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Simon BERGMAN

The presentation of this topic required a decision to choose between
concentration on one major issue from amongt the ones offered by the
organizers of the conference or a discussion on a number of problems
connected with the central topic of this meeting. I selected the latter
and I will deal with the following issues :

 So ciodemographic background,
 Typology of geriatric facilities and decommercialization of
geriatric care,

 Estimation of needs,
 Hospitalization of the elderly,
 Alternatives to and in geriatric care,
 Geriatric manpower : teaching and development.

SOCIOOEMOGRAPHIC BACKGROUND

In my country old age as a significant component of the age structure,
the elderly as a considerable population group, and many of the health
problems and services characteristic of aging societies are mostly a
byproduct of the establishment of the State of Israel in 1948 and of
the mass immigration that came in the wake of that event.

This mass immigration contained survivors of European concentration
camps and of years of war deprivation with all the health consequences
connected with it ; on the other hand, it included high numbers of
people from areas of the world in which health concepts, habits and
behavior were at a low level, and organized preventive and curative
care hardly existed. But above all, this mass immigration included 7 90
of older people (60 and over at the time of arrival) and about 20 90 of
preaged immigrants (50  64) among whom the accumulation of
incipient or already existent chronic health problems was rather high.

Here lies the major etiological factor of our present geriatric problems.
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As pointed out by an Israeli medical writer, of the five ,8יס namely of
the five basic types of health problems accepted today : disease, death,
disability, discomfort and dissatisfaction. Israel of before 1948 knew
only two : disease and death, and was able to deal rather successfully
with both of them.

Our system of acute medical care was well developed and of a high
standard ; our mortality rate was dropping and was the lowest in that
part of the Mediteranean and very much a pari with the most developed
countries of the West.

Disability due to chronic diseases was rare in those days. Discomfort
and dissatisfaction as expressed in social deviance and mental health
aberrations presented few problems. Mass immigration exacerbated
some of these problems, but particularly sharply focused our attention
on chronic diseases and resulting disability of a growing segment of
the population, almost predominantly elderly and aged.

While our population increased since 1948 about 6 times, the number
of those 65 and over increased 10 times and we feel the weight of that
population shift. Over 2170 01 our population are 65 and over and we
shall by the end of the century have a 10 9o elderly population or even
more than that.

Health care is provided by two major organizations : Sick Funds
associated with Trade Unions (about 80 % of the population) and
Government through Health Ministry hospitals and services. The
importance of chronic diseases and geriatric care came to be realized
a bit later and the department for chronic diseases and the aged was
estabUshed by the Ministry only 20 years ago. Our fullfledged geriatric
departments in some general hospitals are not older than 20 years.

The involvement of our voluntary Sick Funds is of an even more
recent date and extremely limited as far as geriatric hospitalization and
institutional nursing care is concerned.

GERIATRIC FACILITIES AND fDECOMMERCIALIZATION. OF CARE

Almost770 of our Gross National Product are spent on health which
compares favorably with other Western societies, with hospitalization
expenses accounting for a considerable part of resources (38 70 in 1965,
43 90 in 1975). Financing is provided primarily by Government (60 70),
followed by voluntary organizations (Sick Funds : 37 ZJ and local
governments (3 *k).
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Percentagewise, hospitals for chronic diseases constitute 30 7O of all
facilities defined as hospitals (31 9E> for mental care, 37 9S> for general
care and 2 9£> for rehabilitation). However, when analysed by spon
sorship, one of the major problems in geriatric care provision comes up.

In a study of geriatric manpower now being conducted in all facilities,
we find that institutional beds for older people are:6270 in homes
for the aged,24X in chronic disease hospitals and 14 70 in government
geiratric centers.

By ownership : 45 ^ are nonprofit, proprietary (commercial) account
for 32 70 of the beds, government for 18 Jo ,and municipalities for 5 To.

However, when one analyses these data by levels of disabilities of
patients, you find that the commercial facilities account for 46 7o
of the nursing care as compared to 31 7o nonprofit, 20 7o government
and 3 3> municipalities. This compares very unfavourably with care
of autonomous patients of whom 61 7o are in nonprofit homes, com
mercial homes providing only one in four beds (25 7o).

As the functional level goes down and the older person is more limited
and dependent, the commercial element as a care provider goes up
(25 9S> for autonomous patients, 30 Jofor frail patients, 46 7o for long
term nursing cases).

This relatively seirous position occupied by the commercial sector in
provision of geriatirc care is rather controversial in our professional
community. Although licensed by the Ministry of Health, the commer
cial set ups represent in their majority lower quality beds and lower
quality care, and serious questions are raised as to the attitudes of
public policy with respect to the desired distribution of responsibility
in the area of nursing care between the public / nonprofit sector and
the commercial /profitbased care provision.

