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WHAT IS THE NATIONAL ADVISORY COUNCIL ON AGING?

The National Advisory Council on Aging (NACA) was created by Order-in-Council
on May 1, 1980 to assist and advise the Minister of Health on issues related to the
aging of the Canadian population and the quality of life of seniors. NACA reviews
the needs and problems of seniors and recommends remedia action, liaises with other
groups interested in aging, encourages public discussion and publishes and

disseminates information on aging.

The Council has a maximum of 18 members from all parts of Canada.
Members are appointed by Order-in-Council for two- or three-year terms and are
selected for their expertise and interest in aging. They bring to Council avariety of
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NACA BELIEFS

NACA bdieves that:

. Canada must guarantee the same rights and privilegesto al its citizens,
regardless of their age.

. Seniors have the right to be autonomous while benefitting from interdependence
and to make their own decisions even if it means'living at risk'.

. Seniors must be involved in the development of policies and programs and these
policies and programs must take into account their individuality and cultura
diversity.

. Seniors must be assured of adequate income protection, universal access to

health care, and the availability of arange of programs and servicesin all
regions of Canada that support their autonomy.



THE NACA POSITION ON
HEALTH CARE TECHNOLOGY AND AGING

INTRODUCTION

Health care technology can improve the speed and accuracy of diagnosis, cure disease,
lengthen survival, adleviate pain, facilitate rehabilitation and maintain independence.
Indeed, technological advances in health care are eagerly embraced by health
professionals and the public for the promise they hold of alonger and better life.
However, despite their benefits, health care technologies are not used as appropriately
asthey could be, especially in the care of seniors. Issues related to their effective use
must be resolved to derive the most that technology has to offer and to keep Canada's
health care system affordable.

Health care technol ogies include devices, drugs and procedures used to
diagnose, treat and manage disease or disability, as well as mechanisms to monitor the
delivery of health care. Some involve the use of equipment, tools or other products,
such as walkers, hearing aids, drugs, pacemakers, dialysis machines or scanning and
imaging devices. Othersrefer to procedures that may or may not rely on equipment,
for example, organ transplants and laser surgery. The application of computers to
monitor and manage all health care services performed is another form of technology
considered by the National Advisory Council on Aging (NACA).

The contribution of technology to the costs of health carein Canada® is known
only indirectly through the global measure of service intensity, which includes aspects
such as nursing hours, physician services, use of equipment and materials and so on.
The introduction of new technologies adds to service intensity, for example, by
increasing the nursing, technician or physician time and skills required to conduct a



procedure or use equipment, interpret the findings and operate and maintain the
equipment. Aswell, technological interventions increase the number of services
performed for a patient by a physician and perhaps the number of hospital daysto
undergo a diagnostic or treatment procedure or to recover from it. Between 1980 and
1990, increases in service intensity accounted for 15 % of the increase in hospita
costs; in the same decade, the number of services performed by physicians increased
by over 50%.?

Although technological developments account for a significant proportion of the
cost of health care, NACA is concerned that seniors are not appropriately served by
these advances. Many 'low-tech’ assistive technologies that could improve the
functional capacities of disabled seniors are poorly known, not readily accessible and
insufficiently used. Seniors are subject to a disproportionate application of 'high-tech’
health care which does not measurably improve their life expectancy or quality of life.
Alternatively, they may be deprived of potentially beneficia technological inter-
ventions. Finally, the absence of an efficient and comprehensive computerized system
for monitoring the use of health care services, including the prescription of drugs, is
one factor contributing to the inappropriate use of medications among seniors.

Through its recommendations, NACA aims to achieve a more appropriate
utilization of health care technology to produce optimum health outcomes, especially
for seniors, and to control health care costs. The first section of this report examines
the use of assistive technologies to support seniors with disabilities. In Sections 2, 3
and 4, issues related to the assessment, adoption and utilization of technologiesin the
health care system are reviewed, especially asthey affect seniors. Finaly, Section 5
considers the computerization of, health service delivery as a means to improve the
quality of health care for seniors, and indeed, for the entire Canadian population.



