 1970s.
Thus, while it appears that the immigrants and Arabs have greater access to
informal support  for entirely different reasons, which cannot be elaborated
here  we may expect that these populations will increasingly ift western
models, as does the veteran Jewish population.

These findings do not necessairly indicate a lessening of family willingness to
provide help and support. Most of Israel's elderly have an informal support
system. The majority of them have at least one child, and the overwhelming
majoirty of them are in close contact with their children (Brodsky and Naon,
1991; Noam and Habib, 1992). Family structure has remained fairly
traditional in Israel. Thus while Israel's socioeconomic structure moves ever
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closer to that of developed countires, its value system is still like that of some
developing countires (Brodsky and Habib, 1997; Noam and Habib, 1992).
Many families desire and expect to keep elderly relatives at home, caring for
them themselves.

At present, the vast majoirty (more than 950/0) of the elderly live at home;
only A.5% reside in longterm care institutions. Even among the disabled
elderly, 760/0 live at home. It is clear that without a strong family
commitment, no society can offer viable community options for the disabled
elderly. In addition to providing emotional support, research has shown that
pirmary caregivers of disabled elderly invest between 2045 hours a week in
the actual provision of care, depending on the elderly person's level of
disability (Brodsky and Naon, 1993). In fact, 800/o of assistance to disabled
elderly is provided by family. Families are confronted with many
responsibilities when meeting the needs of an elderly relative while
continuing to fulifll obligations to their jobs and families. Several studies
conducted in Israel on the effect of caregiving have found that the vast
majority report that the burdenof care is too great (Brodsky and Naon, 1993).

Moreover, the increasing number of women joining the labor force (who
represent the majority of pirmary caregivers  Brodsky, Sobol et al., 1991),
coupled with the desire of the formal service system to maintain elderly
people in the community, has induced policymakers to address the needs of
families and to alleviate some of this burden. During the past decade a fair
number of services, some of them quite innovative, have been structured to
complement the informal support system available to most elderly, with the
aim of balancing limited public resources with family resources and
maintaining a balance that will benefit both the elderly and their families
(Morginstin, 1984; Morginstin, Baich et al., 1992; Habib and Factor, 1993;
Brodsky, Kaplan and Barnea, 1995). While innovative, these solutions are far
from comprehensive. Moreover, the gap between needs and services has not
been sufficiently birdged and raises questions about the direction service
development should take. Finally, the service system in Israel is challenged
by the need to adapt to the patterns of care and expectations specific to each
of Israel's ethnic and cultural groups.
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The Palestinian Elderly
Edmund Shehadeh1, B.A. Nora Kort2, B.A.

♦♦♦♦♦♦♦♦♦♦♦♦♦

Introduction

The Palestinian community in the West Bank and Gaza has long been
aspiirng and struggling for selfreliance and independence. For many years
there were relentless efforts to create services for the elderly. However, these
were inadequate, mainly because the issueof the elderly wasn't a piroirty.

In the absenceof national sovereignty, the Palestinian community was deeply
absorbed in its national struggle. Now, the Palestinians are in a transitional
stage following the signing of a Peace Accord in Madird in 1993, and Oslo II.
The ambiguity which otfen accompanies such an initiative has created
instability coupled with insecuirty. Unfortunately, the vulnerable and
disadvantaged sectors of the population are usually the most affected, the
elderly in particular.

There are no national data on Palestinian senior citizens. However, some
attempts were initiated by the United Nations Economic and Social
Commission for Western Asia (ESCWA) for its Cairo meeting held in
October 1993, with the specific purpose of developing policies and programs

1 Bethlehem Arab Society for Rehabilitation (BASR), Bethlehem, Palestinian
Authoirty

2 Aid to the Aged (ATTA), Palestinian Autonomous Area
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for the elderly in the ESCWA Region. Another small study was initiated by
Aid To The Aged (ATTA), a nonprofit Palestinian nongovernmental
organization (NGO), with the aim of designing pilot programs and services
for Palestinian elderly in the country.

We are now at a crucial moment that requires joining forces ofr
EuroMediterranean cooperation for the sake of better policies, proper
research studies and sustainable projects to improve the quality of lifeof the
elderly in the region and, hopefully, to establish unified regional standards.

Overview: Demographic and Socioeconomic
Characteristics
The West Bank and Gaza were under Israeli military occupation for 28 years
(June 1967). This military rule had drastic dedevelopmental consequences
on most Palestinian aspects of life.

The Palestinian quality of life and basic human services to the elderly and
disabled (the subject of this paper) suffered tremendously. In addition, the
last nine years witnessed a long seires of economic and social disasters. This
particular peirod began with the Intifada in 1987 and was further affected by
the Gulf War  with the loss of wage remittances and donors' support from
that region, inflation in Israel, the instability of the transition to Palestinian
Autonomy, and a cycle of closures initiated in 1993. The last closure, now in
its sixth month, has had the most severe economic repercussions and
damaging results. Under these circumstances, vital services fall short of
meeting the basic needsof the vulnerable sectorsof the population.

The Palestinian nongovernmental organizations (PNGOs) have played (and
still do) a key role in providing support. They are assisted by international
nongovernment organizations (INGOs) which have been present here for
many years, with new ones emerging since the transfer of power to the
Palestinian National Authoirty (PNA). Most NGOs work in general towards
building the Palestinian infrastructure complementary to the Palestinian
Authoirty in the autonomous areas.
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This study covers Gaza and the West Bank, including East Jerusalem. The
Palestinian population is approximately 272 million (since the transfer of
power to the PNA). Approximately one million persons live in Gaza and one
and a half million reside in the West Bank. The Palestinian population is
young and rapidly growing. About 470/0 are under the age of 15, and about
5*^ are over the age of 60. The birth rate is in the range of 42.9 per thousand
in the West Bank and 46.3 per thousand in the Gaza Strip with an annual
growth rate of 5o/o and a sex ratio of 98 males to 100 females (Bir Zeit
University, Community Health Department Statistics). The estimated death
rate for 19931996 was 6.1 per thousand in the West Bank and 5.2 per
thousand in Gaza. The numberof elderly people was estimated to be 100,000.

In general, the Palestinian territories have a transitional epidemiological
pattern with decreasing mortality and morbidity caused by infectious diseases
and increasing mortality rfom chronic diseases. The change in life style
which is underway will probably be accompanied by an increase is the
incidence of socalled modern diseases such as coronary diseases, diabetes
and cancer. At this stage, life expectancy is calculated at 66 years for women
and 63 years for men. However, with the relative improvement in medical
services and progress in the medical ifeld, life expectancy is projected to
increase substantially. Consequently, by the year 2000, there will be more
elderly people than the number we have today. This increment will
undoubtedly require additional services, including nursing homes, home
health care, social support, meals on wheels and even community day care
programs for the elderly.

According to ATTA's 1993 pilot study (Sansur and Kevorkian, 1993),
approximately 2S^/0 of the Palestinian population is covered by health
insurance, primarily medical treatment, especially hospitalization. Those
mainly insured are government employees, retirees etc. Those that can
purchase their health insurances do so to secure hospitalization. However, not
every elderly person has health insurance. The vairous Social Welfare
Departments in the West Bank provide meager assistance to approximately
2100 social cases. This is indicativeof the vital role the PNGOs have to play.
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The Palestinian Elderly  Facts and Figures
Existing data and literature about the Palestinian elderly are very limited in
both substance and scope. Public interest in the elderly was minimal for a
long time due to several reasons:
a) Traditionally, family ties among members of the extended family are so
close that the members of the younger generation feel it is their ethical
obligation to care for their elderly. In the absence of a national social
security system that provides care for the elderly, the Palestinians have
built within their social structure an alternative system whereby the young
fully care for their aged. Aging parents usually live in the homes of their
children, who are readily available to serve them. No matter how bad their
physical and/or mental conditions are, parents and grandparents are highly
respected and their dignity is always preserved. Unfortunately, in recent
times this phenomenon has been diminishing.

b) Since the Palestinian population is young, public interest has always been
directed towards that segment of the society. National and international
agencies have concentrated their efforts and resources on developing
services for the younger generations in terms of schools, training centers,
maternal and child health clinics, immunization programs and others, thus
neglecting the development of services for the elderly.

c) Increased economic hardships and limited resources necessitated the
piroirtization and planning of activities according to competing demands
for resource allocation. Amidst the socioeconomic and political upheavals
resulting from occupation, the development of services for the aged was
not a top pirority.

d)There is a lackof public awareness about the special needsofthe elderly.

e) There is an absence of a national planning agency that includes, among its
other activities, the planningof services for the elderly.

Despite this situation, there is evidence of increased public interest in the
elderly during the last few years. More and more national organizations are
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cateirng to the elderly within their existing structures. Among these
institutions is the Aid To The Aged (ATTA), established in 1990 and located
in Jerusalem. It is a national organization aimed at promoting the welfare of
the elderly and increasing public awareness about their special needs.

The elderly problem is particularly evident in the central region of the West
Bank i.e. East Jerusalem, Ramallah and Bethlehem. In order to assess the
conditions and needs of the Palestinian Elderly, ATTA conducted a study in
1992 that included cities, towns, villages and refugee camps in the West
Bank. A questionnaire was administered by 90 volunteers, including
university students, health educators and communitybased rehabilitation
workers who interviewed the elderly.

The study used the Nominal Group Technique, a technique that is often used
to identify the needs and piroirties as perceived by the participants. The
study sample consisted of 340 elderly people whose ages ranged from 60 to
90 years, chosen randomly rfom three different geographical distircts
representing the vairous geographical areas in the West Bank and East
Jerusalem, with a distirbution of almost one third rfom each area.

Instruments used:
A questionnaire was constructed specifically for the purpose of this study
which took into consideration the cultural characteirstics of Palestinian
society. The questionnaire consisted of eight sections including: questions on
general information, living and housing conditions, and economic conditions
which measure income, expenditure, and forms of financial aid. Health
conditions and social conditions were also taken into account, as well as
psychological status and physical functioning. In addition to interviewing the
elderly, observation was also used, especially when assessing housing and
living conditions.

Results of the study indicate that the majoirty of theelderly's needs,
problems and obstacles are related to the lack of a basic inrfastructure of
services for the elderly, including health insurance, social support, nursing
homes and recreational activities. The problems were perceived by the
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participants as resulting rfom the lack of a responsible national body
responsive to the needs and concernsof the elderly.

Resultsof the study can be summarized as follows:
l)In response to the question related to housing conditions, 32O/O of the
participants perceived their housing conditions as very bad while 350/0

regarded them as modest. During the home visits it was noted that31 0/o of
the participants were living on their own, and 450/0 of the homes visited
were not sufficiently ventilated.

2) In response to the question on the provision of basic needs like water,
electricity and cooking gas, 340/0 had none of these and 170/0 had some of
these. In terms of second level needs like cold water, hot water and
television, it was observed that 47O/O had none and 220/0 had someof these.

3) It was observed that the economic conditions of the elderly were lower
than average and that more than 450/0 did not receive any social support or
assistance.Of those who did actually receive assistance, 440/0 perceived it
as insufficient. Elderly who lived alone received at most only the minimal
welfare allotment of NIS 96 (approximately $30) in the West Bank and
NIS 80 in Gaza, while the cost of food had risen 80/0 since November
1995, (World Food Program, 791996).

4) Sixtyfour percent of the participants had no health insurance. They
received medical care rfom charitable PNGOs such as the Red Crescent
Societies and other health care organizations.

5) With regard to the need for support in activities of daily living (ADL),
about 70/0 of the participants perceived they needed assistance in eating,
drinking, toileting and getting dressed. Only 90/0 said they would like to
enter an institution. It is worth noting that there are few residential
institutions, due to lackof funding.
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6) In response to the question about how they feel in general and about any
changes which have occurred in their lives, 690/0 expressed dissatisfaction.
Reasons for this dissatisfaction included loneliness and a feeling of being
unproductive, without any role to play in society. About730/o believed
their social status had deteirorated, 84O/O considered their psychological
state had worsened and830/o stated that their economic conditions had
declined.

In response to the findingsof the Nominal Group Technique survey one may
conclude that the following steps need to be taken:
a) Promote public education and awareness about the elderly.
b) Encourage volunteers to work in the serviceofthe elderly.
c) Protect the elderly, particularly those living on their own, by enrolling
them in some sort of a social secuirty system.

d) Improve services for the disabled.
e) Reinforce independence for the elderly.
f) Build a clearly identified framework of services for the elderly.
g) Encourage participationof the elderly in different social activities.

It is important to realize that the above ifndings and recommendations have
the following implications:
1) There is definitely a need for further extensive studies and followup on
the situation of the elderly in order to better assess their problems and
needs and stimulate community awareness.

2) Planning of services for the elderly should be done at a national level and
by a representative national body that is responsive to the elderly's needs
and piroirties. This body should plan, monitor, implement and evaluate the
services and programs according to the needs.

3) There is a need for a systematic approach when planning for the elderly
that takes into consideration the continuous and rapid changes in the
demographic and socioeconomic aspectsof Palestinian society.
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Existing Services for the Elderly
Existing services for the elderly take many forms, including residential
homes, day care centers, individual social and financial assistance, health
services, recreational activities and mealsonwheels. A brief description of
some of these services follows.

Residential Homes
There are 14 facilities in the West Bank serving as residential homes for the
elderly with a total bed capacity of about 419 beds. These facilities are
concentrated in the central region, namely, East Jerusalem, Bethlehem, and
Ramallah. In the Gaza Strip there are three residential homes with a total bed
capacity of 104 beds.Of allof these homes, seven are exclusively for women,
one for men, and nine for both men and women. At the time of this study,
occupancy rates in these homes were 820/0 for the West Bank, and
surpirsingly, only 40o/o for the Gaza Strip.

Many of these institutions charge according to a sliding scale where indigent
people are admitted at no cost to themselves or to their families. Here, it is
important to note that the Palestinian elderly who come from Jerusalem have
an advantage over the elderly from the West Bank or Gaza Stirp. In addition
to the other benefits they receive from the Israeli Social Secuirty Department,
like free health insurance, they also receive a monthly allowance in the range
of $350 (approximately NIS 1100). Consequently, those who reside in
nursing homes can use this allowance to pay for their residential fees.

As for the United Nations Relief and Works Agency for Palestine (UNRWA),
it has neither a residential home for the elderly nor any specific programs or
services directed solely for the elderly. This is in spite of the fact that
UNRWA is recognized as the agency responsible for the care and welfare of
Palestinian refugees. However, within its other established services, UNRWA
does provide assistance to the elderly. Occasionally, it gives financial support
and/or food subsidies to the refugees, which include elderly people. Also, if
an elderly person is a registered refugee, he or she may have access to free
medical care within the UNRWA setup, which includes hospitals and
outpatient clinics.
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Day Care Centers
The concept of day care centers for the elderly is not welldeveloped. There
are only four such centers, two in Jerusalem, one in Tulkarem serving men
and women, and one in Beit Jala solely for men. Participants at these centers
join each other on a daily basis for social and recreational activities.
Whenever the case requires, elderly attending these centers receive medical
checkups and treatment.

Community and HomeBased Programs
Eleven national and religious organizations were identified as having
community programs and services tailored to the needs of the elderly. The
majority of these organizations are located in the central region with ifve in
Jerusalem, three in Bethlehem, two in Ramallah and one in Tulkarem. The
geographic distribution of these organizations confirms our initial
observations that the elderly in remote areas have closer family ties than
those living in big cities. The closer the family ties are, the less services the
elderly need outside the family home.

The services offered by the organizations are of vairous kinds and include:
Financial support and assistance; food subsidies; medical care  including
physiotherapy and dentistry; support in medical aids such as wheelchairs,
walking aids, etc.; social visits by volunteers; recreational activities and
social support; hot meals; and help at home and in activitiesofdaily living.

Status of Palestinian Elderly

The general status of the Palestinian elderly is far rfom being good or even
satisfactory. As part of the Palestinian population, they suffer rfom the
current socioeconomic conditions and political situation but to a greater
extent. It is well known that in situations of conflict the most affected sectors
of the society are the disadvantaged groups that include, in our case, children,
women, disabled and the elderly. To better understand the general conditions
of the elderly, we need to have a closer look at their health, psychosocial,
and economic conditions.
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Health Status
The health status of the Palestinian elderly is not only bad but appears to be
deteriorating. The lack of a social security system and national health
insurance hinders the accessibility of the elderly to the health care system.
Furthermore, the community hospitals have no specialized geriatirc wards
that cater to the medical needs of the elderly. In general, specific medical
services for the elderly are completely neglected in the Palestinian health
services setup. There are no preventive medical services for the elderly, no
adequate health programs, and no nutirtional services. As a result ailments of
the elderly are on the increase. The major diseases encountered by the elderly
include: Coronary and cardiovascular diseases, including hypertension,
arteiropathy and heart attacks; neurological diseases and degenerative
diseases such as Parkinsons; metabolic diseases such as diabetes and gout;
and muscularskeletal disorders such as osteoarthirtis and osteoporosis.

PsychoSocial Status
Social status, which can significantly effect the psychological wellbeing of a
person, is declining for the Palestinian elderly, particularly for those of the
middle and lower classes. The general political situation, and the lack of
adequate services for the elderly, accompanied by decreased family interest
and involvement, have all contirbuted to the decline in the psychosocial
status of the elderly. To summairze, factors affecting psychosocial status of
the Palestinian elderly include: Lack of employment and the absence of the
concept of volunteeirsm; severe shortages of daycare centers that would
encourage the elderly to get together and socialize in a peer group (especially
in cities and towns); lack of involvement in social activities due to financial
constraints; absence of a social secuirty system, thus forcing the elderly to be
financially dependent on others, mainly family members; and absence of an
association that represents the elderly and promotes their irghts.

Economic Status
The economic situation of the elderly in Palestine has been in continual
decline, due to the continuously declining economic situation prevailing in
the autonomous Palestinian terirtoires. This particularly affects the elderly
population who have no regular income rfom any source. Those residing in
the Jerusalem area who are automatically enrolled in the Israeli social
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security system are an exception. But the majority of elderly depend totally
on the support they get rfom family members or rfom charitable nonprofit
organizations .

Here, it is important to acknowledge the fact that not all elderly are content to
depend on charity, which can negatively affect their psychological status, but
seek to earn their income. This raises other possibilities beyond the approach
which implies that some forms of social welfare and institutional protection
(nursing homes) is the answer to the needs and satisfactionof the elderly.

Attitudes towards the Elderly
The question of attitudes is perhaps one of the most crucial elements
determining the success or failure of programs aimed at promoting the
wellbeing of the elderly. This includes the attitudes both of society and of
the immediate family.

Attitudes of the general public towards the elderly are rooted in the history,
religion, social values and traditionof the Palestinian people. The elderly are
usually given due respect and assistance in many facets of life. For example,
in public transportation ,a young person is expected to offer his or her seat to
the elderly. The elderly are viewed as wise people with vast experience in life
who have done a lot for society. People listen to them and very often act
according to their advice.

The attitude of the family is also one of great respect. Parents and
grandparents are usually cared for in the best possible way by their offspirng.
Children view their elderly relatives as the source of their existence without
whom they wouldn't have come into life. They feel it is their obligation to
care for them as well as to preserve their dignity. Traditionally, it has been
socially unacceptable to neglect one's parents or grandparents. Even the very
idea of sending one's parent to a nursing home carires a social stigma.

These are probably the reasons why services for the elderly, particularly the
establishment of nursing homes, were not given a piroirty within the
Palestinian society. Unfortunately, this scenairo is changing. Some people
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now consider their elderly relatives as a burden to the family and keep them
in isolation. The public is clearly losing the moral value inherited rfom our
tradition to respect the elderly. While one could readily point an accusing
finger at such a growing negative attitude of the general public and of the
direct family members, it is fair to assume that the 28 years of military
occupation and its effects in terms of increased economic hardships and
changes in the social beliefs and morals, have all played a part in this
growing negative attitude.

Specific Problems and Constraints
We have seen how the general socioeconomic and political situation
prevailing in the territories has affected the development and provision of
services to the elderly. However, there are other specific problems and
constraints that need to be considered when planning for the elderly. These
include:
1) Studies and data pertaining to the elderly are, at best, inadequate.
2) There is a lack of community awareness about the important role the
elderly can play in society.

3) There is a lack of trained personnel  geriatircians, social workers,
psychologists, occupational therapists, recreationalists and other staff  to
work with the elderly. Also, the salary scale for those who do work with
the elderly are currently well below those of their counterparts in other
sectors, thus inhibiting their recruitment to this ifeld.

4) There is no national body to plan and coordinate programs and services.
5) Negative changes in public and family attitudes have occurred.

Lessons from the Past
Traditional efforts to care for the elderly have indeed been very successful
and a matter of envy by the West. The Arabs are known for their family ties
and the closeness of extended family members to each other. The assumption
that the irght place of the elderly is in nursing homes away rfom their family
is a fallacy. Copying the expeirences of Western societies where they have
failed to maintain the family as one unit will have seirous implications for our
family structure and create the irsk of losing traditional and values. Trusting



96 Coping with the Frail Elderly

to traditional values, we need to build on our own experience, according to
our own philosophy and history.

Guidelines and Recommendations

As a result of this preliminary assessment study, some major opportunities
for improvement have been identified. All require further detailed planning
and intense effort for successful implementation. They include:
1) Establish communication channels with parties concerned with the care

and welfareofthe elderly.
2) Collect available data and documentation to develop a profile of the

elderly in the region.
3) Encourage families to accept, love, and respect their elderly. They should

know that the normal place for the elderly is in the family among its
members.

4) Encourage college students to enroll in social sciences that emphasize the
care and serviceofthe elderly.

5) Promote the conceptof volunteerism in the serviceof the elderly.
6) Work to expand the day care centers that provide social and recreational

activities.
7) Initiate a social secuirty system as well as rfee health insurance for the

elderly.
8) Introduce geiratirc wards in community hospitals.
9) Increase community awareness about issues related to aging through

workshops, seminars, and disseminationofwirtten mateiral.
10) Create a Palestinian Elderly Association that would put forward a

national comprehensive plan delineating the irghts of the elderly in our
society.

Obviously these guidelines are not a panacea for such an understudied area.
Moreover, each of these points is not new in absolute terms. Yet, these
guidelines highlight the key points ignored for so long.

Community involvement is essential for the success of future services for the
elderly. From this podium we would like to announce that Aid To The Aged
(ATTA) in conjunction with professors rfom the Universities of London and
Mansfield in England and Whitelaw Consultants in England, will be
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embarking on a 12 month study on disability and prevalent diseases of the
elderly in the West Bank and Gaza. ATTA is currently preparing the tools
and methodology. October 1996 is hopefully the startup date. This is a good
example of EuroPalestinian cooperation with a potential for more on
regional and international levels.
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Israel and Aging
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Demography
As in other Western countires, Israel's population is aging. For example, in
1948, the populationof the newly formed state comprised only 650,000 with
less than 5^0 over the ageof 65. Today, there are more than 6,000,000 Israelis
ofwhom nearly 10o/o are elderly (Habib and Factor, 1994). Thus, not only has
the relative number of elderly doubled, but due to massive waves of
immigration and to the aging of the population itself, a significant absolute
growth in the numberofthe elderly has occurred over the past several years.

In addition, the subgroup of "oldold" (75+) within the elderly population,
has increased even more quickly. It is precisely this group which consumes a
disproportionate amountof health and social services.

