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The Social Situation Report deals with the quality of life
of people living in Europe. It provides a holistic view of
the population and its social conditions as a background
to social policy development and contributes to the
monitoring of developments in the social field across
Member States.

This publication serves as an executive summary of the
Report. It is divided into two main chapters. The first
chapter provides an overview of the main social and
economic trends in Europe, backed by facts and figures.
In the second chapter, there is a synthesis of this year's
special theme, which relates to the social dimension of

Anna Diamantopoulou
Member of the Commission
Employment and Social Affairs

health and, in particular, the questions of how and why
the health of European citizens has improved, along
with some potential future challenges. The publication
then concludes with a brief consideration of the
European Social Model.

As in previous years, the annexes of this publication pre-
sent a set of harmonised social indicators for each
Member State, and for the first time the corresponding
indicators for the acceding States and candidate countries
are also given. The indicators provide an initial overview
of the social situation. In addition, they provide a power-
ful tool for monitoring social developments over time.

Pedro Solbes Mira
Member of the Commission
Economic and Financial Affairs,
Eurostat
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1 Key social developments

11 The Social Situation: Opportunities and
Challenges

The social situation is largely formed in the cross-field
between longer-term developments in population struc-
tures and short to medium term changes in the economy.

After five years of strong economic growth, which crea-
ted 12 million jobs and raised the employment rate by
four percentage points to 64.0% of the working age
population, the outlook has now become less optimistic.
In 2001 the rate of economic growth dropped to 1.5%, or
less than half the level it achieved in 2000 and in 2002
recovery has been rather slow. Yet employment conti-
nued to grow, albeit slowly.

Meanwhile, the medium term economic and social chal-
lenges to society from the ongoing ageing of the
European population are becoming clearer. Soon the
century long growth in the size of Europe’s working age
population will come to a halt. And in less than a decade
the impact of the retirement of the baby-boomers will
begin to be fully felt.

The structural improvements achieved since 1996 and the
successful launch of the single currency have resulted in a
better economic performance in monetary and financial
terms and increased flexibility in the labour market.
Beyond the obvious contributions to improvements in
living conditions, policy opportunities were enhanced in
a number of areas. New possibilities emerged for tackling
structural problems in employment, such as youth unem-
ployment and the low activity rates of women and older
workers. Higher employment has also eased the pressure
on social protection systems and created increased scope
for manoeuvre in pension reform. Inequality did not rise
during prosperity and rising employment rates and eco-
nomic growth have produced new possibilities for
addressing persistent problems of poverty and social
exclusion.

The same period has witnessed significant improvements
in the ability of Member States to draw support for their
policy efforts from the EU. Collaboration on combating
social exclusion and modernising social protection have
been added to the processes of macro-economic coordi-
nation and employment, creating the potential for a vir-
tuous triangle of mutually reinforcing economic, employ-
ment and social policies.

Major challenges persist and with enlargement new ones
are emerging. Decisive action is required to maintain the
achievements of the last five to seven years and to take

advantage of the opportunities created for continuing
on a path of sustainable growth and steady improve-
ments in the social situation.

1.2 Population dynamics

Developments in the demography of Europe will impact
significantly on the social situation and present major
challenges for the European economy.

The EU population is ageing....

The EU population is ageing and old age dependency
rates will increase. Although fertility increased slightly
from 1.45 children per woman in 1999 to 1.47 in 2001, it
is still well below the replacement level of 2.1. Life expec-
tancy is growing and mortality is increasingly concentra-
ted in old age. As the baby-boomers reach retirement
age there will be growing numbers of people in the
elderly age groups. Today, people aged 65 and over
represent 16% of the total population while those below
15 represent 17%. By 2010 these ratios will become 18%
and 16%. The most dramatic increase will occur in the
number of ‘very old' people (aged over 80), which will
rise by almost 50% over the next 15 years.

...and despite the younger age structure of acce-
ding States, enlargement will not change this
trend.

As a consequence of high fertility levels in the 1970s and
1980s the acceding States presently have a younger age
structure than EU-15 (population aged 65+ amounts to
13% while children below 15 years constitute 19%).
Consequently enlargement will have a rejuvenating
effect. However, this effect will be both small and tem-
porary. In the medium to long-term acceding States will
tend to reinforce the population decline of the EU. Given
the onset and persistence of extremely low fertility levels
the proportion of children in the population is rapidly
declining and by 2020 the share of older people will
approach EU-15 levels.

