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Introduction
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In its 2015 World Report on Ageing and Health, the World Health Organization defined long-term care as encompassing “activities undertaken by others to ensure that those with a significant ongoing loss of physical or mental capacity can maintain a level of ability to be and to do what they have reason to value; consistent with their basic rights, fundamental freedoms and human dignity.”​[1]  According to the National Institute on Aging (“NIA”), “[l]ong-term care involves a variety of services designed to meet a person's health or personal care needs during a short or long period of time ... [and] help people live as independently and safely as possible when they can no longer perform everyday activities on their own”.​[2]  While the NIA explained that the most common type of long-term care is personal care, assisting with the “activities of daily living” (e.g., bathing, dressing, grooming, using the toilet, eating, taking medications and moving around safely), the scope of services is often much broader and includes community services such as meals, adult day care and transportation services.  

Long-term care can be provided in a number of places and by different groups of caregivers ranging from care in the home from unpaid family members and friends (mostly female), which is the most common form of long-term care; home-based services provided by paid caregivers, including caregivers found informally or through home health care agencies and healthcare professionals (i.e., nurses, home health care aides and therapists)​[3]; and services provided by health and care professionals in institutional settings such as nursing homes or community-based adult day centers.  In general, most older persons around the world are able to live independently or with minimal assistance from their communities; however, many of them require assistance in performing daily activities as they age into their 80s and beyond and their physical and cognitive abilities begin to deteriorate.  For these people, assistance is often provided by family members (generally women), neighbors, friends and local organizations while he or she remains in a home setting, but when the level of support required exceeds the resources and skills of these parties, persons in industrialized countries may move to a nursing home or other type of long-term care facility.  The need for long-term care can arise suddenly, such as when a person has a heart attack or a stroke, or may develop over an extended period of time as a person’s physical or mental capacities begin to deteriorate due to aging, illness or disability.​[4]  The timing and intensity of the need for long-term care services will depend on a person’s social and economic experiences over his or her lifetime and the quality of health care that he or she has been able to access and receive.​[5]  

Caregiving for older persons is an important issue, regardless of how and where the care is provided, since the data shows that the global population over age 65 will more than double over the next three decades, and steps need to be taken to determine the best means to fund and otherwise support the services that will be needed to maintain the physical and mental wellbeing of the most vulnerable members of this group.​[6]  Global multilateral institutions, such as the International Labour Organization, have declared that the universal human rights of social security and health care should also include the right to long-term care, thus placing the onus on governments to take the steps necessary, financially and otherwise, to provide a comprehensive long-term framework inside their borders.  However, the reality has been that “[i]n every country, to differing degrees, the underlying question of who is responsible for the provision of and financing of care for older persons is a negotiated balance that involves issues of cultural expectations and the specific political and social environment, as well as availability of funding”.​[7]  According to the UN Department of Economic and Social Affairs (“DESA”), the global average public expenditure on long-term care is less than 1% of GDP, with the highest rates being found in Europe (although commitments vary significantly from 2% in the Netherlands and Norway to 0% in Slovakia) and rates in North America being 1.2% in the US and 0.6% in Canada.​[8]

DESA has noted that “[w]ith increasing age and longevity, the risk of chronic disease rises along with that of age-related disabilities from chronic diseases such as pulmonary disease and diabetes to age-related loss of hearing, sight and movement (arthritis), cognitive illnesses such as dementia and Alzheimer’s to injuries from falls”, all of which leads to a significant increase in the need for long-term care for those aged 80 and over (a group that is projected to increase in size to 434 million worldwide by 2050, up from 125 million in 2015), particularly older women who live longer than men.​[9]  States must plan for addressing and managing the coming surge in demand for long-term care services including allocating resources to improving healthcare services during the earlier stages of the life course in order to delay or mitigate the issues of disease and disability that compromise the ability of older persons to live without assistance.​[10]