This increase in the number of elderly is expected to continue into the future.
For example, by the year 2005, it is projected that Israel will witness a further
irse (rfom 1994) of 250/0 in the number of elderly Israelis (Be'er, 1996). This
proportion translates into an absolute increase of almost 128,000 people, of
whom a significant minoirty will require the provision of both health and
social services.

In order to demonstrate the number of resources which will be required to
service this population, we will lookat just one calculation, that involving the
provision of longterm beds. Israel's rate of longterm institutionalization is

' Chief of Geriatrics, Ministry of Health, Jerusalem, Israel
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oneof the lowest found in developed countries (Suzman, Kinsella and Myers,
1992). At present, just under 5 per 100 elderly are institutionalized, in either a
"medical" bed (under the auspicesofthe MinistryofHealth) or a "social" bed
(Ministryof Labor). Using that percentage as a benchmark and assuming that
it will not rise, Israel will have to build at least 6,400 beds just to maintain the
status quo.

Health Care Services
The health care network in Israel is extensive and includes all of the usual
elements found in developed countries. Since the recent advent of the
National Health Insurance Law (in January, 1995), Israel has witnessed
significant changes in its health care structure (Rosen, 1994). All citizens are
covered by one of the four sick funds regardless of their ability to pay.
Financing is organized via a payroll tax on both employers and employees in
addition to separate governmental budgetary allocations. Coverage includes
both acute and rehabilitative services, including inpatient and outpatient care.

The monies are collected by the National Insurance Institute (social security
administration) and redistributed on a capitation basis to the four sick funds.
The capitation system is weighted strongly in favor of the elderly as the sick
fund receives four times the amount for a citizen over 65 years than for a
younger Israeli. Citizens have a free choice of which fund they wish to join
and may switch funds after giving several months notice.

What still remains outside of the responsibility of the sick funds and under
the direct care of the Ministry of Health is psychiatric care (presently being
transferred to the sick funds) and longterm institutional care, split as noted
above between the Ministries of Health and Labor. According to the Law, by
the beginning of 1998, responsibility for the longterm care services provided
by the Ministry ofHealth was meant to have been transferred to the four sick
funds. Unfortunately, for various reasons, this process has been frozen for
now.

In addition, the National Insurance Institute (Nil) is responsible for the
provision of personal home care services to the functionally impaired,
following the implementation of the Nursing Care Law in 1988. These
services (up to a maximumof 15 hours/week) are provided free to allof those
who meet the appropriate cirteria (based mainly on an assessmentof activities
of daily living by a public health nurse) (Cohen, 1988). At present, there are
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approximately 67,000 Israelis (100/o of those 65 plus) who receive such
services.

In addition, Israel's older citizens enjoy manyof the geriatric services offered
in other developed countries, including, the homecare services alluded to
above, mealsonwheels, senior's clubs and day centers, and respite care
(BarGiora and Kerem, 1995). What Israel lacks is a comprehensive network
of both inpatient and outpatient geriatric assessment units, designed to
provide medical, functional and cognitive assessments. As a result, and for
other reasons as well, there is a growing concern that a signiifcant proportion
of the frail elderly are not properly assessed by the current medical system,
despite its ability to look atfer their acute needs.

The lack of geriatric assessment is due, in part, to the fact that as a medical
specialty, geriatrics is still far from a popular option in Israel. For example,
only twoof the four medical schools (all with international reputations in the
more conventional medical ifelds) offer a mandatory ifnal year clerkship in
the subject.Of the two that do, one program is for one week only (Jerusalem)
and the other (Beer Sheva) for a more respectable three weeks.

While the number of boardcertiifed geriatricians stands today at around 100,
with nearly 70 in residency programs, estimates by the Division ofGeriatrics
of the Ministry of Health suggest a minimal need for 1 00 more geriatricians
for today's needs and at least 150 more over the next 10 years (Clarifeld,
1996). These estimates are based on the consultative model of what
constitutes a geriatrician (e.g. Canada or the United Kingdom), not the
American "primary care" model.

Efforts have recently been made to improve the situation of the medical
specialty of geriatrics in Israel. For example, several years ago, Eshel (The
Association for the Planning and Development of Services for the Aged in
Israel) initiated a program of providing funds to pay 50o/o of the costs of
training a geriatrician (4.5 years post internship). More recently, the Ministry
of Health earmarked funds for another 30 fulltime slots to the same end.
Unfortunately, despite these ifnancial inducements, some of the residency
slots are not yet iflled and those that are come mainly from the recent wave of
immigrants, whose Hebrew skills may still not be adequate and whose
previous medical training is dififcult to accurately assess. Very few young
Israelitrained physicians  immigrants or veterans  choose to specialize in
geriatrics.
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Lack of Continuity

As described above, there are many parties involved in the care of the elderly
(two Ministries, four sick funds, Nil). In addition, for historical reasons,
hospital care enjoys a much higher status than communitybased primary
care. As a result, there exists a serious divide between "town and gown"
which serves further to disrupt the efficient useof health resources.

For the independent, well elderly who require acute intervention, such as an
operation or care of an acute myocardial infarction, Israel's health services
work very well. However, as is the case in many other countries,
discontinuities in the system, simply from an administrative pointofview,
work against the frail "oldold" citizen. For example, the care of the not
atypical case of a mildly demented elderly lady who breaks her hip illustrates
this very well. If she falls at home, she may receive a visit from her primary
care physician or someone else delegated by the sick fund. If surgery is
required, the fund will take care of it, as well as her rehabilitation (if
attempted). However,if her trialof rehabilitation fails (or if it is not offered),
the patient may well require the services of a longterm bed to which one
must then turn to the Ministry of Health. If accepted and if the patient's
situation deteriorates to require a "complex nursing" bed (skilled nursing), the
responsibility for care shifts back to the sick fund.

With the planned transferof responsibility for longterm institutional services
from thatof the Ministry ofHealth to the sick funds, we expect the system to
be somewhat simpler, but discontinuities will remain.

Conclusion
Israel has come a long way in many fields since it attained its independence
48 years ago. Enormous strides have been made in all social fields, especially
health. Israel's child and maternal mortality rates are among the lowest in the
world and its life expectancy (at birth) among the highest. Over the past 10
years, massive resources have been directed towards the elderly, originally to
provide the institutional resources needed to bring Israel up to the low end of
the spectrum of such needs found in the West, and, more recently, to establish
services in the community. Over the next decade, further investments will
need to be made towards the continued provision of longterm services, with
an added push towards outpatient and geriatric assessment services. These
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investments will need to be directed not only towards mateiral resources, but
towards human resources as well. Geiratircs as a medical specialty will need
to be strengthened and further encouraged. Certainly Israel which has met
many challenges in the nearly ifve decades of her existence, will not let her
older citizens5 down.
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Vertical Integration of a ץ11חו1וזווח00
Geriatric Care Program

RobertHammermanRozenberg , M.D.
Aaron Cohen2, M.D. JochananStessman , .MD.
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Though critical to all health care, continuity looms especially large in the care
of the older population. Every illness must be judged in the context of the
premorbid state and in older patients this appraisal is particularly complex,
subtle and germaine. Therapeutic considerations must take account of
preexisting problems and the social support network available.
Communication between hospital and community facilities has been long
recognized as indispensable but the unique demands of a population
surmounting increasingly difficult infirmities as it ages require more than the
free exchange of information. Modalities of treatment hitherto restricted to
institutional settings such as parenteral therapy and positive airway pressure
breathing are moving to the home as patients' lives are dependent upon them
for months and years. Aggressive medical therapy requires frequent testing
and close medical supervision in the home and immediate input from
physicians familiar with these protocols which are often initiated in the
hospital.

The growing use of technically advanced medical care in the home has been
decired as expensive and of unproven value (Weissert and Hedrick, 1994),
inconsistently and irrationally applied (Campion, 1995) and unduly burdening
families and caregivers (Arras and NekeloffDubar, 1994). Physician home

' Clalit Sick Fund, Jerusalem, Israel
2 Department of Rehabilitation and Geriatric Medicine, Hadassah University
Hospital, Mt. Scopus, Jerusalem, Israel
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visits in the context of chronic care have not succeeded in reducing costs or
preventing hospitalization (Weissert and Hedrick, 1994; Balaban et al.5
1988). In November 1991, the Clalit Sick Fund initiated a program in
Jerusalem to integrate care along the hospitalcommunity axis. By providing
intensive medical care in the home setting it hoped to prevent or shorten
hospitalization, permit patients the comfort of home and family, and support
caregivers by alleviating feelings of frustration and helplessness. This home
hospitalization program has served as the seed around which geriatric care in
Jerusalem has crystallized into a unified structure which accepts the acutely
ill and integrates their care from home to institution and home again where
possible. This system provides care in varied settings for a variety of
conditions but with a constant outlook and a unified staff. The system
currently includes facilities for acute, subacute and chronic care for general
medical, rehabilitation and palliative therapy.

The Clalit Sick Fund which administers the vertically integrated geriatric care
program functions much like a health maintenance organization (HMO) in
the United States to provide health insurance for subscribers and oversee their
medical care. The Clalit Sick Fund operates primary care clinics and some
consultation clinics in the context of outpatient care. In Jerusalem it does not
maintain acute inpatient facilities and funds acute hospital care as provided
by four private hospitals. There are three other sick funds in Israel but Clalit
is by far the largest. In 1993 it insured 60o/o of Jerusalem's population of
630,000 and nearly 80o/oof its 47,000 residents over age 65.

Description of the Geriatric Care Program
The geriatric care program maintains parallel community and institutional
facilities to provide care in the acute, subacute and chronic phases of
illnesses. Because the entire system functions under the guidanceof the Clalit
Sick Fund and the physician staff of the Clalit Institute ofGeriatric Medicine
is involved directly in all of its branches, patients can be transferred easily
between the community and institutional settings as their problems demand.
A brief descriptionof the program's various components follows.

Hospital Consultation
As noted, the Clalit Sick Fund does not operate a general hospital in
Jerusalem. For patients hospitalized in acute beds, it does provide direct
connection to the community clinics through a liaison nurse. Furthermore,
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discharge planning is assisted by weekly visits by a geiratrician who consults
with hospital staff about the appropirate and available services in the
community. When this consultation results in the decision to initiate home
hospitalization, this geiratircian, who has seen the patient in the hospital and
spoken directly to the hospital staff, selects and informs the physician who
will treat the patient in the home.

Geriatric Emergency Room
Under the auspicesof the Mount Scopus Campusof the Hadassah University
Hospital, a special emergency room facility operates for geiratric patients.
The Geiratirc Emergency Room is open daily on a twentyfour hour basis and
treats all patients over age 65 requiirng emergency care except those with
orthopedic complaints. The emergency room is staffed by physicians involved
in other phases of the geiratirc care program such as home hospitalization and
the subacute geiratirc departments. Access to the geriatirc emergency room
is explicitly facilitated. Whereas sick fund insurees generally require referral
from their family physician to guarantee insurance coverage for emergency
room visits, this requirement is waived for the geriatirc emergency room.

SubAcute Departments
There are three subacute geriatirc wards in Jerusalem, each with
approximately 12 beds to care for patients generally discharged from an acute
medical or surgical department and in need of prolonged recuperation. Two
of these departments are directly operated by the Clalit Sick Fund. These
departments provided a lower cost alternative for patients requiring extended
institutional care. The physicians staffing the Clalit Sick Fund departments
also work in the geiratirc emergency room and in the Home Hospitalization
program providing direct continuity when patients are referred from the
emergency room or to Home Hospitalization upon discharge.

Hospice
The hospice on the Mount Scopus Campus of the Hadassah University
Hospital, accepts terminal, oncological patients for palliative care. Staff
physicians rotate from the hospital staff but the physician in charge also
directs care in the Home Hospice program detailed below.

Rehabilitation Departments
Jerusalem is served by three rehabilitation departments for inpatients. There
is no direct involvement of the sick funds in these departments but piror
approval of hospitalization by the sick funds is required. To administer this
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approval in an enlightened manner, the Clalit Sick Fund conducts a weekly
meeting with the participation of physicians from each department,
physicians involved in community rehabilitation, and a physiotherapist,
occupational therapist and social worker caring for patients at home. The
community rehabilitation physician also consults with the acute hospital
wards prior to rehabilitation regarding the appropriate nature and venue of
subsequent therapy. A rehabilitation physician and physical therapist from the
Clalit community and home care programs join rounds in the rehabilitation
departments and participate in triage and discharge planning.

Home Hospitalization (HH)
The central premise of the HH program is the care of patients at home
through frequent physician and nurse visits over a limited period. Its target
population is not the chronically infirm but rather those in the midst of a
prolonged crisis or the exacerbation of an ongoing problem. Its explicit
purpose is to prevent or shorten hospitalizations.

Home Hospitalization has been already described in detail (Stessman et ah,
1996). A schemaof its operation is presented in Figure 1. Patients are chosen
from the hospital by a consulting geriatric specialist as noted above, or in
their homes when the regular family physician requests it by consulting with
the responsible community geriatrician. In Home Hospitalization, a treating
physician visits the patient as often as necessary and at minimum, six times a
month. When needed, a nurse is also provided. Both physician and nurse are
on constant 24 hour call. Additional services available at the home include
consulting physicians in 16 specialty fields, physical, occupational and speech
therapy, laboratory testing and electrocardiogram, and social worker and
homemaker services.

The treating physician and nurse are reimbursed monthly on a fixed sum
basis. Other staff are compensated per visit. An oversight physician joins the
treating physician on one visit a month. A chart is maintained and remains at
the patient's home. The chart resembles a hospital chart and documents all
care. Whenever the patient travels for medical care, whether to an emergency
room, outpatient testing or during an intercurrent hospitalization, his HH
chart accompanies him and provides a comprehensive recent history. HH
lasts for one month and extension must be approved at the monthly visit of
the overseeing physician. Other than for terminal patients, HH generally last
no more than three months.
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Figure 1: HH Decisionmaking Process
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The interaction ofHH with the other modalitiesof the geiratric care program
is noteworthy. The geiratirc emergency room works in particularly close
association. When HH patients require radiologic investigation, blood gas
monitoirng or urgent reevaluation, the geriatric emergency room provides
the needed consultation without disrupting the existing framework of care.
This pressure valve permits the rapid return of patients to their home when
desirable. Since, as noted, many HH physicians also man the geriatric
emergency room, the capabilities of HH are well understood when
determining the site of care. Furthermore, when for any patient the geriatric
emergency room is able to delineate a clear diagnosis and plan and when the
family is in agreement, HH can often obviate the need to hospitalize.
Subacute departments also serve as a source of referrals to the HH program
as well as offer the means to continue treatment of a condition which
temporairly overwhelms the means of HH. Thus the HH program serves as
the hub of the geiratirc network, birnging patients to and from the hospital
without interrupting their care or their relations with caregivers.

Home Hospice
The home hospice program is in essence the palliative arm of Home
Hospitalization. It functions exactly like HH but there is a single overseeing
physician for most hospice patients and a special supervising nurse and social
work team. As noted, the oversight physician for home hospice also directs
the inpatient hospice program.

Home Rehabilitation
Home Rehabilitation is another arm ofHH. Initially Home Rehabilitation was
structured exactly as Home Hospitalization. Expeirence has taught that in
most cases the medical involvement of thepatienfs regular physician on a
routine basis provides wholly adequate care. Thus home rehabilitation is a
coordinated effort of physical, occupational, and speech therapists and only
rarely does a special physician or nurse participate. Social workers are often
enlisted and where special difficulties in activities of daily living exist,
homemaker service is provided. Patients come to home rehabilitation directly
from medical, orthopedic or surgical departments when the patient's status
permits or after hospitalization in a rehabilitation ward.

Day Rehabilitation Unit
Patients able to exploit the full resources of a rehabilitation department yet
capable of living at home and traveling daily, participate in the day
rehabilitation unit. They can be referred after therapy in a rehabilitation
department, from an acute hospitalization or from the community at large.
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Many patients, when they improve sufficiently to travel, "graduate5' rfom
home rehabilitation to the day unit.

The day rehabilitation unit provides transportation to and from the unit and
two meals. Each day5s treatment lasts from 8:00 AM until 12:30 PM. Patients
generally attend two or three days a week but can be accommodated up to
five days a week.

Comprehensive Geriatric Assessment
The Clalit Sick Fund maintains a geriatric assessment unit for consultation
and entry into the geriatirc care system. The physicians belong to the staff of
the Clalit Institute of Geiratirc Medicine and are directly involved in other
facilities of the entire network. In particular, geriatric assessment is often the
portal to Home Hospitalization or the day rehabilitation unit.

Skilled Nursing Facilities  Chronic Care
Even with the utmost dedication and the best intentions, many families are
unable to care ofr chronically disabled patients at home and sometimes these
chronic patients have no family to which they can turn. Chronic care facilities
are required in such situations. In Israel, the law stipulates that the
accommodation of people who require institutional nursing care is under the
purviewof the Ministryof Health unless a complex medical problem persists.
Where there is an ongoing medical problem of special complexity,
hospitalization for such people is the responsibility, both financially and
medically, of the sick fund. The Clalit Sick Fund cares for these patients in
the same departments which provide subacute care. The integration
maintains an atmosphere of medical alertness and prevents the impression of
abandonment that otherwise often agonizes these patients and their families
when psychogeiratirc patients, who present special management difficulties,
are generally hospitalized separately rfom other skilled nursing patients.
When they have concomitant complex medical problems, they also receive
care in departmentsof the geiratirc care network.

Community Clinics  Consultation
The ongoing care of chronic patients is the responsibility of the regular
community care system of the sick fund and does not directly involve the
geiratirc care program. Of course, clinic physicians can consult with any
member of the geiratirc care program. Special geriatric consultation is
available in home visits, particularly when Home Hospitalization is
considered or requested. Geiratirc assessment is also performed in the
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patients' homes, including laboratory testing and electrocardiogram but not
radiological studies.

Complex Skilled Care at Home
There are indeed families willing to undertake the daunting taskof caring ofr
complex nursing care patients at home. The option ofhospitalization, long or
short term in the appropriate Clalit Sick Fund departments, always exists and
is presented to these families repeatedly but is not always preferable to care at
home. For such patients and their families a limited form of Home
Hospitalization is available (see below) and other services are provided such
as free medication, social work consultation, medical devices such as enteral
feeding pumps and breathing devices and occasionally homemaker services.

Hospitalization Prevention
Early in the experience of Home Hospitalization, a group of patients was
identified for whom cessationof the program resulted in repeated emergency
room visits and hospitalizations within less than a month. By and large these
patients suffered from chronic cardiac or respiratory problems. A
scaleddown Home Hospitalization involving only physician visits twice to
ifve times monthly and telephone consultations succeeded in minimizing
hospital care. This gave birth to the hospitalization prevention program,
administered in parallel to Home Hospitalization and caring only for patients
discharged rfom HH. No nursing care is offered through the geriatric care
program in this setting but consultations, home testing and physical and
occupational therapy can be ordered. As noted above, chronic, complex,
skilled care patients have been added to the hospitalization prevention
program.

Economic Consequences
The magnitude of the operations of the Jerusalem Geriatirc Care program is
reflected in the utilization of facilities in the summer of 1996 as shown in
Figure 2. It is particularly noteworthy that for subacute and chronic patients,
more care is delivered in the community setting through Home
Hospitalization than in the institutional setting through subacute, hospice
and complex skilled care departments.
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Figure 2: Utilizationof Facilitiesof the Geriatric Care Program
Type of Locale of
Care Care Facility Extent of Care
Acute Hospital Consultation 130 patients per month

Geriatric Emergency 300 patients per month
Room

Subacute Hospital Subacute units
Rehabilitation 113 beds
Hospice

Community Geriatirc Assessment 78 referrals per month
and Day Rehabilitation

Home Home Hospitalization 245 patients in care
simultaneously

Home Rehabilitation 1 75 referrals per month
Chronic Institutions Complex Skilled Care 130 beds

Units
Home Hospital Prevention 1 00 patients in care

simultaneously

This emphasis on care in the home setting has actually resulted in a shift of
geiratirc patients insured by the Clalit Sick Fund out of institutions in
Jerusalem since the initiation of Home Hospitalization. This is demonstrated
in Figure 3 which depicts geiratirc hospital utilization in Jerusalem per Clalit
enrollee over age 65 annually, since the initiation of Home Hospitalization in
1991. Per capita utilization dropped by 1 1 .3^0 between 1991 and 1993.

Insurees of the other three sick funds, for whom health care delivery
employed standard existing facilities, served as a control group. They showed
per capita annual geiratirc hospitalization rates which rose slightly from 1991
until 1993.

We have analyzed general hospital utilization in 19911993 for patients over
age 65 in order to quantify the impact of community geriatric care on acute
care in the institutional setting (Stessman et al., 1996). These data are
presented graphically in Figure 4. Clalit insurees show a decline from 1991,
while the rate for enrollees of the other sick funds (the control group) are
stable after an initial increase.
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Figure 3: Annual Geriatric Hospital Days: Clalit Sick Fund Members
Versus Other Sick Fund Members  Jerusalem

Total hospital Hosp.days/member/year
days Clalit Sick Hosp.days/member/year  Control  Members

Year Fund  Clalit sick fund other sick funds
1991 52,480 1.50 1.64
1992 48,600 1.35 1.58
1993 44,615 1.33 1.68
1994 48,760 1.26 not available
1995 48,602 l_A9 not available

Figure 4: Annual Hospital Days per Enrollee, by Sick Fund (Age 65+)
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We can express these differences in economic terms. If we assume that the
slight rise in utilization in the control group represents the nonintervention
trend, we calculate 5,700 fewer general hospitalization days for Clalit
members in 1992 and 9,600 fewer days in 1993. The reduction in geriatric
hospital days is 2,300 in 1992 and 6,200 in 1993. The cost ofa dayof care in
Home Hospitalization in 1993 was $24, primarily spent on salary. This
compares to $116 per day for geriatric hospitals and $270 per day in general
hospitals. The calculated savings in thus $1.37 million in 1992 and $2.73
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million in 1993. We have not yet finished the overall analysis of general
hospital utilization in 1994 and 1995 but analysisof the figures rfom the two
HadassahUniversity campuses comprising 60(M> of Jerusaleiifs acute care
beds shows a further reduction of 60/0 rfom 1993 to 1994 and 50/0 to 1995
(Figure 5).

Figure 5: Utilization of General Hospital Beds in the Hadassah Medical
Centers  Clalit Sick Fund Members Aged 65+

Year Total hospital days Hospital days/members
1991 55,785 L59
1992 57,847 1.65
1993 53,316 L48
1994 53,566 1.39
1995 54,048 L32

Patient satisfaction in the Home Hospitalization program is high. Medical
care was rated by family members or patients as very good (73(}/b) and good
(220/0) and individual aspectsof care were rated good or very good in 90950/o
of instances.

Home Hospitalization has provided the lever and thepatient5s home has been
the fulcrum to move the planet of geriatric medical care rfom the institution
to the community in Jerusalem. In so doing it has catalyzed the development
of a comprehensive, seamless network rendering aid for a wide variety of
conditions at all levelsof care.
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Changes in the Arab Society in Israel and
Development of Services for the Arab

Elderly during the Past Decade
FaisalAzaiza1, Ph.D.JennyBrodsky2, .MA.

♦♦♦♦♦♦♦♦♦♦♦:♦♦♦:♦

This paper presents some aspects of the care of the elderly in the Arab sector
of Israel. Recent social, economic, educational and cultural changes in the
Arab sector are affecting the life and status of the elderly. This has fostered
the need for the development of formal services and is changing the balance
between formal care and the responsibility of the family. Thus, the
Westernization of Arab society in Israel has not only had an impact on the
family and community status of the IsraeliArab elderly, it has also served to
modify traditional patternsofcare for the rfail elderly.

