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The essence of solidarity among societal members has been recognised through time as a
major contributor for the sustainability of healthcare systems. Nevertheless, recent socio-
economic changes have altered this axiom focusing on new models of healthcare, which are
based mainly on mutuality and financing rather than solidarity and reciprocity. As a result,
recent global policies impose straight interventions to be implemented in regional healthcare
systems, orientated to cost-minimisation and restructuring. On the other side, not far from
today, Europe will be obliged to confront with a significant change in populations’ age
synthesis.

This study deals with longevity and ageing and their impact in society throughout coming
years. It seems that both factors are expected to jeopardise social cohesion and to test
resilience and health welfare across nations. Increasing longevity in combination with falling
fertility rates and the forthcoming retirement of baby boom generation create an explosive
mix of non-reversible parameters which may push healthcare systems to their limits and
affect social prosperity by directing in repetitive recessional effects. Therefore, new
challenges appear in the complex adaptive environment of healthcare. Focusing on the
emerging age group of 65+, and scrutinising the unique case of Greece, there is a
recommendation to test a new service which will be adapted to elderly care needs and
demands with the support of University hospitals which will undertake the responsibility to
implement a framework for eliminating any health inequalities and cultivating a smart
environment to transform elders into a more active ageing group.
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1. INTRODUCTION

Healthcare presupposes the existence of solidarity, as one of the pillars, to secure the
provision of health benefits to the population. Solidarity applies as a principle and practice to
societies that accommodate wealthy and poor, strong and weak, active and non-active,
younger and older populations (generations’ inter-coverage). On the other hand,
diversification and stratification are core characteristics of living entities which could operate
as, sources of progress, innovation and prosperity; the challenge is always the successful
integration of such powers.

European Commission in its recent demographic report [1] highlights that fertility rates in
EU-27 will remain low for the next 30-40 years. In addition, by 2060, the median age of
European population will be 48 years (currently in 41). On the other side, life expectancy, as
an average for the region is currently close to 80 years. The part of population which belongs
to 65+ counts for 17.7% of the European population. This number, based on recent forecasts
is expected to reach 25% till 2030 following an increasing path close to 30% till 2060 [2].
Obviously such statistics reveal low replacement rates in the future active workforce. Besides
that, the continuous inventions in medicine with the invaluable help of technology, direct to
life prolongation. It is a paradox that humankind is challenged to finance its survival and this
is considered a problem, since there is lack of resources.



Evidence based information used in this study is mostly come from EU-27 reports and
other key countries outside Europe. Unfortunately in some of these reports data on Greece
are missing. Nevertheless, their combination helps to get clear acknowledgment of the real
situation. Although the addressed health need refers to Greece, the model presented could
be adopted as well, in every region within Europe.

The next section provides the initial motives of this study which were the basis for
researching the literature on the specific age-group. Section 2, incorporates the description
of the health need, as identified and according to the specialties of the 65+ age group.
Moreover, there is an attempt to perform a health need assessment mainly from the patient’s
perspective. Section 3 covers the designing of the equity audit including certain stages trying
to see it from the equity point of view. The study recommends a new service framework
which can be used towards 2030 in order to cope with the increasing healthcare needs of
elders. The last section refers to commissioning and especially it tries to discuss the
challenges for commissioning this new service. Conclusions of the study highlight the
significance of integrating different stakeholders under the same target.

1.1 The motives of the study

According to various researchers [3][4][5], the growing numbers of elderly population
impose the need of developing new practices for care provision and for financing healthcare
systems. In 2006, it was registered that in OECD countries, the 80% of the 65+ people,
experienced long term conditions with obligatory regular medication [6]. In the same year,
according to the German Federal Statistics Office, the proportionate of elderly population
was uneven to their corresponded medical costs, as part of the whole healthcare expenses
in Germany (Figure 1).

Ageing population creates a disproportionate cost to
healthcare systems
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Figure 1 Ageing population and healthcare costs. [6]

The 20% of the population used the 47% of the system’s resources, which was more than
100 billion euro. OECD countries have already spent a significant part of their GDP in long-
term-conditions care (Table 1).



Table 1 The share of 65+ experiencing long term conditions and receiving residential care
A comparison on OECD countries. [33]

Covay Estimated total Estimated Share of Share af Share of Share of spending
spending on public spending  populatdon aged &3 populaton private bads towards
LTC en LTC and over in aged 65 and amang mstitutions in
instifutions DVEr TRCRIVILE mstifutions total puiic
formal help at spending on long-