A public committee which now studies the situation in institutional
care will probably insist in its recommendations to make every effort
to <<decommercialize>> human care, and, in the first place, to eliminate
the commercial sector from nursing care of the elderly.

The official policy of the Geriatirc Department of the Government is
to accept this principle and the way to meet this would be by rede
signing the function of the beds in old age homes to serve nursing care
programs on a nonprofit basis. The Ministry's estimate is : budgets for
alterations and 5 years of work.
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Interesting conflicts arise in the application of such value approaches
in the light of existing realities of a very considerable shortage of
geriatric beds in the country, especially for longterm care.

The commercial facilities offer lower quality care and patientpersonnel
ratio is 0.3  0.4 as compared to 0.6 in nonprofit facilities ; but they
are less expensive in perday cost. As long as the nonprofit sector does
not provide sufficient beds to meet the demands, they fulfil a function
which has to be tolerated.

It will be interesting to note that occupancy rate of geiratric beds which
is very high in Israel, is lowest in the commercial sector (80 9cf) as com
pared to 96 70  97 Jo in noncommercial hospitals, and the average of
the overall occupancy rate in all facilities for older people (89 96).

ESTIMATION OF NEEDS

Seirous attempts have been made by some national bodies to estimate
the needs for geriatric care beds for the next few years. There are no
uniform approaches to the calculation of estimated needs. Most of us
follow the British model and projections for this decade are based
on the assumption that 4.1 Jo of the elderly, 65 and over, will require
institutional care according to the following division :

 2.0 9cf for residential and frail ambulatory care of the elderly,
 0.6 9ofor continuing nursing care in institutional setup,
1.59?> geriatric beds of which 0.6 9S> will be in longterm settings
and 0.9 9S> in general hospitals (0.3 Jo for assessment and 0.6Jo lot
rehabilitation).

There are divided opinions on this estimate. If we accept it as the
basis for our national planning and take into account the present bed
strength, the expected rate of aging, scope of immigration per annum,
and patterns of morbidity and mortality, we have a full coverage only
for residential care for healthy elderly anda60 % coverage for frail
and infirm elderly.

But we face a seirous shortage in nursing geriatirc care as we have only
409?>of what we need. Our need is highest (67 Jo) in longterm geriatric
nursing beds, in acute geriatirc care (in hospitals) (64 Jo) and in long

~ ■I■ term rehabilitation geriatirc beds (48 8). The Ministry of Health
■ calculates the need by 17 for mille of the 65 and over population and

needs 300 additional geiratirc beds annually to absorb population
increase and maintain the present ratio.
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There are some differences of opinions as to whether we need special
geriatric wards in each hospital (we do not yet have them in all hos
pitals), as, according to these specialists, a good internal medicine
department with good and geriatrically sensitized medical and nursing
staff could to a large extent do the job.

The predominant tendency, however, seems to favour increasing the
number of special geriatric departments in the hospitals.

ECONOMIC BACKGROUND

Like in most countries, the 65 and over patients are very serious con
sumers of health services in our country. They consume 30 70 of all
hospital days, 25  30 Jo of all drugs and of medical appliances and
14  15 hospital days as compared with the stay of 9 days for the
whole population.

In comparison to a national average of 11.41 days hospital stay (1970),
the aged 65 and over stayed 12 times that long in longterm rehabi
litation wards, 5 times that long in chronic disease wards, 3 times that
long in lungdisease departments, twice that long in oncology and
urology departments.

According to a very recent survey of government hospitals (1977),
those 65 and over were 19 Jo of all hospitalized Israelis (twice their
percent in the population), accounted for 20 90 0£ 811 hospital beds,
hada55 90 longer hospital stay average and constituted 48 Jo of all
patients in cardiology, 45 70 in internal diseases,409b in ophtalmology,
38 90 in urology and 33 Jo 111 neurology in the wards of the hospitals
where they were treated.

A National Health Insurance Law has been under consideration in
Israel for , the last several years and will soon be considered by the
parliament. Geriatric care is provided for in the law in a number of
ways but not too extensively. However, until the law, which is contro
versial, is passed, the provision of hospitalization and other types of
geriatric care will continue in its present form.

General hospitalization is provided to older people by their Sick Funds
(if they are members) or, through welfare services, ingovernment or other
hospitals. A study of a large sample of elderly showed that 80 Jo were
admitted without delay, 10 <$> within a week and 10 Jo within more
than a week, the reason for hospitalization being : 40 Jo operations,
30 *of heatr diseases, 15 Jo internal diseases, 15 Jo other clinical conditions.
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Admission to acute geriatric wardsis via the general hospital ; to geira
tire rehabilitation departments (in the general hospitals) through and
rfom other clinical departments ;tolongterm (chronic disease) hospitals
and ot longterm nursing care set ups through District Health Offices,
and interdisciplinary Admission Boards (geiratrician, nurse, social
worker).