In this presentation, we wall ifrst look at some of the characteristics of the
Arab elderly population and then descirbe some recent changes in Arab
society in Israel and developments in the formal services for the elderly.

The Arab Population in Israel
The total Arab population in Israel compirses 190/0of the State's population 
that is, there are some 1 million Arabs out of Israel's total population of 5.47
million people. Israel's Arab population is composed of several religious
groups, pirmary of which are the Moslems, who constitute 760/0 of the total
nonJewish population. The Chirstian population constitutes 1 50/0 of the total

' School of Social Work, Universityof Haifa, Haifa, Israel
2 Headof Research Program on Aging, JDCBrookdale Institute, Jerusalem, Israel
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nonJewish population, and Druze, Circassians and others account for the
remaining 90/0.

The Elderly Population in Israel

The number of elderly  that is, those aged 65 and over  in Israel in 1995
was about 537,500, representing about 10o/oof the total population (see Table
1). The proportion of elderly within the Arab population is 30/0; the Jewish
elderly comprise 1 10/0of the total Jewish population. In other words, there are
close to 33,400 elderly Arabs, compared to 504,000 elderly Jews, living in
Israel. The relatively small proportion of elderly in the Arab population is
partly a result of this populations high birth rate. It is interesting to note the
different proportions of elderly among the different groups which comprise
the nonJewish population: 2.40/0 of the Moslems are elderly, 3.70/0 of the
Druze are elderly, and5.7^0of the Christians are elderly.

Table 1: The Elderly Population in Israel: 19902005* (in thousands,
endofyear ifgures)

Growth Rate
1990 1995 2000* 2005* 19952005

Total Elderly 442.1 537.5 588.1 647.5 20o/o

Jews 415.2 504.0 538.3 584.6 160/0
Total0/oof population 10.5 11.1 11.4 11.8

Arabs 26.9 33.4 49.9 62.9 880/0
Total0/oof population 3.1 3.1 4.1 4.5
* Based on the assumption that 300,000 immigrants will arrive from the Former
Soviet Union in 19942003 (200,000 in 19941998 and 100,000 in 19992003).

Sources: JDCBrookdale Information Center; Central Bureau of Statistics,
Jerusalem, 1995.

The proportion of elderly in the Arab population is increasing more rapidly
than is the proportion of elderly in the Jewish population. It is estimated that,
between 1994 and 2005, the rate of increase of Arab elderly in the elderly
population will be four times greater than that of the Jewish elderly. In other
words, the number of Arab elderly is expected to increase by 98<//0 in the
coming years, compared to a rateof2^ in the Jewish population.
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Some Characteristics of the Arab Elderly
Among the total elderly population in Israel, 50/0 are Arabs (see Figure 1).
However, due to the more rapid increase expected in the number of elderly in
the Arab sector, the Arab elderly are expected to comprise 80/0 of the total
elderly population by 2005. The needs for services will increase
commensurately.

Figure 1: Projected Distribution of the Elderly Population in Israel, by
Population Group: 19952005* (endofyear figures  Vo)
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* Based on the assumption that 300,000 immigrants will arrive from the Former
Soviet Union in 19942003 (200,000 in 19941998 and 100,000 in 19992003).

Sources: JDCBrookdale Information Center; Central Bureau of Statistics,
Jerusalem, 1995.

It is important to note the geographical distribution of the elderly Arab
population, in order to know where there is the greatest need for services.
Future development of services will need to take into account the
concentration of the Arab population in the north of Israel: Today the
proportion of Arab elderly among the elderly in the north is 23>/'b. By 2005,
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the Arab elderly will comprise more than onethird of the elderly population
in this area. It is also important to note that although there are several Arab
cities in Israel, the majority of the Arab population lives in small towns and
villages of between 2,000 and 20,000 residents. There is also a significant
Arab population in six of Israel's socalled "mixed" cities: Haifa, Acco,
Jerusalem, Ramla, Lod, and Tel AvivJaffa.

Another important demographic element is income and economic status.
Israel's National Insurance Institute has responsibility for implementing social
security programs for the elderly; these include a flatrate, oldage pension
and supplementary benefits for those without additional sources of income. It
should be noted that the proportion of income supplement recipients among
the Arab elderly is double that among the Jewish elderly population,
indicating that the elderly in the Arab sector are an economically
disadvantaged group. This, of course, limits their ability to purchase the
services they need.

An important component of the elderly's socioeconomic status is education.
The educational levelof the Arab elderly differs substantially from thatof the
Jewish elderly. Almost threequarters of the Arab elderly have received no
formal education, in contrast to less than onefifthof the Jewish elderly.

These socioeconomic attirbutes, which are useful in identifying highrisk
groups and predicting the growth of the Israeli Arab population, have
ramifications for service planning and development.

Disability Among the Arab Elderly

Another factor that has implications for the development of formal services is
health characteristics, in particular, disability (see Figure 2). It is crucial to
note that the elderly Arab population's rate of disability in activities of daily
living (such as washing, dressing) is much higher than that of the Jewish
elderly population: Almost onequarter of the Israeli Arab elderly (220/0) are
disabled, compared to 130/0of the Jewish elderly (see Figure 2). Due to the
expected growth in the Arab elderly population, the number of disabled
elderly is expected to increase nearly three times as much among the Arab as
among the Jewish elderly. Formal services will therefore have to take special
considerationof the needs of disabled Arab elderly.
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There have always been gaps in the allocation of resources to the Jewish and
Arab sectors. To some extent, this has been a consequenceof the relative lack
of demand for services rfom the Arab sector. During the past ten years,
however, there has been a significant increase in the resources allocated to the
Arab elderly.

Figure 2: Estimates of Disability in ADL Among Elderly Israelis in 1995
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Changes in Traditional Arab Society
The reasons behind the lack of demand for services are tied to the cultural
and familial characteristicsof the Arab population in Israel.

In rural Arab society, the extended family {dar) was the basic social and
economic unit. The household head was the father who exercised strong
control over family members. The extended family usually lived under one
roof or in adjoining or adjacent homes. Its land holdings, which constituted
the economic foundation of this agricultural society, were owned by the
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father and registered in his name. All family members jointly cultivated the
land under his supervision and management and he even controlled the
distribution of family income. Therefore, all family members (including
marired sons and their children) were totally dependent on the head of the
household  that is, on the "elder".
Arab society in Israel is undergoing changes in many areas: social, economic,
educational and cultural. These include changes in the status of women,
changes in household structure and changes in the status of the elderly
person.

Many changes in rural Arab society in Israel are similar in nature, if not in
scope, to changes occurirng in rural societies throughout the Middle East.
However, whereas many of the educated young people in rural societies
throughout the Middle East leave their villages to ifnd their place in the city,
and at times even in other countries, in Israel, we are witnessing a process
whereby the educated young remain in their villages, serving as powerful
"agents of change". They are active in alteirng the traditional institutions of
Arab rural society which were once governed by the village "elders".

The "elders" who used to be the leaders, have been relegated to the role of
advisors, while the real leadership roles are being taken over by the second
generation, within the framework of the village institutions. Arab society in
Israel is also making a transition toward Westernization, which leaves its
impact on a wide spectrum of daily life. While traditional institutions are not
"breaking up", they are changing and adapting to the new reality. The clan
(hamulla) still exists, but no longer fulfills its traditional function.

Impact of the Changes in Arab Society on the
Elderly
The Westernization of Arab society in Israel has not only had an impact on
the family and community status of the elderly. It has also served to modify
traditional patterns of care for the frail elderly. The change from a traditional
to a "modern" type of society has influenced the Arab family's ability to
provide care for the elderly. Consequently, this has given irse to the need to
develop formal services for the elderly Israeli Arab population.

The gerontological literature generally distinguishes between elderly persons
who live in a onegeneration household, and those who live in a
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multigenerational household. Division of households into these two basic
categories is one of the empirical indicators regarding the degree of
traditionalism of a given society. It may be claimed that a salient
characteristic of traditional agrarian society was the multigenerational,
extended household. The current model of living arrangements among elderly
rural Arabs in Israel is a variant on the traditional model; it involves a number
of households located close to one another. Children and grandchildren reside
in the same village, even if not in the same household, and they are actively
involved in the lives of their parents and grandparents. Such a familial system
is only possibleif the distance between the households is small.

While the Westernization of Arab society has affected traditional living
arrangements, the household composition of the elderly in the Arab sector is
nevertheless different from that characterizing the Jewish sector. Fiftyseven
percent of the Arab elderly live with their children, compared to 1 80/0 of the
Jewish elderly. A comparison of population census data collected in 1972 and
1983 indicates that there has been a decrease in the number of Arab elderly
cohabiting with their children or other family members. This proportion was
710/0 in 1972, but dropped to 570/0 by 1983. The number of Arab elderly
living alone also nearly doubled  from 120/0 in 1972 to 210/0 in 1983. At
present, about 140/0of the Arab elderly live alone, compared to 240/0of the
Jewish elderly.

According to traditional norms and values, the Arab family is responsible for
caring for elderly relatives. Consequently, the informal support network in the
Arab sector is quite active and extensive. However, the economic and social
processes occurring in the Arab sector, such as the increasing participation of
young Arab women in the labor force, are increasing the willingness of the
Arab family to receive the formal support provided by the State.

Formal Assistance to the Elderly
In the past, assistance to the elderly was mainly in the form of monetary
entitlements and service benefits provided by law (oldage pensions and
social benefits), as well as utilization of health services. The elderly and their
family members were very reluctant to receive formal inkind services such
as homemaker services and personal care. One of the major societal
interventions that brought about a change in this was the enactment of the
Community LongTerm Care Insurance (CLTCI) Law. This legislation was
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passed in 1988 in order to expand homecare services for disabled elderly
residing in the community, and to lessen the burdenof family caregivers.
Today,I Woof Arab elderly (men aged 65+ and women aged 60+) receive
services under the CLTCI Law. This proportion is higher than that among the
Jewish elderly population (90/0). However, since disability rates among the
Arab elderly are higher, the proportion of disabled receiving services may be
lower.

This law provides inkind services, not monetary benefits. In addition, only
individuals employed by licensed agencies can provide the formal care
mandated under the law. Arab families would not have sought out assistance
under the law, if certain changes to these stipulations had not been made to
accommodate the normative views of this population. The service system
allows members of an Arab elderly person's family to function as caregivers,
since in Arab society, permitting a "stranger" to enter one's home is
considered taboo.

Social service professionals reported that the passage of the CLTCI Law has
enhanced awareness of the needs, problems and rights of the Arab elderly
among family members, local service representatives, planners and
policymakers. Consequently, it has contributed to an increased demand for
other types of formal services. We shall now briefly describe some of the
services which have been established for the Arab elderly. ESHEL  The
Association for the Planning and Development of Services for the Aged in
Israel  is one of the organizations which has taken an active role in
developing services for this population during the past decade.

Foremost among the services developed have been social clubs. In former
times, the "elders" spent their freetime in the diwann  a traditional place for
informal social gathering " where they would discuss various subjects such
as the social and economic problems of the community. Due to the growing
Westernization of Arab society and its impact on the status of the elderly,
diwaans, once an integral partof community life, began to decline in number.
In some villages, they disappeared entirely, and in others only a small number
remain. As a result, the "elders" would spend their leisure time in the streets,
congregating at the mosque or at store entrances, or would simply remain at
home.

In order to fulifll the social needs of the elderly following the demise of the
traditional diwaan, the need arose to develop an alternative social framework
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 a social club facility. To date, 45 such clubs have been established in
different villages. In recent years, activity programs in these clubs have been
expanded; some clubs also offer other services such as hot meals, medical
checkups, lectures, trips, shelteredemployment and more. Today these clubs
serve 3,500 independent elderly who constitute 120/0of the total Arab elderly
population in Israel.

In addition, ESHEL has initiated and developed six day care centers for frail
elderly in six Arab settlements. Three additional day care centers are in the
planning stages. Today 550 elderly, compirsing 20/0 of the total Arab elderly
population, visit these centers. The introduction of daycare centers into the
Arab sector was difficult, because sending a disabled elderly member of the
family out of the home for an entire day was antithetical to some basic
premises of Arab family values. The relative success of this service is
therefore stirking  particularly given that the percentage of disabled elderly
visiting the existing day care centers in the Arab sector is greater than that in
the Jewish sector. Two of the factors responsible for this outstanding success
are the Arab centers' flexibility and sensitivity to the emotional and physical
needsof the Arab elderly and their families.

The increase in the number of disabled elderly not only raised the need to
develop day care centers but also reinforced the need to provide institutional
settings for frail Arab elderly who have no children, and nursing elderly
whose families can no longer care for them. A nursing home was opened in
the northern village ofDabouirya. The difficulty of introducing such a service
was even greater than that of introducing day care. However, the home has
become a success: all of its 70 beds are occupied. This shows that need was
great enough to overcome the reluctance of sending an elderly family member
to a home.

While vairous services for the Arab elderly have been developed, some
professionals fear that formal services may harm the delicate
intergenerational weave which exists. Therefore, a fine balance must be
maintained duirng the development of new services. On the one hand, the
family must not be totally exempted from its responsibility for the elderly. On
the other hand, the elderly must not be left without the care they require
because tradition obligates the family to care for its elderly. In order to
successfully combine formal and informal care, the norms and prioirties of
both the families and the elderly must be taken into consideration.
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Sociodemographic Differences between
Older Adults from Two Ethnic Groups in a
Geriatric Rehabilitation Unit in Israel
ZoharNir1, .MA., R.N. David Galinsky2, .MD.

♦♦♦♦♦♦♦♦♦♦♦♦♦:♦

Introduction
Israel, as a modern western society, is highly pluralistic. It is composed of
many subcultures that are not uniform in values and behavioral norms. There
are, however, two main ethnic groups: Sephardic Jews, who immigrated
mainly rfom Arab countries in North Arfica and the Middle East and who
generally adhere to Oriental traditions; and Ashkenazi Jews, whose origins
are primarily rfom Western countries, mainly Europe, and who tend to adhere
to the values of Western culture.

The Assessment ofDependency for LongTerm Care Benefits form was used
to explore differences between elderly Ashkenazi and Sephardic Jews in the
first phase of recovery in relation to socioeconomic backgrounds, social
roles immediately prior to hospitalization, number of visits during
hospitalization, and family relationships. The study population consisted of
177 Ashkenazi and 159 Sephardic elderly Jews in a Geiratric Rehabilitation
Unit (GRU) located in the southern area of Israel called the Negev. Most of
theNegev 's residents are immigrants who arirved with the waves of
immigration rfom North Arfica, Asia and Europe after Israel became a state

' Recanati Schoolof Community Health Professions, BenGurion Universityof the
Negev, Beer Sheva, Israel

2 Departmentof Geriatrics, Soroka Medical Center, Beer Sheva, Israel
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in 1948. Since the 1980s, most immigrants to the Negev have come rfom the
former Soviet Union and Ethiopia.

The elderly population in the Negev is characterized by cultural, economic
and social diversity. Particularly because of cultural and economic
considerations, the families of disabled elderly in the Negev people otfen
rerfain rfom sending them for further institutional treatment in cases of
chronic illness, and the sick elderly patient is discharged to the community on
completionof the initial phase of rehabilitation (Galinsky, 1987). In order to
guide them appropriately, there is pressure on the interdisciplinary team in the
GRU to be sensitive to their cultural norms, and to identify their
characteristics and needs (Fong, 1985). Studying different cultures may help
interdisciplinary teams better understand family resources and behavior in the
rehabilitation unit, especially the factors and difficulties which affect family
motivation in a multicultural society to take part in the rehabilitation phase. It
may also help to identify commonalties, rather than differences, between
ethnic groups, in order to effectively integrate the subjects' cultural
backgrounds into the planningof the rehabilitation nursing process.

Literature Review
The ifrst experience of chronic illness in older adults may limit their
functional and psychological abilities, which puts them, ifrst and foremost, in
greater need of aid and support. Chronic illness generates multiple needs that
change over time, requiring ongoing adaptation on the part of both the patient
and the family (BenSira, 1991; Given and Given, 1991; McConnell, 1988b;
Whall and LovelandCherry, 1993).

The family unit is the main source of support (Antonucci, 1985; Diehl, 1989;
Friedland, 1992; Gareth, 1988; Glass, Matchar, Belyea and Feussner, 1993;
House and Kahn, 1985; Lindsey, 1991,). Family response to chronic
conditions has been identiifed as a signiifcant influence on a patient's
psychological and physical outcome (Anderson, 1988; Antonucci, 1985;
BenSira, 1991; Diehl, 1989; Farzan, 1991; Friedman, 1993; Evans et als.,
1992; Given and Given, 1991; Glass and Maddox, 1992; Krause, 1987;
Lindsey, 1998; Pirmomo, Yates and Wood, 1990).

The literature also emphasizes the importance of other resources, such as
social roles, which are of assistance in coping with dififculties. In cases of
loss of physical capacity and mental deterioration, social roles enable the
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elderly to preserve their selfimage, status and place in the family and society
(Antonovsky,1987; BenSira,1991; Krause and BorawskiClark, 1995;
Nir,Wallhagen, Doolittle and Galinsky,1995; Rosenbaum,1990).

The way in which different families provide or seek care may be influenced
by their cultural norms (Antonucci, 1985; Barker, 1992; Fong, 1985; Glass et
als., 1993; Glass and Maddox, 1992; Helman, 1990; McConnell, 1988a;
McConnell and Matteson, 1988aandb; Perlmutter and Hall, 1992; Wray,
1992), by their physical resources (socioeconomic class) (Krause and
BorawskiClark, 1995; Norbeck and Tilden, 1988), and by their internal
resources. Little data have been collected about the nature of these differences
among Israel's ethnic groups as regards firsttime chronic illness care, family
behavior (visitation pattern) during hospitalization, and familypatient
relationships throughout the first stageof rehabilitation.

The goalsof the present study, therefore, were:
1 . To compare two ethnic groups with respect to their demographic
background and their social roles.

2. To explore if any of the differences between the two groups are reflected
in family behavior during hospitalization (focusing on family visitation
pattern).

3. To explore the possible differences between two ethnic groups in relation
to the patient's perceived family relationships (patient's behavior
throughout hospitalization).

Methods

Sample
The target population was obtained from a Geriatric Rehabilitation Unit
(GRU) located in a major hospital in the Negev, which serves as the
headquarters of all the medical services in southern Israel. The study
population comprised 336 elderly Jews (see Table 1). After treatment for the
acute phase, which was, on average, about three weeks, they were placed in
the GRU. They demonstrated impaired physical function and were referred by
the team treating them to the National Insurance Institute for longterm
support benefits. Approximately equal numbers of the sample were
Ashkenazi (N=177), and Sephardic (N=159). Outof the sample, 201 (600/0)
had sustained a firsttime stroke, 52 (150/0) had hip fractures, and 82 (25^0)
had various chronic physical health problems, with CIHD, DM, and anemia
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the most common. None had a history of psychosis or acute mental
deterioration or global aphasia. Jewish Ethiopian immigrants were excluded
because of the significant cultural and social differences and their low
representation in the GRU.

Table 1: Demographic Characteristicsof the Sample (N=336)
Variable 0/o Years
(SD) Range
Ashkenazi 51
Males 47
A8e 74 (±9.6)
Females (age) 75.1 (±9.1)
Males (age) 72.6 (±9.9)
Length of residence in Israel 35.6 (±13.1)
Married 58
Years of education g (±4.6) 0_20
Unskilled 32
BlueCollar 4g
WhiteCollar 20
Religiosity 68
Live near children 80

Instrument
Within the ifrst week of admission to the GRU, the Assessment of
Dependency for LongTerm Care Benefits form (IDC, 1989; BaichMoray,
Zipkin, and Morginstin, 1994) was administered to all of the subjects
included in the study. The interview was conducted in Hebrew. In conformity
with departmental cirteria, informed consent was received from both the
subject and the family.

The Assessment of Dependency form has been used since 1989 by the
National Insurance Institute for every claimant for longterm care benefits. It
encompasses a battery of scored structured subscales which provides a
profile of the subject's psychosociodemographic data, as well as a scored,
structured instrument for measuirng dependency through activities of daily
living (ADL). The main cirteira for establishing eligibility is the dependency
test.
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Results

Sociodemographic characteristics: The first goal of the study was to explore
the demographic variablesof the sample (see Tables 2 and 3). The Sephardic
group was younger, poorer, less educated, less proficient in Hebrew, and held
fewer social roles. The Ashkenazi group was more likely to have better jobs,
and to be secular. With respect to a dietary regimen, Sephardic subjects were
more likely to have dietary limitations than Ashkenazi subjects. No
significant differences were observed between the two ethnic groups with
respect to their smoking and drinking habits, their comorbidity condition, the
useof domestic services, or the seveirtyof the present illness.

Table 2: Characteristics of Demographic Variables, by Ethnicity (N=336,
Mean, and Standard Deviation)

Ashkenazi (N= 1 77) Sephardi (N=1 59)
Variable M(SD) M(SD)
Age(in years)***75.9 (±10.0)71.3 (±8.99)
Proficiency in Hebrew*** 3.8 (±3.4) 2.6 (±4.2)
Levelof education (in years)*** 10.2 (±4.2) 6.4 (±4.6)
Social roles*5.2 (±1.8)4.6 (±2.1)
Numberof persons at home*** 1.9 (±0.93)2.5 (±1.4)
Income level*♦ 3.26 (±2.39) 2.64 (±2.0)
tTest signiifcant at: ♦p<0.05; *♦pO.01; ***p<0.001

Table 3: CharacteristicsofDemographic Variables, by Ethnicity (N=336,
Percentages, Numberof Subjects)

Ashkenazi Sephardi
Vairable N (0/o) N (0/o)
Ownershipof dwelling*** 124 (700/o) 79 (50o/o)
Unskilled** 35 (20o/o) 63 (40o/o)
White collar** 56 (320/0) 17(11 0/o)
Religiosity*** 64 (360/0) 146 (920/0)
Dietary regimen*** 39 (220/0) 56 (350/0)
Live near children* 71 (40o/o) 95 (60o/0)
Chisquare signiifcant at: *p<0.05; **p<0.01; ***p<0.001

Living arrangements, household composition, marital status and main
caregiver. The majority of the subjects (840/0) lived in their own home or
apartment. In terms of living arrangements, J/%lived alone, 370/0 lived with
a spouse/partner, 20o/o lived with children and spouse, 50/0 lived with children,
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and 70/0 lived with nonfamily members (including nursing home). Regarding
ethnic differences, a significantly greater portion of Ashkenazi subjects
owned their own houses or apartments.

In terms of household composition (Figure 1), a higher proportion of the
Ashkenazi elderly lived with only their spouses. In turn, the Sephardic elderly
were more likely to live with their nuclear family under the same roof 
spouse and children (sometimes, more than ifve persons)  in
multigenerational households. Furthermore, when living separately, the
Sephardic group was more likely to live near their children.

Figure 1: Ethnicity and Household Composition
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Marital status: The chronological average age of widowhood for the
Ashkenazi elderly was 81.6 (±9.3), while it was 74.4 (±8.3) for the Sephardic
elderly (pO.OOl). Findings may suggest that Sephardic subjects faced
widowhood at an earlier age than their Ashkenazi counterparts. When
widowed, Ashkenazi subjects were more likely to live by themselves, while
Sephardic subjects were more likely to live with adult children.
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Main caregive.r Of the Ashkenazi elderly, 40o/o reported their spouses as
their main caregivers and 270/0, their children, whereas, the Sephardic elderly
were more likely to have their adult children (370/0) and their spouses (370/0),
in equal ratios, as main caregivers.