(1993-1005) (1992-1995) homa ferm care

% GDP ¥ GDF %% of rotal % of total %3 of total % of toral
i) Il ) &) 2 )
Anstralia 0.90 073 6.8 11.7 26 73
Anstria 14 n'a 409 24 nfa n'a
Belgium 1.21 0.66 6.4 45 49 33
Canada 1.08 076 62to75 17 38 67
Denmari n'a 224 7 20.3 n'a 20
Finland 1.12 089 53to 76 14 12 26
France n'a 050 6.5 6.1 32 39
Germany n'a 0&2 6.8 96 33 48
Japan (5) na 0.15/0.62 6005 3 na n/a
Luxembourg n'a n'a 6.8 n'a na n'a
MNetherlands 27 1.80 8.8 (5) 12 n'a 74
Norway =280 280 6.6 17 10 63
Sweden =27 27 8.7 11.2 n'a n'a
United Kingdom 1.30 1.00 3.1 35 44 70
United States 132 070 5.7 16 100 67

m

Greece 0.17 n'a n'a n'a n'a n'a
Treland 086 n'a 5 i5 47 n'a
Italy 0.38 n'a 30 28 33 n'a
Portugal 039 n'a n'a n'a na n'a
Spain 0.36 n'a 2. ] na n'a
Switzerland 075 n'a n'a n/a n'a n'a

a) Long-term care

The World Health Organisation [7], although in one of its recent studies identified the
impact of economic recession in healthcare provisions, it had clearly stated that before
cutting resources it is suggested to look for opportunities in improving efficiency. An example
could be what Whitney [8] asserted; the one of the major future trends for healthcare reform
is when patients will undertake more responsibility for their own health, treatment and care.
Active workforce which currently states in the age range between 50 and 60 is mainly the
group which will be part of the ageing booming up to 2030. The year 2020 could be
considered as a major timeline in the ageing evolution (Table 2). Nevertheless, not to
disregard that this population demonstrates characteristics of a technology-friendly group,
accustomed to modern practices and tactics.

Regarding Greece, the fertility rate and life expectancy are close to the EU-27 average
(Table 3). Nevertheless, in medium range, the old-age dependency ratio is projected to rise
above EU-27 and OECD averages (Tables 4, 5). Moreover, the Greek population is expected
to grow slightly until 2050 [9]. Although the country experiences various reforms in its
healthcare system, the 65+ group is expected to form an emerging market providing space
for innovation and development of technology-aid practices [10]. Very recently, European
Commission [11] introduced the European Innovation Partnership Programme on Active and
Healthy Ageing. This programme adopts actions which are based on three pillars: (a)
prevention screening and early diagnosis, (b) care and cure, (c) active ageing and
independent living. Growing old and living autonomously is crucial and interdependent.
Holland and Rodie [12] highlight that the ability to remain functionally independent or need
minimal assistance is the fundamental characteristic of having quality of life. This is expected
to be the next challenge for the elders and the society and this is the primary motive of this
study.



Table 2 Underlying demographic projections. A comparison on OECD countries. [37]

Men Women
N th N.th Gr. mi= Groatet Gr mte % Nth M.t H.th Groe e
France 1094 2020 200011894 20102000 20202000 2000 2010 2020 20001994
§5-60 1240 0g -9 387 1458 1335 19
930 165 34 375 1413 1203 133
7579 541 465 11.2 0 1104 1257 4.0
over 80 M 12 310 550 164 2108 11
Total gver 63 3453 125 78 336 5708 011 29
Tnited Kingdom 1021 200071882 [ 20102000 20202000 2000 2010 00| 20001882
§5-60 13201 -64 2756 1350 1736 ]
707 1030 1.7 333 1185 1681 -0 -1 308
7579 T8 113 141 1132 1236 19 5.5 02
over 80 70 113 231 1585 7 1824 54 an 151
Total over 63 3748 15 13 260 5352 5581 &7 8 43 20
Women

N.h H.th N.th Gr.oate® | Groe®: | Groaete M.k N H.th Groae% | Groae® | Croae
Germany 1893 2000 2010 10001995 | 201072000 | 2020/2000 2000 2010 2000/1995 | 2010:2000 | 2020:2000
6558 1823 6.1 122 08 1148 2304 -18 1.3 20.2
7074 1217 1287 211 313 112 028 2521 13 243 L7
7579 608 911 1300 408 328 3248 1885 1745 46.3 74 57
ver 80 251 7 1811 ] T 74 [ fLE 3438 i bEX 343
Total over 65 4453 5017 5375 45 137 211 344 8100 2089 2.0 1323 183
Sweden 1995 2000 2010 2020 | 200001995 | 201072000 | 2020/2000 1995 2000 2010 2020 | 2000119935 | 201002000 | 202002000
63-59 158 8 st 4.8 4.7 458 Fib 198 268 7 6.6 343 48
T0-74 122 162 175 80 386 nl 196 108 281 I3 Lo 434
7379 133 143 136 -11.9 329 184 183 164 ns 49 16.6
over 80 3% 144 15 178 64 LTS 35 376 363 307 Ei FER]
Toral over 65 521 518 719 386 EY) 145 411 35 837 911 1080 21 75 260
Netherlands 1903 2000 2000019835 | 2010/2000 | 20202000 2000 010 2020 | 20001993 | 2010:2000
5560 238 304 3 257 613 339 201 518 12 183
T0-74 233 24 1568 Tha 310 330 487 12 6.5
7570 152 180 111 439 138 276 m 336 155 11 .7
over 80 143 156 1es 23 156 532 325 347 416 475 68 e 368
Total over 85 833 284 1060 149 T4 19.0 6L7 1215 1272 1426 1526 47 121 EE