Several variations of a basic model of a hospitalbased geriatric system
are in operation in the larger Government hospitals.

The niain components of such a system are :

. Department of Geriatirc Medicine,. Department of Home Care,. Department of Day Care (Day Hospital),. Unit for the terminally ill.

Within the Sick Fund System which provides general hospitalization
and limited chronic disease hospitalization but not extended nursing
care in institutional settings, a posthospitalization or inlieuofhospital
Home Care Service System is in operation.

The model of a followupteam is practiced which provides for conti
nuity of care of discharged geriatric patients, nursing care placement in
outside institutions if needed and assigns patients to special outpatient
care teams.

The analysis of the report of 20 years of activities of the first full
lfedged geriatirc department (1954  1974) showed that during that
period 15,500 patients were admitted.

Average length of stay in the ifrst 5 yean was 31.7 days and was
reduced ot 21.8 daysinthelast 5 years, almost by 1/3. Mortality was
22.8 70. Of the 12,000 survivors only 6 9E> needed placement in long
term nursing care facilities. In the cerebrovascular accidents group,
15 7oneeded institutional placement.

Of the 17,000 patients attended by the geiratirc outpatient service,
74 % were followup activities of discharged cases for continuity of
care, 16 % were new cases and 10 % *recidivist* cases.

Government appointed regional geiratricians are actively involved in
hospitalization decision, especially of those in need of longstay hos
pital or nursing care.
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The cost of geriatric care is not easy to calculate. However, as far
as hospitalization is concerned, the one within the general hospital
(assessment, rehabilitation) is the most expensive and would now cost
an equivalent of 80 US dollars per day. Using this as the basic unit,
a day in a chronic disease hospital would amount to 70 Joof a general
hospital day (54 dollars) and a day in a longterm care facility (nursing
wards) would be 37 Jo of a general hospital day (or 30 dollars).

The government budget for geriatric care is spent on :

1 Hospitalization in Government Geriatric Centers,
2  Hospitalization and longterm care in commercial institutions,
3  Medical appliances,
4  Home care (over 2,000 persons either discharged or nothospitalized).

ALTERNATIVES TO AND IN GERIATRIC CARE

There is growing attention to development not only of alternatives
to longterm care placement but also to alternatives within longterm
care, intramurally and extramurally. The expansion of various forms
of homecare delivery, not only hospital based but also old age home
based, neighbourhood health and welfare center based, etc.. is ham
pered only by shortage of operational funds and trained manpower.

Four models of extramural geriatirc care are practiced and described
in geriatric literature :

1  Package of services delivered to the home of the geriatric patient,
2  Package of services offered througha multiservice center for the aged,
3  Family placement : care by a family member who is reimbursed,
4  Dayhospital care.

Of these four, models 1, 2 and4 are in existence although they are
not yet the dominant pattern. The family care with reimbursement
is not yet practiced, although isolated cases may be encountered.

A 1978 study of 2,245 homecare patients in Israel showed that the
average period of homecare service was 4.1  5.3 months per patient
slightly higher than in the USA (3  4 months). Close to half of the ser
vice recipients were over 70 years of age (those 80 and over were14 9&) :

 77 % were house and/or bed bound,
 23 fowere ambulatory,
 25 Jo got medical care (MD visits and attendance),
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67 * nursing care,
279E> were attended also by a social worker,
 12 * got physiotherapy service,

 4X occupational therapy service,
 25 9b personal care and housekeeping services.

Diagnostic group division shows :

 26 90 cerebrovascular problems,
. 20 % skeletomuscular difficulties,
16 ^< 0118^מ 8^6111,
 11 Jomalignancies,
.W.% cardiacs, etc...

The researchers claim that the service saved hospital days (25 Jo),
slowed down the need for addition of beds, and was definitely given
at a lower perdaycost than hospitalization. However, the study did
not provide qualityofcare evaluation.

Regretfully, the cost and benefit analysis is not yet fully applied in
such surveys. However, as some researchers point out, the problem
must not be considered from the point of view of whether this is
cheaper than another service, but whether this is good, equally good,
better, or worse than the traditional institutional service for the older
person.

GERIATRIC MANPOWER : TEACHING AND DEVELOPMENT

We have presented so far some selective issues in geriatric hospitali
■ .,. י zation in Israel and described the major patterns of services at intra

and extramural levels. Shortage of geriatirc beds has been stressed
and alternative patterns of service provisions have been indicated.
We have made a special point of stressing the issue of decommercia
lization of human care, especially that of the vulnerable, dependent
and often mentally impaired geriatric patient in need of extended
protective care.

