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CHAPTER 1 

DEFINITION OF EME AND GENERAL EUROPEAN PRACTICES 

 

1. 1. Elderlies in Europe profile 

 

The percentage of people aged up to 14 years old decreased from 25 per cent to 

16 per cent in the 25 European Union countries between 1960 and 2004, whereas the 

proportion of the population aged 65 and over rose from 10 to 12 per cent during the 

same period and is expected to rise to 30 per cent by 2050. Moreover, the biggest 

population increase affects those aged over 80 years, the number of whom is expected 

to double by 2050 to 51 million citizens (Eurostat, 2007). Women account for 59 per 

cent of the population aged 60 or over in Europe and for 70 per cent of the oldest-old. 

This increment of the age is strongly correlated with three negative and confluent 

processes: the biological and economical degradation, and the social exclusion (Compan 

& Sanchez, 2005). 

 

Elderly population have needs of feelings of love and care; to be known from a 

deep perspective (feelings, believes, wishes, thoughts, etc.); care with humanity and 

dignity rather than taking them away from their families; to be respected as free 

citizens, that can take own decissions and not as old children and to receive support to 

consider themselves and be responsible for their own actions. At the same time, there is 
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very much evidence rising that older people experience more disability, dependency and 

morbidity, to be more at risk of living alone, and constitute the majority of those with 

health problems in developed countries (Grundy & Sloggett 2003; Institute of the 

Elderly and Social Services, 2006). 

 

1. 2. EME definition 

 

“Social marginalization” (Cury, 2009) might be defined as a process through 

which a society rejects to a group of persons through indiference, repression, auto-

marginalised by own individuals by rejecting values and social rules.  

 

Marginalization is a slippery and multi-layered concept. Whole societies can be 

marginalized at the global level while classes and communities can be marginalized 

from the dominant social order. Similarly, ethnic groups, families or individuals can be 

marginalized within localities. To a certain extent, marginalization is a shifting 

phenomenon, linked to social status (Burton & Kangan, 2003). 

 

Being poor, unemployed, discriminated against, or being disabled by a society 

that won't work around the problems of impairment; they all bring with them the risk of 

exclusion. Being excluded from economic, social and political means of promoting 

one's self-determination can have adverse effects for individuals and communities alike 

(Burton & Kangan, 2003). 

 

Some reason for Marginalization of elderly depends of economy, education, 

culture and health could be:  
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- Change in family relationships (difficultness for co-living and breaking of family 

groups). 

- Lost of the hegemonic role that elderly used to have in the past. 

- Mythicization of the consuming society (praise endless youth)  

- Hedonistic view of life (searching always for satisfaction). 

-  Emigration from the family (children and grandchildren). 

 

People who are marginalized have relatively little control over their lives and the 

resources available to them; they may become stigmatised and are often at the receiving 

end of negative public attitudes. Their opportunities to make social contributions may 

be limited and they may develop low self-confidence and self esteem. If they do not 

have work and live with service supports, for example, they may have limited 

opportunities for meeting with others, and may become isolated. A vicious circle is set 

up whereby their lack of positive and supportive relationships means they are prevented 

from participating in local life, which in turn leads to further isolation. 

 

It is evident that groups of the population who experience social marginalization 

are more likely that than the rest of the population to experience mental health 

problems. They are also more likely to be over-represented (in terms of their proportion 

of the population) in psychiatric hospital admissions. It is clear that the social 

determinants of health are relevant here. Factors such as no money, discrimination, 

social exclusion, lack of education and poor housing standards have a major impact on 

the mental health of socially marginalised people (CSDH, 2008 - WHO Commission on 

the Social Determinants of Health).  

 



 
 

 
 

4

“Social exclusion” might be defined as living in conditions of deprivation and 

vulnerability, such as poverty; inadequate access to education, health and other services; 

lack of political influence, civil liberties, and human rights; geographic isolation; 

environmental exposures; racism or historical trauma; disruption of social capital and 

social isolation; exposure to wars and conflicts; alienation or powerlessness. Defined by 

the International Society for Equity in Health, global inequities (or disparities) of health 

are the “systematic differences (potentially remediable) in one or more aspects of health 

across population groups defined socially, economically, demographically or 

geographically” (Macinko & Starfield 2002). 

 

“Misstreat” (by “Action on Elder abuse” WHO; 2007) might be defined as 

unique action or repeated, or lost of responses that occur in any relationship where 

exists  expectations of confident and that produce damage or distress to an older person. 