N.th: numbers in thousands Gr. Rate: growth rate in percentage

Table 3 Life expectancy and health life years of elderly persons, 2009
(European Union-27). [2]

Life expectancy Healthy life years Healthy life years at age 65 a5 a proportion
atage &5 atage &5 aflife expectancy at age 65
[years) (years) )
Mala Female Male Female Mala Female
EU-27 () 17.2 207 82 a4 478 405
EE 175 11 105 10l &02 48.0
BG 138 170 g4 al all S3E
L 15.2 158 a0 a4 519 445
DK 14.8 195 1.2 120 649 615
DE 17.6 08 &4 6.5 364 EI ]
EE 14.0 192 55 53 £ i) 77
IE 17.2 204 102 10.5 5ol S0E
EL 181 02 72 1] 400 36
ES 133 135 a2 a4 501 71
FR 18.7 232 LB a9z 40 e
T 13.2 220 73 63 404 el
o 181 03 an &5 t4a 0.6
LV 134 18.2 47 57 352 2
LT 134 184 50 LN 440 354
LU 7.6 214 108 14 &5 532
HU 14.00 182 57 56 40.7 e
MT 148 204 1.0 1.2 657 44
ML 17.6 210 o4 103 533 452
AT I%.7 212 gl &0 460 BTk
PL 14.8 182 &8 74 461 8k
T 171 05 &6 54 334 266
RO 14.00 172 72 0 514 0.6
sl 164 05 03 09 111 483
SK 141 1840 14 14 43 15.7
FI 17.3 215 2l a9 448 414
SE 13.2 1.2 136 144 48 &l
LK) 177 02 10.7 148 &05 519
15 18.6 210 127 136 683 E46

NO 1.0 a1 135 140 752 E£3




Table 4 Evolution of dependency ratios 1960-2030
A comparison on OECD countries. [33]

1960 1990 2000 2010 _ 2020 2030

Anstralia 628 494 4890 434 347 61.8
Anstria 319 479 460 M5 490 62.1
Belginm 350 497 510 495 56.8 68.0
Canada 696 470 468 451 4.8 67.6
Czech Republic 333 514 433 410 486 309
Denmark 358 484 50.0 525 57.3 65.0
Finland 60.3 456 491 01 62.8 69.9
France 61.3 521 529 305 59.0 67.5
Germany 488 450 454 473 498 62.1
Greece 532 49.1 49.5 324 560 62.7
Hungary 324 5053 460 M2 499 513
Iceland 743 549 BER 5.7 550 62.1
Ireland 732 63.1 482 475 55.5 36.8
Ttaly 517 453 468 497 544 66.9
Japan 36.1 437 464 6.0 656 674
Korea 827 446 389 403 416 525
Luzembousg 474 449 478 493 55.0 64.3
Mexico 984 M40 61.0 324 481 491
Netherlands 639 451 466 458 M1 68.3
New Zealand 7100 527 524 303 538 389
Norway 387 545 3335 314 577 64.7
Poland 646 543 463 428 3L 345
Portugal 59.1 506 481 403 52.1 58.8
Spain 354 485 462 469 300 60.2
Sweden 514 556 35.6 550 633 69.0
Switzerland 308 454 468 472 34.5 703
Tutkey 211 647 522 484 454 485
United Kingdom 537 533 529 511 57.5 66.1
United States 66.7 522 311 480 362 64.5
QECD 616 516 496 489 538 60.7

Nore: 1. Dependency ratios: population aged 0-14 and §5 and over as a per cent of the
working-age populaton.
Sowrce: United Mations (1996) medinm variant estimares.

Table 5 Projected old-age dependency ratios
Population aged 65+ in relation to the population aged 15-64 (EU-27). [2]
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2010 2020 2030 2040 2050 2060
EU-27 2549 34 83 465 502 516
BE 2610 EiLE k) e £25 15
BG 254 325 L7 Fa0 a) &3
oz 28 04 43 00 sl 50
DK M9 4 Er 4.0 4.8 1.5
DE N2 X 472 54 LA a9
EE 25.2 E.11) EL) #E 4.3 55
IE 1ag 228 A7k EEn |7 EL)
EL 284 R ke 405 504 567
ES M7 2849 355 L7 54 S64
FR 57 327 El 4 455 Lt
IT e g 40 5.7 563 567
oY 186 2449 Ey 23 1e 6
v 252 A8 .y #13 542 S50
LT 233 26 352 45 473 EEE
Lu 204 20 e Er 4.9 .0
HU 242 Eiy iiE Erl 502 578
MT 213 37 ELoy 2 #.5 S5
HL 28 e 0.2 473 .5 275
AT 281 8 365 5.5 £8.8 07
PL na 2649 52 L 520 46
T 247 ks Eni 7 ELE £72
RO 24 .7 k. 07 538 48
al 28 a4 o fed 550 Eie
SK 159 21 3.4 A A4 ala
Fi 2546 a6l a7 415 9 204
SE o Erky Ey #04 4.7 452
LK M9 296 ME i 04 £
15 7a 250 iz M4 335 315
LI m3 M7 16 =4 = 28
HC 225 4 EEAn EL 3 .0
CH M7 205 E 457 505 544