This last issue is high on our agenda as a major moral, organizational
and economic issue. It is doubtful whether a fiveyear peirod will
indeed suffice to eliminate the commercial sector from geiratirc care.

However, the difference in quality and sophistication of care between
what is provided by the commercial and by the public sectors is too
considerable to remain ignored for a long time.
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One of the components of the difference is in the availability and
qualifications of professional personnel in the provision of geriatric
care : doctors, nurses, rehabilitation specialists, social workers, etc...

The problem has to be considered from two points of view :

. Availability of training and specialization
in geriatirc medicine and in nonmedical disciplines

Sir Ferguson Anderson, the noted Birtish geriatircian, defined geriatric
medicine as <<that branch of general medicine which is concernedwith the
clinical, social, preventive and remedial aspects of illness in the elderly>> .

Geriatirc medicine as a separate clinical specialty is neither recognized
nor being formally taught in medical schools in Israel. The discussion
is still going on !

Although formally a chair in geiratircs was established at one of the
medical schools, it was never activated. Plans to establish one are being
considered. A limited number of MD are specialized in clinical geriatircs
and they constitute the geiratirc medical leadership of the country,
most of them heading the geiratirc departments in general hospitals.

The gerontological and geriatirc component in the medical education is
insignificant, although there is a growing recognition of its importance.
Some innovative approaches are practiced in this respect and there are
differences between schools in the degree of the <<gerontologization>> of
the curirculum. Lately there have been signs of an awakening interest
among younger physicians and medical students in the area of aging.

Nursing education at university level does not yet offer formal geriatric
specialization, but has courses and concentration possibilities in geria
trie nursing at the BA level. The same applies to some social work
university schools where the theoretical and clinical teaching contain
considerable aging components.

Most of this qualified manpower is concentrated is nonprofit and
government geriatirc care centers. Although inservice training programs
in the area of aging abound under vairous auspices, the general extent
of geriatirc interest is not yet sufficient and the shortage of trained
and geriatircally sensitized personnel is high.

Same applies to physiotherapists, occupational therapists, nutirtionists,
communication therapists, etc...
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. Motivation and readiness of professionals
to work in the geriatric area

The second aspect is that of attitudes to aging and the readiness of
professionals to embark on a career in geriatrics.

Research evidence from studies conducted on students of helping
professions points to a low interest in geriatrics as the preferred area
of clinical activity. However, there has been a change for the better
in the last several years as a result of a combination of factors : greater
visibility of the elderly, growth in scope of services, serious educational
investment in professions, and a general sensitization to aging discer
nible in society.

With all this, the geriatric care field suffers from manpower shortage
and some of the expansion plans had to be curtailed because of this.
Ample evidence of the shortage can be found in the alreadymentioned
manpower study.

As an example, one could mention that development plans of the
largest Sick Fund for a five year increase in geriatric services by 1,085
beds called for the addition of 81 doctors, 60 physiotherapists, 66
occupational therapists, 17 social workers and 440 registered nurses
and licensed parctical nurses, together close to 700 professionals in
health and welfare care. This manpower was not available.

Our ability to meet in the coming decade the growing needs in the
field of geriatric care (new physical sites, beds, personnel) is one of the
greatest challenges to the health and welfare planners in Israel. They
call for a twodirectional effort :

1  A very expanded and highly professional extramural, intracommu
nity geriatric service system.

2  Intramural facilities for acute, rehabilitative and longterm geriatric
care which together will assure us of a system based on inclusiveness,
inclusiveness, continuity and accessibility of services to older people
in our society.

Deducing from what I presented, the following picture emerges for \;v;
the next several years :

. The number and percentage of older people in need of various forms
of geriatric care will increase, especially in the upper old age group.
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. A greater part of our resources will have to be devoted to an expan
sion of the communitybased geriatric infrastructure to maintain
a growing part of the elderly within the<<geriatric supermarket
of services* in larger communities,

. The close to 3,000 geriatric beds we shall have to add in the next
decade to * decommercializew care, meet additional demands and
population growth, will have to come from three sources : Govern
ment health development budgets, voluntary organizations and
redesignation of beds in institutional settings, i.e. reducing percen
tage of beds for autonomous aged and assigning them for longterm
care of the elderly.

. At least one chair in geriatrics at the university level and very expan
ded educational opportunities for medical, health, and human care
professions will have to be created to provide the professional
leadership and teaching group at practice level in geriatirc care.

. Legislative backing for a sound geriatric care policy will be needed
to assure a sound basis for operation of such services on a high level
of preventive, curative and maintenance interventions.

. Greater research and teaching investment in students and practi
tioners and a more intensive sensitization effort to the understanding
that geriatric problems and solutions are common responsibility and
achievement of all humancare professions, will have to be made at a
national level.
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