DESA explained that there are a handful of countries that have implemented mandatory public long-term care insurance systems including Germany, Japan, the Republic of Korea, Luxembourg and the Netherlands, and in each of these countries adjustments are made periodically to benefits and premiums to ensure that the system remains sustainable.  In most countries, however, older persons seeking government assistance in underwriting the costs of formal care services either at home or in an institutional setting must first tap into their own savings and liquidate their assets until the reach the point at which they would satisfy the rules for qualifying for government support.  Given their shortage of financial resources governments must prioritize how their funds are spent, which generally means that individuals and their families must still bear most of the costs of “social” care in support of the basic activities of daily living.  Private insurance is available for certain long-term care services, but the market is limited (in fact, insurers are cutting back on offering long-term care products) and the costs are prohibitive for most prospective customers.​[11]  In some countries, shortages of accessible and affordable long-term care have led to reports of inappropriate use of acute care hospital and emergency room services for care of older persons that should be provided in a different manner, a situation that increases costs and compromises care for other patients who need those services.​[12]

In the US, understanding federal and state support for long-term care requires examination of existing Medicare and Medicaid programs.​[13]  In nursing homes, Medicare pays only for rehabilitation services up to a maximum of 100 days and does not provide support for long-term stays in nursing homes or assisted living facilities.  Outside of nursing homes, Medicare coverage of home health is limited to older adults and people with severe disabilities who are homebound and need skilled services from nurses and therapists.  Medicare did not pay for most of the home health services that were received by Medicare’s 3.4 million members in 2018 including 24-hour care or care from homemakers and personal aides.  Medicaid, which is a federal-state program covering 72 million children and adults, is limited to services to beneficiaries in low-income households (i.e., people who meet strict financial eligibility criteria including minimal income and asset levels).  Medicaid does provide support to both institutional care facilities such as nursing homes and home and community-based services; however, the federal government only mandates institutional care and the use of Medicaid funds for home and community-based services is based on the discretion of each of the states.  

Experts have complained that there has been a bias towards institutions in how governmental support for long-term care has been allocated—people can get certain services if they are in nursing homes but not if they are still living in their communities, even though their basic needs are the same in each situation; however, the percentage of Medicaid resources used to fund long-term services and support in homes and communities did increase from 20% in the early 2000s to 56% by 2018 and provided assistance to an estimated 4 million to 5 million people.​[14]  Nonetheless, half of the states still spend twice as much on institutional care in comparison to community care and the demand for Medicare-supported community care far exceeds supply, as can be seen from the fact that nearly 820,000 people sit on waiting lists in 41 states for average waiting periods of 39 months.​[15]  The American Rescue Act, which was proposed by the Biden Administration and passed by Congress in early 2021, increased the federal share of states’ Medicare spending on home and community-based services, which was anticipated to lead to an expansion of rehabilitative services outside of institutions including personal care, health care and transportation.​[16]

The crises and challenges that appear to be overwhelming the long-term care industry after the Covid-19 pandemic has re-ignited calls for reform and overhaul among experts and advocates.​[17]  Demand for long-term care in institutional settings declined sharply during the pandemic according to data compiled by the National Investment Center for Seniors Housing & Care that showed that the occupancy rate in nursing homes in the fourth quarter of 2020 was 75%, a decline of 11% in comparison to the first quarter of the year, with the dip being explained by a combination of deaths from the virus and a steep drop in elective surgeries that would normally require follow-up care in a skilled nursing facility.​[18]  According to The New York Times, nursing home occupancy fell by more than 16% from January 2020 to January 2021, and a survey of nursing homes and assisted living providers released in June 2021 found that 54% of the nursing homes that responded were operating at a loss and that only a quarter of all the respondents from both types of facilities were confident that they would survive another year.​[19]  It is expected that Americans’ demand for senior care facilities will continue to fall even after the pandemic has passed; however, building support for older persons to have more opportunities to remain at home will require systemic changes.​[20]
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Ageism and Health
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According to the UN Office of the High Commissioner for Human Rights (“OHCHR”), dignity and respect for all human rights is key for the well-being of older persons in the context of health and end-of-life care, and care must be taken to avoid “institutional rules and protocols related to access to some medicines that may result in deplorable forms of elder abuse or affect people who may be totally dependent on others and suffering great pain”.​[21]  The OHCHR expressed concerns about age-based discrimination in the health system, noting that “some medicines, exams and treatments are offered or denied on the sole grounds of an individual’s age” and that older persons often delay approaching health care until advanced stages, or opt not to seek care at all, due to significant structural issues associated with health centers including “[l]ack of trained staff, overcrowding, unaffordable services and treatment, lack of focus or priority granted to chronic diseases and shortage of medications”.​[22]