2. ldentification and description of the health need

A complex adaptive system incorporates different groups which develop a level of
connectedness among them. There is difficulty though to keep them in equilibrium, but if
succeed in, this is expected to cultivate the ground for further progress and achievements for
the system and the society. Governance defines leadership and the politics to follow, in order
to ensure that different players of the system will co-operate effectively in alignment to the
same purpose.

Therefore, primary concern for governance is to maintain the equilibrium. At this stage,
given the statistics, the 65+ group is expected to be a separate force in the society. As a
result, it is crucial not to margin them but to apply quickly practices that will embody them.

The link to this concern is the healthcare provision. If the society succeeds in
incorporating and converting this human force into a valuable part, this will produce mutual
benefits.

2.1 Problem description

The main concern is that elderly people are treated by the Greek healthcare system as an
ordinary age-group ignoring their specific needs. This behaviour reflects current mindsets
which have not really assessed yet this part of patients. Nevertheless, current practices
demonstrate two major implications. The first is that this group does not receive the
appropriate healthcare attention and service. The usual outcome is (a) repetitive uses of the
system since they are not satisfied, and (b gradual increase in the final cost per capita. The
second implication relates to the service gap that derives from the previous implication.
There is no special identification and procedures for light care demands of elders. There is
no careful reception and fair distribution according to their real needs. Therefore, they use
the main system as any other age-group and spend resources which under circumstances
lack from other categories. Obviously, since various statistics have demonstrated the
increasing number of elders with long term conditions needing long term light care (Tables 6,
7) this by itself, constitutes a market with separate characteristics. Sometimes, this market
experiences distortions, in terms of real needs and demands. In addition, this emerging
market uses an increasing percentage of GDP in terms of their health expenditures (Figure
2, Table 7).

Table 6 Projection of publicly financed long-term care share of GDP
A comparison on OECD countries. [37]

HI1 dynamic projection
% GDP | % GDP | % GDP %2 GDP Gr.rate % | Gr.rate % | Gromate %
France 1094 2000 2010 2020 2000/1994 | 2010/2000 | 202002000
Home help 0.23 0.20 0.18 0.1% -10.1 -0 =50
Instimitions 0.37 041 054 0.71 117 303 02
Total 0.50 0.62 a.r2 0.90 35 174 455
United Kingdom 1082 2000 2010 2020 200071992 | 201002000 | 202002000
Home kelp 038 034 033 0.37 =532 -1.48 83
Instimitions 0.60 072 075 0.86 i3 5.1 103
Total 1.05 1.06 108 1.22 04 2.8 159
Australia 1088 2000 2010 2020 200071996 | 201002000 | 202002000
Home kelp 0.15 0.15 017 0.23 27 118 330
Instimtions 0.66 0.66 .70 0.76 0.0 6.2 13.8
Total 0.81 0.82 0.88 0.99 03 72 212
Japan 1984 2000 2010 2020 200071996 | 2010072000 | 202002000
Home kelp 0.08 0.09 011 0.12 70 129 370
Instimitions 0.66 0.74 1.00 1.28 113 350 T34
Total 0.75 0.83 1.10 1.40 09 334 695
Canada 1005 2000 2010 2020 200001995 | 2010072000 | 202002000
Home kelp 0.21 0.23 0.28 0346 128 21.1 RER
Instimitions 0.50 0.51 033 0.57 22 ER 113
. Total 0.71 0.74 0.81 0.93 53 23 247




H1 dyvnamic projection
% GDP | % GDP | % GDP by GDF Gr.rare %o | Gr.rate % | Gromame %

Germany 1995 2000 2010 2020 200071994 | 200002000 | 2020.2000
Home kelp 032 0.3z 032 033 =146 13 10.0
Instimitions 0.3g 0.40 043 055 40 12.6 ise
Total 0.71 .72 0.78 0.90 1.0 .9 M5
Sweden 1995 2000 2010 2020 20001995 | 2001002000 | 2020:2000
Home help 135 1.23 103 1.17 27 -14.6 -52
Instimitions 151 148 154 1.71 -24 4.4 15.8
Total 2186 17 250 128 =54 -43 6.3
Netherlands 1995 2000 2010 2020 200071995 | 200002000 | 202002000
Home help

Instimations

Total

United States (1) 1994 2000 2010 2020 20001995 | 2001002000 | 2020:2000
Home kelp 0.24 0.23 0.22 0.25 =32 -4.7 24
Instimitions 042 0.40 0.37 038 44 -2.0 =100
Total 0.56 0.64 0.50 051 -4.0 -1.4 -33
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Figure 2 Healthcare expenditure and care for the elderly (% of GDP) (EU-27). [2]