1. IMPROVING THE USE OF ASSISTIVE TECHNOLOGIES

The Health and Activity Limitation Survey conducted in 1986 and 1987 identified
many seniors with disabilities who confront barriers to participation in the normal
activities of daily life.® Approximately 46 % of persons aged 65 + have some form of
disability; for 64% of these people, the disability is moderate or severe. Most seniors
with disabilities (i.e., about 84%) reside in the community. For many, the presence
of adisability limits their outings as well astheir leisure activities and recreation.*

Assistive technologies include any article, piece of equipment or structural
adaptation (e.g., lighting, door handles, handrails, ramps) that is used to maintain or
improve the functional capacities of persons with disabilities. These technologies have
great potentia for enhancing the independence and quality of life for disabled seniors
and for supporting informal caregivers. Although most seniors with disabilitiesin
Canada have the assistive technologies they require, a significant minority do not.
Moreover, the optimal use of these technologies may be impeded by technical or
attitudinal barriers.

An important reason why assistive technologies may not be used as widely as
they could is the lack of knowledge regarding the existence of these aids among
seniors, their families and even health care professionals. Indeed, the need for better
dissemination of information on available assistive devicesisjudged to be "amore
important need than the development of new devices.”® Strides have been made in the
dissemination of information regarding assistive technologies, through, for example
Ontario's Access Place. The Canada Mortgage and Housing Corporation (CMHC)
also has devoted considerable effort to educating the public and the building industry
on housing adaptations for persons with disabilities.” Nevertheless, Canada lacks a



central clearinghouse devoted to increasing the awareness of available assistive
technol ogies among professionals and consumers.? Such a clearinghouse could
provide comparative information on existing technologies for various disabilities, their
cost and how they can be obtained. This information would be particularly beneficial
to health professionals who assess and refer persons with disabilitiesto assistive
devices programs. The information could also help overcome the hesitation of seniors
who delay purchasing a device because they are not sure that they really need it or
that the device will work if they get it.”

NACA recommends that:

. The federal and provincial/territorial governments collaborate in the
establishment of a national clearinghouse to disseminate widely consumer
information on assistive technologies across Canada and to sponsor
educational programs on the use of assistive devices.

Attitudinal resistance is another factor explaining why assistive technologies are
not used by seniors with disabilities to the extent possible. A sense of resignation and
helplessness in the face of increasing disability may lead some seniors to discount the
potential benefits of assistive aids. Alternatively, they may prefer to deny their
impairment or they may feel embarrassed by having to use adevice. Another
possibility isthat seniors may fear losing social contact with caregiversif they become
'self-sufficient' by means of a device.® Professional's and service providers who work
with seniors with disabilities and their families should be sensitive to the various
attitudes that hinder the adoption of useful devices and should provide ongoing
encouragement to help them overcome resistance. Skillsin these areas should be
taught in professional and para-professional training programs. Furthermore,



educational programs geared to the consumers of assistive devices could pay particular
attention to reassuring people with attitudinal difficulties, for instance, by providing
positive role models.

NACA recommends that:

. Professional programs for rehabilitation professionals and community
service providers train students to work with clients in overcoming
attitudinal barriers to assistive technologies.

. Rehabilitation centres and professionals who produce educational materials
and programs on assistive technologies for consumers address issues of
attitudinal resistance.

A number of government programs provide financial help to persons with
disabilities who require assistive devices or home adaptations. The Canada Mortgage
and Housing Corporation (CMHC) provides assistance for home adaptations to low-
income persons through the Residential Rehabilitation Assistance Program for Persons
with Disabilities. Federal tax assistance for costs incurred in purchasing assistive
devices or making home adaptations is provided through the non-refundable Medical
Expenses Tax Credit. Provincial/territorial assistive devices programs provide many,
but not all devices that may be required by seniors to maintain independent living.

Nevertheless, cost isamajor reason given for not having a needed assistive
device. Many aids, such aslift and transfer devices and batteries for electric
wheelchairs are often not covered by provincial/territorial assistive devices programs.™
Alternative funding sources may exist, for instance service clubs or charities, but



seniors may lack information about these alternatives or they may be less favoured for
funding than younger persons with disabilities.*? Because the Medical Expenses Tax
Credit is non-refundable, persons with disabilities who pay little or no income tax do
not benefit from this measure. To enhance seniors independence in the community
and reduce the risk of costly institutionalization, public programs in support of persons
with disabilities should be improved.

NACA recommends that:

. Provincial/territorial assistive devices programs increase the scope of
assistive technologies eligible for funding.

. The federal government change the Medical Expenses Tax Credit from a
non-refundable to a refundable tax credit.