Health Consequences of Ageism

Researchers at Yale University set out to conduct a systematic review of ageism at both the structural level (in which societal institutions reinforce systematic bias against older persons) and individual level (in which older persons take in the negative views of aging of their culture) simultaneously influenced the health of older persons.​[23]  The researchers analyzed data covering seven million older people from 45 countries in 422 studies carried out between 1970 and 2017, making it the most comprehensive review of the health consequences of ageism to date.  In constructing the study, the researchers identified four structural health domains inherent in the operation of social institutions or organizations (i.e., denied access to health care and treatments, exclusion from clinical trials, devalued lives (as assessed by age-rationing of social resources) and lack of work opportunities), as well as seven individual health domains (i.e., reduced longevity, poor quality of life, poor social relationships, risky health behaviors, mental illness, cognitive impairment (as assessed by cognition over time) and physical illness).  The results confirmed the hypotheses of the researchers that ageism adversely impacts health outcomes among older persons—specifically, ageism led to significantly worse health outcomes in 95.5% of the studies—and this harmful pattern existed regardless of geography and time or the characteristics of the studies, targets and targeters (i.e., persons perpetrating ageism).​[24]  

At the structural level, all four health domains showed evidence of ageism:


  Denied access to health services and treatments:  This was the most researched aspect of structural ageism and the researchers found overwhelming evidence that age dictated who would receive certain procedures or treatments. For example, in a study of 9,105 hospitalized patients, health care providers were significantly more likely to withhold life-sustaining treatments from older patients, compared to younger ones, after controlling for patients’ prognosis and care preferences.​[25]

  ​​Older persons’ exclusion from health research:  All of the studies that covered this domain showed evidence of ageism, with older persons routinely being excluded from trials in cardiology, internal medicine, nephrology, neurology, preventive medicine, psychiatry, rheumatology, oncology and urology.  Particularly interesting was the exclusion of older persons from almost half of the Parkinson’s disease clinical trials, even though that disease is more prevalent in later life.​[26]

  ​Devalued-lives:  One study in Japan found that participants were significantly more likely to sacrifice elderly pedestrians than younger pedestrians using “run-away-trolley vignettes”​[27], and other studies confirmed that ageism contributed to age-rationing of treatments such as cardiac surgery.​[28]

  ​Lack-of-work-opportunities: Studies found that workplace ageism predicted worse health, such as increased depressive symptoms and long-term illness.  Employers were significantly less likely to hire older than younger job applicants, and if older workers were hired they had less access to training and were more likely to retire early as a result of ageism in the workplace. Studies of British and American employers also found that they were significantly more likely to put older workers than younger workers with similar qualifications in positions with low pay and low responsibility.​[29]



The researchers also found that ageism was also significantly associated with all seven health domains operating at the individual level:


	
Reduced longevity: All of the studies that focused on the impact of ageism on longevity found that it predicted a shorter lifespan in a range of countries including Australia, China, Germany, and the United States. In one study, using nationally representative data in China, researchers found that older persons with more negative self-perceptions of aging had significantly reduced longevity.​[30]


	​Poor quality-of-life:  All of the studies on the subject found evidence that negative self-perceptions due to ageism predicted worse quality-of-life for older persons. 