Table 7 Healthcare expenditure for services, administration and
_ the provision of long-term nursing care (EU-27). [2]

(EUR (EUR %6 of 1% of curtent | navient | pay @sesof | Long-term
per millicn) GDP| health kng-term | long-term | nursing care:
Inhabitant) expenditure] | nyroing care | nursing care | home care

EE E74 718 112 187 125 e} 74
Big ' i 1 0.0 a1 0l [l } ap
z i 53 03 15 ZA e} az
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E G20 07T 21 1£5 78 a1 45
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This study focuses on light healthcare issues and do not penetrate in morbidity or
disability among elderly. The group is the one which demonstrates less frail status; therefore
it is less costly to restate them in the community. Moreover, the first 10 years of ageing group
(age 65-75) is more possible to be active.

Longevity and ageing are social characteristics which can formulate communities that are
diversified from other age-groups. Their members demonstrate different behaviours,
demands and needs. Trying to embody them in the regular healthcare system was proved so
far, costly and ineffective. The example of Germany (mentioned eatrlier) clearly coincides with
a generalised version of a pareto distribution. Similarly to the axiom that a small percentage
of people owns a large number of wealth (the 20/80 principle), in the case of healthcare
provisions, elder people use disproportionate healthcare resources. Therefore the challenge
is not only their adaptation in the healthcare system but their successful restatement in
activities that will benefit them and the society. This remains closer in the creation of a living
service experience rather than a simple healthcare service.

2.2 Health need assessment

According to McKinsey & Company [13] out-of-hospital programs for the elderly
population with long-term-conditions (LTC) can yield major savings, in the Greek healthcare
system. On the other side, within the next 10 years this nascent domestic industry is
expected to demonstrate a continuous growth. By achieving healthy and active ageing this
will increase the potential labour force with direct impact on health outcomes and costs [14].

Health needs assessment (HNA) is the process of exploring the relation between needs,
resources and outcomes [15]; in the figure below (Figure 3), it is intended to specify this
relation in real terms. The information used is current but the perspective is to identify this



relation in the near future as well. The relations presented reveal the weaknesses and the
areas for improvement. This model counts mostly public resources but incorporates also the
current low-level private services in primary care. The profile of elders is the basis for their
health needs and according to their demands there is the use of health resources which
result in the health outcomes.

Health Needs Assessment
Age group of 65+

ELDERLY (Who are they; characteristics)

— ——_
y 4 e
4 o . Fx ns (frail health staths)) V=g \\
4 y . uation . ‘\\
4 . ‘ A
/ 4 . & A 4
_,"’ - v iving alone :‘:, t
'\/’ - . \‘x._/
OUTCOMES i NEEDS
i -
4 \—i -
F P a i m r —. *
y HNA Service A
Cycle J/'

\\]— based on current services

Figure 3 Health Needs Assessment — The 65+ age group.

The relation as presented implies that health outcomes are not equivalent to the patients’
profile, needs and resources. Something is going wrong which affects the final service and
spends resources with no return benefits. A new resource, or a derivative of a restructured
resource, which would monitor better the profile and needs of the elders could probably
improve the health outcomes.

3. Designing the equity audit

The main concern of equity audit is to ensure the distributive justice as stemmed from the
health service outcomes. The 65+ group is characterised by a number of vulnerabilities
mostly related to their loss of autonomy. Long term conditions create gradual devolution of
quality of life. Although current social patterns do not provide a healthy framework for coping
with the inequalities of elders in the country, this is expected to change. Younger
generations, which are accustomed to modern lifestyle patterns and are more technological
orientated, will affect the social composition in the coming years. Nevertheless, current
trends demonstrate that the distribution of health services in the specific group is unfair.
Therefore, the objective is to propose an intervention, which will focus in minimising
inequalities trying to use mainly existing resources in a smart way.

3.1 Agree priorities and partners
Health services to elders should be planned according to the following principles:
e to maintain a qualitative provision of health services to ones who need in-house care;
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e tointegrate and balance care tailored to demand;

e to adopt a more holistic view of their needs and their position in society;

¢ to identify the significance of the situation on personal basis and provide adequate
care service;

e to provide special attention in the group due to its vulnerability;

e to keep them active and prolong their productive contribution to society; (since the

age synthesis of global population changes and the tension is the mean to exceed 40

years, it will be a challenge for the prolongation to be accompanied by an active elder

workforce);

to develop ICT solutions to help them stay independent and more active;

to train them in acquiring self-care knowledge and better manage themselves;

to create small non-threatening changes in their daily lives;

to provide a consumption-related experience;

The societal partners in this effort are the government in cooperation primarily with
University hospitals, and with pharmaceutical companies, doctors, paramedical staff and
local authorities including academia experts (Figure 4). Patients are also a valuable link in
the chain of health service.

Figure 4 The partners.

