Healthcare Research

A mirror

of society

Ageing and old age affect everyone and can be stu-
died from many different perspectives. Geriatrician
Tania Zieschang and philosopher Mark Schweda
discuss the focus on negative aspects and useful
resources, the protection of the elderly in the pande-
mic, robots in care — and what stays with us

Professor Zieschang, like virtually
all organisms, humans age. When
does this processbegin?

Zieschang: In some respects, it begins
at birth. By the time we’re 20, at the
latest, changes can be detected atboth
the cellular and molecular levels. The
telomeres - the ends of our chromo-
somes - become shorter, cellsundergo
changes, certain metabolic products
accumulate. Sowe see signsofagingin
youngpeopletoo.Itstarts pretty earlyon.

Many disciplines, from biology and
psychology to the social sciences,
study the phenomenon of old age
and aging. How do you - a geriatri-
cianandan ethicist - view old age?

Zieschang: First of all, we have to
be clear about how heterogeneous
the older generation is - far more so
than younger age groups. There are
80-year-olds who are still running
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marathons or learning new lan-
guages, but at the same time there
are 7o-year-olds who are completely
dependent on care. As a geriatrician,
my focus is on people who need a high
level of support, whose independence
is at risk or already restricted. This is
particularly the case among the over-
80s, but there are also people in their
seventies who are multimorbid -
in other words, those who suffer from
more than one chronic illness.

So your main criterion is the need
for support?

Zieschang: Precisely. Naturally we
can all suddenly be confronted with
the loss of independence due to an
accident or serious illness. However,
I'm talking about patients who can be
plunged into a downwards spiral by
a minor infection or alteration. The
reserves - eveninan 8o-year-old mar-

athon runner - just aren’t what they
were in youth. It is this vulnerable and
highly heterogeneous group that we
focuson.

Schweda: Aging is indeed a complex
and multidimensional phenomenon.
First of all, it’s a basic calendar fact:
as time goes by the years accumulate,
and this changes - quiteliterally - our
standpointinlife. Soin addition to the
already mentioned functional aspect,
agingisalsoa psychological and men-
tal process: something happens to us,
our perception of things changes. And
finally, agingisalso a social phenome-
non. Whether we countasold ornotis
decided, notleast, by others.Inmodern
industrial societies, the threshold toold
ageisretirement. In the past you were
givenagoldenwatchand senthometo
sitinyourarmchairand wait. Forwhat?
Fordeath! Foralong time, thiswas the
role that older people were given.
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Structured floor panels simulate natural surfaces in the university's Gait Laboratory, which is jointly run by the Institute of Sports
Science and the Division of Geriatrics. The panels can be used for motor training or analysis of the movement patterns that people use

to compensate for surface irregularities.

Asociallydefinedrole,

Schweda; Culturalideasarekey here -
theimageswehave in ourminds. Quite
often these are very negative and focus
onlyondeficits. Medicineisnotentire-
ly blameless here. If you look at an ag-
ing person from a medical perspective,
the first thing you see are physiologi-
cal degradation processes, dwindling
reserves and declining performance.
Yet from other perspectives, aging has
much more positive connotations. In
the philosophical tradition, for ex-
ample, aging is often associated with
wisdom, with a life experience that
gives you a view of the bigger picture
and more insight. The fact that nowa-
days we perceive aging mainly from a
medical perspectiveison theonehand
important, because a lot can now be
done about age-related impairments
and diseases. On the other, however,
there is the risk that aspects of old age

are themselves increasingly perceived
as diseases.

Zieschang: In geriatrics and in medi-
cinein general, we are seeingacertain
shift away from this purely pathol-
ogy-oriented deficit model and in-
creased focus on the process of creating
and maintaininghealth,alsoknownas
salutogenesis. Thisisaway of thinking
that I happily offer my patients: that
it’s actually a miracle that our organ-
ism regulates itself over decades de-
spite all the disruptive factors. A huge
effort that webarely perceive goesinto
achieving thisbalanced stateknownas
homeostasis.

So you deliberately focus on the re-
sources.