At the same time families are becoming less stable
and households smaller-...

The rising old age dependency rates will impact on our
ability to cope with caring needs, which may also be exa-
cerbated by developments in family and household struc-
tures. There are fewer and later marriages, and also more
marital breakdowns. In 2001, there were only 5 marriages
per 1,000 inhabitants in EU-15 compared with almost 8 in

1 A full assessment of the overall situation of the European Union in early 2003 is given in ""Choosing to grow: Knowledge, innovation and jobs
in a cohesive society" Report to the Spring European Council, 21 March 2003 on the Lisbon strategy of economic, social and environmental

renewal, COM(2003) 5 final .
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1970. Furthermore, the estimated divorce rate for mar-
riages entered into in 1960 is 15%, whereas for marriages
entered into in 1980 the figure almost doubled to 28%.
The trend towards smaller households, with more people
living alone at all ages, is continuing. Also there is a stri-
king rise in the number of children living with one adult,
and a fall in the number of couples with children. In 2000,
10% of children aged 0-14 years were living with just one
adult compared with 6% in 1990. The overwhelming
majority of these single parents are women. With the
exception of Poland and Cyprus families have also beco-
me substantially less stable in the acceding States.

...while migration flows play an increasingly
important role in population change.

For more than a decade net immigration has been the
main factor in population growth in the Union. Today, all
Member States receive significant migratory inflows and
in 2001 the annual net migration rate was 3.1 per 1,000
population, representing around 74% of total popula-
tion growth. In some acceding States emigration has had
a noticeable impact on the demographic situation. In par-
ticular, the Baltic States have experienced a decrease in
population due to emigration.

Policy makers are becoming much more aware of
the consequences of ageing...

Awareness of population ageing and its likely impact on
employment and social policy has grown significantly in
the last couple of years. Member States have committed
themselves to work on ageing issues in the context of
sound public finances, employment and social protection
(i.e. pensions, health and long-term care) and reviewing

their national policies accordingly. Acceding States are
shadowing these new collaborations on ageing issues in
many areas.

...and they are taking steps to address these at the
national as well as at EU level.

The general assessment of present policy efforts is that
most Member States — and acceding States — plan to take
advantage of the window of opportunity before the
large cohorts of baby-boomers reach pension age. They
intend to enable their pensions?, health and long term
care® systems to continue to perform their social objecti-
ves and retain their financial sustainability when the pres-
sures from ageing rise. Several major reforms have alrea-
dy been carried out and many are under preparation.

1.3 Recent employment trends

In 2002 unemployment increased slightly for the first
time since 1996. Yet, despite the economic downturn
labour markets showed remarkable resilience. More jobs
were created than lost and the net result was a gain in
employment.

This suggests that the development and application of the
European Employment Strategy and the new emphasis on
promoting social inclusion has helped the Union to move
to a path of sustainable and higher employment growth
amounting to 1.3% per year since 1996*. The employment
rate increased to 64.0% in 2001 and is likely to reach to
64.5% in 2002; the unemployment rate declined to 7.4%,
the lowest rate for a decade, and although it increased in
2002, the rise to 7.6% was very slight®.

The employment rate average for all countries in the
enlarged Union is somewhat lower than the average for
the fifteen current EU Member States. However, certain
structural weaknesses exist which, although their scale
may differ, are largely common to both existing and futu-
re Member States. The outstanding challenges that the
future Member States face are to increase labour force
participation and employment, to facilitate labour
flows from agriculture and industry to services without
increasing regional disparities in the medium-term and
to upgrade and update skills to the needs of modern
knowledge based market economies.

Further progress in meeting the Lisbon agenda inclu-
ding full employment calls for decisive action to raise
participation and employment, foster quality and pro-
ductivity at work and to promote cohesion.

2 Proposal by the Commission for a Joint Commission-Council report on adequate and sustainable pensions, COM(2002) 737 final.
3 Proposal for a joint Commission-Council report on: Health care and care for the elderly: Supporting national strategies for ensuring a high level

of social protection, COM(2002) 774 final

4 For a fuller assessment of employment developments in this period see "TAKING STOCK OF FIVE YEARS OF THE EUROPEAN EMPLOYMENT

STRATEGY", COM (2002) 416 final.