Findings showed (Figure 2) that when Ashkenazi elderly reported that their
children were their main caregivers, their mean age was 80, whereas, when
the Sephardic elderly had their children as their main caregivers, their mean
age was 72.8 (p<0.01). These findings may suggested that the Sephardic
elderly received assistance from their children at an earlier age than the
Ashkenazi elderly, and this may be consistent with the fact that the Sephardic
subjects were more likely to be widowed at an earlier age.

Figure 2: Ethnicity and Main Caregivers by Subjects5 Mean Age
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Social roles: The Ashkenazi subjects were more likely to receive higher
scores than their Sephardic counterparts. There were no significant
differences between the two ethnic groups with relation to outside activities;
however, Sephardic elderly did display a high degree of involvement in
religious activities.

Family visitation pattern (family behavior) during hospitalization: The
second goal of the study was to determine possible differences between the
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two ethnic groups with respect to the family visitation pattern. Hence, the
study addressed the question of who played a key role in responding to the
subjects' needs during hospitalization.

Subjects in both ethnic groups almost always reported that it was a family
member who was the main visitor. In general, the findings suggested that
most of the elderly subjects had fairly extensive visits during hospitalization
and clearly were not isolated from family: 262 (780/0) of the subjects had
visits every day, 181 (540/0) had visits during the daytime, and 155 (460/0) had
day and night visits. Children were the most frequent visitors who stayed with
the elderly at the GRU.

Ethnicity, main visitors,and subjects' age: Findings revealed that spouses
and children together were the main visitors of the Ashkenazi subjects at the
mean ageof 73.7 years, and of Sephardic subjects at the mean ageof 68 years
(p<0.05). Findings suggested that the younger the subject, the more likely it
was that the main visitors would be the subject's spouse and children
together. At older ages, the main visitors at the GRU were children and
"others". Sephardic subjects displayed this pattern at an overall earlier age
than their Ashkenazi counterparts.

Findings revealed (Figure 3) that in the Ashkenazi group, the older the
subject, the more likely the main visitor stayed throughout the daytime; the
younger the subject, the more likely the main visitor stayed throughout both
the day and night times. In contrast, the pattern of the Sephardic group was
that the older the subject, the more likely the main visitor stayed throughout
both the day and night times. In relation to chronological age, however,
findings suggested that "old" among Sephardic subjects was still younger
than "young" among the Ashkenazi.

Ethnicity, length of the visits, and social roles: For both ethnic groups, the
findings may suggest the extent to which performing social roles in the past
tended to influence the frequency and extensivenessofvisits.

Ethnicityandfamily relationship: The third goal of the study was to explore
the possible differences between the two groups in relation to the perceived
family relationships. Across the two ethnic groups, marital status, living
arrangements, amount of performed social roles, and level of education were
found to significantly affect perception of family relationships as "good".
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Figure 3: Ethnicity and LengthofVisits in the GRU, by Mean Age
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Discussion
The present study explored the differences between firsttime chronically ill
elderly of two ethnic groups in relation to their sociodemographic variables,
social roles, family visitation pattern during hospitalization, and perceived
family relationships. The majority of subjects were characterized by lowto
moderate socioeconomic class, extensive visits during hospitalization and
perceived "good" family relationships.

With regard to the differences between the two ethnic groups, Sephardic
subjects were found to be an "at risk" group. They were younger, poorer,
faced widowhood at an earlier age, and were more likely than their Ashkenazi
counterparts to have a larger family network.

Having a larger family network implies that, in the shortterm, the Sephardic
group has more personal resources available, and may be more likely to have
a physically and numerically stronger and younger social network. But on the
other hand, lack of physical resources and poverty may make them an "at
risk" population group. In contrast, the majority of Ashkenazi subjects had
only small immediate family networks, mainly composed, first, of their
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spouses, who were also frail and elderly, as the main caregiver, and then, of
their children. In the caseof lossof their spouse, Ashkenazi subjects lived by
themselves, and their children played the primary role in providing visits
during hospitalization.

Beyond the age differences, the two ethnic groups were both characterized by
extensive visits duirng their hospitalization. Lack of substantial differences in
the visitation pattern may be explained by several factors. First, it was the
policy of the GRU to encourage the families to stay with their elderly
patients. Second, in Israel, neither the Sephardic nor the Ashkenazi culture is
homogenous; rather, each is an aggregateof the influences of several cultures
that exhibit a wide range of values, behaviors, and norms. Furthermore, in a
melting pot state like Israel, any uniqueness of a particular ethnic group may
erode with time due to assimilation and acculturation (Perlmutter and Hall,
1992).

Third, in both ethnic groups, most of the elderly subjects have a religious
background which sanctifies the careof the elderly in the family. One can say
that in the case of elderly care in the short term, social norms and cultural
traditions extend beyond ethnic lines.

The children's role: Overall, children had a prominent role as main
caregivers and main visitors during the hospitalization. The study suggests
that among the Sephardic group, children, as part of their traditional
obligations, had major responsibilities for their elderly parents before and
duirng hospitalization, without any relation to their marital status. Among the
Ashkenazi elderly, by contrast, one can say that the children usually played a
secondary role (as main caregivers, and main visitors).

From a social and cultural point of view, it is important to emphasize that,
among the Sephardic elderly, children entered the childparent role much
sooner than their counterparts. Such findings are reported by the literature
which deals with minoirties in America (Perlmutter and Hall, 1992).

In addition, it should be remembered that being the main caregiver and/or the
main visitor to a parent duirng hospitalization, may also take its toll on the
physical health and psychological wellbeing of those children who accept
these responsibilities for a long time (see Liberman and Fisher, 1995; Mui,
1995(.
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Social roles were found to be a personal resoucre for achieving extensive
visits and for perceived good relationships with family. It was found that,
across ethnic differences, the more social roles performed by the elderly
subjects, the more visits they received during their hospitalization.
Furthermore, the more social roles subjects' held, the more they perceived
their family relationships as good. This finding calls for further attention
since it emphasizes the dynamic process of social roles in maintaining the
subject's status in the family despite chronic illness.
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Social Service Delivery
for the Jewish Aged in Israel1

Ariela Lowenstein2, Ph.D.

♦♦♦♦♦♦♦♦♦♦♦:♦♦♦:♦

Introduction

The aging expeirence is shaped, to a large degree, by its social context, a
cirtical part of which is the network of services available to the older
individual. A service system and professional practice are affected by the
particular society in which they operate and reflect related histoircal, religious
and cultural forces.

As immigration is the central phenomenon of Israel's existence, the elderly,
like the general population, are a heterogeneous group that exhibits a broad
and diverse range of problems and needs. Moreover, the composition of the
aging population changes continuously, with each cohort of older people
bringing new lifestyles, experiences, expectations and needs. The service
delivery system should be designed to assure flexibility and diversity in
response to the changing needs of the aging population. Moreover, when
planning a service system the professional concept is to try and match the
continuumof needsof the older individual to the range of services, on the one
hand, and to insure continuity of care, on the other. Thus, the service system
has to address individual levels of functioning while contending with
structural, political, financial and normative constraints.

1Based on the chapter "Social Service Delivery for the Jewish Aged in Israel" by A.
Lowenstein (1994). In: Z. Harel, D.E. Biegel and D. Guttmann, Jewish Aged in the
United Statesand Israel (pp. 239260). New York: Springer Publishing Co.

2 Director of Center for Research and Study of Aging, School of Social Work,
University of Haifa, Haifa, Israel
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This essay will present and discuss the main sectors in Israel responsible ofr
the service network, the major pieces of legislation which shape service
delivery, and recent developments and innovations in the service continuum
in three types of services: home care, communitybased services (open care)
and institutional services (closed care). The main professional issues and
dilemmas, which are related to the cultural, religious and ethnic diversity of
the aging population, and to the specific contextof the Israeli society, will be
analyzed.

Major Service Providers
The basic goals of service delivery to the aged in Israel today are: to enable
people to maintain maximum selfsufifciency, to live in as normal a setting as
possible and to participate actively in society, while taking into account their
diversity and heterogeneity. Even longterm care of the frail elderly focuses
on continuity in lifestyle, shitfing away from early institutionalization.

Four major sectors are involved in service provision: government agencies,
trade unions, voluntary organizations, and the private sector. Within the
governmental structure there are at least six Ministries which are concerned
with problems of and services to the elderly. A major role is played by the
Ministryof Labor and Social Affairs, the Ministry of Health, and the National
Insurance Institute. Also involved, but to a lesser degree, are the Ministry of
Absorption which provides services, for a defined period, to elderly
immigrants; the Ministryof Housing which is involved, to a limited extent, in
special housing for the elderly; and the Ministry of Education which works in
the ifeld of adult education.

Social and welfare services to the elderly in Israel are covered through the
General Welfare Services Law, 1958, under which each local authority is
charged with the establishment of a local welfare ofifce to extend services to
those in need due to various reasons, including age. The Ministry of Labor
and Social Affairs, through its Service for the Aged Department, provides
national policy principles, eligibility guidelines, national priorities,
professional supervision and budgetary participation (Bergman and
Lowenstein, 1988). Since the focus of this article is social services, the work
of the Ministry ofHealth will not be discussed.

The National Insurance Institute is the major income maintenance agency. It
also provides longterm care services to the seriously disabled elderly living
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in the community, on the basis of social insurance pirnciples and legal
entitlement as stipulated in the Community LongTerm Care Insurance Law
enacted in 1988 (Brodsky and Bergman, 1992).

In 1 969, a unique partnership was established between the Israeli government
and a voluntary agency, the Joint Distribution Committee. Together they
developed ESHEL, the National Association for Planning and Development
of Services for the Aged in Israel. ESHEL was created to coordinate the
development plans of vairous ministries and carry out professional
implementation of these plans on a cooperative basis. Thus ESHEL has
advanced the development of new models of community and residential
services and developed manpower training and educational programs. This
form of partnership has, with time, filtered down to local and/or regional
associations for the aged.

The General Federation of Labor in Israel (the Histadrut) plays an important
role in the provision of direct and indirect services to the aged. In addition to
several major pension funds it operates a network of clubs, sheltered housing
facilities, and institutions for the aged.

A vairety of voluntary agencies such as associations of immigrants
(Landsmanschaften) have been, for many years, operating direct social
services on behalf of their aged, mainly social clubs and institutional
facilities. Services to the elderly operated by the Histadrut and the voluntary
sector are based on the Jewish tradition of mutual aid and collective
responsibility.

The pirvate sector has long been involved in the provision of services,
especially in the area of institutional care, mainly nursing care. In recent years
there has been an increased involvement by this sector in the development of
sheltered housing, as well as home care services.

Analysis and classification of the social services for the aged require some
consideration of the conceptual approaches which have shaped their
development. In the early years, the emphasis was on the development of
institutional care as a quick solution to emergency situations. In recent years,
however, the emphasis has shifted to maintaining elderly persons in their
natural environment for as long as possible. Thus, the point of departure is
now the home of the older person, then the community and, lastly, the
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institutional services that are required by only a minority (Bergman and
Lowenstein, 1988).

Types of Services

HomeBased Services
Homebased services are the starting point of the care continuum. The home
care system is usually geared to the homebound, who constitute close to 10o/o
of the elderly. The services include: medical and nursing care; personal and
homemaker services (help in bathing, feeding and dressing) provided by aides
employed by the public and private sectors; and household maintenance and
home management services (house cleaning, shopping, meal preparation and
laundry) provided through the local welfare offices, after a needs assessment
by social workers. It also includes home delivered mealsonwheels.

Close to 8,000 elderly receive the homemaker and home management
services, provided through the local welfare offices and local associations ofr
the aged, subsidized and supervised by the Ministry of Labor and Social
Affairs. The rate of Arab elderly applying to the welfare offices in the large
cities (with mixed Jewish and Arab populations) is larger than that of the
Jewish elderly becauseof their economic level (Weil, 1994).

The overall scope of services during the last decade was, however, not
adequate to meet recognized needs because of severe budgetary limitations.
These unmet needs, combined with the forecast for a projected rapid growth
of the "oldold" segment, formed the basis for the enactment of an innovative
piece of legislation, the Community LongTerm Care Insurance Law. The
law, passed in 1980, was fully implemented in 1988.

Today, about 63,000 older persons receive services from a "service basket"
which includes: personal care, homemaker care, personal attendance, laundry,
meals, transportation and the useof day care centers. A large numberof these
recipients were "new" clients, who had no former contact with the welfare
ofifces. Data show that more than 80o/o are satisfied with the services
provided (Shmidt and Savag, 1991). The law also brought attention to the
issueof the elderly among social service providers in the Arab society where
those applying on behalfofthe elderly are mostly the families (Weil, 1994(.
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The uniqueness and contirbutionof the law can be summarized as follows:
l)In contrast to many developed welfare states, such as England, Holland
and Norway, Israel now has a social insurance law which recognizes the
right of every nursing elderly in the community to receive personal
services according to his assessed needs (Morgenstin and Werner, 1982).

2) The law strengthened the interdisciplinary treatment approach by placing
the role for designing a "treatment plan" with an interdisciplinary local
committee, with representatives from the appropriate Ministries and/or the
local welfare office and the local health clinic (Lowenstein, 1983; Cohen,
1988;BenZvi, 1989).

3) This unique Israeli model combines governmental involvement in defining
criteira for service entitlements, for care plans and their financing, and for
licensing, supervision and surveillance together with service purchasing
from nongovernmental agencies. Today more than 400 such agencies
operate throughout the country, half of them public nonprofit and half of
them private forproift. Such an approach enables the government to set
organizational and professional policy and to develop standards for care
and for manpower development (BenZvi, 1993).

Data and projections regarding the number and percentage of elderly in the
community, who will become functionally dependent in ADL, show an
increase from 30,900 (8.70/0) in 1988, to 35,500 (9.20/0) in 1995, and to
40,000 (9.90/0) in the year 2,000. These figures mean that in order to maintain
the current level of homebased services, they need to be increased by at least
150/0. Since the rate of dependency of those aged 80+ will grow much more
rapidly (240/0 as compared to llo/o among those aged 6569), an increase in
the treatment hours per week will also be needed (Factor et al., 1992).

CommunityBased (Open Care) Services
Communitybased services reflect a holistic approach which encompasses a
variety of services geared to answer a spectrum of needs. The needs relate to
all areas of life; including occupation, housing, culture, health and welfare.
The provision of such services entails complicated organizational ties,
cooperation and coordination. Some of these community services in Israel are
supplied through the universal services offered to the general population, and
some are provided through special services for the aged.

The analysis and discussion of these services will be based on the target
populations served: the functionally independent versus the frail dependent
elderly.
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Services for the Functionally Independent Elderly
Service development for the functionally independent elderly in recent years,
reflects a growing awareness of the need to strengthen their integration in
society and to use the resources represented by their diverse and rich ethnic,
religious and cultural experiences. Services include preventive services,
social recreational services and volunteer and public activities.

Preventive services
There are three major typesof preventive services.
1)Preretirement preparation programs were expanded after the creation of
the Authority for Planned Retirement. Many industrial and commercial
companies today offer such programs, emphasizing family relations and
personal activities. In this regard it should be noted that in the rural sector,
mainly in Israeli kibbutzim, no mandatory retirement age exists. On the
contrary, many kibbutzim have developed special projects to facilitate and
provide an occupation for their older members (Atar, 1983).

2) Preventive surveillance is based on a holistic approach, and geared to all
elderly in a speciifc community. These programs are operated by
multidisciplinary teams composed of a physician, a public health nurse
from the family health clinics, nurses from the sick fund clinics and social
workers from the local welfare offices. The goals are to identify and assess
all elderly in the community, to provide required services when needed,
and to follow up those at risk. These programs serve close to 560/0 of the
total 65+ population per year (Bergman and Lowenstein, 1988).

3)Ahealth promotion program was recently started by Eshel. Its goals are to
encourage and promote healthy habits and life styles. It includes: physical
fitness programs; nutirtion projects in community and residential facilities;
an expeirmental program to identify and assess hearing problems in
vairous communities; an experimental educational program to prevent
home accidents; the creation of dental care clinics; the development of
vairous educational pamphlets, and a "stay well" experimental program
geared to provide health education courses for the elderly (Eshel, 1993).

Social Services
The major socialrecreational services are provided through community
centers and pensioners' clubs. The community centers are a universal service,
accessible to all aged, especially the well aged, with emphasis on social and
occupational activities to meet leisure, recreation and social needs. The
centers encourage intergenerational programs and promote the integration of
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the elderly into the community. Over 100 centers now in operation serve
close to 20,000 elderly.

A varietyof pensioners' clubs also serve the above functions, but operate as a
^ special service. There are two basic types of clubs: 1) small neighborhood
i clubs, geared and tailored to the needs of the ethnic groups in that specific

neighborhood; and 2) larger clubs serving aged from different neighborhoods,
which offer also social services such as meals, social work services, friendly
visiting etc. In the Arab sector, it'smostly neighborhood clubs that operate,
serving mainly the older male population. On average, about 20o/o of the aged
in most communities participate in these clubs, while in Haifa it reaches 25O/O

(Haifa Master Plan, 1989). In the last several years, these clubs have absorbed
a large number of Russian immigrants.

The recommendations of the three large cities' master plans for service
development are to expand the network of social clubs, especially in
neighborhoods with a large concentration of elderly (TelAviv Master Plan,
1986; Jerusalem Master Plan, 1988; Haifa Master Plan, 1989).

Voluntary andPublicActivities
The thrust, especially in recent years, has been to encourage the well aged to
participate actively in the community, mainly in volunteer and public
activities. An interesting model of Counseling Service Stations for the Aged
was developed by the National Insurance Institute. These stations, which
operate in most Nil branches, are manned by elderly volunteers. They supply
information, counsel the elderly on their legal rights and benefits, and provide
friendly visits, especially to recently widowed elderly. The stations are
managed by senior social workers and staffed by volunteers who receive
regular training and social benefits.

In the Haifa Master Plan (1989), there is an emphasis on the development of
volunteer activities by the aged, and for the aged. In Jerusalem, a program for
neighborhood volunteering  the JerusalemLos Angeles project  was
established: An information and counseling center manned by elderly
volunteers was created in seven neighborhoods (Barnea and Steigman, 1991).

In addition to "traditional" volunteer activities, a selfhelp approach was
developed through the Histadrut's Pensioners Organizations and the recently
created Sixty Plus Organization. A large number of synagogues and churches
offer many activities for their elderly Jewish and Arab members, respectively,
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in addition to regular religious services. Today close to 50,000 elderly (about
10o/o of the elderly) are active in vairous voluntary programs, including
selfhelp groups (Habib, Steigman and Barnea, 1 992).

A unique service is offered by Local Associations for the Aged which operate
as Eshel's extension in local communities. Their goals are to develop,
coordinate and operate services for the aged in each area. They were
established in cooperation with the local authorities and the Ministries of
Labor and Health. Together with professionals, representatives of the elderly
from the specific community work on a voluntary basis. In the Arab
community, these associations lay the groundwork for development of the
voluntary sector.

Services for the Frail and Nursing Elderly
Services for the frail and nursing aged include a basket of services geared to
help them continue to live in the community. Most of the nursing and
medicalrehabilitative services are provided by the sick funds' primary health
clinics, which operate in almost every neighborhood.

A growing number of services to the frail and nursing are provided through a
network of various models of day care centers. The day care centers were
mainly developed by Eshel during the last decade. Today 60 day care centers
operate, serving close to 11 ,000 handicapped elderly, offering a variety of
service models. In some centers, the target population is the physically
handicapped aged, while others aim to serve the mentally infirm elderly. In
certain day care centers, the two populations are mixed and treatment
programs are differentially designed. Most centers operate in separate,
speciallydesigned facilities in the communities, and some are located within
residential homes. The service basket includes: transportation, nursing and
rehabilitative services, bathing, breakfast and lunch, and social and
occupational activities.

A recent evaluation of the day care centers revealed that 770/0 of the elderly
served are physically and/or mentally handicapped, and the other 230/0 suffer
from social/emotional problems and severe health problems (Korazim, 1993).

The day care center has proved an effective service model to help families
maintain even very frail and nursing aged in the community. The first day
care center for the Arab aged was established in Acre. Many centers practice
family group work and encourage the creation of selfhelp family groups.
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A new model of familycentered day care for the elderly was recently
developed on an experimental basis. Two innovative features distinguish it
from the "traditional" center. First, the familycentered day care model is
located in an apartment. Services provided in a "homelike" facility create an
intimate atmosphere and allow for more individualized care. Also, since an
existing apartment which is available in the community is used, the service
can be established quickly. Second, the services are offered within a
homogeneous neighborhood framework and can thus be geared to the needs
of different groups. The familycentered day care model serves the more
severely disabled elderly who need a great deal of supervision (Primak,
1992).

Another innovative service is an emergency service for "at risk" elderly
populations, through regional emergency centers. This service includes a
basket of personal services, advocacy, and an opportunity for occupational
services.

Duirng the last five years, services for the psychogeriatric elderly have begun
to be developed. These include ifve unique day centers for these elderly (in
addition to other models of day centers); limited diagnosis in community
health clinics; and special diagnostic units in some geriatirc hospitals and day
hospitals for the elderly. Also, a national selfhelp organization for families of
psychogeiratirc elderly was formed, with assistance from Eshel. It operates
branches in several cities and provides "open houses" and hot lines for the
families. Its aims are to change policy and protect the elderly and their
families (National Center for Information for Self Help, 1989).

In the last few years, services for terminally ill persons, especially
homehospices, have started to develop.

Institutional (Closed Care) Services
Institutional services are an important component of the care continuum. The
mapping and discussion of these services will focus on the vairety of existing
models, on the change in "care" conceptions and on manpower training.

The existence of different types of residential care available to the elderly is
related to the target population's sociodemographic and health characteirstics
and to the sectors operating the facilities.
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Sheltered Housing
The growing emphasis on helping older persons remain in the community in
an independent household has promoted the proliferation of sheltered
housing. This trend is also reflected in the "nonofifcial" policy of the
Ministry of Labor and Social Affairs not to finance or subsidize placement in
old age homes.

A variety of sheltered housing programs exist. They can be characterized by
various parameters: the extent of integration of the elderly with younger age
groups; the size of the program; the extent of integration with other services;
cirteira for admission; amount and payment procedures; and level of
protectiveness as reflected in the service basket offered. One of the basic
differences between sheltered housing and residential facilities is that these
programs are not yet under governmental supervision (Barnea and Habib,
1992).

Most programs provide a basic "service basket" including a livein
housemother, house cleaning and management, security arrangements and
vairous recreational services. However, some of the programs are more
"sheltered", providing an intermediate service level, which includes at least
one warm meal a day, assistance in home management, religious services and
social and nursing services (Shtarkshal, 1987).

In 1989 there were a totalof 6,314 housing units for close to 10,000 elderly,
operated by 73 sheltered housing programs. This supply is much lower then
in other Western countires. The private sector caters to the wellaged and is
characteirzed by high fees. Programs for elderly without ifnancial means and
appropirate housing solutions are provided by the public and governmental
sectors.