Abandonment of assistive devices by usersis commonly observed. Reasons
include a lack of knowledge on how to use the device properly, problems with the
device itsdf (for instance, a reaching device may be too heavy to manipulate easily),
further deterioration in the person’s condition or the presence of other disabilities that
impede use of the device.™® In the design of some assistive devices, the needs of older
adults may not be sufficiently considered. Because seniors constitute a large portion
of the disabled population, research and development of assistive technologies should
pay special attention to their needs and abilities to use devices. 1t would be beneficial
aswell to ensure professiona follow-up of seniors who receive assistive devices to
help them master use of the aids. To recognize the changing nature of impairmentsin
later life, it would be useful to establish technology leasing or lending programs.
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NACA recommends that:

. The assistive technology industry work with gerontology research centres
and seniors' associations to design assistive devices that correspond to the
needs and capacities of older persons.

. Professional follow-up with seniors who acquire assistive devices be assured
to help them master the technology.

. Provincial/territorial governments establish assistive device leasing and
lending programs to permit seniors with changing levels and kinds of
impairments to return or exchange aids.

2. IMPROVING THE ASSESSMENT OF HEALTH TECHNOLOGY

Technology assessment refers to the production and synthesis of evidence on the
clinical efficacy and economic costs of health care technologies.* The assessment
yields information on:

- how well agiven technology improves diagnosis or treatment outcomes in terms
of the length or quality of life compared to other technologies (for instance, the
accuracy of the CT scan (computerized tomography) in comparison with a
thorough neurological examination in diagnosing brain tumours);

- how much it costs to achieve this clinical outcome in relation to its value
(i.e., cost-benefit); for example, the cost of performing a heart transplant is
examined in relation to its benefits in terms of the length or quality of life
added by the procedure;
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- how much it costs relative to other alternatives that are equally effective
clinically (i.e., cost-effectiveness); for example, if angioplasty and bypass
surgery are similar in terms of length and quality of life added, the more cost-
effective technology is the one which costs less.

- The goals of technology assessment are to ensure that:
health care technologies are effective and applied in the appropriate cases and
conditions; and

- theleast costly technology is used to achieve a particular outcome.

However, until very recently, minimal attention was paid to assessing
technological developmentsin health care. AsNACA observed in The NACA Position
on Determining Priorities in Health Care: The Seniors' Perspective (1 995), the lack
of rigorous evauation in the health care system as a whole has impeded the
development of effective and efficient health care. With the exception of
pharmaceutical products, whose introduction is closely regulated by Health Canada,
technologies have been introduced into the health care system with only superficial
knowledge of their safety, effectiveness and Cost.”® Typically, a new technology has
been accepted by provincial insurance schemes on the recommendation of physicians
who learn of the technology through reportsin which it has been tested a few times
under ideal practice conditions.*® For physicians and hospitals, the sense of
accomplishment and the prestige associated with being recognized as innovators
contribute to the lure of new technologies.'” The influence of the technology
manufacturers and the public might be felt as well, particularly if there is awell-
publicized 'miracle technology' or if the health problem is a serious public concern
(such as AIDS). Once introduced into the health care system, technologies are not
discarded unless subsequent rigorous evaluation shows them to be clearly ineffective
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or dangerous;*® most often, they simply fall into disuse as newer technologies arrive
on the scene.

Concerned with the role of technology in increasing health care costs and with
indications of the inefficient and inappropriate use of many technologies,™ the federal
and provincial governments have supported the recent creation of severa hedth
technology assessment agencies and health services research centres and are investing
more money in technology assessment and research on health services® However,
most technology assessment consists of developing and disseminating syntheses of
primary research on a given technology, which may be conducted outside Canada.
Because the conditions of clinical practice in Canada may differ substantially from
those of the country in which a particular technology was developed and assessed, the
applicability of these findings in Canada may be uncertain, especially with respect to
cost-effectiveness.* Technology assessment centres could devote greater effort to
adapting out-of-country studies to the Canadian health care context. Aswell, little
original research in the form of controlled clinical trialsis being conducted by
Canadian technology assessment agencies. Although it makes sense to use and adapt
original research conducted elsewhere whenever possible, there may not be adequate
information from other sources on some important technologies.