	​Poor social relationships:  All of the studies on the subject found evidence that negative self-perceptions due to ageism contributed to low social support (including low social support from children and other family members), poor social engagement and social isolation among older persons.

	​Risky health behaviors:  All of the studies on the subject found evidence that negative self-perceptions due to ageism led to risky health behaviors including unhealthy diet, medication noncompliance, excessive drinking and smoking.​[31]


	​Mental illness (outside of work environments): Ageism was found to influence psychiatric conditions onset and lifetime depression, as well as increases in depressive symptoms over time.  Interestingly, one study of American veterans found that older persons who successfully resisted negative age stereotypes were less likely to experience suicidal ideation, anxiety and PTSD.​[32]


	​Cognitive impairment:  Four of the five studies on the subject confirmed the findings in numerous experimental studies that negative age stereotyping led to worse cognitive performance (e.g., problems with memory) among older persons.​[33] 

	​Physical illness:  Almost all of the studies on the subject significantly predicted physical illness, as assessed by functional impairment, chronic conditions, acute-medical-events incidence and hospitalizations.  For example, studies found that older persons with negative age stereotypes were significantly less likely to recover from severe disability than those with positive age stereotypes and significantly more likely to experience functional decline.​[34]




One of the researchers summed up the results by noting that “[w]e found evidence of ageism in every country we looked at, every year we looked at, and in every health domain we looked at,” and lamented that the she found the “[t]he pervasiveness of it ... disturbing”.​[35]  The researchers themselves pointed to the “pernicious reach of ageism” that the results highlighted, and the results provided empirical support for the proposals in Levy’s “stereotype embodiment theory” that observations of the way older persons are treated, and age beliefs are express in culture, tend to be assimilated as a young age and undergo reinforcement over time, often without awareness.  As a result, health outcomes for older persons were at risk from three distinct, yet interrelated, components of ageism: age discrimination (i.e., detrimental treatment of older persons); negative age stereotypes (i.e., beliefs about older persons in general); and negative self-perceptions of aging (i.e., beliefs held by older persons about their own aging).​[36]  However, the survey did provide a foundation for steps that could be taken to counter the adverse impacts of ageism including programs to support adoption of a more positive perception of their age by older persons and improve education for health providers in order to alleviate some of the negative health effects of ageism that have become widespread within health care systems and contributed to amplification of the costs of health care for older persons.​[37]

A recent study calculated the costs of ageism on the eight most-expensive health conditions for all persons aged 60 years or older in the US during one year and found them to be $63 billion, or one of every seven dollars spent on the health conditions, after adjusting for age and sex as well as removing overlapping costs from the three predictors of ageism applied in the study (i.e., discrimination aimed at older persons, negative age stereotypes and negative self-perceptions of aging).  The researchers also determined that ageism resulted in 17.04 million cases of the health conditions.​[38]

Age-Based Denial of Access to Treatment

Kohn noted that older adults may be denied access to certain medical treatments because of their age.​[39]  For example, researchers have found that older persons are often declared ineligible for organ transplants because of their age even in the face of evidence confirming that transplants are medically appropriate even at advanced ages.​[40]  Kohn pointed out that the denial of insurance coverage for certain procedures due to age can also amount to a denial of access to treatment.  In addition, perhaps the most significant challenge for older adults with regard to having their health issues addressed is “health-care related age discrimination as a result of health care providers providing differential treatment to older adults based on inaccurate stereotypes or assumptions about their lives, health, or preferences”, such as limiting treatment to older patients to less aggressive measures than might be taken with younger patients with similar preferences and severity of illness.​[41]  Kohn argued that older adults “encounter health care providers who fail to adequately inform them about treatment options because of ageist beliefs and assumptions, and are less likely to have their treatment wishes respected than younger adults”, citing the works of other scholars who found, for example, evidence that “older adults are disproportionately likely to be “slow-coded”—that is, to have health care providers choose on their own accord not to provide them with effective cardiac resuscitation—to let them die against their wishes” and that health care providers limited treatment to older adults because of chronological age and treated older patients less aggressively than younger patients due, in part, to bias and stereotyping.​[42]