Institutional Care
The rate of institutionalization in homes for the aged and nursing homes in
Israel is relatively low  close to 5^0  even though the overall rate of
disability in ADL among the aged is very similar to thatof the U.S. and other
Western European countires. The reason may be the existence of a strong
familyoirented, informal support system and the involvement of families in
care provision, as well as the growing network of community and
homebased services. It should be noted, however, that historically,
institutional care was the ifrst type of service developed in Israel, preceding
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communitybased services by some 50 years (Bergman and Lowenstein,
1988).

Today there is a total of close to 20,000 institutional beds in about 200
facilities, reflecting an increase of 440/0 in the last decade (Factor, Be'er and
Primak, 1992). The relative proportion of beds for various functional levels
and type of ownership has also changed. There was a decrease in the
proportion of beds for the wellaged (from 52(M> to 37'M>) and a significant
increase in the proportion of beds for the frail ambulatory elderly (from 0'/י13
to 220/0) and for the severely mentally or physically disabled (from 350/0 to
410/0). The commercial (propiretary) sector's share grew from 260/0 of all
institutional beds in 1981 to 38^0 in 1989, while the government's and
voluntary sector's shares decreased accordingly (Be'er and Factor, 1990). This
reflects the trend to encourage the well elderly to stay in the community as
well as the increasing privatization of certain services.

Duirng the last decade, considerable modernization and professionalization of
institutional care has occurred. This is reflected in changing governmental
supervisory regulations to upgrade the quality of care, in the introduction of
quality of life projects and in manpower training.

During the last five years, Eshel has placed special emphasis on quality of
care and quality of life projects. Four major demonstration programs were
introduced: 1) a nutrition project, developed within the framework of health
promotion in institutions; 2) a residents' participation program; 3) a quality of
life and personal space project, and 4) improvement of qualityof care for the
mentally infirm. The projects are usually introduced by university experts
involved in applied gerontology (Rotem, 1991; Katan, 1991; Bergman,
Gershtansky and Lindbaum, 1992; Lowenstein, 1993).

An important factor that affects the quality of care and quality of life is the
level of staff training. During the last decade, considerable effort has been
invested in this area. The main push and initiative was by two Ministries  the
Ministry of Labor and Social Affairs and the Ministry of Health  together
with Eshel, in cooperation with various universities and centers for research
and training in aging. For example, in 1 982, the University ofHaifa School of
Social Work, together with Eshel, began a twoyear extensive certificate
program for directors of old age and nursing homes. Today most of the
directors in Israel have completed such a program. Eshel has also developed
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its own training center, geared to the specific needs of different groups of
professionals and paraprofessionals.

Residential care in Israel today continues to stirve to become more and more
professional. New models are being tested such as trilevel homes, regional
care centers and old age homes as centers of gerontological services in the
community. There is a growing emphasis on providing more individualized
care, based on selectivity of admission and on careful professional
assessments of health, social conditions and functional capacity of the older
person (Brodsky and Bergman, 1992). In the Arab sector, the first modern old
age home was opened in Dabouirya with the cooperation of Eshel.

Models of Practice and Types of Interventions
In assessing professional practice it is important to note that working with the
elderly and responding to their many complicated needs, requires a
multidisciplinary approach. Professionals who work with the elderly
including nurses, social workers, medical practitioners etc., are still far from
reaching a consensus on their respective domains, but there is an increased
awareness that knowledge and care are not the property of any one discipline
(Monk, 1985).

The centrality of different professional care providers varies across nations.
This can be demonstrated by consideirng the role of social workers vis a vis
the elderly. In some countires, social workers are central to the provision of
social services and are actively involved in the provision of health services. In
others, social work has a limited or even peripheral role. This is determined
by two factors: ifrst, the stage of professional development and its
corresponding definition of roles. Second, the amount of training in the ifeld
of gerontology. Professional interventions with the aged in Israel today are
generally based on a holistic approach, and on multidisciplinary cooperation,
when possible. The main methods cover casework, group work, resource
mobilization, service planning, coordination and administration.

An expanding modelof practice in Israel is the case management model. This
is especially needed because of the many diverse and complex needs of the
aging population, and the fragmentation and division of responsibility for
service provision among different agencies. Service case management is a
role in which social workers and nurses, in particular, have begun to engage
in recent years, especially as the emphasis has shitfed to communitybased
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services. The role requires skills in mobilizing resources and acting as a
broker and advocate. The need to act in the case mangerbroker role has
developed in conjunction with the growing network of services for the aged,
operating through different organizations within the same neighborhood or
community. For example, in Israel onehalf of the community centers (1000
centers) operate a variety of services for the aged, including volunteer work,
personal social services, counseling and referral services. Very similar
services are also offered by pensioners clubs and other agencies. Data show
that cooperation between community centers and welfare offices has had the
greatest impact on the activities of the centers with respect to the aged
(Litwin, 1985).

In addition, the special composition of the elderly population in Israel  the
ethnic diversity, the Jewish and Arab groups, urban and rural, the problems of
older immigrants, etc.  makes the role of broker critical for fuller realization
of the older client's useof his rights and eligibility (Lowenstein and Bergman,
1988). Social workers in health settings, mainly in hospitals, act as brokers
when they activate community services on behalf of a discharged patient or
his family, together with social workers rfom the local welfare office and
nurses from the pirmary health clinics. Thus, a special project was designed
to integrate social workers into the work of primary health clinics. This has
led to a close interface between health and social care and has promoted a
better understanding of the interdependence of needs and services
(Lowenstein and Bergman, 1988). The case management model exemplifies
the trend towards developing an interdisciplinary treatment approach. This
was advanced by Eshel through the work of the Local Associations for the
Aged, and greatly expanded since the enactment of the Community
LongTerm Care Insurance Law.

Current Issues and Dilemmas
Current issues relate to the philosophy and conceptual framework within
which the service network and interventions are activated. Two of the most
important issues in service delivery are service targeting and service
coordination. Service targeting concerns the degree to which services are
specifically directed at the elderly, or even to specific groups among them.
Service coordination concerns the linkages between different types of
services, in particular health and social services.
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The main dilemma in service targeting is integrated versus categorical
services. For example, should the elderly be integrated into leisure, cultural
and recreational activities offered by community centers or should separate
pensioner clubs be built. This has to be confronted even in the framework of
categorical services, such as day care centers for the handicapped: should we
build separate centers for the physically dependent versus the mentally infirm
or should these two groups be integrated? If one aims at integrating the
elderly into the community then, in principle, integrated services are
preferred. However, in order to answer effectively the special needs of the
dependent elderly, categorical services are preferred. For the well elderly,
though, more integration is needed.

The issue of service coordination is based, to a certain extent, on basic
functional differences among the elderly but it also results from the historical
development of the services. As it is not always easy to differentiate between
the functions of each department in the major Ministries in charge of the
aged, duplication or overlapping occurs. The Israel Gerontological Society
(founded in 1956), Eshel and the Brookdale Institute of Gerontology have
served over the years in many ways as the initiator, partner, or major
contributor to the development of patterns of coordination between different
organizations (Brodsky and Bergman, 1992).

The issue of service coordination began to be addressed on a larger scale
following the enactment of the Community LongTerm Care Insurance Law.
The National Health Law may push this trend even further. More effort
should be invested in expanding the Local Associations for the Aged, which
could become an important vehicle for service coordination.

Two more important issues are: priorities in resource allocation and
longterm care planning versus responding to emergency situations.
Priorities in resource allocation concern issues such as: should the full
spectrum of the care continuum be developed to respond to the needs of
various groups  the wellelderly versus the frail ambulatory and nursing  or
should more emphasis be placed on the needsof the more frail and dependent
elderly? Data show that prevention techniques and preventive services are
still "underdeveloped" (Eshel, 1993). As we expect an increase in the
numbers and rate of the very frail, the emphasis continues to be on the more
needy. In addition, the current burden on the informal caregivers, and
projected changes in the informal support network towards smaller families
and more women entering the labor force, make the argument for investing in
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services for the disabled even more pronounced. Also, priorities in service
allocation for communitybased services versus institutional care are still not
solved.

A related issue is the balance between formal and informal support. The
Community LongTerm Care Insurance Law reflects the changing social and
political approaches regarding the division of responsibility between the
family and the State for care of the aged. Until its enactment, Israeli society
perceived the family as the major social support system for care provision to
dependent aged. The law, which is geared to help families in their caregiving
tasks, expresses changing values toward shared responsibility between the
informal and formal systems.

The issue of longterm planning versus responding to emergency situations
was recently publicly debated following the latest waves of immigration,
especially rfom the former Soviet Union and Ethiopia. In certain services, a
loweirng of standards occurred, as the system had to answer the complex
needsof the newly arirved elderly immigrants.

EsheFs operations are based on longterm planning, set out in ifveyear plans.
It also has encouraged the large municipalities to develop ifveyear Service
Master Plans. However, in a country like Israel, where unexpected
immigration on a large scale otfen occurs, longterm planning is sometimes
foiled.

Several issues should be taken into consideration looking to the future
developments of the service delivery system. First, the system is unique in its
philosophy of community care and community responsibility for dependent
elderly, as based on the Jewish tradition and religion of "honoirng thy mother
and father". However, as contemporary life becomes more secular this might
change.

Second, regarding service targeting and resource allocation, the goal should
be to stirve towards more integration and the encouragement of the "well
elderly" to be active and involved as volunteers, consumers, and "agents of
change". The elderly and their families should be encouraged to become an
important partner in service development. As the absolute number of
"oldold" and their percentage in the population are expected to grow rapidly,
we should consider the idea of a "supermarket" of services which will
encompass, as much as possible, a vairety of services.
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Third, in relation to service coordination, the idea of creating one
governmental authority to care for the elderly, to which the resources and
expertise of the various Ministries and agencies would be transferred, has to
be considered.

In conclusion, the social service system and professional practice in Israel
have been shaped by the special histoircal, political and cultural context. A
conceptual and practical shift have taken place in the grouping of services.
Whereas Israel started developing services from the institutional end of the
care continuum, the point of departure today is the home and the community
ofthe older person. Nonetheless, service development in the past, present and
future shows that care of the elderly is an area in which religious and ethnic
values, social philosophy, caring skills and professional health and welfare
expertise must be closely interwoven.
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Geriatric Assessment
in Surgical Patients
Alfonso J. CruzJentoft1, M.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦

Why Should We Perform "Surgical" Assessment?
Geiratirc assessment is a multidisciplinary diagnostic and management tool
that may improve the outcome of health care of selected elderly patients.
Elderly subjects admitted to a hospital surgical service seem to be an
appropirate target for geiratirc assessment for several reasons:

Surgical mortality and morbidity is higher in elderly patients than in any
other age group;
Surgical morbidity can be reduced by prevention, early detection and
treatment of surgical complications (i.e. deliirum);
Surgery is a common tirgger of a cascade of events that lead to physical
and mental disability;
Surgery is needed to treat many geiratric syndromes (i.e. poor vision
caused by cataracts) and their consequences (i.e. hip fracture caused by
a fall). These syndromes are markersof frailty.

The Three Columns of Surgical Assessment
Three aspects should be considered when evaluating an elderly individual for
surgical treatment: the disease that will be operated, the surgical procedure
needed and the elderly patient that is to be treated. These are the three
"columns" on which assessment can be built.

' Equipo de Valoracion y Cuidados Geriatricos, Hospital Ramon y Cajal, Madrid,
Spain
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Disease with Surgical Treatment
Every surgery has an incidence on the course of any given disease that is
operated on. The natural history of the disease under surgical consideration
has to be weighted against the expected history of the disease after the
planned surgery if it is performed, and against the expected history with any
other possible treatment. In doing so, considering some questions may be
useful: Is surgery only an option in that disease, or is it mandatory? What is
the patient's life expectancy without surgery? Will surgery have any influence
on life expectancy? Of course, patient preferences have to be included in the
equation if an ethical decision is to be made.

In many diseases, postponement of surgery is not a riskfree decision, and the
irght time has to be chosen. Delaying an indicated surgery with no solid
reason is by itself a decision that should be thoughtfully made.

Risk of Surgical Procedures
Every surgical procedure has it's own inherent risks. For instance,
craniotomy, cardiac or colon surgery, or exploratory laparotomy are high risk
surgeires. Generally speaking, surgery may be classified as low, intermediate
or high irsk. The setting where surgery will be performed, and the experience
of the surgical team, may also have a considerable influence on results (i.e.,
in carotid endarterectomy). Knowledgeof the reasonsof death during surgery
may also be helpful (Table 1).

Table 1. ReasonsofDeath During Surgery
PERIOPERATIVE I POSTOPERATIVE

Operating room (450/o) First 48 hours (55o/o) First 6 weeks
Anesthesia (22o/o) Poor ventilation Gramnegative sepsis (300/o)
Intraoperative (78o/o) Aspiration Pneumonia (20o/o)

Arrhythmia Cardiac arrest (101 50/0)

refractory pulmonary embolism (51 00/0)
hypotension renal failure (50/0)
Myocardial Shock (5"/0)
depression Cancer (50/0)

| (lQ15% each) 1 Stroke (50/0)

PatientRelated Risk
Decisions about surgery can never be adequately made without a careful
assessment of the patient. Patientrelated risks can be precisely and
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objectively measured. Assessment is easy to perform, and can be included in
the routine preoperative assessment. Most of the important facts can be
elicited duirng history taking, physical examination and usual laboratory tests
(Table 2). Apart from this, a simple measure of physical and mental status is
mandatory. Other diseases and pharmacological treatments have to be
evaluated for their impact on surgery, and the impact of surgery on their
management has also to be considered.

Table 2. Evaluation of Surgical Risk Factors
Detected by Detected by Laboratory tests
historytaking physical exam

age third heart sound cbc
Cardiac diseases: recent Jugular venous Urinalysis
mi, dyspnea, angor, ihd distention basic chemistries,
bed confinement, severe significant aortic albumin
physical disability stenosis prothrombin, ptta
Diabetes, hypertension Hypertension EKG
Alcohol, tobacco Malnutrition ChestXray (?)
cancer, cancer signs of other other tests only
treatment significant disorders, when clinical
chronic lung disease or active infection suspicion
Hepatic or renal
dysfunction
cns disorders, stroke
drugs: corticosteroids,
digoxin, anticoagulants,
aspirin, antidepressants,
betablockers...

Information obtained from a detailed medical history, a careful physical exam
and the judicious use of laboratory tests can be summairzed using one or
more operative irsk scales. The ASA scale is easy to use, has an adequate
interobserver reliability, and has acceptable prognostic capabilities (Table 3).
Other instruments, such as Goldman's cardiac irsk (Table 4), or a respiratory
irsk stratification (Table 5) may be more precise and are mandatory if cardiac
or respiratory problems are found or suspected. Scales for measuirng
thromboembolic irsk, hepatic irsk, renal irsk, hematologic irsk or the risk of
deliirum are also available and can be selectively used in some settings.
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Table 3. American SocietyofAnesthesiologists Evaluation Scale*

1. Normal
2. m1ld tomoderate systemic disturbance or octogenarian
3. severe systemic disease that limits activity
4. severe systemic lifethreatening disorder
5. death expected in less than 24 h, with or without surgery

* Djokovic JL, HedleyWhyte J. JAMA, 1979.

An adequate management and followup of the problems found by
assessment, as is true in other areas of geiratric assessment, has to be
implemented if the aim of reducing surgical morbidity and mortality is to be
attained. The abovementioned assessment is an excellent starting point for a
multidisciplinary team that should include a geriatrician, the surgical team,
and other professionals (nurses, physical and occupational therapists), and it
may also influence hospital stay, prevent new disabilities and reduce
medication use.

Where is Surgical Assessment Needed?
It is reasonable to target geiratirc surgical assessment for the elderly who are
most likely to benefit rfom it. No studies have been performed on surgical
assessment targeting. While we wait for them, a prudent approach would be
to assess those submitted for high risk surgery (i.e. thoracotomy,
cardiovascular surgery), moderate risk surgery of rfequent diseases (i.e.
biliary), cancer surgery, and surgery of agerelated diseases (i.e. hip fracture,
cataracts, prostate). Geiratric assessment is likely to be beneficial in the
departments of trauma/orthopedic surgery, vascular surgery, gastrointestinal
surgery, urology and ophthalmology.

Two studies2'3 of geiratirc operative assessment in orthopedic and urological
elderly patients show the importance of controlled studies.

2Cruz Jentotf AJ, Serra JA, Lazaro M, Gil P, Ribera JM. La eifcacia de la
interconsulta geriatrica en pacientes ancianos ingresados en traumatologia. An Med
/"etr" )Madrid) 1994; ll(6):273277.
3Lazaro M, Cruz Jentotf AJ, Ribera JM. The role of geriatric consultation in elderly
urologic patients. Aging Clin Exp Res 1995; 7(3):240241.
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Table 4. Goldman's Cardiac Risk Factors and Index*
Cardiac risk factors Points

History Age >70 years 5

mi <6 months before 10
physical exam s3 gallop or jvd 11

important aortic stenosis 3

ek.g rhythm other than sinus or pacs 7
>5 PVCS / MIN 7

BAD GENERAL STATUS PO2 <60 OR PCO2 >50 OR K. <3 OR HCO3 3

<20 OR BUN >50 OR CREATININE >3 OR
Abnormal GOT or Chronic liver
disease or Bedridden

operation intraperitoneal, intrathoracic, 3
AORTIC 3
Emergency

Cardiac Risk Index
Class I 05 points Class III 1325 points
class 11 612 points Class IV 2653 points

* Goldman et al. NEnglJMed, 1977.

Table 5. Pulmonary RiskAssessment

LOW RISK SURGERY: LOWABDOMINAL, EXTRAABDOMINAL / EXTRATHORACIC

RISK FACTORS IN UPPER ABDOMINAL AND THORACIC SURGERY:
++ SMOKING + AGE > 60 YEARS
++ COPD + LONG ANESTHESIA
++ MASSIVE OBESITY + RESPIRATORY INFECTION

IF RISK FACTORS PRESENT => PULMONARY FUNCTION TESTS
FEV1 > 2000 cc low risk
FEV1 10002000 CC MODERATE RISK
FEV1 < lOOOcC HIGH RISK
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:TheMini Nutritional Assessment
A Tool for Grading the Nutritional State of

Elderly Patients

Bruno J. Vellas', M.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦

In geriatric assessment programs, simple and rapid assessment tests for the
functional evaluation of the elderly are in use for testing psychological (Mini
Mental State Examination, MMS) (Folstein, Folstein and McHuth, 1995) and
physical functions (Activities of Daily Living Scale, ADL; Instrumental
Activities of Daily Living, IADL) (Katz et al., 1963), but not for nutritional
assessment. Since malnutrition of the frail elderly seems to be frequent, it is
necessary to develop a nutritional assessment test that will permit early
detection and allow for dietary intervention.

Using some of the NMAPS (New Mexico Aging Process Study) we
described, developed and validated a nutritional assessment test, the Mini
Nutritional Assessment (MNA) (Guigoz, Vellas and Garry, 1994; Guigoz,
Vellas and Garry, 1996). This test has been translated into more than 20
languages and is now widely used in many clinics and clinical research
programs to assess nutritional status in elderly patients. This project
represents a collaborative research program between the Department of
Internal Medicine and Clinical Gerontology, Toulouse University Hospital,
France; the Nestle Research Center, Lausane, Switzerland; and the Clinical
Nutrition Research Laboratory, UniversityofNew Mexico, USA.

' Department of Internal Medicine and Clinical Gerontology, Toulouse University
Hospital, France and Clinical Nutrition Program, University of New Mexico,
Albuquerque, NM, USA
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Description of the Mini Nutritional Assessment
Test
The following requirements are necessary for a simple and rapid evaluation
test:
1 . Reliable scale
2. Permits definitionof thresholds
3. Compatible with skills of a generalist assessor
4. Minimal bias becauseof data collector
5. Acceptable to patients
6. Inexpensive

The MNA test is composed of simple measurements and of rapid questions in
order to be performed in less than 10 minutes (see Appendix 1):
1 . Anthropometirc measurements (weight, height and weight loss);
2. Global assessment (6 questions related to lifestyle, medication and
mobility);

3. Dietary questionnaire (8 questions, related to number of meals, food and
fluid intake, and autonomyof feeding);

4. Subjective assessment(self perceptionof health and nutirtion);
If necessary,

5. Biological markers (biochemical indices such as albumin, Creactive
protein, cholesterol and lymphocyte count).

The scoirng for each part would categoirze the elderly patients in the
following manner: a) normal (adequate nutirtion); b) borderline (at risk of
malnutirtion); c) protein caloire undernutirtion.

Validation of the MNA

Validation of the MNA was carired out by three successive studies on more
than 600 elderly. The first study was used to set up the test on 155 elderly
subjects, from the very healthy to the severely malnouirshed elderly. The
purpose of the second study was to validate and test the discirminatory
potential of the MNA on 120 elderly subjects, from the frail to the healthy
elderly. Finally a complementary validation study was conducted on healthy
and noninstitutionalized elderly from the NMAPS. Overall, the populations
studied represent the whole spectrum of elderly subjects, from very active
healthy elderly to very frail housebound or demented hospitalized elderly.
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The developmental study (Toulouse 91) was ifrst done to test the MNA, and
the second study (Toulouse 93) was used to validate it. The study on healthy
elderly (Albuquerque 93) was used to evaluate the potentialof the MNA in a
healthy population and to validate it in different cultural contexts. Allof these
studies are described in previous publications (Guigos, Vellas, and Garry,
1994; Guigoz, Vellas and Garry, 1996).

A first, clinical status analysis (normal or malnourished) was compared to
classic nutrition status (biochemical indices and anthropometry). This was
followed by principal component analysis and discriminant analysis to
objectively compare the clinical status with the MNA. The results indicate
that the MNA test can assess nutritional status. According to crossvalidation
results, the threshold for wellnourished status is situated at 24 points and for
proteincalorie undernutirtion under 17 points on a 30point scale (Guigos,
Vellas, and Garry, 1994; Guigoz, Vellas and Garry, 1996).

In our point of view, people between 17 and 23.5 at the MNA are at risk for
malnutrition. They don5t have yet proteincalorie undernutrition but they have
some risk factors. They can also have some vitamin or mineral deficiencies.

Among the participants at the NMAPS, 2 subjects were assessed as
malnourished (MNA < 17), 60 subjects (180/0) as borderline (at risk of
malnutrition, MNA between 17 and 23.5) and 268 subjects (80o/o) as normal
(wellnourished, MNA > 23.5).

Perspectives
The MNA test can accurately assess the nutirtional status of elderly: a)
normal or wellnouirshed, b) borderline or at risk of malnutrition, and c)
presence of undernutirtion. Both normal and malnutrition classiifcations were
the same as those obtained using the nutirtional clinical assessment by a
physician (trained in nutirtion), with comprehensive clinical ifles (referred to
here as clinical status). The borderline status identifies elderly at risk of
malnutirtion, who need further assessment. In clinical practice, about 75*^0

(3/4)of the elderly can be identiifed without further assessment.

The MNA has become an important tool in evaluating the irsk ofmalnutirtion
in the elderly, and is being integrated into geriatirc assessment programs
(Vellas and Guigoz, 1995). Nutirtional assessment using MNA can be easily
done by health professionals at hospital entry, entry into nursing homes, or by
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general physicians for early detection of risks of malnutrition. When
malnutrition is detected, early management by nutritional intervention is of
high importance and is associated with improvement in nutritional
parameters.

However, more studies have to be done for those between 17and 23.5 on the
MNA. The MNA was first developed as a tool to assess proteincalorie
undernutrition. Assessment of some vitamin and or mineral deficiencies is a
new challenge for the MNA. Preliminary data from the NMAPS show that
those between 17 and 23.5 have lower vitamin C and folate plasma levels
than those with normal MNA score. Moreover, more people with low vitamin
C levels are more likely to be in the at risk group for the MNA (see Table 1).