Types of mistreat: Physical; Psychological (emotional mistreat or neglect); Sexual 

abuse; Financial abuse (unauthorized illegal use of an elder’s resources); Negligence, 

neglect and omission of care (or bad provisions of care); Self-negligence and self-

neglect (the elder attack his/her own health and wellbeing). 

 

Vulnerable fields to suffer mistreats (Sánchez, García-Armesto, Pajares, Otero & 

Ruiperez, 2004): low pensions; lack of social policies and resources to keep the elders 

in their own environment; lack of health centers; stigmatization of the elderly as pasive 

individuals and non-productive, adverse social context. The more aged and poor people 

(mostly women) are an increasingly important poverty group very poorly attended by 

the system of public social services. 
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Settings where mistreat is produced:  

- Socio-cultural. When social policies do not ensure resources and social, health, 

accommodation services, etc., or pensions that do not meet with the minimun 

requirements.  

- Domestic or family. Abuse in taking care of grandchildren and responsibilities, 

inappropriate nutrition, emotional discomfort, neglect.  

- Institutional. Non qualified staff, burnout, dehumanization, deprivation of privacy, 

active or pasive negligence, physical containment, sedative provision.  

 

“Elder abuse” might be defined as act of commission or of omission (in which case 

it is usually described as ‘‘neglect’’), and that it may be either intentional or 

unintentional. The abuse may be of a physical nature, it may be psychological 

(involving emotional or verbal aggression), or it may involve financial or other material 

maltreatment (WHO, 2007). 

 

1.3. General European practices 

 

Community empowerment has roots in community psychology, education and 

health promotion, liberatory adult education, community organizing, rural and 

community development, and social work. Empowerment has been defined as “a 

process by which people, organizations and communities gain mastery over their 

affairs” (Rappaport, 1987); with community empowerment as a “a social action process 

by which individuals, communities, and organizations gain mastery over their lives in 

the context of changing their social and political environment to improve equity and 

quality of life” (Wallerstein, 2006). 
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Empowerment strategies therefore mean challenging control and social injustice, 

through political, social, and psychological processes that uncover the mechanisms of 

control, the institutional or structural barriers, the cultural norms and social biases, and 

therefore enable people to challenge internalized oppression and to develop new 

representations of reality. Empowerment can be seen as a dynamic interplay between 

gaining greater internal control or capacity (personal transformation/psychological 

empowerment) and overcoming external structural barriers to accessing resources 

(community or institutional transformations) (Speer & Hughey, 1995). 

 

Some studies (Rueda & Artazcoz, 2009) emphasise the importance of using an 

integrated approach for the analysis of health inequalities among elderly people, 

simultaneously considering socio-economic position, family characterisctics and social 

support, as well as different health indicators, in order fully to understand the social 

determinants of the status of older men and women. In a review of socio-economic 

indicators in research on health inequalities among elderly people, Grundy and Holt 

(2001) stated that social class or education combined with a deprivation indicator was 

the most sensitive indicator. 

Some practices for marginalized elders improve psycho-emotional status and 

general well-being need material resources like money, household, food, clothing, 

services, etc. 

Instruments resources like care, transport, house cleaning, functionality. 

Emotional resources like feelings, company, empathy, recognition, listening. Cognitive 

resources like experiences exchange, information, education, councelling.  
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The focus of PROMO project (Best Practice in Promoting Mental Health in 

Socially Marginalised People in Europe) was on the delivery of health and social care 

for people with mental health problems who belong to one of the six following groups: 

(1) long-term unemployed; (2) homeless; (3) prostitutes/sex workers; (4) refugees and 

asylum seekers; (5) illegal immigrants/undocumented workers; (6) travellers.  

 

Some initiate measures and develops different services for preventing and 

combating the violence on the elderly people, both in family and day centres or 

residential centres through: 

- Training of the staff directly involved in the social services having as objectives the 

identification of the violence, abuzz, neglecting of the old person; 

- Develop programmes of communitarian education concerning the preventing and 

combating of any violence or neglecting of the old people. 

- Development of the programmes in the families of the old people where are problems 

with the alcohol, drugs, poverty, chronically diseases, psychical problems, etc.; 

- Establish shelters and temporary assistance for elderly who are victims of the violence 

in family. 