Zieschang: We have integrated this
approachintoourworkin geriatrics.In
team meetings we make a point of de-
scribing all the things a patient is still

capable ofdoing,and the potential that
is there. We also look at how the social
environment canbe used asaresource
to help the patient in the future. That
changes a lot in people’s minds. How-
ever, I admit that we geriatricians also
tend to relapse into the deficit mode
of thinking. Medicine starts from the
premise that good healthis thenormal
state, and society from the premise of
the perfect face with smooth skin, in
which wrinkles are seen as flaws. A
study has shown that people whose
perception of old age is shaped by neg-
ative stereotypes have shrinkage of
the hippocampus. This is the region of
thebrain that first undergoes changes
in Alzheimer’s disease. Additionally, a
longitudinal observation study showed
that people with a negative attitude
towards old age have a significantly
higher risk of dementia. So it seems to
be also up to us. One hypothesis: If, as
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asociety, we focus more on the advan-
tages of aging, age-related cognitive
decline could be considerably reduced.

What’s your view on this, Professor
Schweda? You did a research pro-
jectontheideaof“successfulaging*
from anormative perspective...
Schweda: The discussion about posi-
tiveimages ofaging hasbeen goingon
for five or six decades. “Successful Ag-
ing“, by which wemean active, healthy
and productive aging, is the buzzword
that was used in the gerontological
and, later on, political debate. The idea
was to overcome the traditional, defi-
cit-oriented images of aging. But ulti-
mately this has led to a new problem,
namely that we now have one-sided,
positive images of aging that can put
usunder tremendous pressure. Illness
and fragility are perceived as person-
al failures and a deviation from the
standard of the fit and active “silver
ager”.

"If we were made of
stone, we would not need
morality."

Mark Schweda

So one-sided concepts of aging are
notasolution?

Schweda: The concept of “Success-
ful Aging“, which originated in the
U.S,, reflects social values that have not
been properly considered, and that’sa
problem. The need for critical reflec-
tionhereisone finding of our research
project. Weneed morenuanced images
of old age. We must take into account
that aging is a process of individual-
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isation, that the older generation is
heterogeneous, and a single standard
image of old age can’t do this. Aging
is an ambivalent process with both
positive and negative aspects that can
have very different outcomes both at
theindividual and societal level.
Zieschang: All over the world, social
structures and attitudes towards ag-
ing are changing. It is important not
to create pressure by making rules
for how everyone should age. What
“aging well“ means is determined in-
dividually and on the basis of one’s
own history. For patients born in the
1920s, having attained a certain level
of security is often sufficient - a roof
over one’s head, having enough to eat,
being well cared for and surrounded by
cherished mementos and the know-
ledge that one’s children have made
something of themselves. Those born
in the 1930s, and certainly those born
in the 1940s, are generally less easily
satisfied.

Schweda: Ultimately, old age holds
up a mirror to society. The baby boo-
mer generation, for whom the ideals
of self-realisation, staying active and
youthfulness are key to a good life, is
now reaching theretirement age. This
is likely to have a lasting impact on
our perception of aging. However, we
may well see a clash when these ide-
als come up against the inescapable
realities of aging. I'm curious to see
what happens. In the research pro-
ject mentioned above, we also worked
empirically and asked people who are
getting older - it affects us all - what
they consider to be a good, successful
life in old age. We observed that peo-
ple’s ideas on the subject vary greatly,
and thatwhile good healthis certainly

considered important, it by no means
playsadominantrole - aspectssuchas
participation, education and staying
active are in the foreground. We must
thereforeask people what theyactually
think, and not just rely on models for-
mulated by experts.

ProfessorZieschang,youmentioned
theimportance ofsocialresources -
butinthecoronavirus pandemicso-
cial contactshavebeen considerably
reduced. What do you think about
therestrictionsforresidentsofcare
homes, for example?

Zieschang: That’s a controversial is-
sue since these people can’t make the
decision themselves, but are subject to
rules made by the care home manage-
ment and politicians. For older people
living at home, weighing up the pros
and cons hasn’t been and isn’t easy
either. We are currently examining
the impact of the restrictions in a re-
search project conducted with people
aged 60 and upwards. In care homes,
as in rehabilitation centres and hos-
pitals, extremely restrictive measures
were simply put in place without any
consultation. Patients perhaps had
the option of refusing rehabilitation
measures under these conditions, or
breaking off this or that treatment -
but peoplein care homeshavenoother
home. Yet theyweren’tadequatelyand
regularly involved in the discussion.
I find this problematic, particularly
because when it comes to rolling out a
vaccination programme, we're talking
about a period of time that may well
extend beyond the lifetime of many
carehomeresidents. For some of them
this means restrictions for the rest of
theirlife.
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How do you see this from an ethical
perspective?