Table 1: MNA scores versus Vitamin plasma levels in the NMAPS and
the Hispanic Study

MNAScore NVitamin C' Hfolate2
> 23.5 584 1.27±0.48 13.58±1L5
1723.5 148 1.10±0.50 11.63 ±10.5

' P < 0.0003
2P= 0.061 3

Studies are currently in process with the MNA in many clinical settings to
assess nutritional status in elderly patients with different kindof diseases: e.g.
Alzheimer5s Disease, bronchopulmonary obstructive diseases, etc. Other
studies have focused on the reliability of the MNA and others on elderly
persons living in nursing homes. However, those in the latter studies scored
between 17 and 23.5, raising a new challenge for the MNA: It seems that
these individuals are more likely to benefit from easier and more potential
interventional studies.
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Appendix 1: Mini Nutritional Assessment (MNA)
MINI NUTRITIONAL ASSESSMENT

MNA™ ID*

Last Name: .ifrst Name: Ml S8*; Date;

Age: weight, kg: Height, cm: Knee Height, cm:

Complete the form by writing the numbers in the boxes. Add the numbers in the boxes andcompare the tola/ assessment ,0 the
Malnutrition Indicator Score.

ANTHROPOMETRIC ASSESSMENT

,Body MassIndex(BMI)(weightinkg)/(heightin m( I "^ I I 12. Selected comsumption markrs (or Protein intake
aBMI< 19 0 points . At least one serving of dairy products (milk.
b.BMI 19to < 21 1 point cheese. yogutr) per day? yes £7 n0D
c. BMI 21 to < 23 2 points ., . Two or more servings 01 legumes or eggs per week?
d.BMI2 23  3 points I I yes □ noG

2. Midarm circumlerence (MAC) in cm . Meat. listi or poultry every day? y8s ם nod
a. MAC < 210.0 joints a.il0 or 1 yes  0.0 points
b. MAC215 2205points b. if 2 yes =05 Pointsr |r1

c. MAC >22 1.0 points LJLj c.il3 yes =10 points Ill1
3. Call circumference (CC) in cm 13. Consumes two or more servings ot lrults or

a. CC<310 pointsb.CC 231 . 1 point (_J vegetables per day? 11
a.no0 points b. yes  1 point I I

4 Weight loss during last 3 months
a weight loss greater than 3kg (6.6 lbs)  0 points 14. Has food intake declined over the Past lnr8e
b. does not know  1 point months due to loss of appetite. digestive Parblems■
c weight loss between 1 and 3 kg chewing or swallowing difficulties?

)2 2 and 66 10s)  2 points a. severe loss of appetite  0 points
d. no weight toss  3 points D b. moderate loss ot appetite  1 Point ,,

1  ' c no loss of appetite  2 points I I
GENERAL ASSESSMENT ■  

1 1 15. How much fluid (water, juice, coffee. tea. milk....)
5. Lives independently (not in a nursing home or hospital) is consumed per day? (1 cup  8 oz.)
a.no 0 points b. yes = 1 point I I a. less than 3 cups  0.0 points' b.3to5 cups  0.5 points ,,r ,

6. Takesmore than 3 prescription drugs per day r\ c morethan5 cups1.0 points LJLJ
a yes  0 pointsb.no  1 point I I ' 

■ 16 Mode of feeding
7. Has suffered psychological stress m acule a Unable to eat without assistance = 0 points
disease in the Past 3 m0"ths1 1 b selffed with some difficulty  1 point _
a. yes  0 points ל "" י 2 P01nts I' c. selffed without any problem  2 points |LJ

8. Mobility " SELF ASSESSMENT
a. bed or chair bound  0 points 1

6 able to get out of bed/chair but does 17. Do they view themselves as having nutirtional problems?
not go out  1 Point ., a major malnutrition  0 points

c. goes out  2 points I I b. does not know or moderate malnutrition  1 point .

■ :  ' c. no nutirtional problem "2 P01nts II
9. Neuropsychological problems ■
a. severe dementia or depression = 0 points 18. in comparison with other people ot the same age, how
b. mild dementia  1 point . . do they consider their health status?
c. no psychological problems  2 points I I a. not as good  00 points

b does not know  0.5 points
10. Pressure sores <" sk1n ulcers n c as "ood . 1.0 points ,_. _|a.yes0 points"n0 ' 1 P01nt IL1 I d. better2.0 points |DD

D.ETARVASSESSMENT ASSESSMENTTOTAL ,ma,30poi".s,: םםם
// How many full meals does the patient eat daily? .  ■

a. 1 meal0 points MALNUTRITION INDICATOR SCORE
d 2 ™a|s = י Point ןו <24 ooi"ts wellnourished □
c 3 meals  2 points LJ £i p1 1

i ' 17to235 points at risk ofmalnutntion I I

1w.: g"w r v.u■sa"cu"ypj is*. u.™ n"i"o"" a"~*™" ii'S0''"' . , 17 "nints malnourished D
.uaumini 1001 ot' g'■*^ m. ."""aMU. >* .""* pa"."!.. H". "'" ".."'"< " > '' P0"IU> J^___
G#'Ty"oJooySupotwrwnl r2 15S9 L . ■ ' ~'
C1994 NarlK Lid (NMtli R,u.nhOnt")/Cllnt.c Nutrition CWP."*

Ref.: Guigoz Y., Vellas, B. and Garry, P.J. 1994. Mini Nutritional Assessment: A
Practical Assessment Tool ofr Grading the Nutritional State of Elderly Patients.
Factsand Research in Gerontology  Supplement No. 2:1559. © 1994 Nestec Ltd
)Nestle Research Center)/Clintec Nutrition Co.
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Depression in Community Living Elderly 
Who Is at Risk?

Vera Fried1, M.D. Aia Biderman2, M.D.
Julie Cwikel3, Ph.D. David Galinsky', M.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦

Falls are a common issue in geriatric medicine and there is increased concern
today about the associated morbidity and mortality.

As part of primary prevention planning, early detection of risk factors can
lead to early intervention and correction. The main purpose of our work was
to identify risk factors for falls as well as to define a group of elderly at high
risk for falls. As partof our working plan we looked for depressive symptoms
in our elderly population.

This presentation concentrates on the issueofwho is at risk for depression in
the community since there is significant correlation between risk for falls and
risk ofr depression. The reported prevalence of depressive symptoms among
community living elderly over the age of 65 is between 1520o/o, although
prevalenceof major depression is only 250/0, similar to younger age groups.
When psychiatric evaluation is available, the percentage of depression is
higher, reaching up to 30o/o. Regardless of the assessment procedure, it is
estimated that almost 800/oof those found with depressive symptoms will not
receive any treatment.

' Departmentof Geriatrics, Soroka Medical Center, Beer Sheva, Israel
2 Depatrmentof Family Medicine, Ben Gurion Universityof the Negev, Beer Sheva,
Israel

3 Depatrment of Social Work, Ben Gurion University of the Negev, Beer Sheva,
Israel
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Asa part of a Fall Prevention Project in Community Living Elderly in Beer
Sheva, 360 elderly were interviewed either at home or in the clinic by trained
interviewers. The questionnaire included demographic, medical, functional
and psychosocial parameters. Cognitive function was assessed by using a
shortened version of the Brookdale Cognitive Screening Test. A history of
falls was obtained and, in addition, postfall depressive symptoms, fear of
falling and decreased mobility were recorded. Selfreported health status and
selfreported activity level were also partof the assessment.

Assessment of depressive symptoms was performed by using the short
versionof the geriatric depression scale which was validated for use in Israel.
Demographic data show that most of the elderly were in the 6075 yearold
age group, 580/0 were female, 680/0 were married and 320/0 were single. Thirty
percentof the elderly were new immigrants (since 1989), the majority (620/0)
rfom the former Soviet Union. Most of the elderly had ten or more years of
formal education. Multiple pathology, defined as three or more chronic
diseases, was found in 350/0of the elderly. Concerning medication, 280/0 took
medication on a regular basis. While 330/0 reported being active, the
selfreported physical activity level was surprisingly low. This is worth noting
since our sample included mostly young olds as well as people with more
than minimal education level. Unexpectedly, 770/0 of the elderly reported
poor/fair health status which did not correspond to the number of chronic
diseases. Therefore, it was interpreted as a featureof depression.

An important parameter that was evaluated in our elderly sample was the
level of social interaction. The item was checked at three levels: rfiends 
family  children. Poor interaction with children had a significant impact on
depressive symptoms.

In order to develop a screening test for elderly at risk for falls we examined
ifve items: 1) History of more than one fall in the past year; 2) injurious fall /

in the past year; 3) rfequent almostfalls; 4) slow gait/speed; 5) unstable gait.
Using this fiveitem screening test, 280/0of the community living elderly were
found with2to 5 irsk factors which meant that they were at high irsk for
falls. The same group of elderly was also found to be more depressed. In
addition, 250/0 of the elderly were found with some decrease in ADL
performance. There was also a higher prevalence of depressive symptoms
with increasing disability.
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Among those elderly found with depressive symptoms, the prevalence was
higher in the older age group  270/0 versus 190/0. There was no difference
between men and women, but there was a significantly higher rate of
depressive symptoms in the elderly living alone  260/0 versus 180/0.
Educational level as well as immigration year had no impact on depressive
symptoms. Our supposition that depression would be more prominent among
new immigrants was not borne out. Decreased selfreported physical activity,
poor selfreported health status and multiple pathology were highly correlated
with depressive symptoms.

Our findings show that 200/o of the community living elderly report
depressive symptoms, which is in accordance with data from the literature.
Multivariate analyses using discriminate function analysis showed that three
vairables  family status (loneliness), falls screening test score (high irsk for
falls versus low irsk for falls) and the number of chronic diseases  are highly
predictive in differentiating between depressive and nondepressive elderly.

When defining a high irsk group of elderly for developing depression, it
seems that those who are at increased irsk for falls are also more depressed so
it seems obvious that there is a common link between falls and depression. In
order to understand this subtle mechanism, it should be mentioned that
resulting disability is the leading explanation for the development of
depressive symptoms in fallers, as well as further functional deterioration
related to social isolation. This condition may, on occasion, lead to a vicious
circle.

In conclusion, when cairng for community living elderly who are today an
increasing part of health care receivers, it is important to develop easyto
perform and simple tools at the pirmary care level, for recognizing conditions
in which early detection and proper intervention can postpone further
deteiroration. As our results show, defining a group of elderly living in the
community who are more sick, live alone, have some disability and are
reporting recent falls can be also a clue for a high irsk group of depressive
elderly. These findings need further evaluation and intervention.

In the battle to preserve elderly י8ת80ז0ק independent functioning at home,
early detection of these high irsk groups may improve diagnostic accuracy.
This, together with a better understanding and practical approach in the
prevention and treatment of a reversible condition, can lead to better planning
of community services.
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:Osteoporosis
Diagnosis and Treatment

Rivka Dresner Pollak', M.D.

♦♦♦♦♦♦♦♦♦♦♦:♦♦♦

Epidemiology

Osteoporosis is a systemic skeletal disease characterized by low bone mass
and microarchitectural deterioration of bone tissue, resulting in increased
bone fragility and susceptibility to fractures (Consensus Development
Conference, 1993). The disease remains unnoticed until fractures occur.
Fractures characteristically occur following a minimal trauma, often no more
than is caused by routine daily activity.

Osteoporotic fractures are a major cause of disability, morbidity and chronic
pain in the elderly population, especially in women in whom the disease is
more prevalent. The most frequent sites for fracture include the spine, wrist
and hip. While wirst fractures typically occur shortly after the menopause,
vertebral fractures and hip fractures occur later in life, and their incidence
rises progressively with age. In Western countries, for women 50 years of
age, the remaining lifetime risk for either wrist, vertebral or hip fracture is
1015o/o, and the risk for any of these fractures is 3040o/o (Riggs and Melton,
1986).

Although vertebral fractures result in back pain, loss of height, and kyphosis,
hip fracture is undoubtedly the most serious complication of osteoporosis.
Elderly subjects who sustain a hip fracture have up to 20o/o chance of

' Internal Medicine Department, Hadassah Medical Center, Mt. Scopus, Jerusalem,
Israel
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mortality in the first year after the fracture, a 500/o chance of not being able to
walk independently any more and a 250/0 chance of longterm
institutionalization (Holbrook et al., 1984). In the United States, the annual
costs associated with osteoporosis were $10 dollars in 1993, andif the elderly
population will continue to increase at its current rate, the costs are estimated
to reach $60 dollars by the year 2020 (Cummings et al., 1985). Thus, as
measured by its effect on quality of life and cost, osteoporosis is a major
public health problem.

Osteoporotic Fractures: Pathogenesis
Several factors play a role in the pathogenesis of osteoporotic fracture. In
general terms, three factors affect the likelihood of fracture: the risk of a fall
or physical trauma, the force of impact, and the strength of the bone in
question. The likelihood of falls is dependent on many different factors, such
as lifestyle and environmental hazards and neuromuscular function. In the
elderly, chronic diseases and medications such as sedatives compromise
neuromuscular function, thereby increasing the riskof falling.

The force of impact is dependent on the trauma, the protective response by
the individual, and the amount of energy absorbed during the fall. In the
elderly, the protective responses are impaired and they don't stretch out their
arms to break the fall, landing on their hips. The observations that natural
padding over the hips protects from hip fractures resulted in the development
of hip pads that are currently being used in clinical trials to increase the
amountof energy absorbed during a fall.

The strengthof bone is determined by the massof the bone that is present and
its quality. While bone quality is hard to measure, low bone mineral mass or
density is a major contributor to fractures. In order to understand what
determines bone mass it is important to remember that bone is not a static
tissue, but constantly undergoes repair and rebuilding in response to
mechanical stimuli, a process called remodeling. In youth and early
adulthood, bone mass increases. Once peak bone mass is achieved in the third
or fourth decade of life, bone mass declines progressively with age. Peak
bone mass is affected by nutrition, physical exercise, and genetic factors.
Data from Australia suggest that polymorphism in the vitamin D receptor
gene may account for differences in the peak bone mass in various ethnic
groups (Morrison et al., 1994). Thus, bone density at any age is dependent
upon the amount of bone gained in youth and the subsequent rate of bone
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loss. Risk factors such as early menopause, below average body weight,
cigarette smoking, lackof physical activity and family history of osteoporosis
may accelerate bone loss and increase the riskof osteoporosis.

Diagnosis
How do we evaluate the patient with suspected osteoporosis? Although the
initial assessment may reveal lossof height or increase in spinal curvature, no
physical finding is diagnostic of osteoporosis. The main objective of the
initial assessment is to rule out other conditions that may mimic osteoporosis
such as bone metastasis, degenerative arthritis and to identify possible
secondary causes of bone loss like vitamin D deficiency, thyroid or cortisol
excess and primary hyperparathyroidism. Thus, the recommended workup
includes: complete blood count, sedimentation rate, electrolytes, TSH, serum
Ca levels, protein electrophoresis and sometimes urinary free cortisol, serum
25 (OH) vitamin D, and bone marrow examination.

Xray films are useful for the documentation of fractures but are not a good
tool for early diagnosis of reduced bone mass. Once bone loss appears on
Xray iflms, 3040o/o of bone is already lost and this is usually too late for
intervention and prevention.

The diagnosis of osteoporosis is based on bone mineral density (BMD)
measurement, the best predictor available of risk of future fracture. Various
methods to measure BMD are currently available. The most popular is DEXA
or dual energy xray absorbiometry which compares the differential
attenuation of two beams by bone and soft tissue. It is useful for the
measurement of BMD in deeply situated areas such as the hip or spine. It is
short, inexpensive and involves negligible amounts of irradiation. The World
Health Organization (WHO) definition of osteoporosis from 1 994 is based on
the comparison ofmeasured bone density with the mean peak bone density of
young healthy individuals expressed as Tscores, the number of standard
deviations (SD) a bone mass is below the mean peak bone mass of healthy
sexmatched young adults. Osteoporosis is present when the bone mineral
density Tscore is lower than 2.5 SD of mean young (Kanis et al., 1994).
Prospective studies show that a 1 standard deviation reduction in BMD from
the young mean population confers a 23 fold increase in fracture risk.

Another tool to assess bone status which is currently under investigation, is to
evaluate the rate of bone destruction and formation by the measurement of
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substances released into the circulation duirng theses processes. In the last
few years there is growing interest in the clinical utility of biochemical
markers of bone turnover as predictors of the rate of bone loss. Serum bone
alkaline phosphates and osteocalcin are markers of bone formation, while
pyirdinoline crosslinks, a breakdown product of collagen, which is the main
protein in bone matirx, is released duirng bone resorption and excreted in
uirne. Subjects with accelerated bone destruction have high levels of uirnary
pyirdinoline crosslinks and those return to normal with antiresorptive therapy.

Prevention

Building strong bones, especially before the ageof 35 can be the best defense
against developing osteoporosis, and a healthy life style can be critically
important for maintaining bone strength.

1. Diet: A balanced diet irch in calcium. The recommended dose for
postmenopausal women on estrogen replacement therapy is 1000 mg /day
of elemental calcium. In elderly women and men 1200 mg /day of
elemental calcium is recommended. It has been shown that in women who
consume less than 400 mg of calcium per day, calcium supplementation
alone can increase bone density (DawsonHuges et al., 1993).

f

Vitamin D: vitamin D is required for calcium absorption. It is produced by
the skin as a result of exposure to sun light, and is available in
vitaminenirched milk products. Elderly are prone to vitamin D deficiency
due to decreased sun exposure, low intake ofmilk products, and decreased
efficacy of vitamin D production from its precursors with aging.
Osteomalacia with mild secondary hyperparathyroidism probably
contirbute to bone fragility in the elderly, since a supplement of vitamin D
alone to elderly in nursing homes above the ageof 80 was shown to reduce
the incidenceof hip fractures in this population (Chapuy et al., 1992). In
subjects with normal liver and renal function, 400800 IU of vitamin D
available in 12 multivitamins/day is recommended. Too much vitamin D
carires the irskof hypercalcemia and renal calculi.

2. Exercise: Weight beairng exercise such as walking (at least 30 minutes 3

times/week), jogging, and high intensity strength training reduce the irsk
of fractures by improving muscle strength.

3. Avoid smoking and increased alcohol intake.
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4. Estrogen replacement therapy in post menopausal women reduces the risk
of osteoporotic fractures by 50o/o (Cauley, Seeley, and Engrud, 1995).
Estrogen treatment also reduces the risk of coronary artery disease in
postmenopausal women. However, recent data suggest that hormonal
therapy (estrogen with progesterone) may increase the risk of breast cancer,
especially in women over the age 65 who are on estrogen for more than 5
years (Colditz et al., 1995). Therefore, the decision about hormonal
replacement therapy should be applied to each women individually
according to her risk factors for osteoporosis, coronary heart disease and
breast cancer.

Treatment

Adequate doses of calcium, vitamin D, exercise and estrogens are
recommended for subjects with established osteoporosis, and were shown to
reduce fracture risk in this group.

Bisphosphonates: This novel class of drugs, are a stable analog of the
naturally occurring inorganic pyrophosphate which is present in
hydroxyapatite of native bone. Their mode of action was oirginally ascribed
to their ability to adsorb strongly to hydroxyapatite crystals and to inhibit
their growth and dissolution, thereby inhibiting bone resorption. However, it
is now known that bisphosphonates actions are much broader; they interfere
with osteoclast recruitment, differentiation, and action, and can induce
apoptosis in these cells. Furthermore, bisphosphonates were found under
osteoblast, suggesting their effect on these cells as well; however this
mechanism of action has not been elucidated yet. A number of
bisphosphonate analogs are currently available for clinical use in the
treatmentof osteoporosis including etidronate, residonate and alendronate.

Recent data demonstrate that alendronate (FOSAMAX) is a potent
antiresorptive oral agent, and reduces the irsk of vertebral and hip fractures in
osteoporotic postmenopausal women by 50^0. Its efficacy was demonstrated
in a wide age group including elderly women above the age of 75. Side
effects occurred in S?6 of subjects and include esophagitis dyspepsia,
diarrhea, and abdominal discomfort (Libeiran et al., 1995).

Calcitonin either in nasal spray or in subcutaneous or intramuscular injections
was shown to increase bone mass and relieve bone pain associated with acute
osteoporotic vetrebral fractures (Evergaard et al., 1992(.
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Other agents for the treatment of osteoporosis which are currently in clinical
investigation include fluorides; sodium fluoride can stimulate osteoblastic
proliferation and new bone formation. However, previous clinical studies
have yielded mixed results with some of them suggesting fluoride in high
doses may cause abnormal bone formation, microfractures and appendicular
fractures. A recent study with lower dosesof intermittent slow release sodium
fluoride for 14 months was shown to decrease vertebral fracture rate (Pak et
al, 1995).

Estrogen analogs such as raloxifme, an estrogen agonist with respect to
anabolic effect on bone, and antagonist at the level of breast and uteirne
tissue, are currently in clinical trials. Intermittent PTH or PTH agonist
administration was found to have an anabolic effect on bone, and its clinical
utility is currently under clinical investigation.

In addition, since most hip fractures occur atfer a fall, multifactorial
interventions aimed at fall reduction are also important measures in
osteoporosis prevention. These include medications adjustments, behavioral
modification (Tinetti et al., 1994), and exercise and hip padding to reduce the
energy absorbed atfer a fall (Lauritzen, Peterson, and Lund, 1993(.
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Hypertension in the Elderly
ReuvenZimlichman1, M.D

♦♦♦♦♦♦♦♦♦♦♦♦♦>

In this presentation, I will birefly discuss the major highlightsof the approach
to treatmentof hypertension in the elderly today.

While the elderly compirse a group of patients who vary widely in their
physical, behavioral, cognitive and emotional characteirstics, they share
several physiological properties common to the aging process that enable us
to define specific guidelines in order to choose the optimal antihypertensive
treatment.

Two patterns of hypertension are seen in the elderly: combined systolic and
diastolic hypertension which is a carryover of essential hypertension, which is
also common at earlier ages, and isolated systolic hypertension (ISH) which
is frequent in patients over the ageof 65.

Pathophysiology
The basic mechanism for the progressive irse in SBP with age is loss of
arteiral distensibility. Hemodynamically, ISH is characteirzed by progressive
decrease in compliance of the large vessels, high peirpheral resistance,
diastolic dysfunction and, in a later stage, increased left ventricular mass. In
complicated hypertension, cardiac output and blood volume diminish with
time and clinical manifestations of complications of hypertension appear.
This process is not typical to the elderly only, but since its development takes
time, it is mainly seen in elderly hypertensive patients.

' Wolfson Medical Center, Holon, and Sackler Faculty of Medicine, Tel Aviv
University, Tel Aviv, Israel
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Definiitons
The definition of hypertension is the level of blood pressure at which risk
escalates and benefit from treatment has been shown. The current deifnition
of hypertension defines hypertension as blood pressure which exceeds the
level of 140/90 mm Hg. However, over the years, the normal blood pressure
level at which excess risk and benefit were shown, continued to decline.
Today, for a borderline level or "high normal" of 130139/8590 mm Hg, it is
recommended that the patient receive follow up and probably special
attention to evaluation and treatment of risk factors.