 

Social politicies and practices may mean they have relatively limited access to 

valued social resources such as education and health services, housing, income, leisure 

activities and work. Even though there are already available some innovative methods 

to improve the skills of marginalized categories of the digital society, to test a unique 

initiative in Europe that takes into account simultaneously all aspects of learning to use 

new technologies: teaching methods, training for trainers, use of open source 

technologies, content development, recovery of obsolete equipment, building local 
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networks of interest. Establishment of special places and amusement centers for old 

people to enjoy their time and spend it out of their homes. 

 

Conducting nation wide awareness campaigns regarding the situation of old 

people, their problems and how they can benefit the society from their experience. 

These campaigns should include schools (reviewing curriculum to include the senior as 

part of the family in readings and stories). 

 

Strong and consistent evidence points to an important association between social 

network involvement and better physical health among older adults (Tucker, Schwartz, 

Clark & Friedman, 1999). Feeling love and support from others helps encourage 

individuals to maintain physical health, preventing further need for medical attention. 

Intervention strategies at personal and community levels can improve quality of life for 

older adults (Blazer, 2002). Offers a model for positive action in cases of isolation and 

associated problems. 

 

At the same time the public administrative local authorities have the 

responsibility to assure the participation of the elderly in the social, public, economic, 

political, cultural community life through establish and support clubs or recreation 

centres for elderly; organize social and cultural events where our target group could be 

actively involved; offer consultancy to the elderly associations in order to develop 

programmes and local projects for them; develop the voluntarism of elderly people; 

facilitate the e-communication, assures the access to the IT equipments and internet 

services. 
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CHAPTER 2 

COUNTRY REPORTS/ BRIEF REPORTS ON SITUATION IN PARTNER 

COUNTRIES 

 

2.1. Elderlies in Spain profile 

 

According to the United Nations’ population projections for 2050, Spain will be 

the second most aged country in the world (after Japan), with 33 per cent of the 

population 65 or more years and 12 per cent aged 80 and over (United Nations 

Organisation, 2006). At the time being, Spain counts with more than 7.780.830 persons 

over 65 years old (Institute of the Elderly and Social Services, 2009a), the 16,7% of 

total population in Spain. 

 

Filial obligation in Spain, as in other Mediterranean countries, is a strong value 

and it has been stated that breaking the intergenerational contract of support has 

consequences for the physical and mental health of older adults (Zunzunegui, Kone´, 

Johri, Be´land, Wolfson & Bergman, 2004). Families, especially women, are making a 

substantital contribution to both types of care in maintaining the health and quality of 

life of older people in Spain (Rogero-García, Prieto-Flores, Rosenberg, 2008). 

 

The fact to get certain age “the third age” it does affect the way and conditions 

of live, in fact the quality of live. At this age there are a lot of changes: physical, 

familiar, sociological, economical and health changes and all of them together lead, in 

most occasions, in the intern in the elder centre. 
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Although institutionalisation rates in Spain are lower than in other European 

countries, among those aged 85 and over, they are almost four times higher than among 

the total elderly population and depend on variables such as sex, socio-economic 

position, family characteristics and health (Arber and Cooper, 1999; Grundy and Jitlal, 

2007; IMSERSO, 2006). More specifically, in Catalonia, the most recent data on 

institutionalisation rates showed that in January 2006, 75 per cent of elderly residents of 

public institutions were older than 80 years, and that among them, 83 per cent were 

women (IMSERSO, 2009b). 

 

In Spain, as in the rest of Europe, the majority of elderly people prefer to live in 

their homes (77%), and only with their children or in institutions as the last options in 

case of need (IMSERSO, 2007). On November 30th 2006, the Act for the Promotion of 

Personal Autonomy and Care for Dependent Persons was passed in the Congress of 

Deputies, with implementation commencing at the end of 2007 and constituting a step 

forward in social policy in Spain (IMSERSO, 2006). The importance of developing 

specific policies oriented towards elderly people facing disabilities and their families. 

‘Ageing at home’ requires the expansion of public care services, to date very 

underdeveloped in Spain, such as respite services to the family of the dependants, the 

expansion of home visits to elderly people by health professionals, and the adaptation of 

housing to the ageng process (e.g. installing elevators in flats and showers instead of 

baths). 
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2.2. EME in Spain 

 

An integrated approach to socio-economic inequalities, simultaneously studying 

indicators of household living standards, household structure and social support is 

needed both in research on inequalities in health as well as in social and health policies 

addressed to elderly people. 