5 A proposal for a future employment strategy in view of present uncertainties is given in The future of the European Employment Strategy
(EES)"A strategy for full employment and better jobs for all' COM(2003) final.
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Maintaining labour supply will increasingly
depend on raising the activity and employment
rates of women...

Between 1996 and 2001, the EU employment rate for
men and women increased by almost three and five
percentage points respectively, thus narrowing the
gap between the sexes to 18 percentage points. As for
unemployment the gender gap also declined but
remained significant at 2.3 percentage points in 2001.
These recent reductions in gender gaps are an encou-
raging sign that the gap in unemployment rates could
be closed in the near future.

There is also a gender gap in the acceding States,
however, the proportion of women in the workforce is
higher than in EU Member States (46% compared to
42%). The proportion of women employed in manage-
rial occupations is also higher: 38% of managers in
acceding States are women, compared to 34% in the
EU. Furthermore, in the acceding States, part-time
work is less frequent and more equally divided bet-
ween the sexes: 6% of men (7% in the EU) and 9% of
women (32% in the EU) work part-time.

...and older workers...

Overall, 38.5% of the EU population aged between 55
and 64 were in employment in 2001. This is well below
the Stockholm target of 50% by 2010. The average
age at which people leave the labour market was 59.9
years in 2001. It will be a challenge to increase this by
about five years by 2010 as the Barcelona European
Council has requested. Recent improvements in the
employment of older people in some Member States
demonstrate that the trend to declining employment
participation can be reversed if efforts are intensified.
In the acceding States the employment rates for wor-
kers aged 55-64 are even lower, but in the last couple
of years they have stabilised and begun to improve.

From a different perspective - i.e. given current and
future population dynamics leading to a shrinking
population of working age - it is of great importance
that most Member States have considerable labour
reserves among women and older workers. If existing
barriers to participation are removed, these labour
reserves could be used to counteract the impact of
ageing on the size of the workforce.

...as well as on the size and shape of immigration
and the integration of immigrants.

Demographic scenarios - based on the hypothesis of
stable immigration inflows and assuming that the
Lisbon employment targets are met - tend to show
that, beyond 2010, the overall volume of employment
in EU-15 would be reduced as a result of a shrinking
working-age population. More so than previously, pro-

ductivity gains will come to play a key part in economic
growth. Immigration will also be an important factor
in that respect, particularly when present labour reser-
ves among the existing working age population are
fully engaged. Obviously the positive economic and
social effects of immigration hinge on the ability of
Member States to secure the full integration of new-
comers and their dependants into employment and
the wider social fabric of European societies. Successful
integration of immigrants can assist the maintenance
of economic growth and reinforce social cohesion.

Growth in employment also entailed the crea-
tion of more quality jobs

More than two-thirds of the new jobs created between
1996 and 2001 were high skilled as the knowledge eco-
nomy became everyday reality. Over 50% of all jobs
now require the use of a computer. Indeed, recent
Commission work has shown that EU economies with
higher shares of jobs of higher quality also perform bet-
ter in terms of employment and productivity. There are
also a considerable number of jobs of lower quality.
While for the young and the high skilled such jobs often
function as a stepping stone into more stable employ-
ment, this is not so for older and unskilled workers.
When these groups hold temporary contracts, work
involuntarily part-time or in jobs that do not offer trai-
ning, they remain in cycles of unemployment, inactivity
and low skilled employment. Hence effort to promote
upward mobility into higher skilled and quality jobs is
an important element in promoting higher and more
sustainable employment levels.

1.4 Living conditions

Measured by developments in income and consump-
tion, living conditions continue to improve. The avera-
ge annual increases in income per capita have oscilla-
ted around 1.5% during the last decade with the
median net annual income in EU-15 at about 11,700
PPS®in 1998. Obviously this median covers considerable
disparities among Member States and considerable
inequalities within the Member States. The northern
half of the Union reported higher income levels, and
tended to have smaller income inequalities than the
southern Member States. Likewise mean consumption
has increased markedly in recent years. In Germany, for
example, which is fairly typical among Member States
in this respect, it grew by about 2.6% per year at the
household level.

Living conditions are reflected in citizens' percep-
tions of their quality of life.

