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1.
Statistical Overview six participating countries
	Statistic overview

	Lithuania
	Czech republic
	Hungary
	Greece
	Cyprus
	The Netherlands

	National population
	3,4 million

1,8 ♀/1,6♂
	10,2 million

5,2♀/4,9♂
	10,2 million


	11 million


	0,7 million

0,36♀/0,35♂
	16,3 million

8,2 ♀/8,1♂

	Population 60+
	0,69 million

0,44♀/0,25♂
	1,97 million

1,16♀/0,8♂
	2,08 million


	1,9 million


	0,17 million

0,09♀/0,08♂
	3,08 million

1,7♀/1,3♂

	Average life expectance
	77,8♀/66,4♂
	79,0♀/72,6♂
	76,9♀/68,6♂
	81,4♀/76,6♂
	81,4♀/777,0♂
	81,1♀/76,4♂

	Total number of deads in a year
	43.799
	111.300
	135.700
	105.000
	5.150
	136.400

	Number of people with a terminal illness (approximate)*
	16.302
	46.200
	56.500
	??
	??
	60.800


* For this purpose we collect data for neoplasms, cerebrovascular diseases, chronic diseases of the respiratory system and diseases of the digestive system. The figures found aren’t completely comparable to each other. The percentage of people with a terminal illness, who die after a phase of palliative care, is by estimation about 40-45% of the total number of people who died in a year.  
2.
Demographic Tendencies
In the six countries involved in this project, there are more or less the some demographic tendencies. The life expectance is getting higher; the total population in each country is decreasing or is expected to decrease for the next decades; the percentage of persons of 65 years and older is increasing. In some countries it will go up from 20% to 35% or even higher. This differs between the countries. For instance in Greece, the population 60+ increased between 1960-2000 from 30% to 39%. 
Also of influence is the number of persons living together in one household. The birth-rate is going down and therefore the household are getting smaller. For instance in the Netherlands it diminishes from an average 4-5 persons in the beginning of the last century to 2,3 persons in 2003 and the expectancy is that it will become 2,1 in 2050. 
The third thing is the ratio between men and women. While women are getting older, they are overrepresented in the older age groups. For instance in the Czech republic 56.260 persons of the age of 70+. This group consist for only 15% of men.
So, while the tendencies go for the same direction, the impact of these developments are sooner or later and of a mild or strong impact for the next few years.

The living situation for the persons aged 65+, differs between the six countries. In the Netherlands older persons are living more on their own. There were in 2003 in the Netherlands 2,5 million one-person households and this will increase to 3,5 million in 2040.  Because of the increasing age of people and the men/women ratio, these households are merely women on their own. Homes for elderly are only for a few percentage of the older people a place to go to. In 1995 lived 8% of the persons of 65+ in a home for elderly but this diminishes to 6% in 2003. Above 85 years only a third of the people will go to homes for elderly.   
In Hungary you can see more or less the same when you notice that most of the persons of 60+ live on their own in a one-person household. And in the Czech republic only 1,5% of the persons aged 70+ are married. 
In Lithuania the family ties are close and 20% of the adult children live together with their parents. Also 90% of the Lithuanians name their children as the most preferable source of assistance in daily life in old age. The adult children consider this both as a pleasure and as an obligation.  Institutional care is considered is the last option. But there are changes coming up. For instance there is a trend that people in the cities count more on the state assistance more than persons on the countryside. The parent-child relationships are loosened in the cities. 
Also in our project the partners from Greece found it normal to take care of their parents but won’t trouble their children with their lifes when their getting older.

Although the figures differs between the countries in the project, the discussions about care for the elderly are more or less the same. The role of the family, the role of homecare, the role of institutional care is all changing. There is also the two sides of an ethical discussion and of a pragmatic approach to deal with the needs of the elderly.

3.
Some definitions and thoughts about volunteers in palliative care

3.1
Palliative care
The official definition of the World Health Organisation on palliative care is in highlights:
· "The active total care of patients whose disease is not responsive to curative treatment. 

· Control of pain, or other symptoms and of psychological, social and spiritual problems is paramount.

·  The goal of palliative care is achievement of the best quality of life for patients and their families.

·  Many aspects of palliative care are also applicable earlier in the course of the illness in conjunction with anticancer treatment”.
But palliative care in this sense is only part of the ‘end of life care’. For the volunteer part its also important to strike that:
the volunteer carer should also retract to the background if the person at his end of life needs privacy and solitude, and needs to "hide" his/her state of mind. The palliative care means a continuous readiness and presence, in the highlight or the background, depending on the needs of the patient.
And also: it's a unique way of dealing with persons in their last phase of life and help that usually is not very long. It's unique while the persons themselves, their families and friends are involved in care, the services are delivered by the principle of interdisciplinary team, and family receives support even after the death of the patient. The cooperation strategy of the specialists from all the fields is to help the dying person to relieve suffering, to understand realistic situation, to search for ways how to manage problems. 

For this it’s important to emphasize the cooperation between volunteers, informal caregivers and the professional carers. In the best way their efforts are recognized as equal and complementary but of different importance to the patient and their relatives. The input the volunteers give, is merely on a day-to-day basis on psycho-social, spiritual and practical needs adjusted to what the informal caregiver (family, friends, etc) offers. 
3.2
Volunteering
Volunteering has two sides: one is about the benefits for the society, an organisation or an individual. The second part is about the benefits for the volunteers themselves. 

In the first sense there are things like:

•
devotes his time, knowledge and energy 
•
for the benefit of a community or individual,

•
with no or only symbolic consideration,

•
most of the time in an organisation,

•
regularly or occasionally.

In the second phrase it’s about:

 •
opportunity for everyone to use his abilities and experience, 
•
to gain new skills,

•
make new friends,

•
get into work and change his social life,

•
in return of self satisfaction,

•
regardless their sex, race, nationality, religion, political beliefs, age or health.
Volunteering in palliative care isn’t totally different from this. On the other hand special skills, especially about self-reflection and communication are asked. This is because of the complex and vulnerable situation in palliative care. It’s complex because of the vulnerable situation of the person in care, because of the emotions that have to be dealt with for the caregiver as well as the family who asks for the care and because of the special needs in coaching the volunteers in this particularly area.
3.3
The quality of the volunteers work in palliative care
Quality is the adherence to standards and disciplines that are set for the performance of the volunteer services as well as for the learning and empowerment of the volunteers which is aimed by the associated training courses. 
Palliative care is teamwork, which consists of nurses, doctors, psychologists, priests, social workers and specially trained volunteers. For this there is an emphasis on communication and sensitivity. The main effort for the volunteer is ‘to be there’ in a right mood, on the right place and the right moment.
Quality in volunteer work means

•
reliability shown in terms of preciseness/punctuality,
•
the right attitude in terms of compassion, modesty, sensitivity for the needs of the patient and his family,

•
dignity for the volunteer as well as the person and family that asks for care,
•
task oriented as well as relation oriented.

It means the scrupulous carrying out of a well-defined task and in a right sense. The tasks can be planned, since we can rely on the worker who carries it out and a good feedback system for the volunteer and the patient/his family is part of the service that is provided. 
3.4
The impact of volunteers in palliative care in the six different countries
For now there is little experience with specialised volunteers in palliative care in the six project countries, except for the Netherlands. 