Blood pressure rises with age in modern societies. Systolic blood pressure
increases to the age of 7080 years and then plateaus, and diastolic blood
pressure increases to the age of 5060 years and then levels. It is
welldocumented that hypertension prevalence in the elderly is very high; it is
higher in women than in men, and in blacks than in whites, and it generally
comprises 6080^0of those that are older than 60 years.

Isolated systolic hypertension, which is deifned as SBP of more then 160 mm
Hg and DBP of less than 90 mmHg, was described in 70/0of those aged 6069
years and in 250/0of the 90 yearold group.

In studies in which the risk of hypertension was evaluated (Framingham,
EWPHE, MRC  THOA, SHEP etc.), it was shown that hypertension carries
with it a 24 fold increased risk of cardiovascular disease, that generally, the
risk of ISH is similar to the risk of essential hypertension, and that treatment
reduces such risk.

Pathophysiological Changes in the Elderly
Hypertensive
Composiitonandproperitesofcell membrane in hypertension
In a recently published series of studies, it was shown that membrane fluidity
correlates well with age, blood pressure level, and with ion transport. A series
of studies which manipulate membrane fluidity hint that they affect blood
pressure in expeirmental animals. It is well known that cellular ion transport
(i.e. Na/K ATP ase) declines in aging hypertensive patients; however, these
changes are seen also in young hypertensives.
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Baroreceptor sensitivity
Baroreceptors attenuate changes in blood pressure. Their sensitivity in the
elderly declines, inducing increased prevalence of orthostatic hypotension.
These changes should be taken into account in evaluation and treatment of
the elderly hypertensive.

Vascular changes
Aging arterioles demonstrate hyaline degeneration of the media, intimal
thickening and duplication of the elastic lamina, fracturing and uncoiling of
the elastic fibers and deposition of calcium and collagenous matrix. Large and
medium arteries demonstrate enhanced rate of atherosclerotic process.

In patients with prolonged hypertension, i.e. elderly hypertensives, the effect
of tissue changes induced by growth factors predominate.

Hormonal Changes in the Elderly Hypertensive
Sympathetic Nervous System (SNS)
It was found that plasma norepinephrine increases with age due to excessive
secretion of catecholamines. Regarding specific receptors of the SNS, the
following information is present:
Beta one adrenergic receptor responsiveness is decreased in the elderly.
Beta two adrenergic receptor responsiveness is decreased in the elderly.
Alpha one adrenergic receptor responses are unchanged in the elderly.
Alpha two adrenergic receptor response is unchanged in the elderly.
The response to cholinergic agonists is reduced in the elderly.

ReninAngiotensin System (RAS)
It is well known that plasma renin activity decreases with age. Renin
responsiveness is blunted at any given level of salt intake if compared to
young normotensives and hypertensives. Juxta  glomerular apparatus
responsiveness is decreased, perhaps due to aging changes in the afferent
arterioles. The diminished PRA response to upright posture predisposes to
orthostatic hypertension. Studies show that angiotensin 2 receptor affinity
does not change with age. In contrast to aging changes in RAS, plasma
aldosterone levels do not change in the elderly.
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The Kidney in the Elderly Hypertensive
Changes in the kidney of the elderly hypetrensive are well known. GFR,
RBF, glomerular function and tubular function  all decline in the elderly
hypetrensive patient. Sodium load is excreted slowly in the elderly
hypetrensive and there is lower ability to conserve sodium on a low salt diet.
A decreased ability to concentrate and dilute urine has also been described.
ANP levels were shown to be elevated in elderly hypetrensive patients.
However, the relation of these changes to hypetrension is not clear and they
might also be a result of the aging process with no correlation to
hypetrension.

Modern aspectsofhypertension pathogenesis
Metabolic syndrome: It has been shown that insulin resistance may be
associated with etiology of hypetrension. Recent studies show that induction
of hyperinsulinemia in animals causes hypetrension and vice versa, later
normalization of hyperinsulinemia may return blood pressure to previous
levels. Insulin resistance is more significant and prevalent in elderly
hypetrensive patient but it is not clear whether age affects these pathogenic
processes.
Endothelial dysfunction: Impaired endothelial function has been shown in
hypetrensive patients but it is not clear whether the age factor is of
impotrance, since the anomalies were described in both young and elderly
hypetrensive patients.

Obesity

Obesity is of impotrance in elderly hypetrensives. It is well known that
obesity is associated with hypetrension and is typically accompanied by
hemodynamic changes. Several specific processes are present in the elderly.
There is a decrease in lean body mass and an increase in the amount of
adipose tissue. In the elderly the amount of physical activity generally
decreases, in patr due to physical disabilities that prevent cetrain activities in
disabled elderly patients.
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Specific Problems in the Approach to
Hypertension in the Elderly
Pseudohypertension
An important problem in the elderly is the overestimation of blood pressure
by the usual indirect cuff measurement method. This is the result of medial
calcification of large arteries which prevents compression and collapse of the
brachial artery during cuff inflation. In such cases, the manometer will show
higher pressures than those measured intra arterially. White coat hypertension
is another cause of overestimation of blood pressure levels and it is quite
frequent in the elderly.

Labile hypertension
Labile hypertension is more prevalent in elderly hypertensives. It is
considered as a major factor for symptoms associated with posture change
(orthostatic hypotension), mental stress and physical activity. The higher
prevalence of labile hypertension in the elderly is explained by decreased
baroreceptor sensitivity and decrease in responsiveness of other
hemodynamic reflexes.

Auscultatory gap
This is another potential source of error in blood pressure measurements.
Since in the elderly the pulse pressure widens due to hardening of blood
vessel walls and increased prevalence of ISH is present, auscultatory gap is
much more prevalent in the elderly hypertensive group.

The clinical assessment, laboratory evaluation, evaluation of secondary
hypertension, approach to the patient with resistant hypertension, and left
ventricular hypertrophy are similar in the elderly hypertensive to the approach
to any hypertensive patient that presents with a similar problem.

Treatment of Hypertension in the Elderly
Numerous studies established the justification of treatment of hypertension in
the elderly. The most importantof these are:
Early studies: VA study, ATTMH, HDFP
Recent major clinical tirals: EWPHE, HEPC, STOPH, MRCTHOH, SHEP.
All of these studies provided information about irsk and benefits and all
justify treatment.
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Various studies of treatment of hypertension in elderly patients reveal that
side effects were very similar to those described in all hypertensives. Among
the metabolic side effects, a mean decrease of plasma potassium levels of
0.20.3 meq/1 was reported when a low dose of diuretic treatment was given
and mean decrease of 0.6 meq/1 was reported with high dose diuretic
treatment.

Diuretic treatment induced plasma glucose increase by 50/0 with low dose and
by 350/0 with high dose. Diuretics also induced increase in uric acid, serum
creatinine and plasma lipids. These changes were exaggerated with high dose.
Other metabolic changes associated with beta blocker therapy were similar to
those described with younger hypertensive patients.

An important phenomenon that should be noted is that the "J" curve
phenomenon was not found to be present in the elderly in most studies that
evaluated this phenomenon. Like in all other groups of hypertensive patients,
in the elderly we usually start with lifestyle modiifcation, i.e. treatment of
obesity, alcohol intake, stimuli to exercise and reduction of sedentary
lifestyle, reduction of coffee intake, smoking, prevention of social isolation,
treatmentof hyperlipidemia, and diabetes.If all these have been practiced and
the decision is that pharmacological treatment is necessary, it will come in
addition to nonpharmacological treatment and not instead of it.

Pharmacological Treatment of Hypertension in
the Elderly
Treatment of hypertension in the elderly should be individualized like in all
other patients with hypertension. The choice of antihypertensive agent should
include consideration of background diseases. Especially important are: CHF,
LVH, COPD, diabetes mellitus, gout, PVD, I.H.D, glaucoma, orthostatic
hypotension, poor mobility, urinary incontinence, BHP, renal dysfunction,
and depression. These are especially frequent in the elderly. Choice of
medication and its dosage should consider especially renal function. When it
is impaired, reduction in the dose of multiple medications should be
practiced.

Special caution is advised with diuretics, verapamil, ACE inhibitors, beta
blockers, clonidine, methyldopa. Reduction of hepatic clearance will
necessitate reduction in verapamil and beta blocker dosage.
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Regarding the specific choice of antihypertensive agents in the elderly, the
general guidelines are as follows:
Diuretics are quite effective but many contraindications are present 
including metabolic contraindications, orthostatic hypotension etc. They are
not considered by many as first line therapy today.
Beta Blockers are not considered as ifrst line therapy in the elderly but the
appearance of modern beta blockers have made these more acceptable as ifrst
line therapy.
Calcium channel blockers are certainly considered as ifrst line therapy, also
in the elderly.
ACEinhibitors: Despite the decrease in PRA activity and levels in the
elderly, this group of medications are considered as ifrst line therapy in
elderly hypertensives.
Alpha2 agonists are effective and frequently used in the elderly; they are
especially effective in ISH.
Alpha1 blockers are effective in the elderly and are used more with the
appearanceof the newer longacting modern preparations.

Treatment of Isolated Systolic Hypertension (ISH)
in the Elderly
Since the pathology of ISH is thickening and decreased compliance of the
arterial walls, theoretically, agents that lower SNS activity and those that
decreases cardiac contraction should be used. Practically, since ISH is usually
dififcult to treat, agents from the following groups are most frequently used:
Alpha2 agonists (especially clonidine), calcium channel blockers,
ACEinhibitors and beta blockers.

Finally, a speciifc issue to be remembered is that since the elderly more often
have multiple diseases present, they usually have many more medical
treatments. Thus multiple drug interactions are possible. We should consider,
for instance, the fact that NSAID block the effects of diuretics, alpha
blockers, beta blockers and ACE  inhibitors. Multiple drug interactions
should be kept in mind, especially when considering drug clearance,
effectiveness, possible gastrointestinal interaction and others.
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:BrainPet Imaging
Basics and Indications
 A Short Overview

Ronald Chisin, .MD.1

♦:♦♦.:♦♦♦:♦♦♦:♦♦♦:♦♦♦>♦♦:♦

PET and SPECT as well as "functional" MRI, are tools of functional
imaging, versus CT and MR which are anatomical techniques.

PET stands for Positron Emission Tomography: tomography since it employs
the tomographic reconstruction technique, emission since what is detected is
the emission of photons occurirng after radioactive decay characteirzed by
positron emission and after consequent positron  electron annihilation, hence
the word positron.

Basics

PET allows for the detection of positron isotopes of carbon, nitrogen, oxygen
and fluoirne which are present in all organic compounds and in particular in
interesting biological molecules such as glucose, amino acids, and water. PET
imaging permits quantification of the radioactive decay and because of the
labeling of those interesting biological molecules, PET allows for the
detection of energy metabolism using labeled glucose, regional blood flow
using labeled water and protein metabolism using labeled amino acids. These
isotopes have a short halflife time from 2 minutes forOxygen 15 to almost 2
hours forFluoirne 18 and therefore these isotopes are typically produced by

' DepartmentofMedical Biophysics and Nuclear Medicine, Hadassah Hebrew
University Hospital, Jerusalem, Israel
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inhouse cyclotrons, with the exceptionofFluoirne 18 which is now available
rfom regional distirbution centers.

A cyclotron can be roughly described as a particle accelerator in which an
extracted beam of different accelerated particles is projected against various
targets and thus produces various shortlived radioisotopes utilized for PET
imaging. The half life of these resulting nuclides is typically of 2 minutes for
015, 10 minutes for N13, 20 minutes for Cll, and 1.8 hours for
Fluorine 18.

In order to understand how a PET camera functions, two key points should be
emphasized: one is a physical concept (annihilation) and the second one is a
technological characteirsticof the PET imager (coincidence detection).

When radiopharmaceuticals labeled, for example, with 015 concentrate in
the brain, the unstable nucleus of 015 releases a positron which is the
antimatter of an electron. After losing energy and coming to rest, this positron
meets an electron in the surrounding brain tissue and the two particles are
annihilated. Their combined mass is converted to two very powerful photons,
each of 511 kev, that leave the area of the annihilation event at the speed of
light and in almost exactly opposite directions. The emission of these two
photons indicates that a positron decay occurred. By placing two radiation
detectors in opposing positions on either side of the annihilation event, it is
possible to record an event that occurred between the two detectors. The
quasisimultaneous arirval of the photons at opposing detectors is detected
thanks to a coincidence circuit: These detectors are electronically coupled so
that they record a radioactive event only when struck by annihilation photons
simultaneously. This type of electronic coupling is known as a coincidence
circuit.

From the counts collected by PET, an image is created by powerful
computers performing special algorithms.

The fundamental differences between PET and conventional nuclear
medicine airse because whereas individual y particles, generally referred to as
single photons, are detected in conventional nuclear medicine, PET scanners
are set up to detect coincidences, i.e. the pairs of 511 kev photons which are
simultaneously emitted in opposite directions as a result of positron emission
and positron electron annihilation. The detection of such coincidences
presents an opportunity for accurate attenuation correction which does not
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occur when only single photons are detected (Freedman, 1996). This explains
the more accurate quantification of radioactivity concentrations achieved by
PET.

Indications

There is a wide range of applications of PET in the evaluation of normal
brain function as well as brain disorders (Hawkins, Kuhl and Phelps, 1988).
This is particularly true in the ifeld of healthy aging and in geriatric medicine.
Various Pharmaceuticals are used for this purpose (Table 1). The most
commonly utilized is 1 8F FDG.

Table 1: Radiopharmaceuticals Used in PET Brain Imaging

Substance Tracer Purpose
FluoroDeoxyglucose (FDG)hF Glucose Utilization

02 Oxygen Utilization

H2O, CO2/CO 15O Blood Flow/Volume

Amino Acids 11C Protein Synthesis
and/or AA Transport

Ldopa 18F Dopamine Metabolism

Receptor ligands 11C Receptor Mapping

Medications ^C Pharmacokinetics

1. Normal images can be obtained on a resting subject or after all kinds of
stimulation resulting in activation of certain brain areas. On a normal
FDGPET scan of a resting brain, the cortex and basal ganglia normally
show a relatively high glucose utilization. In addition, cortical metabolism
has a heterogeneous metabolic intensity, with more prominent metabolism
at the motor, visual, and auditory cortices. When water labeled by 015 is
used, the cortex is here, too, prominent. Dopamine, muscarinic, GABA
and opioid receptors can be mapped and quantified, using ligands labeled
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by 11C and 18F and PET imaging (Table 2). This "chemical" resolution is
the strongest advantageof PET imaging over other imaging techniques.

An FDGPET study of glucose metabolism in normal subjects suggests
that agerelated metabolic changes exist in both frontal and temporal lobes
and that the frontal lobe change is greater (DeSanti et al., 1995).

Another PET study of resting oxygen consumption in healthy subjects
between 20 and 68 years of age has shown, among other results, an
agelinear decrease in global brain oxygen consumption which regionally
reaches statistical significance for the neocortical areas and the left
thalamus (Eustache et al., 1995). PET was also used to evaluate cerebral
vasocapacitance in human aging: while increasing age was significantly
related to decreasing cerebral blood flow in middle cerebral artery, there
was no particular relationship between age and decreasing cerebral reserve
percentage (Levine et al., 1994).

PET has helped to document agerelated changes in serotonine 5HT2 and
Dopamine D2 receptor availability in healthy human subjects and has
shown an association between frontal 5HT2 and striated D2 receptors
(Wang et al., 1995). Cerebral muscarinic receptor availability, as depicted
by antagonist binding, does not undergo a major decline during aging of
the adult brain (Lee et al., 1996). PET observations with 18Ffluorodopa
represent invivo confirmation of postmortem evidence that nigro stiratal
dopaminergic function declines with aging (Cordes et al., 1994).

If a subject is looking at a picture, his occipital cortex "lights up" (i.e.
shows increased FDG uptake). Listening to music activates the temporal
cortex. A thinking task activates the frontal cortex. Using15Owater to
measure the CBF, the anterior cingulate area for example is activated by a
painful heat stimuli etc...

2. A very practical application of PET imaging is the localization before
surgery of intractable epileptic foci resistant to medications  using
PETFDG. An epileptic focus shows up as an hypermetabolic focus at the
timeofthe ictus  and as hypometabolic focus interictally.
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Table 2: Brain PET Receptor Imaging Agents

Compound Label Receptors Disease / state
Benzamide, Lisuride, TTC, Dopamin D2 High afifnity for
Spiperone derivatives 18F antipsychiatric drugs

Benzazepine deirvatives 11C DopamineD1 Implicated (with D2)
in psychotic and
movement disorders

Benzodiazepine "C GABA receptor Anxiety, epilepsy,
deirvatives comples movement disorders

Diprenorphine 11C Opioid Pharmologic studies,
Carfentanil addiction

3. Cerebrovascular disease
Local measurement of the blood lfow, oxygen consumption and glucose
uptake by brain, using positron emission tomography, has supplied new
information about the pathophysiology of brain ischemia in man. The
occlusion of an internal carotid artery eventually leads to hemodynamic
brain ischemia, as demonstrated by the observation of "misery perfusion".
Surgical restoration of normal perfusion pressure by extraintracranial
arterial bypass (a link by graft or prosthesis between vessels inside and
outside the brain) eliminates these abnormalities. PET is useful in
selecting candidates for surgery establishing brain tissue integrity. Images
of the cerebral blood flow (CBF), oxygen consumption (CMRO2) and the
oxygen extraction rate (OER) can be obtained by the continuous 015
inhalation technique, for example, in a patient with chronic ischemia due
to left internal carotid occlusion. CBF is diminished in the left hemisphere
but a rise in the OER enables the oxygen consumption (CMR02) by the
left hemisphere to be partially maintained. These abnormalities can be
shown by PET to completely disappear after successful extraintracranial
arterial bypass.

Infarction in one brain hemisphere almost always induces metabolic
depression in the contralateral cerebellar hemisphere. A supratentorial
infarct induce a transitory metabolic depression (show on PET by
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decreased CMRO2) in the contralateral cerebellar hemisphere. This
metabolic phenomenon called "crossed cerebellar diaschysis" suggests a
transneural deactivationof the cerebrocerebellar loop.

4. Mental disorders and dementias, in particular, are a major application of
PET Metabolic Imaging, opening the way to pathophysiologic correlations
for disorders. The most widely imaged dementia is Alzheimer's disease
(AD) with  in its typical but not only form  bilateral parieto temporal
decreased glucose consumption. PET images obtained by using H2O15
show a decrease of CBF in these same brain regions. FDGPET is useful
to follow the progression of AD as evidenced by a worsening decrease of
brain glucose consumption. PET had been used to investigate regions of
the brain that are affected before the onset of cognitive decline in persons
homozygous for apoliporotein 4 allele who appear to have an especially
high risk of dementia (Reiman et al., 1996). The conclusions of this study
are that "in late middle age, these cognitively normal subjects have
reduced glucose metabolism in the same brain regions as in patients with
probable AD. These findings provide preclinical evidence that the
presenceof the 4 allele is a risk factor for AD".

FDGPET allows to differentiate AD from frontal lobe dementia (Pick's
disease). In another type of dementia (AIDSrelated), PET allows to
monitor the effects of a drug like AZT, eventually showing an
improvement of brain glucose utilization. PET also shows an increased
activation of dopamineD2 receptors at an acute stage of schizophrenia
using Bromospiperonelabeledby Cll.

5. Movement disorders
InParkinson5 s disease (PD), PET images obtained with both labeled
Fluorodopa and Methylspiperone, reflect disturbances of dopamine
metabolism and D2 dopamine receptors concentration.

A very spectacular application of 18F. fluoro DOPA imaging is the follow
up after neurosurgical fetal grafting as a treatment of Parkinson's disease:
within a few months the graft in the right putamen can exhibit a level of
radioactivity comparable to the left nongrafted putamen.

6. Last but not the least of these clinical applications of brain PET is tumor
imaging.
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* Labeled FDG and amino acids (AA) are used for tumor detection,
grading and characterization. A high grade tumor such as a glioblastoma
is the site of a clearly increased focus of FDG uptake whereas a low
grade astrocytoma does not show up with FDG. In the case of an
oligodendroglioma which is not a high grade tumor, C11methionine
detects the tumor better than FDG; increased C11methionine uptake
reflects another mechanism than increased tumoral glycolysis (AA
membrane transport). In this type of tumor (oligodendroglioma)
C11tyrosine seems to be able to characterize protein synthesis and
allows to quantify it.

* PET (with FDG or AA) tumor imaging is not less effective in monitoring
the effect of therapy and in particular can differentiate between radiation
necrosis and recurrent tumor in a very high percentage of cases.

* PET imaging is also capable to evaluate the blood lfow to the tumor, and
of quantifying the delivery and pharmacokinetics of chemotherapeutic
agents.

Conclusion
In conclusion, the main clinical usesof brain PET are the following:
* Localizationof epileptic foci before surgery.
♦ Brain tumor grading and differentiating from radiation necrosis;
stereotactic biopsy guiding.

♦ Differentiation of Alzheimer's disease from multiinfarct dementia or
depression.

* Assessmentof effectsof drugs on brain chemistry.
Although PET increases its clinical usefulness, its major application is still
the understanding of pathophysiology.
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Falls in an Orthopedic Emergency Room1

Alfonso J. Cruz Jentoft2, .MD.

♦♦♦♦♦♦♦♦♦♦♦♦♦

Background
As background to this study, it should be noted that:
♦ The prevalence of falls increases with age. Onethird of the elderly living
in the community suffer at least one fall a year.

♦ The irsk of injuries after a fall is higher in the elderly. Half of the elderly
suffer injuires after a single fall.

♦ Seirous injuires are not infrequent after falls. Up to 10o/oof elderly subjects
who fall suffer seirous injuires.

♦ Loss of independence is also frequent after a fall, due to injuries and fear
of falling again.

♦ Falls often lead to the need of urgent medical care or emergency room
)ER) visits: 2442(M>of the elderly who fall need medical assistance.

However, little is known about what happens at the orthopedic ER with
elderly fallers.

Objective and Methods
We designed a study to assess the prevalence of falls as a cause of ER visits,
their consequences and hospital admission rates after a fall.

' This paper, authored by Lazaro , Oliver M.J., Cuesta F., Dominguez M.O.,
Navarro C. and Ribera J.M., has been published in Facts and Research in
Gerontology, 1996;101106.

2 Equipo de Valoraci6n y Cuidados Geriatricos, Hospital Ramon y Cajal, Madrid,
Spain
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We surveyed the medical records of 6,214 patients (>17 years old) who
visited the orthopedic section of the Emergency Medicine Department of a
1,600 bed public university hospital in Madrid from November 1995 to
March 1996.

Results

Fourteen percentof the subjects (884) were 65 years old or older, and73 0/o of
the elderly were women (only 420/0of the younger group were women). Only
onefifth (2L50/0) of the younger group visited the ER after a fall. In the
elderly, falls were the most frequent reason for ER visits (570/0). Rates were
higher for women (260/0 and 590/0) than for men (180/0 and 510/0) in both age
groups.

The types of injury after the fall were also different in both groups: in
younger subjects, sprains (30.1o/o) and bruises (25.60/0) were more frequent
than bone fractures (24.90/0). In the elderly, fractures were more frequent
(49.30/0) than bruises (27.90/0) and sprains (6.70/0). Head injuries were also
significantly more frequent in the elderly Qi.9% vs 1 .9*M>).

Admission rates were also higher in the elderly: only /.S^ of the younger
patients who suffered a fall had to be admitted to the hospital (men 0.6o/o,
women 2.50/0), compared with 20.9o/o of the elderly (men 15.00/0, women
25.20/0).