Schweda: In an uncertain situation, it
was right to take a cautious approach
and put comprehensive protective
measures in place. But now we have a
betteridea of therisks,anditisourduty
to examine what measures are really
necessary and effective, We must find
creative solutions, for example for care
homes. This means constantly balanc-
ing measures to contain the spread of
theviruswith fundamentalrightsand
freedoms, quality oflife and health.
Zieschang: I thinkit’sgood thatin Ger-
many a clear decision was made from
the outset: we will protect vulnerable
groups, including older people, and
we are prepared to pay a high social
and economic price for this. Itisa con-
siderable sacrifice on the part of the
community, which I also see as strong
protection for us health care providers.

We have yet to see the after-effects in
countries like Italy, France and Spain
thatwerestruck hard in the first phase
of the pandemic - perhapsin the form
of post-traumatic stress disorders or
in the form of emotional blunting in
increasingly streamlined healthcare
systems. All these effects will alsoneed
tobe evaluated in the future.

The term “vulnerability” was just
mentioned. This is something you
investigated in a research project.
You examined the question of our
moral obligations vis-a-vis the vul-
nerability of the older generation.
Did you come up with an answer?

Schweda: In moral philosophy there
are schools of thought according to
which vulnerability is ultimately the
root of all morality. If we as human
beings were not vulnerable, if we were
made of stone, we would not need mo-

rality. Morality has to do with consid-
eration for others, with sensitivity for
each individual’s need for protection
and help. In this respect, vulnerabil-
ity is a fundamental characteristic of
all human beings. And then there are
particularly vulnerable groups, such
as those we focus on in research eth-
ics: Do pregnant women need special
protection in medical studies? What
about children or the elderly, or people
with cognitive impairments such as
dementia? We have an obligation to
take special protective measures with
regard to people whose interests are
particularly atrisk.

You just mentioned a vulnerable
group,dementiapatients,whichyou
are both researching - potential-
ly working together in the future.
Whatisyour focus here?

Zieschang: The risk of developing de-

Agingis also the subject of univer-
sity teaching: wearing an "ageing
suit", medical students at the
university's Clinical Training Centre
gain first-hand experience of typical
symptoms of old age.
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Roboticassistance systems for usein nursing care are tested and analysed in the Nurs-
ing Laboratory at the Division of Assistance Systems and Medical Device Technology.

mentia has decreased in recent dec-
ades. However, due to the increasing
older population, the absolute num-
bers are rising. Since nowadays hos-
pitals perform as many operations as
possible as outpatient procedures, the
proportion of particularly vulnerable
and older patientsin hospitalsis grow-
ing: today, 40 percent of acute care pa-
tients aged 65 and over have cognitive
impairment. I have been studying the
special requirements of this group of
patientseversinceIstarted workingin
healthcareresearch.Asayoungdoctorl
helped setupaspecial ward for demen-
tia patients at the Bethanien Hospital
in Heidelberg. This project was the first
ofitskind tobe published in Germany.

"Many dementia patients
nonetheless retainan
emotional memory."

Tania Zieschang

You recently launched a research
project in which, although you have
not setup anew specialward in Old-
enburg, you are creating a new sys-
tem in thisbranch of care. Have you
gained any new insights yet?

Zieschang: In our project we have
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so-called key carers - “Bezugs-
pflegekrifte” in German - who don’t
work in shifts and who are only re-
sponsible for dementia patients. These
patients seem to benefit greatly from
this system. In addition, we evaluate
how this impacts the rest of the care
team on the ward. Although the extra
staff on the ward cares for “difficult”
patients, this also requires addition-
al organisation, and it’s important to
make sure that there is someone who
feels responsible for the patient at all
hours of the day. The fact that these
key carers have more flexible working
hours and can focus more intensively
on caring for their patients can also
provoke feelings of envy.

Areassistive technology systemsan
alternativein care, Professor Schwe-
da?