Adverse Drug Reactions

Nearly 92% of older adults have at least one chronic condition, and 81% have at least two, and many of them are dependent on drug therapy to manage those conditions.​[43]  In fact, medications have been described as “probably the most important health care technology in preventing illness, disability and death”.​[44]  It has been estimated older persons use 25-30% of all prescription medications and 25% of nonprescription medications, 75% of older adults take one or more prescription medications and 25% of older adults take five or more medications on a regular basis (generally a combination of prescription and over-the-counter drugs).​[45]  However, increased reliance of older persons on medications comes with significant risks of medical-related problems beyond the chronic conditions that they are attempting to treat.  For example, medication-related problems are estimated to be one of the top five causes of death in those 65 and older (rivaling Alzheimer’s disease, cancer, cardiovascular disease and diabetes), and a major cause of confusion, depression, falls, disability and loss of independence.​[46]  According to Divine, “[a]bout one in three older persons taking at least 5 medications will experience one adverse drug even each year, and about 2/3 of these patients will require medical attention ... [and] ... older adults are 2.5 times more likely to visit an emergency room due to an [adverse drug reaction] than younger individuals”.​[47]  Older persons are frequently excluded from clinical trials for many of the medications that they need, generally for poorly justified reasons, which means that there is a lack of data on how aging bodies metabolize those medications.​[48]  As a result, doctors often base their treatment of older persons on standard dosage for medications that are only appropriate for younger persons and may not be well tolerated by older patients.​[49]

Ageism in the Helping Professions

Researchers have found that many physicians have a negative or stereotypical view of their older patients, often viewing them as “depressing, senile, untreatable, or rigid” and expressing frustration and anger at cognitive or physical limitations of older people that made them feel that treatment was futile.​[50]  According to Levenson, many doctors believed that because old age was unstoppable and inevitable, the illnesses most commonly found among older persons were simply a natural part of the aging process and thus not that important.​[51]  As a result of this perception that aging brings continual physical and cognitive decline, doctors tended to focus their actions vis-à-vis their older patient on disease management rather than on proactive measures to change the disease processes associated with common conditions among the elderly such as osteoporosis, diabetes and blood pressure.​[52]  Another issue has been underreporting of elder abuse by health care professionals, arguably caused by a lack of training among key groups of professionals such as emergency room physicians in the signs of such abuse.​[53]

Ouchida and Lachs have argued that ageism “permeates the attitudes of medical providers, the mindset of older patients, and the structure of the health care system, having a potentially profound influence on the type and amount of care offered, requested, and received”.​[54]  They identified and described several ways in which ageism impacts services and experiences in the healthcare system including practitioners belittling geriatrics and gerontology as a profession, which makes it difficult to recruit more medical professionals to enter geriatric medicine; under-treatment of older patients, such as when doctors refer to an older patient’s complaints about chronic pain, arthritis, depression and confusion as “normal when you are old” and take no steps to identify and treat the real cause of the patient’s ailments; over-treatment of older patients by prescribing medications and ordering procedures without considering their preferences, abilities and functionality; lack of effective communication between doctors and older patients including inappropriate use of ageist talk (e.g., “elder speak”, described as a way of speaking similar to baby talk) in the healthcare setting and other actions that are disrespectful and demeaning and cause lower self-esteem and depression among older patients; and institutionalized ageism due to lack of support for investment in geriatric medicine, more doctors refusing to take Medicare patients and reliance on clinical practice guidelines that are not appropriate for older patients with multiple chronic illnesses.​[55]