3.2 Equity profile

The 65+ group, as discussed earlier, demonstrates vulnerabilities since it tries to cope
with a number of difficulties stemmed from long-term conditions, on daily basis.
Mediterranean countries still demonstrate a specialty in elderly care which stands through
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time. There is a significant number of elders who receive light care either from their spouse
or from family members (family-based care model). The household status remains a
significant parameter affecting their living conditions (Table 8).

Table 8 Household status of persons aged 65+ (EU-27), 2009. [2]

Liwing as a Living as a Living in another  Living in a household
single adult couple type of household with children
EL-27 3.1 483 06 46
BE 268 507 106 4.2
BG 312 440 ME a4
z 335 2010 16.4 33
DK : : : :
D EEN) 533 an 13
EE 03 Ex 42.0 1.2
IE a4 430 267 41
EL 254 4B8 157 ER:
ES 200 413 IRE B.5
FR 360 S4.5 a5 17
IT 127 416 157 30
(%) 164 48 187 20
LV 263 275 4£.2 170
LT a4 .z 4 12.2
Lu ol 521 7.8 L
HU ol a0 300 EAl
MT 240 405 355 EN)
HL 351 a0 40 ne
AT EERS) 43.5 24 57
L 265 372 363 150
PT 09 453 EER EA
RO 268 356 EF 131
al 325 a4 182 1]
5K ng 380 3nz ag
FI 54 £25 121 1.0
SE : : : :
UK ELAl f34 12.5 14
HR ng 404 187 87
ME 14.2 LY 513 an3
TR 154 66 431 260

Moreover, in contrast to previous years, young people do not leave parental housing
early. This, on the one side delays their initiatives to create their own family but, on the other
side, guarantees in a sense, the provision of light health care to their parents (medication,
simple health care practices, dietary etc.). At this point, it is worth to add that women are the
main pillar in the family-based care model in Southern European countries [16]. Also, the
recent collapse in the Eastern Bloc generated a big number of immigrants (mainly women)
who offered their cheap and flexible nursing services for in-house or even in-hospital
healthcare. This practise increased the out-of-pocket expenses for elders, but at least it was
an alternative to fill in the public service gap. According to Bonnet et al [17] in coming years,
demographic and social changes will increase the continuing burden of family support. In
addition, the healthcare sector is expected to experience high pressure of work and shortage
of care personnel due to increasing expenditures and financial burdens [18]. The most
important consequence of life in this group is their gradual loss of autonomy through
longevity.

3.3 Evidence and the possibility of effective regional action

In parallel to the change of age synthesis until 2030, this is expected to be accompanied
by the cognitive and perceptual change of people belonging to these age-groups on that
time. Elderly are expected to have higher knowledge acquisition levels as well as be more
acute and receptive regarding evolutionary practices. According to Barros et al [19], lifestyle
and health attitudes define the health behaviour of people. These two parameters may be or
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not the causes of health inequalities. Moreover, elders are participants in the system and
have equal responsibilities on its effectiveness and progress. The case of not using often the
healthcare system may be a target within the desired limits. Using recursively the system
deteriorates the quality of the regional human capital and it is an index of non-healthy
inhabitants. On the other side, Barros et al [20] concluded that the elders with a greater
degree of schooling are significantly more active than those with lower levels and have
different mindset towards active ageing. Greece demonstrates both high levels of schooling
among medium age people as well as a fairly higher ratio of life expectancy comparing to
other European countries.

3.4 The target

Since the country is experiencing major reforms in healthcare sector, it will be a unique
opportunity to proactively establish a separate framework for the elderly care, addressing the
ones that need primarily light care. As implied earlier, the standardization in treatment might
create inequalities. Therefore, the recommendation is to provide a separate additional
healthcare service experience to the elders, which will aim to identify their health situation,
prioritise their needs and secure that they will receive the necessary treatment according to
their status. Elders, who belong to our watch group, will get into a regional health
collaborative network which will provide light healthcare in their home environments through
the accommodation of information and communication technologies. The intention is to
create a smart environment of health provision where all partners will participate and
contribute. The aim is to fulfil the priorities as discussed earlier through the use of this
network. Actually this recommendation is inspired by the European Commission’s [21]
directive about extending active and independent living through Open and Personalised
solutions (European Pillars of Active Ageing and Independent Living).

The practice of collaborative networks and assistive technologies is increasingly adopted
especially when this refers to health issues [22][23][24][25][26]. Although this implies the use
of tele-care platforms this service is not only this.

Since, it is expensive for the healthcare system to be used repetitively then the creation of
regional smart environments in the country could be a solution in monitoring the priorities just
described earlier. This could be achieved by reducing the demand for professional nursing
and similar services through the use of smart environments. There are already used a
number of different digital services in healthcare such as mobile web services, digital health
in-house equipment [27].