Schweda: Smart technologies that
assist with care are a growing trend.
They are finding their way into the
care of older people in general, and the
care of people with dementia in par-
ticular. This raises a number of ethical
questions about the quality of care,
questions such as: What impact does
interacting with monitoring systems
or, for instance, a social robot actually
have on a patient? Particularly if I am

cognitivelyimpaired, Imaynot evenbe
able tounderstand whatishappening.
We currently have a project in which
wearelookingat the effects on patients
and their relatives, particularly from
the point of view of privacy.

You also plan to talk to this group
of potential users of such technolo-
gies. Have you started the empirical
work?

Schweda: Not yet, due to the pan-
demic. But my research also contains
theoretical components - it’s about
formulating perspectives, categories
and ethical principles, and applying
them to a specific problem. And what
is already clear is that although priva-
cy is a major topic in the debate about
ethics, when it comes to constantly
monitoring and controlling certain
vital functions, physiological parame-
ters or daily activities in care, in cases
of dementia this category seems to
fadeinto thebackground. Thereisvery
little research in this area that deals
systematically with the privacy of de-
mentia patients in general, or with
their privacy in the context of assistive
technologies in particular.

So these patients supposedly don’t
need privacy?
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How to preventfallsin older persons? The team at the Division of Geriatrics is investigating this and related questionsin aresearch
project. A perturbation treadmill that simulates lurching movements (left) like those of a bus in traffic can be used to analyse dynamic
balancing. Depth-image cameras record and display reactions to perturbation (right).

Schweda: That appears to be a wide-
spread view. Our project, on the oth-
er hand, starts from the premise that
people with dementia absolutely need
privacy, and that we perhaps need to
review our understanding of this con-
ceptinorder toadequatelyreflect this -
eveniftheindividualsin question per-
hapsnolongerrealise that their priva-
cyisbeingviolated.

Zieschang: Or forget it immediately.
Schweda: So perhaps weneed torevise
how we think about privacy. We must
consider whatitreally means for usall
to have a private sphere, beyond the
protection of personal data. Particular-
ly when it comes to home care, where
thereisveryintimate contact between
patient and carer in a familiar envi-
ronment, something changes when
technologies suddenly come into play.
This is what we want to explore in our
interviews.

Zieschang: What many people proba-
bly don’t realise is that many patients
with impaired short-term memo-
ry nonetheless retain an emotional
memory of situations. That means that
although they maynolongerbeable to
remember an encounter onacognitive
level, certain emotions remain im-
printed - whether I felt comfortableor,
whether instead I felt misunderstood.

Each positive interaction can help pa-
tients, also in the long term.

The emotional dimension remains,
Schweda: And thatisaperfect example
of what studying dementia can do for
us: it reveals certain dimensions of
human existence that we oftenignore.
The Americanbioethicist Stephen Post
says that we live in a “hypercognitive
society” that places inordinate em-
phasis on people’s powers of rational
thinking and memory. Thismeans that
many other aspects are disregarded:
embodiment, emotionality and affec-
tivity. In the process of studying de-
mentia, I personally am learning that
we also need to think about ethical
questionsinanew way.

Zieschang: I have encountered many
families in which a case of dementia
has added an entirely new emotional
depth to the relationships with the
patient. This is particularly evident
with men born in the 1920s who may
haveshownverylittleemotion over the
course of theirlives,but when suddenly
all the cognitive abilities start to fall
away, an inner core is revealed. Some
families emerge stronger from this
experience, with the feeling that they
have at last come to know this person

propetly.

Schweda: Unfortunately, as a society
we propagate an image of dementia
as the worst thing that could happen.
According to this logic some people
would prefer to die rather than live
with dementia. We need to work on
this. We don’t want to trivialise de-
mentiaand thedramatic changesthat
accompany it, but this exaggerated
doom-mongering that results from
a one-dimensional self-image that is
also narcissistic...

Zieschang: For example when celeb-
rities choose to commit suicide after
a dementia diagnosis, there appears
tobe so much vanity in that decision -
they can’t bear the idea of the facade
crumbling.

Theloss of control.
Zieschang: Precisely.
Schweda: What we can learn from
reflectingonagingand old agein gen-
eral is to accept that our possibilities
and capacities are limited. And to not
narcissistically perceive our mortality
and limitations as an insult, but to
recognise these things as part of our
human existence.
Zieschang: And alsorecognise that we
can’'t determine how our lives end. At
some point we have tolet go.

Interview: Deike Stolz
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