Rogers et al. analyzed data from the National Health and Retirement Study administered in 2008 with follow-up through 2012 and found that one out of five adults over the age of 50 years experienced discrimination in healthcare settings (one in 17 experience frequent healthcare discrimination) and that this ageism was associated with new or worsening disability, poorer mental and physical health and use of fewer preventive health services by four years.​[56]  Wyman et al. argued that “[t]here is ample research evidence demonstrating that age-based discrimination is common and long-standing among health care providers, within health care systems, and in health care policies” and noted that there is also “evidence of age-based bias at the micro, or interpersonal, level ... [which] ... is reflected in attitudes and behaviors toward older adults among health care workers ... [that] ... affect clinician behavior and clinical decision making”.​[57]  According to them, age-based discrimination could be found in diagnostic procedures, the types of treatment offered to older patients, the level of participation of older patients in decisions regarding their health care and the manner in which doctors interacted and communicated with older patients (e.g., doctors tended to be less tolerant, less respectful and less optimistic).​[58]  

Ageism among doctors and others involved in the healthcare system is not the only problem.  In fact, Wyman et al. also concluded that “[p]atient factors, such as self-ageism, also impact the processes and outcomes of health care”.​[59]  Sarkisian et al. set out to measure expectations regarding aging among community-residing-older adults in Greater Los Angeles and found that more than 50% of the participants in their survey “felt it was an expected part of aging to become depressed, to become more dependent, to have more aches and pains, to have less ability to have sex, and to have less energy”.​[60]  They concluded that “[m]ost older adults in [their] sample did not expect to achieve the model of successful aging in which high cognitive and physical functioning is maintained” and these lower expectations regarding aging often led to “not believing it important to seek health care”.​[61]  Others have observed that “older adults who accept that depression, fatigue, chronic pain, low libido, and dependency are just normal parts of aging ... do not usually seek medical attention, get less care ... [and] ... also tend to refrain from participating in physical activities, exercising, using protective gears and eating a balanced diet”.​[62]

In the realm of mental health, researchers have found that many therapists have misconceptions about normal aging processes that influence the way that they treat older people.  Kastenbaum suggested that pervasive stereotypes about older persons among health care professionals made them a “reluctant therapist” when it came to older clients.​[63]  Especially troubling are findings that older persons are less likely to get referred for psychiatric assessment than younger persons even when presenting the same symptoms, a situation that has been attributed in part to a perception among some therapists that problems of older persons are not as serious or important as when those identical problems present themselves among younger patients.​[64]

Geriatric Medicine

The National Council on Aging pointed out that most adults over 65 have at least one chronic condition, and 77 percent have at least two, and data indicates that although adults over 65 are 15% of the general population, they account for 27% of all doctor’s visits and 39% of hospitalizations.​[65]  While the length of hospital stays for older patients is similar to those of adults aged 45 to 64, adults 65 and older are far more likely than younger patients to require more support after they are discharged (e.g., post-acute care, such as home health or skilled nursing facility care).​[66]  This demonstrates the complexity of providing adequate healthcare to people as they age and, unfortunately, the healthcare system seems incapable of managing the conditions of older patients effectively and often “[leaves] vulnerable patients to juggle multiple medical appointments, tests and medications, and feel overwhelmed and ill-informed”.​[67]

In 2011 the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health called on States to “allocate more resources for the provision of geriatric healthcare in order to ensure that all healthcare workers, irrespective of specialty or profession, are adequately trained to deal with the particular health issues associated with ageing” and to ensure that they are “trained on the right to health so that they interact with elderly patients in an appropriate, considerate and non-discriminatory manner”.​[68]  The Special Rapporteur noted that in order for older persons to be able to receive age-friendly health care of a quality commensurate that those of other age groups there must be greater numbers of geriatricians and improved training in geriatrics across all specialties and steps must be taken to connect general medical practitioners in rural areas with geriatricians in order to improve the quality of care that rural physicians provide to their older patients.​[69]