The new service will operate within University hospitals. The University hospital will
accommodate the “Office of Elderly Care” with the following responsibilities:

e to create a patient’s registry starting from their data from their hospitals’ visits;

e to cooperate with a network of public and private doctors and paramedical staff for
exchanging information on elders;

¢ to define and upgrade the scope of services offered to the elders;

to critically assess and supervise the services offered through certain feedback from

the partners including the patients;

to establish quality standards;

to create a performance and appraisal internal system for the cooperative players;

to keep elders active and productive through digital home programmes;

to cooperate with a number of medical equipment suppliers;

to create a mobile network using latest technology in order to keep mobile contact

with all patients registered in their database;

e to classify elders according to their needs and living status and monitor them through
the mobile network;

e to keep contact with elders’ families and close persons (if any);
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This service experience will work under the supervision of the government. It could be part
of the public healthcare system but operating in a separate manner aiming to bring together
the needs and the services. Government will act mainly as an agent. The supervision will be
delegated to the University hospitals and to their management. The new framework does not
intend to create inequalities of privileged services for the elders. On the contrary, it aims to
exploit synergies and economies of scale.

Academia is expected to cope with this project in a professional manner and this could be
a great opportunity to link theory with practice. The operation of such offices will be financed
from the local authorities budgetary planning, as well as the hospitals and universities annual
budgets. It will be a big challenge to attract external funds from companies and donors who
will support this effort in exchange of extracting research results that will help the market.

3.5 The service delivery and its resources

Local initiatives in healthcare are helpful and may result as new paradigms for further
replication. Given that currently Greece experiences structural reforms, any peripheral
actions, in a decentralised and independently operational way is less risky, needs less
money and could be implemented more easily providing quick effective results.

In Figure 5 is given the service delivery process which illustrates the flow of operations
and the interrelation among participants. There will be a central data based system which will
mainly administer and evaluate the data related to the lifestyle and medical needs of
patients, who are members of the smart environment. This system will be in continuous
interaction with the partners through an open connection (e.g. Community of Practice using
cloud computing), using a private social interacting tool for exchanging and sharing
information, knowledge and experience. The aim of this community will be to create a
knowledge infrastructure for achieving the following targets:

¢ to help elders improving their lifestyles through nutrition control, physical activity, anti-
smoke and anti-alcohol practices;

e to plan regular visits in their environments to ensure reducing of injuries and
avoidance of other risks;

e to provide support for maintaining their mental health (mostly coping with depression
and the derived disorders (violence-suicide) through social inclusion programs,
development of social media for elderly, increased communication and bringing
together the social capital of the elderly);

e toincrease the in-house use of information and communication technologies (ICT);

e to encourage the idea of self-care;

e to pay special attention to elderly with chronic conditions (e.g. diabetes, cancer, other
chronic diseases);

e to apply preventive practices in order to keep their healthy conditions;

A number of tools through the help of the research academia will be employed. Latest
technologies such as robotics, near field communication (NFC) and radio frequency
identification (RFID) are some of the developments which constitute the assistive technology
used for elderly care. Technology at this stage could be used for collecting lifestyle pattern
data towards the successful implementation of a health assessment [28]. Moreover, it
provides a framework to create positive effects among elders since the benefits are
increased. For example companion type robots help elders to cope with loneliness [29] and
create a community environment through which they socially interact with others.
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Figure 5 The Service Delivery Process — The Smart Environment.

Public intervention is necessary at this stage in the country, in order to establish this
separate framework. As discussed earlier, although the initiative will act locally, the primary
concern for establishing this framework is on government’s side. Moreover, trying to integrate
what above have been highlighted, the effort is suggested to incorporate a certain number of
components and practices (Figure 6).

The government is almost certain that has to cope with the components of Economy-
Society-HealthCare in terms of providing a secure framework for the specific social group.
The 4-indoor-practices are suggested to be the main ground for further endorsement and
implementation. The new service intends to be part of this broader framework.
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Figure 6 The Policy framework towards active ageing.
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The new service needs a combination of existed resources and new investment. To be
more precise, there is an attempt to register below the backbone resources required in order
for the service to operate. In the next section on commissioning, there are some
recommendations on how to fund the operation of this service.

Table 9 The backbone resources.
Resource
Communities of Practice as a knowledge tool
Doctors
Paramedics
Administrators
Managers
Technology experts
PC Equipment
Leased lines
Office & furniture
Software
Ambulance/medical cars
Medical equipment (technology orientated)
Mobile medical devices
Patients
Family members of patients

4. Challenges to commissioning the service

Probably the main challenge for the commissioning is to find the capacity and capability to
turn competencies of the new service to excellence. But, to do that, first it is necessary to
articulate the full range of commissioning activities. Therefore, it is recommended the
commissioning to be supervised by the Hospitals’ management team. They will be
responsible to identify the priorities and elements for commissioning, as well as to have the
full responsibility for the implementation and progress of the service.