NACA recommends that:

. The federal and provincial/territorial governments fund technology
assessment centres to adapt research studies developed in other countries to
the context of the Canadian health care system and to conduct controlled
clinical trials, especially with seniors where appropriate, on important
technologies that have not been adequately assessed elsewhere.
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Priorities set by governments determine which technologies will be reviewed
by the technology assessment agencies. Thus, under the direction of the federa and
provincia/territoria governments, the Canadian Coordinating Office on Health
Technology Assessment (CCOHTA) devotes more effort to assessing expensive, low
volume technologies (such as Magnetic Resonance Imaging (MRI) equipment) than
low-cost, high volume technol ogies (such as routine diagnostic testing) or technologies
used to treat or manage chronic illnesses and disabling conditions.” This situation is
not unique to Canada. As American ethicist A.R. Caplan observes, "Whether it be for
low back pain or for rehabilitation after a massive stroke, the efficacy of standard
treatments for chronic conditionsis not known."# Although assessment of relatively
inexpensive technologies may seem less imperative, overly-frequent and unnecessary
use of these technologiesin clinical practice (many of which are diagnostic
technol ogies such as routine cholesterol testing or X-rays in persons without disease
symptoms) may cost the health care system as much or more than the 'big ticket'
items.®* Because age-related sensory and mobility problems and chronic diseases will
increase as the number and proportion of seniors in the population increase, higher
priority must be placed on assessing technologies designed to address these conditions.

NACA recommends that:

. The federal and provincial/territorial governments place a higher priority
on funding the assessment of technologies intended for chronic diseases and
disabling conditions associated with aging and on assessing low-cost, high-
volume technologies.

-14-



3. SETTING PRIORITIES FOR THE ADOPTION OF NEW
TECHNOLOGIES IN HEALTH CARE

Because the results of technology assessment are vital in making rational decisions
regarding the adoption of new technologies in the health care system, timely and well-
targeted dissemination of technology assessment findingsis necessary. CCOHTA is
currently developing a strategy to disseminate its reports as widely as possible to
decision-makers and health practitioners who use health technologies or arein a
position to recommend their adoption.

However, decisions concerning the adoption of technologies require judicious
use of research findings and consideration of ethical issues. Decision-makers must
often judge how much more clinically effective a technology must be to warrant
higher costs, or dternatively, how much less clinical effectivenessis acceptable to
reduce costs. Rationa guidelines for technology adoption and utilization have been
proposed to assist decision-makersin using the clinical and economic evaluations.®
Beyond the consideration of research findings and objective guidelines, decision-
making must aso include ethical reflection. Establishing service priorities based
solely on objective evidence can lead to discrimination against persons with disabilities
and seniors because the clinical gains expected from technological innovations to
diagnose and treat the health conditions of these persons may be less important than
those of technologies directed to the health needs of other groups. Because setting
priorities for the introduction of new technologies requires weighing the potential
benefits and harms of various options to the whole population, all stakeholders must
be meaningfully involved.
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NACA recommends that:

. Any proposed determination of priorities among technological services
based on clinical and economic evaluations be submitted for open discussion
by all stakeholders, including seniors and their organizations, to achieve
common agreement on priorities and to avoid discrimination.

4. MANAGING THE UTILIZATION OF TECHNOLOGIES IN CLINICAL
PRACTICE

Canada's publicly-insured health care system has encouraged the proliferation of
technologies in the system because neither the patient nor the health service provider
is accountable for the costs of technological services. Although the need to control
costs and to provide the best value for each health care dollar spent has now made it
more difficult to introduce new technologies into the health care system without prior
assessment, many technologies already accepted into the health care system are used
inappropriately or excessively. Health professionals are criticized for being unaware
of the costs and real effectiveness of the tests and treatments they prescribe.?®

Regulation to remove certain existing technologies from the health care system
does not appear to be the approach of choice to manage the utilization of health care
technology. A more promising strategy to promote the appropriate and cost-effective
use of health technologiesis to provide incentives to institutions and practitioners to
use technology assessment information to guide their decisions.?

Changes to the financing of health care, as well as to the management of
services, have been proposed to promote the use of information from technology
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assessment. The fee-for-service method of reimbursement of physician servicesis
thought to encourage the provision of excess services, including for instance, an
overuse of technological services.?® As pointed out in the NACA Position on
Determining Priorities in the Health Care: The Seniors' Perspective (1995),
reimbursement by salary or capitation (that is, paying a physician a fixed amount for
each patient enroled in his’her practice) reduces service excess. To encourage
physicians to provide extra technological services where more than aminimum is
needed, salary or capitation could be combined with financia incentives for special
services.