In 2002 Europeans were very or quite happy with their
lives in general (78% against 77% two years earlier) and
of these some 20% (against 17% in 2000) were very satis-

6 Measured in Purchasing Power Standards to correct for purchasing power disparities between the countries considered.
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fied. The most satisfied people live in Sweden (95%) and
Denmark (94%) whereas the level of satisfaction is least
pronounced in Portugal (50%) and Greece (49%). As in
previous years men appear to be happier with their lives
than women, and young people more satisfied than the
elderly. Of the variations in perceived quality of life across
the EU-15, a large amount can be explained by differen-
ces in perceived health status.

People with a higher education and those with higher
income score higher in terms of perceived health and life
quality, reflecting inequalities due to socio-economic sta-
tus. Additionally, perceived health is generally lower
amongst the elderly.

Most respondents to the Eurobarometer 2002 give a
higher priority to public spending on health care than
other areas such as education or social assistance and
consider that the quality of the health care system is one
of the three most important issues facing society today.

1.5 Trends in income distribution

Income is one of the main factors in determining the
standard of living. The distribution of income is also
important in relation to relative poverty and risks of
social exclusion. The Welfare State plays an important
role in the redistribution of primary income, thereby
reducing inequality and poverty. A recent report’ reveals
that large changes in income inequality occurred within
many countries between 1980 and 1997 - in most cases
income inequality increased. During the economic
growth in the second half of the 1990s it is remarkable
that inequality on average tended to decrease.

Obviously this may reflect that recent economic growth
to a large extent has been employment driven. Employed
people are the least likely - and unemployed the most
likely (five times more likely) - to be living at risk of pover-
ty®. In 1998 retired and self-employed people were twice
as likely to be living at risk of poverty than the employed,
children three times more likely and the other groups of
economically inactive people four times as likely.

Risks of poverty and social exclusion persist...

Despite the important redistributive effects of social
protection, combating poverty and promoting social
inclusion remain among the key challenges facing the
Union. Recent findings from the 2001 Eurobarometer
survey reveal that a high proportion of people still
consider themselves poor, in the sense that their net
income is lower than the amount they judge absolutely

necessary. This subjective poverty measure varies wide-
ly across Member States - between 9% in Denmark and
66% in Portugal. The survey also shows that, at the
individual level, the duration of poverty tends to be lon-
ger in southern countries (fourteen or fifteen years)
compared to northern countries (two to three years).
The Eurobarometer furthermore documents that pover-
ty is closely related to social isolation and that it is stron-
gly affected by poor quality of employment, in particu-
lar poor task quality, job precariousness and insufficient
training.

Social inclusion is closely linked with employment and/or
income. It is noteworthy that in the knowledge society
new technologies represent both an opportunity for and
a threat to the inclusion of disadvantaged people. Work
done by ESDIS (High Level Group on the Economic and
Social Dimension of Information Society) has highlighted
this and it has been given political prominence with
Council Resolutions on e-Inclusion in October 2001 and e-
Accessibility for people with disabilities in 2002.

...and differ markedly across the Union...

Poverty rates of households differ considerably between
Member States (based on 60% of national median equi-
valised income as the poverty threshold). In 1998 the dif-
ference between the Member States with the highest
and the lowest poverty rate amounted to 14 percentage
points. Between 1995 and 1998, six out of twelve
Member States that have data for both years lowered
their poverty rates. Nevertheless, the overall EU-15 pover-
ty rate in 1998 was the same as in 1995.

In general, the southern Member States have the lowest
mean equivalised net income in PPS but also the highest
level of income inequality according to the 1998 wave of
the European Community Household Panel (ECHP). The
Scandinavian Member States show the lowest inequality
while the highest mean equivalised net income is found
in Luxembourg, Belgium and the Netherlands.

...but in EU-15 they would be much higher without
the redistributive impact of social benefits.

