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In a previous editorial Bronswijk et al1
developed an enriched taxonomy for
gerontechnology consisting of a matrix
with two dimensions: Technology Impact
and Application Domain. In this sense
Assistive Technology shows a major
overlap with Gerontechnology. New
developments are world-wide aging, as
shown by the U.S. Census Bureau2. How
will our longer lives be partitioned in
healthy years and survival with disabling
(chronic) disease? How will we sustain a
good quality of life?

SCENARIOS OF AGING
Correct forecasts in these expectancies
have a profound impact on health,
retirement, and family systems of aging
societies, with special regard to long-term
care demands.  Sex and wealth differences
are emerging: female advantage in life
expectancy seems partially offset by
disability (at least in developed countries);
while disability rates are declining in
industrialized countries, in developing
countries the disability burden is likely to
increase3. 

The ‘compression of morbidity’ paradigm
holds that cumulative lifetime morbidity
can be decreased through a delay of
average age of onset of infirmity, disability
and morbidity, if such a postponement is

greater than increases in life expectancy.
More than 20 years after its introduction,
data are now substantiating this
paradigm4.

Better physical functioning up to a high
age and decreased need for assistance for
persons aged up to 85 years is occurring in
Finland5. Swedish cohorts show
improvement in health indicators6.
Similarly, in the USA there is new
evidence of an overall improvement in the
health status of older persons7,8,9.
However, a sharp rise in the absolute and
relative number of frail oldest-old persons
also occurs. For example, among Danish
nonagenarians 22 % of women and 19 %
of men are severely disabled10. In the USA
there are some 526,000 people aged over
60 with mental impairments and other
developmental disabilities (half of whom
live at home); their number will likely
double by 2030. Further, there are more
than 400,000 adults with cerebral palsy in
the USA, and again their number is
growing11. Anyway, three major events
occurred in the USA during the last two
decades of the past century: an
acceleration in the decline of chronic
disability rates from 1994 to 1999,
compared with 1989 to 1994; a large
relative as well as absolute drop in
institutionalisation, and a decline in
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disability prevalence for black Americans
also, after 198912.

SITE OF CARE
Where should we implement assistive
technology?  Are home and nursing home
mutual exclusive alternatives? More
people with three or more limitations in
activities of daily living live at home than
in institutions13. Family members are the
mainstay for people who require
supportive assistance at home, even in
case of severely disabled individuals14. In
the western world, while the percentage of
institutionalised elderly people is
decreasing, the figure is emerging of a frail
old carer who provides demanding
physical help15. Assisting these older
carers with appropriate technology could
save both presently and prospectively their
health, and part of the money that is
currently wasted because of health related
problems amongst carers.

INNOVATION
Both ICT and classical technology are
constantly innovating Assistive
Technology16. Modern, electronically
controlled beds are a good example.
Features of these beds include user-
controls for height and tilt of the different
bed sections. This results in better night
rest and social relationships as well as less
anxiety in cared persons who
demonstrated actual use of the controls of
the bed. In addition emergencies are better
taken care of, or can be prevented as those
beds ameliorate lung ventilation, heart
work, venous blood flow, and reduce
aspiration accidents. On the side of formal
carers, main benefits are decreased
workloads leading to a better quality of
care. With a well trained staff costs of care
decrease since costly complications are
prevented such as pressure sores, or falls
out of the bed.  

A ‘Smart Walker’ has been treated earlier
in this journal17. This piece of advanced

2

assistive technology is a good example of
de-stigmatization and interaction with a
user who –all of a sudden- is free to go
wherever he or she wants to.
Unfortunately not all innovations in
assistive technology contain a well-
functioning human-machine interface.

TECHNICAL AIDS AND HUMAN CARE
Contrary to popular believe elderly people
do use the technical aids they are
equipped with, provided the user
consents, the user interface fits, and proper
training is supplied18. Utmost, perceived
benefits must outweigh costs, beyond pure
ergonomic matters19. Further, personal
involvement and environmental control
may be upgraded by an active interaction
of the user with technological device(s).
Properly designed and perceived new
tools could counteract hallmarks of frailty:
the loss of muscle mass and strength
(sarcopenia20) and the functional decline
that accompanies disuse (the so called
hypokynetic syndrome21). Sarcopenia has
been suggested as a major modifiable
cause of frailty in older people22,23. Since
the early 80s, many biologic changes
commonly attributed to ageing in itself
have been shifted to enforced physical
inactivity24,25. Hence, this way the use of
assistive technology may be de-
stigmatizing, promoting greater autonomy,
increasing quality of life, and at the same
time decreasing in the overall costs of
care. 
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the submitted manuscript lays within the
scope of the journal no blunt refusal of a
paper will occur. The editors hope that this
policy eases the first steps of our younger
colleagues on the road towards a
gerontechnological career in science or
technology. The young scientist Roman
Kaspar breaks the ice in this issue.

We were informed by the ISG board that
the regional representatives of the ISG are
in the process of reorganisation allowing
for regional chapters of the society. We
will mention these representatives in the
colophon of each issue as a service to the
readers, including their mail address for
easy communication.

Some minor changes were made in the
instructions to contributors. Please consult
the new rules before sending us your
manuscripts.

We are also happy to report that prof.dr.
Don G. Bouwhuis accepted the associate-
editorship. Wiet (Ludovicus G.H.) Koren,
treasurer of the ISG, takes the
responsibility for advertisements and other
financial matters of the 3rd volume. We are
grateful for his support.

We wish you an interesting and pleasant
reading of the first issue of volume 3!

J.E.M.H. van Bronswijk, H. Bouma, D.G.
Bouwhuis
Editors of Gerontechnology
e-mail: info@gerontechnology.net

MESSAGE FROM THE EDITORS

At the start of the 3rd volume we want to
thank all peer reviewers of volume 2:
Henk Becker,  Sara Czaja, Jan Ekberg,
Klaus Fellbaum, Johan Molenbroek,
Heidrun Mollenkopf, Denise Park, Cor
Pernot, Wendy Rogers, Ian Stuart-
Hamilton, and the members of our
editorial board.

In addition we would like to inform the
members of the International Society for
Gerontechnology and other readers of
some of the changes that will take place
starting this issue.

As you know both the society and the
editors had a hard time during the
production of volume 2. Our initial
publisher stopped his collaboration
suddenly leaving the society as publisher
with little experience and no money.
Although most of these problems have
been solved by now, we also developed a
serious backlog in issues.  To correct that
we decided to start volume 3 in January
2004, in stead of September 2003. From
now on one volume will cover a calendar
year and issues may be expected in
January, April, July and October. 

But that is not all. A new category of
papers has been added, the Student
Papers. These are meant to be short
communications derived from Master or
Doctor thesis research and written by the
student. Manuscripts that are submitted in
this category will receive extra guidance
from editors and reviewing peers. Care
will be taken to direct the student author
with criticism meant to arrive at a
scientifically valid publication. As long as

4

M e s s a g e  f r o m  t h e  e d i t o r s