One important long-term impact of the Covid-19 pandemic and its adverse health consequences for older persons, both in institutional settings and in their communities, should be a comprehensive reassessment and transformation of medical training, geriatric medicine and the type of care that older persons seek and obtain from their medical professionals.  In the words of the Geriatric Medicine Section Head at Massachusetts General Hospital: “COVID has changed how we’re going to do business forever ... [and] ... I think we have a responsibility to raise the bar for the care of older adults.”​[70]  Many older persons saw their regular clinical care plans for their chronic health conditions disrupted by the pandemic and almost all types of preventive care were postponed indefinitely, a problem not only for older persons but for the general population also.  While all of this is understandable when restrictions were needed in order to contain the spread of the virus, what is problematic is that as clinics reopened surveys have shown that people have delayed renewing their routine care, perhaps due to lingering fears of going out or unfamiliarity with new treatment methods such as telemedicine.  As a result, the risk of poor health outcomes for conditions unrelated to the virus remains high and opportunities for positive preventive care interventions are limited.​[71]  

While states generally did a good job with vaccinating older persons, prioritizing them due to their vulnerability associated with underlying physical and mental health conditions, leaders in palliative care and geriatric medicine are speaking out on the need for changes in the way that those specialties are visualized and practiced.  At a basic level, this means visits between older persons and medical professionals that include time to discuss preventive care, not just management of existing conditions, and which include probing to detect cognitive impairment and assessment of risk factors and treatment options.  Older persons should also have better access to advance care planning and the information they need to make informed decisions on their own about their health care and living environment.​[72]  

To achieve these necessary improvements, changes in insurance reimbursement to expand coverage of preventive care and wellness interventions will be necessary and investments will also need to be made in making it easier for older patients to communicate with their health care professionals and for those professionals to be able to disseminate information quickly and effectively to their patients.  Assessments should be conducted in nursing homes to identify changes in treatment programs required to support prevention of illnesses that can quickly overwhelm the resources available in those institutions.  Caregivers, including family members, will also need to be educated on best practices for preventive care and how to help older adults in their care with staying in touch with their health care professionals and provide them with the emotional, social and physical support that is crucial to building and maintaining their resilience to physical and mental health risks.  This is particularly important because a significant number of older patients are simply too ill or frail to make regular visits to clinics.​[73]     

As the population ages, the need for geriatricians, who are primary care physicians who have received advanced training in caring for older persons, has increased.  According to the American Geriatrics Society, 30% of people aged 65 and older need care from a geriatrician; however, the supply of geriatricians is well below the need.​[74]  It has been reported that “[a]s of 2018, only about 3,600 of the 6,900 certified geriatricians were practicing, leaving a serious gap in elder care, with an estimated shortfall of close to 27,000 full-time providers by 2025”.​[75]  The problem is exacerbated by a growing trend among primary care doctors, who have been managing the more common conditions among older adults such as diabetes and high blood pressure, to refuse to take on new older patients.​[76] 

One of the main reasons for the shortage of geriatricians is the failure of medical schools to change their curriculum to offer more opportunities for geriatric training and encourage students to consider specializing in elder care.  Experts have noted that most fledgling doctors receive the same training as their predecessors did when more people died before they got old and that geriatrics is typically not on the list of rotations in specialties offered by medical schools and often not included among courses or, if it is, has no more than elective status.​[77]  Geriatric medicine remains a “poor stepchild to other specialties” such as pediatrics, cardiology, surgery and emergency medicine and among medical students, most of whom are young, “[c]aring for older people isn’t seen as cool”.​[78]  In an interview, Louise Aronson, a geriatrician who has written and spoken extensively on the need to transform medicine to consider the aging of the population, has attributed this to a general reluctance to think about growing older and dying and said: “Many people think old age is a bad thing, and depressing. That’s true of many medical students and physicians, too.”​[79]