Therefore, NACA repeats its earlier recommendation that:

. Provincial/territorial governments adopt methods of reimbursing physician
services that combine salary or capitation with incentives for the
appropriate use of health care technologies.

Another suggestion is to introduce a system of prospective payment, by which
health insurance payments would be made not on the basis of an itemized bill for
services already rendered but on an a priori amount that depends on the patient's
diagnosis at the time of admission and other characteristics that affect treatment (such
as age, sex, prior health status).? A third proposal is to use technology assessment
information to develop clinical protocols to guide practice so that each technology
would be matched to its appropriate use; for instance, surgeons might be informed that
certain procedures are to be performed only on patients with certain specific diagnoses
and/or characteristics.®* Although these methods may appear attractive in theory, they
have not been adequately evaluated in practice. Widespread implementation of these
and similar measures may be discriminatory, perhaps even directly harmful, if they do
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not take into account diverse health care needs. For example, if prospective payment
schemes motivate hospitals to treat patients at the lowest possible cost, persons with
multiple pathologies or who present complications may be ill-served; situations such as
these would frequently apply to seniors.

NACA recommends that:

. Provincial/territorial departments of health assess different methods of
promoting the use of technology assessment information in clinical practice
and adopt the methods that are both most effective and responsive to the
needs of persons with complex health care needs.

In addition to modifying the structure of the incentives within the health care
system, consideration should be given to educating physicians and other health
practitioners to remain abreast of assessments of health technologies to guide their use
of these technologies.® Certainly, the acquisition of a critical approach to health
technology and skillsin the evaluation of research evidence pertaining to new (and
existing) technologiesisimperative in basic health professional training programs,
both in coursework and in clinical practicums and internships. Teaching hospitals and
clinics are called upon to be leadersin this respect.

NACA recommends that:

. Health education programs in universities and colleges, including teach' 9
hospitals and clinics, teach students the importance of keeping abreast of
health technology assessments and of modifying their use of technologies
accordingly.
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Aswas pointed out in the NACA Position on Determining Priorities in Health
Care: The Seniors' Perspective (1995), changing established modes of practice among
professionals requires more than the provision of new information in journals or
continuing education programs. Methods that may promote greater utilization of
health technology assessment information by professionals in practice include external
practice audits and opportunities for case discussion, rehearsal of new practice
behaviours and the example of local opinion leaders.** As health economist
David Feeny observes, "To be effective, technology assessment information must be
deliberately and energetically marketed."* To promote the use of technology
assessment information in clinical practice, NACA thus reiterates its
recommendation that:

. Professional associations and health care institutions establish continuing
education programs, peer review committees, external practice audits and
other effective methods to guide health care practitioners in the appropriate
use of health care technologies.

S. SERVING SENIORS WITH HEALTH TECHNOLOGY: STRIKING A
BALANCE

A serious consequence of the uncritical use of technology in hedlth care isthe
increasing intensity with which the health care system is treating seniors. Evidence
from British Columbia showed that from 1969 to 1987, hospitalization of seniors
increased by 14% although the rate of hospitalization of non-seniors decreased by
16%.** Most of this increase was due to an increase in surgical procedures performed
on seniors, some of which are of questionable effectiveness.
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The excessive and inappropriate use of health technology in diagnosing and
treating seniors is one of the elements contributing to the increase in service intensity
and hence the rise in expenditures for the care of seniors.* Besides costing more, the
increased high technology care is unwanted by many seniors. The fear of being
subjected to heroic high-technology measures that would increase the duration of life
at the expense of the quality of life is prompting many people to demand the
legalization of advance hedlth care directives (including living wills) and other means
of refusing treatment. Another consequence is a reinforcement of the misconception
that aging per se (and not inappropriate and inefficient use of the health care system)
isamajor factor accounting for the rising costs of health care.*® This dubious
argument has already been used to justify arbitrary discrimination against seniorsin
the allocation of health care resources.®

Although seniors are most likely to be at risk of too much health care, they are
also, paradoxically, at risk of receiving too little care. For example, physicians
Carl Kjekkstrand and Henry Moody recently showed that the rates of acceptance of
persons aged 65 + into dialysis programs in Canada are much lower than in the United
States, despite the fact that older dialysis patients are happier than younger patients
and more readily accept the limited lifestyle the treatment imposes.® The reason
invoked by these authorsis that resource limitations oblige physicians to ration access
to technological interventions-and the most common rationing criterion is age.
Physicians may consider a patient's age, even when it is not a determining factor in
the prognosis, to decide how aggressively to pursue treatment. To ensure that seniors
receive appropriate care, health analysts Helen Kapila and Nicholas Cori suggest that
"physicians must strike a precarious balance which, on the one hand, protects the
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patient against the over-zealous intensivists and on the other hand insures he or sheis
not condemned to second-class service starved of the undoubted benefits of current
medical advances.”*