 

In the study of Rueda and Artazcoz (2009), living alone was associated with 

poor mental health status in both sexes. It can have different meanings for elderly men 

and women, with a high negative impact on women´s mental health. A possible 

explanation of this outcome is the phenomenon of the ‘feminisation of poverty’ (Pearce 

1978), together with higher widowhood rates among women, which especially applies 

in Spain, where many elderly widows live with very small pensions. The association 

between deprivation and poor mental health among women would support this 

hypothesis. 

 

The institutionalized elderly have had to leave their homes, their environment 

and family that lived with, most of their belongings, daily activities, habits, and they 

must cope with a new transition time in their lives, normally linked with losses of 

capacities and asociated diseases to aging, and at the same time, adaptation to the 

institutionalised new life (Rubio & Aleixandre, 2001). The relationship of 

institutionalized elderly with their family is very poor and with low quality. The main 

characteristic in them is their lost of interest for everything and desmotivation 

“loneliness in the community”. Social isolation, lack of social networks, 
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marginalization, uprooted, might relate to “being alone”, but the real loneliness is 

related to “feeling alone” (homesickness, sadness, yearning).  

Some predictive variables of mistreat in the institutional environment (Barbero y 

Moya, 2005) are: lack of economic resources; over-crowding; users’ advanced age; staff 

with poor qualification; wrong management of the center; negative attitude of users; 

conflicts between staff and users; poor coordination of the staff.  

Predictive variables of mistreat in the family environment. Mistreat detection is 

more complex because the relationships within the families do not facilitate this 

knowledge (Iborra, 2008). Real cases far exceed the reported cases (just 10% are 

reported). In Spain, mistreat in elderly is first recognised in 1990. In 1995, “the 1st 

National Conference for the Consensus about mistreats in the elderly” was organised in 

Almería. It is a relevant date about this topic in Spain. The 55% of mistreat has been 

conducted by the son or daughter, 12% by the partner. Abandonment and neglect are the 

most common ways of mistreat. Males suffer more neglect proportionally (physical and 

psychological) and in relation to women. Whereas women suffer more abuse (physical, 

psychological and material) proportionally and in relation to men. The most common 

profile is “a 75 years old woman and dependent of the attacker”. 

 

The most important impact of abuse seemed to be that on the emotional state of 

the elders. Elderly people are affected by the absence and the neglect of their families 

and children. As a result, most of them become depressed, and they might become 

aggressive and hurt others or even themselves. 

In another study carried out in Spain, it has been found that elderly people with 

more social links presented lower risks of mortality, cognitive deterioration, depression 
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and disability, and even higher probabilities of recovering after a disability (Otero-

Rodríguez et al. 2011). Social isolation among elders has long been recognized as 

problem that diminishes their well-being, one associated with problems of low morale, 

poor health, and the risk of premature institutionalization (Seeger & Coble, 2006). 

Because of their isolation, people experiencing loneliness may not exercise sufficient 

self-care, being unmotivated themselves and lacking the social contacts that encourage 

them to do so (Sorkin, Rook & Lu, 2002). From self-care activities to cardiovascular 

disease to depression and loneliness, social isolation is a complex problem that affects 

every aspect of a person’s life: biological, psychological, social, and spiritual. 

 

Social isolation, lack of social networks, marginalization can be associated to 

being alone, but real loneliness is associated to feel lonely, the feeling that is created of 

nostalgia, sadness, etc. Although the person is accompanied by people in a physical way 

(Rubio & Aleixandre, 2001), it’s not enough. Peplau and Caldwell (1978) stated that the 

feeling of loneliness is given when social relations are less satisfactory than what it was 

expected. Klein (1982) thinks that lack of love and relations originate this feeling of 

loneliness.  

 

In Spain, 'attention to diversity' in the education field is increasingly becoming 

an issue. There is an increasing number of families coming from countries with other 

cultures, and this has focused attention on the treatment that schools gives to members 

from ethnic minorities or excluded groups. 

Conclusively, it was demonstrated that elders in the Spanish society suffer from various 

types of abuse, among which the emotional one has the strongest impact and is the most 

frequently exerted. The economic situation is the main reason leading to elder abuse, for 
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it is diverting the attention of family members from taking care of their elders towards 

being kept busy by ensuring the financial needs of their children. It was furthermore 

depicted that abuse can have a tremendous effect on the psychological health of the 

elder, which can lead to serious physical conditions. Abuse also affects the family and 

the society since it weakens family bonds, and increases the gap between society 

members. 
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