Increasing the number of geriatricians to keep up with the growing need is a difficult proposition and will take years to accomplish given the extended education and training periods that all fledgling doctors must complete.  In the meantime, it has been reported that “[m]ore hospitals are establishing senior-specific emergency departments, which use nurse practitioners who are trained to assess older patients for cognitive function, medication interactions, depression and appropriate home support”.​[80]  Efforts have also been made to launch “age-friendly health systems” that “reliably [provide] a set of four evidence-based elements of high-quality car, known as the ‘4Ms,” to all older adults”.​[81]  These elements have been described as What Matters (know and align care with each older adult’s specific health outcome goals and care preferences including, but not limited to, end-of-life care and across settings of care), Medication (if medication is necessary, use Age-Friendly medication that does not interfere with What Matters to thee older adult, Mobility or Mentation across settings of care), Mentation (prevent, identify, treat and manage dementia, depression and delirium across settings of care) and Mobility (ensure that older adults move safely every day in order to maintain function and do What Matters).​[82]

Conclusion

Ageism permeates all aspects of society, not just healthcare, and things will not get better for older patients until fundamental changes occur in how older persons are viewed and there is greater understanding and acceptance of how they experience their day-to-day lives.  One important step for eliminating ageist attitudes in the healthcare system is for medical practitioners and healthcare policymakers to “recognize and appreciate the heterogeneity of older adults”.​[83]  It has been explained that in this context: “Heterogeneity means, like any age group, older adults also differ in their functional status, health, and financial situation. Some older people are still strong, active, and sharp in their 80s while some may be weaker than others. And when it comes to race, income, gender, education, class and social status, disparities also apply to them as well as these apply to anyone.”​[84]  It has also been noted that while government agencies, such as the Centers for Disease Control and Prevention, tend to place everyone over the age of 65 into one homogenous group for reporting and other purposes, the reality is that “these individuals’ remaining lifespans could easily exceed 20 or 30 years, and they’re no more alike than are infants and tweens or kindergarteners and high schoolers.​[85]  Ouchida and Lachs have argued that eliminating ageism in the healthcare system requires that doctors and other medical professionals “recognize and appreciate the heterogeneity of older adults”.​[86]

Grant suggested that elements of age bias (and healthism) among medical and psychological health care providers could be addressed and hopefully changed by continually assessing their own attitudes toward older people, confronting ageism and healthism where it arises, instituting geriatrics programs in hospitals and mental health practices and integrating into their training a thorough knowledge of healthism and ageism, as well as becoming well versed on what happens when humans age.​[87]  Levenson argued that “medical students’ attitudes have reflected a prejudice against older persons surpassed only by their racial prejudice” and blamed the medical community for implicitly training doctors to treat older patients with age bias, apathy and disdain and ignoring geriatrics in the curriculum offered by medical schools.​[88]  As for mental health professionals, it has been recommended that ageist thinking should be addressed in clinical training by increasing emphasis on content that builds a stronger understanding of the normal and abnormal aspects of the aging process.​[89]
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Human Rights Aspects of Long-Term Care
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In developing countries, long-term care, at least in institutional settings, has been the subject of law and regulation for decades, and many assess the quality of long-term care by reference to compliance with legal frameworks.  However, the nature of long-term care, especially the characteristics and vulnerabilities of the members of the group requiring the services and other support, calls for the use of a human rights perspective in setting appropriate policies and monitoring the actions of those involved in providing the care.  While there is no international human rights instrument specifically addressing long-term care for older persons, or for that matter the human rights of older persons generally, the human rights of older persons with respect to long-term care can be derived from a combination of several different rights explicitly recognized in international human rights instruments such as the International Covenant on Economic, Social and Cultural Rights (“ICESCR”) and the Convention on the Rights of Persons with Disabilities and influential “soft law” proclamations such as the UN Principles for Older Persons and the International Plan of Aging (generally known as the “Madrid Plan”) including rights associated with enjoyment of an adequate standard of living and protection of the family.  Paragraph 1 of Article 11 of the ICESCR affirms the rights of everyone “to an adequate standard of living for himself and his family, including adequate food, clothing and housing, and to the continuous improvement of living conditions” and Principle 1 of the United Nations Principles for Older Persons provides: “Older persons should have access to adequate food, water, shelter, clothing and health care through the provision of income, family and community support and self-help."​[90]
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