The way to accomplish this is to weigh the benefits and risks of each
technological health intervention on a case-by-case basis, regardless of age (or any
other social characteristic), taking into account the individual patient's physical, social
and psychological resources and personal values. For seniors, this assessment can be
effectively provided by a multidisciplinary geriatric assessment team.

NACA thus reiterates the recommendation made in The NACA Position on
Canada's Oldest Seniors: Maintaining the Quality of their Lives (1993) that:

. Geriatric assessment and treatment units, or their equivalent, staffed by
interdisciplinary teams, be provided in every region to act as a resource to
primary-care physicians and specialists.

Aswell, health professionals need to know how to communicate an unbiased
assessment of the benefits and risks completely and clearly to older patients so they
can participate fully in making the decision regarding technologica procedures.

NACA recommends that:

. University and college health education programs combat stereotypes that
may bias clinical judgments regarding seniors and train professionals to
communicate clinical information completely and clearly to older patients to
inform their decisions regarding technological interventions.
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Instruments of patient self-determination such as advance directives and living
wills can limit the use of technological procedures that prolong life at the expense of
the quality of life. Nevertheless, as The NACA Position on Determining Priorities in
Health Care: The Seniors' Perspective (1995) cautioned, these instruments must not
be subverted to deny seniors potentially beneficial treatments on the grounds that they
are too expensive or too limited to ‘waste’ on an older person. Given the gravity of
the consequences of over and under-use of technological interventions in the care of
seniors, NACA reiterates the recommendations made in its previous position

paper.

. Provincial and territorial governments legally recognize measures that
enhance an individuals capacity to make self-determined decisions
regarding health care.

. Provincial and territorial governments ensure that ethics committees are
available in all hospitals and long-term care facilities to monitor the use of
advance directives, living wills and power of attorney for personal care to
ensure that their purpose is not subverted to deny legitimate treatment to
individuals in need of care.

6. IMPROVING THE HEALTH CARE SYSTEM THROUGH
INFORMATION TECHNOLOGY

The computerization of health records is underway in most provinces/territories.
A comprehensive health information system has many advantages,** including:

- accurate cost accounting of all health services, including health technologies;
- prevention of fraudulent use of health insurance cards;
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- continuity of patient information and protection against inappropriate treatments
(including multiple or incompatible drug prescriptions); and

- extraction of comprehensive epidemiologica information for health care
planning.

At present, the mgjority of provinces are experimenting with the use of
technology through the individual 'smart card', primarily to monitor drug prescription
practices. By providing accurate data on prescription practices, computerized health
records will inform strategies to reduce the well-documented problem of inappropriate
and excessive medication use among seniors.** Only through full implementation of
computerized health records, however, will the potential benefits of this technology be
realized on the utilization of al medical services, including diagnostic and treatment
technologies.

NACA recommends that:

. Provincial/territorial departments of health monitor the delivery of all
insured health services through a comprehensive computerized system to
protect individuals from inappropriate and excessive services.

CONCLUSION

Technological advances in health care can substantially improve survival, quality of

life and independence, as well as contribute to keeping hedlth care affordable if they
are implemented judicioudly, promoted effectively and applied to the right person at
the right time. Because assistive technologies can contribute substantially to enhancing
the independence of seniorsin the community and the well-being of both seniors and
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informal caregivers, more needs to be done to adapt them to senior users and to make
them more widely known, more accessible and more acceptable to users. Effortsto
improve the cost-effectiveness of the health care system have led to a more critical
approach to the introduction of new technologies. Further measures are required,
however, to encourage health professionals to use health technol ogies appropriately,
especidly in the care of seniors. Finaly, effective computerized systems to monitor
health care delivery need to be widely implemented to protect seniors against the
inappropriate use of health technologies.
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In the United States, it has been estimated that new technologies have
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based elderly persons with hearing impairments. Technology and Disability,
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According to the Health and Activity Limitation Survey, 31 % of seniors who
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