The management team as commissioners would have to confront with the following
additional challenges which are actually inspired from the NHS World Class Commissioning
Competencies Framework [30].

e Challenge (1) Communication: to achieve effective communication among partners
and to ensure the consensus in terms of mutual feedback in the operation of the new
service.

e Challenge (2) Process and Knowledge requirements: to monitor process and
knowledge requirements in order for the service to guarantee maximum health
outcomes for the community.

e Challenge (3) Stakeholders’ Engagement: to engage with public and patients in
order to keep track of any changes in demands and needs and maintain continuous
links with the healthcare base of the service.

e Challenge (4) Collaboration: to increase collaboration with medical society and staff
in order to scrutiny service design and maintain clinical excellence in the service
outcome.

e Challenge (5) Knowledge Management & HNA: according to World Class
Commissioning Framework Competency 5 [31], the linking ingredients of
commissioning are the management of knowledge and the health needs assessment
in the right timing. Assessing the needs effectively directs in a successful
commissioning framework which protects both patients and other healthcare partners
(Figure 7).
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Challenge (6) Investment plans: to emphasize on investment plans; this will focus in
maintaining the service levels high and the health outcomes excellent. To achieve
this, it is recommended to establish an internal office of health economists, who will
quantify, costing and measuring the demands. Also they will monitor risks, ratios and
budgeting. In addition another primary concern of this office should be to find funds
and financing. For example some possible sources of fund for the service could be
through:

the savings of social security funds

the out-of-pocket spending

the medical tourism

the stock exchange (see the 65+ group as a high-promising emerging industry
and capitalise on their trading assets)

5. the donations which will be tax-free

PwnNPE

Challenge (7) Interaction & stimulation of the market: to increase the interaction
with the health market, stimulating attitudes, culture and behaviours, enabling the
participants to reveal their weaknesses and demonstrate their strengths. This will
serve as a measure to ensure that standards are met and outcomes are at the
desired levels.

Challenge (8) Improvements and Innovative practices: to achieve continuous
improvements and use of innovative practices. The use of best practices through
collaborative networks may help in adopting new technological tools.

Challenge (9) Procurement & Contracting: to maintain procurement standards and
ensure viable contracts. Use of risk is necessary as well as thorough investigation of
time and value (timely contracts and service level contracts). Adopt the healthcare
logistics mindset. Moreover compliance and accountability are two more concerns.
Challenge (10) Adjustment to the broader healthcare system: to ensure
cooperation of the new service with the existed healthcare system and to achieve
incorporation of the new entity “Office of Elderly Care” in the broader health provision.
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Nevertheless, as Ham [32] highlighted there are various difficulties in healthcare
commissioning since healthcare is complicated by itself. Due to their nature health services
are complex therefore it is difficult to contract on them.

5. Conclusions

It is a challenge to integrate economy into society. The increased life expectancy,
unavoidably meets extending working lives [33][34]. Modern lifestyles and technology could
be proved significant allies in the effort of designing an increased quality healthcare
experience. Healthy ageing may direct to delayed retirement which in extent will raise the
GDP of the country. A raised GDP is related to value and competitiveness which is expected
to create wealth. A wealth society can spend more in healthcare since it owns adequate
funds for social programmes. On the other hand, through the recommended service there is
an attempt to minimise costs by using less the main healthcare system and move this
demand to smart environments where elders will continue to receive care through interaction
with experts.

Nevertheless, it is questioned if reforms and restructures in times of crisis direct to desired
results. The challenge of internal devaluation that societies are trying to cope with, is testing
their cohesion and limits of resilience. However, it is true that OECD, World Health
Organization and other global organizations reinforce individual health programs within
broader policy frameworks; they expect this to bring together different powers and practices
in order to provide a certain service mutually benefited for elders and the society [35].

A cohesive society should periodically assess its dependency ratios on ageing as well as
the future trends in ageing (Figures 8, 9, 10).
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Figure 8 Old-age dependency ratio, Population aged 65+ in relation to the population aged 15-64;
Projections 2015-2060, (EU-27). [2]
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Figure 9 Future trends in ageing, (2010 estimates), (European Union-27). [2]
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Figure 10 Greece, Country’s profile on demography and ageing. [1]

Their timely monitoring raises alerts and gives space for any future plans; thus, activate
thoughts for new strategies that could be implemented quickly and effectively. Multi-morbidity
and mortality as related to longevity and fertility are significant components of a well-
balanced society which aims to ensure prosperity for its citizens. On the other hand, the
unbalanced synthesis of age-groups in the society encompasses increased heterogeneity of
its socioeconomic contexts. The proposed service framework has to fight with four obstacles
in the same way that Holland and Rodie [36] identified in their study on perceptions on
preventive health services. These are: (a) awareness, (b) social barriers, (c) psychological
barriers, and (d) financial barriers.

This study intends to bring forth issues based on evidences and literature. Moreover, it
aims to raise queries that exist behind governance principles. Current strategies and tools
may be proven inadequate to confront with future challenges. Longevity and ageing are facts
that neither could be neglected nor could be confronted as problems for the society through
the narrow lens of financing and cost management. Not far in time from now, mankind would
have to face the new age synthesis which is expected to generate new shocks. Each crisis
has its own characteristics. The recommended intervention does not aim to provide ready-
made solutions rather than trigger new mindsets and infuse practices outside the box.
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