Conclusions

Falls account for more than half of the orthopedic emergency room visits by
elderly individuals, being slightly more frequent in women. Fractures are the
most frequent injury found after a fall in the elderly, but sprains and bruises
are more frequent than fractures in younger subjects.

Elderly subjects who visit the orthopedic ER after a fall have a high
admission rate (210/0). The risk of admission after a fall is ten times higher in
elderly than in younger women, and twentyfive times higher in elderly than
in younger men.
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LongTerm Changes in
Functional Ability and Life Satisfaction
in a Representative Survivors Sample

of Elderly Rural Greeks1
Anastasios S. Dontas2, .MD. Judith Hollis Triantqifllou3, M.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦

The objectives of health and social careof the elderly, for which the target of
life prolongation is by necessity limited, are centered around issues
concerning the concept of quality of life. This rather vague concept is
associated with a number of indices of health, such as physical, mental and
social/environmental wellbeing to which functional ability, objectively
measured or subjectively evaluated, is added.

Several studies have shown that selfreported, good functional ability is
closely related with a positive selfevaluation of health status, and thus
provides an easily measurable indicator of health (Heikkinen et al., 1983).
Other indices of health according to WHO, such as mental and social status,
may also affect the subjective wellbeing and quality of life of elderly
subjects.

The close association between good functional ability, i.e. physical
independence, and subjective health in older people has made the prevention
of physical disability a major health target, with the aim of reducing the

1 The authors acknowledge with thanks the help in the statistical analysis of Jukka
Jokela, University of Jyvaskyla, Finland. The study was supported by grants from
the Ministry ofHealth, Welfare and Social Services, Hellas.

2 Athens Home for the Aged, 137 Kiifssias, 11 524 Athens, Greece
3 Sextant Company, 9a Akteou, 11 85 1 Athens, Greece
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extent and compressing the duration of physical frailty and disability in
advanced old age (Fries, 1980).

In addition, interrelations between the various components of health suggest
that deficits in one domain may negatively affect others; thus, mental
dysfunction usually decreases social functioning and interpersonal relations
(Heikkinen, 1989). In contrast, improvements in, e.g. physical health, may
affect positively domains such as social and mental health and function;
finally, better living conditions may result in an overall increase in subjective
wellbeing. If substitutability of components of health is indeed operable then
losses/deficits in one component of health could be substituted for or
counterbalanced by improvements in another, so that overall wellbeing may
be less negatively affected, maintained, or even improved.

As far as purely functional ability is concerned, it would be expected that as
disability develops in late life, the perceived quality of life should decrease
commensurately with reduced independence (Olshanski et al., 1991). The
prevailing notion today is that increases in longevity, at least initially, are not
accompanied by improved health status (Verbrugge, 1984).

We have tested the concept of substitutability of functional ability and living
conditions on life satisfaction and sense of wellbeing in a representative
group of elderly rural Greeks investigated twice within six years, 1979 and
1985. The following is a summaryof our findings.

Methodology

Study Population
As part of the multinational crosssectional WHO study, "The Elderly in 11
Countires5' (Heikkinen et al., 1983), 1445 subjects over 60 years of age,
inhabitantsof 20 villages in Greece, were interviewed in 1979; these subjects
were representativeof the rural elderly living throughout Greece.

Six years later a resurveyof the surviving oirginal subjects was carired out as
part of the European Longitudinal Study of Aging (ELSA). Due to the
geographical remoteness of some of the villages and financial constraints,
subjects from five villages were excluded; additionally, basic data from the
first survey on a few subjects were missing and these subjects were also
excluded (total excluded subjects: 210). Thus, 1235of the oirginal subjects
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were included in the 1985 study's sample. The number of deaths among the
resurveyed subjects during the 6year interval was 288(23.3.0/o). In addition,
210 (\lo/o) subjects had moved away, refused to participate in the
reinterview, or no information on their outcome was available. Thus, the
number of interviewed subjects with complete data from 1979 and 1985 for
comparison was 737 (M=341, W=396), i.e. 59.7^0 of the resurvey sample
and 51.0o/oof the baseline sample. Table 1 shows the characteristicsof the
final "modified survivor" sample by gender and5year age groups.

We speciifcally examined selfassessed functional ability, living conditions,
and psychological wellbeing and life satisfaction.

Table 1: Characteristics of 1985 Final Survivor Sample by Gender, Age
Group and Number of Subjects (11=737)

Men Women
YearofBirth Agein 1985 n 0/o n 0/0_

191519 6670 77 22.6 99 25.0
191014 7175 123 36.0 116 29.3
190509 7680 68 19.9 77 19.4
190004 8185 47 13.8 76 19.2
189099 8695 26 7.7 28 7.1
Total 341 100.0 396 100.0

Functional Ability
The measurement of functional ability in older people using selfreported
(subjectively evaluated) ability to perform common everyday tasks (activities
of daily living  ADLs) has become a standard tool for assessment of their
independence and was used in both survey questionnaires. The subject's
ability to perform 14 different tasks pertaining to nutrition and to daily
household and selfcare tasks was recorded and responses were coded into 4
categories: 1 = able without dififculty; 2 = able with difficulty but without
help; 3 = able only with help; 4 = unable.

On the basis of responses to the above tasks, two Functional Ability Indices
were constructed for the crossnational analyses in the 11 participating
countires. For the Greek longitudinal study, certain questions related to
specific household tasks, such as cooking and housework, were excluded;
these are performed almost exclusively by women in the older generations
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and the "inability" ofmen to perform these tasks relfects social habits rather
than physical impediments.

The sample subjects were divided into those with good functional ability, i.e.
able to perform tasks without help, and those with fair or poor functional
ability, i.e. able to perform tasks only with help or unable. The results were
analysed in 5year age groups for changes over time, for men and women.

Living Conditions
The inlfuenceof the immediate living environment on older people's health
and wellbeing has already been mentioned, together with the importance of
adapting living conditions to meet increasing restrictions in functional ability
which develop over time.

The Greek sample for the survey was selected exclusively from rural and
semirural areas, several of which were quite remote and lacked such basic
facilities as piped running water, inside lavatories and bathrooms. One of the
most striking changes between the 1979 and the 1985 surveys was the marked
improvement in living conditions of the subjects as measured by increasing
numbers of facilities and particularly the basic facilities referred to above. In
the face of declining functional capacity over the years, the provision of such
inhome facilities to older people is likely to help maintain and prolong their
autonomy as well as improve their quality of life.

In this study, the facilities examined were: bathroom/shower, inside hot water
tap, inside cold water tap, inside lavatory, own cooking facilities, automatic
washingmachine, and refrigerator.

Psychological WellBeing and Life Satisfaction
The questionnaire contained a number of questions designed to assess the
mental state and life satisfaction of the subjects, as well as questions on
loneliness, lifestyles and social contacts. In general, reported levels of life
satisfaction were low compared with other countries.

For this study, satisfaction with present life, was used as an indicator of
psychological wellbeing with the responses coded as follows: 1) satisfied =
very satisfied or satisfied; 2) reasonably satisfied; 3) unsatisfied = very
unsatisfied or unsatisfied; and 4) can't say.
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In addition, several questions probing the extent of negative feelings towards
life were also included, three ofwhich were: Would you live in the same way
again? Do you feel unnecessary? Do you often feel tired of life?

Results

Someofthe study's most significant findings were:
1 . Significant declines in selfassessed functional ability for men and women
and all age groups appeared over the sixyear period: 3<M> of men and lo/o
of women aged 7074 years were housebound in 1 979, compared to 1 Qo/o
and 250/0 in 1985. In general, the percentages of people with fair or poor
functional ability increased significantly in all agegroups, especially in
women (see Figure 1).

2. Living conditions improved significantly over the same period, the number
of individual household facilities increasing by 200/o for both sexes of all
ages. These changes occurred during a period of increasing state subsidies
in the form of loans and grants resulting in significant improvement of
living conditions throughout the country.

3. Selfreported life satisfaction improved over the same period despite
advancing age and progressive disability: "Satisfaction with present life"
increased from 62.6 to 72.60/0, and "feeling often tired of life" decreased
from 76.7 to 57.0'/'o in the same subjects (see Table 2).

Table 2: Psychological WellBeing and Life Satisfaction
Survivor Sample (11=737)

1979 1985
Item : (VQ (^}
Feeling satisfied
with present life 62.6 72.6

Living in the same
way again 25.2 31.7

Feeling unnecessary 35.0 27.4
Feeling often tired of life 76.7 57.0

These findings support the hypothesis of substitutability of components of
selfevaluated health, i.e. that the maintenance or improvement of quality of
life (subjective life satisfaction) is a multifaceted phenomenon, losses in one
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domain, e.g. physical independence, being effectively counterbalanced by
improvements in living conditions.

Functional Ability
Responses to questions on the ability to perform individual ADLs in 1979
and in 1985 indicated a progressive impairment from the youngest to the
oldest group in men, and to the second oldest group in women. Women
tended to be more functionally disabled than men. Over the 6year period, the
increase in disability was much greater in women (see Figure 1). The
Functional Ability Index showed a clear increase in those with fair and bad
functional ability between 1979 and 1985.

Figure 1: Percentages of people having fair or bad functional ability, in
5year age cohorts, in 1979 and 1985, among Greek men and
women (Differences between the two interviews were tested by
McNemar's test.)

^ MEN c/o WOMEN
80 1 80 1 fx.001

jx.05 . fx.001

60F*.001. * 60 fx.001■■

p< .001 tx 001 .40  jx.001 r* 40 _ <ק ו00. . .

20  ^___^/ 20  <r

0 i I I I 0 i I I I

Year of birth Year of birth

* 1979 . 1985



LongTerm Changes in Functional AbilityofElderly Rural Greeks 219

Figure 2 shows changes in percentage of people needing help to perform an
individual task (moving outdoors). Generally, physical ability at every age
appeared to be significantly worse in 1985 compared to 1979.

Figure 2: Percentages of people reporting difficulty or need for help in
moving outdoors, in 5year age cohorts, in 1979 and 1985,
among Greek men and women. (Differences between the two
interviews were tested by McNema^s test.)
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Living Conditions
A marked improvement in living conditions took place between 1979 and
1985, as measured by the increase in basic home facilities in subjects who
resided in the same home during that period (only 80/0 of the men and 60/0 of
women changed their residence over the six years).

Figure 3 indicates the percentage of people having a bathroom or shower
within their home and Figure 4 indicates the mean number of facilities per
person in the two surveys. There is an increase of about 20o/o in individual
items in all5year cohorts for women and all but the eldest one for men.
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Figure 3: Percentages of people having bathroom or shower, in 5year
age cohorts, in 1979 and 1985, among Greek men and women.
(Differences between the two interviews were tested by
McNemar's test.)
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Psychological WeilBeing and Life Satisfaction
There was a general trend indicating an increase in positive feelings and
reasonable satisfaction with life, and a simultaneous trend indicating
decreased negative feelings about life. These changes were significant only
for the youngest age group ofmen and the second youngest age group ofmen
and women (Table 2).
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Figure 4: Mean number of facilities according to 5year age cohorts, in
1979 and 1985, among Greek men and women. (Differences
between the two interview years and explanatory factors were
tested by ANOVA for repeated measures.)
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Discussion

Several questions emerge with regard to the ifndings of progressive physical
impairment: 1) What specific activities of daily living were particularly
affected over the sixyear period, since some of these impairments may be
prevented, reduced or even corrected (e.g. sensory defects) by primary and
secondary preventive measures and rehabilitative techniques, such as muscle
strengthening exercises? 2) Is physical dependence a specific subcohort
phenomenon of some of the areas studied or does the entire population or a
particular age group suffer functional impairments? 3) Do improved living
conditions have a direct correlation with graded functional ability
decrements? Otherwise, are these decrements a "use it or lose it" effect?
4) How far do these selfreported physical impairments reflect true changes in
thesubjects? functional capacity? Work on these and related questions, e.g.
paired sample analysis, could help in elucidating these changes.
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In conclusion, in a sample of 737 elderly rural Greeks interviewed in 1979
and 1985, there was: 1) a significant improvement in their living conditions,
2) a significant decline in their selfreported functional abilities, and 3) an
increased satisfaction with their present life which was significant for some
age groups. Although a causal relationship between these changes could not
be demonstrated, nevertheless the trends observed suggest that the subjective
quality of life of older people living under suboptimal conditions may be
improved by positive interventions in their living environment.
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ShortTerm and LongTerm FollowUp of
Cohort from the Geriatric Department,

Carmel Medical Center
David Kohn', .MD. Gary Sinoff, M.D.

♦♦♦♦♦♦♦♦♦♦♦♦♦

Prior to presenting the results from our study, certain concepts should be born
in mind. Firstly, the concept of chronicity of disease. The mean predeath
hospitalization time in the age group 6574 years is about 3 months and
increases to 6 months for the age group 7585 years. For women over 85
years, the time period extends to up to 13 months of nursing and medical care
prior to death. Accordingly, the younger a person is when he or she falls ill
and dies, the better it is for the establishment  a somewhat curious coalition
between the proponentsof euthanasia and hospital administrators.

Secondly, the theoretical elimination of various causes of death such as
pneumonia, diabetes, parasites and road accidents will prolong life
expectancy by less than a year. Elimination of all malignancies will provide
another 22.5 years. On the other hand, removing the devastating effects of
atherosclerosis by preventive measures would provide another 1011 years.
Being unmarried shortens our life span by 910 years for males and 5 years
for females. Cigarette smoking reduces life expectancy by 78 years. Road
accidents decrease our life span by about 200 days and driving a small car by
7 days. Alcohol intake in the USA reduces life expectancy by 150 days and a
high calorie meal by 50 minutes.

1 Departmentof Geriatrics, Carmel Medical Center, Haifa, Israel
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Finally, choose a family with a successful aging process. Although this is a
somewhat impossible task to execute, we cannot ignore the genetic
component.

For our study, we asked several questions while carrying out a longitudinal
follow up. Firstly, what are the factors which shorten the life span? Are they
economic, biological, social, psychological or others? Which of these are
positive or negative influences? What impact will these factors have and are
they measurable?

We hypothesized that the shortterm prognosis is influenced by biological
factors such as the patients' physiological reserves, and that the longterm
outcome is influenced more by psychosocial factors such as a supportive
family. We further hypothesized that the classical geriatric problems of falls,
confusion, incontinence and mobility, as set out by Isaacs (1992), are
influenced by both biological and psychosocial factors.

Secondly, were there any factors which were pathological, yet actually
prolonged life? Some examples were seen in the study. Patients with severe
heart failure who were still active, were "cured" of their cardiac insufifciency
atfer being immobilized atfer a fall with a concomitant fracture. They often
died rfom other causes. Those that recovered rfom the trauma and returned to
activity, once again suffered rfom their heart disease.

Another example is that of a patient who was limited in mobility because of a
very large inguinal hernia. Once repaired, the patient became mobile, but his
cardiac symptoms worsened since the returned contents of the abdomen
pushed the diaphragm upwards, diminishing the chest volume.

An important question in any study is what sort of population is being
studied. The patients came rfom Haifa and its environs, a city with a
population of over 300,000 inhabitants ofwhich 10o/o are 65 years and over.
Forty percentof the elderly are 75 yearsof age and older.

The Geiratric Department of Carmel Medical Center, a 420bed tertiary care
hospital, was founded in 1984. The department has 28 beds and is located
away rfom the main hospital building. The policyof the department is to limit
admission to patients 75 years and over and the length of stay ranges rfom 14
to 21 days. Admission is usually for general geriatric assessment by the
multidisciplinary staff which includes physicians, nurses, a physiotherapist,
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social worker and occupational therapists. Thestudy5 s cohort of 325 patients
were 75 years and older, Jewish and mainly female (650/0).

In 1985 the mean life expectancy for a patient in the USA aged 75 years was
10 years and in the 85 year age group about 6 years. In our study only 20o/o
survived for 5 years! Thus, per deifnition, our population was not healthy.
This emphasizes the importance of the population being studied, as pointed
out in the study by Verdery (1995). Our study population was frail, disabled
and had a low survival rate. The attempt to return them to normal function
often failed.

The distributionof the patients by age groups was 350/0 between 7579 years,
400/o between 8084 years and 250/0 over 85 years. The referrals were as
follows: 450/0 from the community, 300/0 directly from the emergency
department and 250/0 transferred from other wards in the hospital. The social
support resources were as follows: 300/o still had a living spouse, 50o/o relied
on their children (mostly the daughter) and the rest were without close family
but did have some kinship or "good Samaritan" neighbors. Very few were
actually "orphans" without any support system.

The expected discharge prior to admission was to home (75V0) and 70^0 of
the survivors eventually did return home. Some 160/0 of the families were
ambivalent with regard to the discharge plans.

Most of the population (65^0) had one or more of the classical geriatric
problems of falling, confusion, incontinence and iatrogenic damage.
However, 350/0, though elderly, were not suffering from geriatric disorders
per se. These were the socalled sick elderly. In any statistical analysis of a
geriatirc population this group may have to be excluded. The mortality from
the classical "geiratirc" problems was 30o/o compared to 15^0 from the "ill"
group. For the latter, death was during admission or within 68 weeks after
discharge.

The prevalence and mortality for the classical geriatirc problems, as set out by
Cape (1978), was high. Thirty percent had fallen and their mortality was
26(K>; 30*^0 suffered from confusion and 45^0 of them died; 30o/o were
incontinent and 23<J/0 of them died; and 25*^ had documented iatrogenic
damage with a mortality rate of 230/0. For the whole cohort, 250/0 died within
6 weeks and 40o/0 within the year. Thereafter, there was an annual mortality
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rate of 1215^0. Plotting the mortality rates against time over the 5 year
period generated an almost linear graph.

On examining the cohort and their levelof activityof daily living, mostof the
123 functionally independent patients on admission, if they survived,
remained independent, irrespective of their age. On the other hand, of the 80
totally dependent patients, only partial success in rehabilitation was achieved
with the youngest age group (7579), while the eldest (85+) usually died or
remained totally dependent. Rehabilitating the partially dependent group met
with variable success, succeeding in the youngest age group and failing with
the eldest age group. In summary, age as a prognostic factor for mortality was
poorif the patient's function was good.

The cohort was subdivided into those who died within 68 weeks, those who
survived 3 years and finally the survivors of 5 years. The groups were
analyzed by various physiological parameters including weight, rectal body
temperature, blood pressure, pulse and respiratory rate.

The shortest survival group had a mean weight of 50 kg, the intermediate
group had a mean weight of 65 kg and the 5 year survivors had a mean
weight of 60kg (p<.001). If rectal body temperature was over 37.5OC, 500/o
died in the initial 68weeks. After 5 years, only 250/0 of this group remained
alive (p<.05). Systolic blood pressure (SBP) had a U shaped curve: <
120mmHg poor prognosis, >150mmHg an intermediate rate, while the 5 year
survivors group had mean SBP of 140 mmHg (p<.001).

As in other studiesof the elderly, the diastolic blood pressure played no role.
The most significant factor was respiratory rate, a parameter which is
significant and yet very simple to measure. (It only requires counting for one
whole minute.) It was > 30/min. for the first group with a high mortality,
whereas for the 3 year survivors it was 24/min. and < 20/min. for the 5 year
survivors (p<.001).

Examining the above groups by various laboratory parameters including ESR,
hemoglobin, leukocytes, uirc acid, urea, cholesterol, albumin, calcium and
albumin, no significance was found with regard to ESR, hemoglobin, and uric
acid levels, while urea and leukocytes were of moderate value. Cholesterol
had a Ushaped curve. Poor survivors had levels less than 1 80 mgo/o, 3 year
survivors had mean level of 240 mg'Ki and the 5 year survivors had mean
level of 230 mgo/o. The most significant prognostic factors were the albumin
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and calcium levels which both had a linear graph. For each group the levels
were 3.0 gr.%, 3.7 gr.%, 3.8 gr.%, respectively, for albumin, and 8.7mgo/o,
9.3mg<K>, 9.7mg>/'0, for calcium. In summary, there were all sorts of shaped
curves, but the last two parameters with linear graph distribution were the
most significant.

Respiratory rate is so simple to measure but it is a neglected observation
because of the progress of modern medicine with CT scans , MRI, etc. The
importance of measuring lung function is supported by the study of
Ljungquist, Berg and Sleen (1996) who reported that survival was related to
lung capacity as measured by peak flow, a logistical problem to perform in
the general population. However, respiratory rate may reflect lung function
and is easy to do.

Analyzing the classical geiratric problems, we found that patients with a
history of falls had a five year survival rate of 1 50/0, incontinent patients 4*M>

and confused patients lO'Vo. Only the group diagnosed as having suffered
iatrogenic damage had a similar survival to the whole group  20</4>, and if our
department succeeded at any time, it was because of the high awareness in
relation to stopping unnecessary medication.

Incontinence was very significant with regard to mortality and may be
explained by the possibility that it reflects the breakdown of the reserves of
the elderly. Confusion, which was the presentation of dementia in most cases,
may be the cause of accidents in the broadest sense of the word. With regard
to fallers, age did not play a role but sex group did. All the males actually
died, while females had a survival rate of 250/0. The explanation may be
related to biological or psychological causes. With regard to the
psychological aspect, the reporting of falls is either by the patient or by the
family. Most of the men were not living alone and so the fall was witnessed.
Most of the women were living alone and reported "fear" of falling or near
falling as an actual fall. The difference then becomes more obvious, since the
males are the "true" fallers. With regard to the biological aspect, males tended
to be taller and heavier so that the point of gravity is found higher up.
Consequently, the males need more energy to get up from the floor. Also, the
females tended to be more obese with more "padding" to protect them from
the fall.
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In conclusion, while we were unable to answer all the questions we posed at
the beginning, we summarize that survival in our study is related to the
following:
1 . Being a female
2. Being of a younger age
3. Having a good social support: The ideal is to have a widowed daughter,
with grown up or no children, who lives together with her mother, and
adopts her as her "daughter".

4. Remaining independent.
5. Avoiding the classical geriatric problems of falling, incontinence and
confusion.

6. Avoiding hospitalization, but if unavoidable, then making it as short as
possible.

7. Being admitted electively from the community.
8. Avoiding excess medication but not being completely without. Usually
excessive medication is related to severe somatic illness as in males or
hypochondriac doctorshoppers, mostly females. No medication was a
reflection of dementia or other psychiatirc disturbance in our study.

9. Avoiding any neurological event.
10.Keeping weight to about 60kg, less or more endangers you.
11 .Having systolic blood pressure of 140mmHg.
12.Having a respiratory rate of20/min. or less.
13.Having a serum albumin levelofmore than 3.5mgo/o.

Of the 70 survivors after 5 years, 49 (700/o) were severely or moderately
impaired in function. The rest, who were healthy, actually had mild
impairment especially mental. Functionally, only 18 (250/0) were independent,
but 49 (70o/o) were still at home, even if not functionally independent. The
rest (30^0) were in various other settings. With regard to quality of life, by
direct or indirect interview, it was revealed that 250/0 had reasonably good
quality, 50o/o indeterminate or intermediate and 250/0 had bad qualityof life.

In conclusion, age and gender were apparently the major determinants of
longterm and shortterm prognosis. Functional activity and nutritional status
followed. Then the classical geiratirc problems of incontinence, confusion
and falling. Iatrogenic damage had an excellent prognosis provided it is
discovered in time. Social factors were not examined thoroughly in our study
but we feel that they are interwoven into the other areas.
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Lastly, though the compression of morbidity to the "end" of life is an
attractive concept, it is unlikely to occur in the next 50 years. This we have to
repeat to ourselves every day.
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