The redistributive effect® of social protection benefits
substantially exceeds the redistributive effect of taxes.
Social benefits reduce income inequality, measured by
the Gini-coefficient™, by about 30% to 40%. The regres-
sivity of the benefits is relatively large in Germany, the
Netherlands, Belgium and the United Kingdom: house-
holds with low incomes in these countries receive a rela-
tively higher proportion of social benefits than in Finland,
Denmark and Sweden. However, in the case of Germany

7  See "Income on the Move", report on income distribution, poverty and redistribution, Social and Cultural Planning Office of the Netherlands,
funded by the European Commission, DG Employment and Social Affairs (E1 Study Series 2002),
http://www.europa.eu.int/comm/employment_social/news/2002/dec/income_on_move_en.html

8  With risk of poverty defined as having less than 60 percent of the median equivalised income.

9 The results are taken from "Income on the Move' and refer mainly to the 1997 wave of ECHP.

10 The Gini-coefficient is an index comparing the actual income distribution all across the entire income range with a kind of theoretically ideal
distribution where everybody has the same income (gini = 0 percent). A 100 percent gini would mean that only one person has all income.
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and the United Kingdom the inequality reduction bet-
ween the distributions of market and gross income is
rather moderate. This is because the share of social secu-
rity in national income in these countries is relatively low.

Benefits exist in many categories and differ in the num-
ber of recipients and in the mean amounts. The poverty
reduction of all benefits together, measured simply by
comparing ‘before’ and ‘after benefit’ income, is 25 per-
centage points. The main part of poverty reduction is
claimed by old age and survivors' benefits (15 points).
Unemployment, family related and sickness / invalidity
benefits each resulting in equal effects of about three
points reduction of poverty.

1.6 Trends in the acceding States

Although most of the acceding States have made gains in
closing the income gap in relation to the European Union
Member States during the second half of the 1990s, dif-
ferences are still considerable. In 2000, in eight acceding
States the GDP per capita was below half of the EU ave-
rage, measured in purchasing power standards.

Moreover, the income distribution in the acceding States
has tended to become more unequal. This is particularly
true for the eight central and eastern European acceding
States™. Over the last decade Eastern Europe has expe-
rienced significant increases in both poverty and inequa-
lity. Lately the situation has stabilised. Inequality and
poverty are no longer increasing, but the social conse-
quences of the rapid growth in inequality in the early
transition period need further attention.

Awareness of these problems has been growing...

Poverty is on the policy agenda in all acceding States, but
the wider concept of social exclusion alluding to multi-
deprivation less so. Social exclusion has, however, risen in
policy prominence in recent years, often as a reflection of
EU policy making. The major factors leading to social
exclusion are unemployment and family breakdown, and
the limited ability of social protection and employment
to ensure adequate income and resources in many of the
acceding States. In addition inadequate coverage and
performance of social assistance schemes often make it
very difficult to tackle problems of social exclusion.

...as have the possibilities for drawing support from
EU collaboration have grown substantially.

The importance of addressing these problems was recent-
ly underlined by the adoption of revised appropriate EU
objectives for the fight against poverty and social exclu-
sion by the Council in December 2002. The revisions rein-
force the objectives first adopted at the Nice European
Council in 2000 and also gave increased emphasis to the
gender dimension, the difficulties facing immigrants and
the importance of reducing the number of people at risk
of poverty and social exclusion. These objectives will
underpin the preparation of a second generation of two-
year National Action Plans against poverty and social
exclusion, which should be drawn up by all Member
States by July 2003. The intention is to build on and
consolidate the progress made by the Open Method of
Co-ordination on poverty and social exclusion which was
launched by the Lisbon European Council in 2000.

Enlargement from EU-15 to EU-25 is now on the imme-
diate horizon. With it we can expect to see significant
changes in the overall social situation of the Union. Policy
challenges in combating social exclusion, poverty and dif-
ferent forms of inequality, including inequalities in
health status are set to increase. Regional inequalities
and problems with social cohesion will be more impor-
tant. Thus, as disparities between Member States will
increase considerably there will be a great need for
instruments of collaboration to bridge such differences in
a constructive way.

11 This figure is illustrative of the magnitude, yet since there are other variables which influence the two situations, one cannot attribute the
difference between the two Gini coefficient solely to the effect of social benefits.
12 European Commission, ""Making a success of enlargement™, Strategy Paper and Report of the European Commission on the progress towards

accession by each of the acceding States, p. 13.
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2 Health and health care in the European Union

2.1 The Health of Europeans and the Current
European Agenda

Health is the special theme of this year's report. Health
and the quality of health care are very high priority
concerns for Europeans (Eurobarometer 2002). This
report portrays the health status of Europeans and iden-
tifies the main determinants of their health.

While the health sector is key in the treatment of poor
health, and also plays a role in the maintenance of good
health, the overall health status of citizens is significant-
ly shaped by socio-economic, lifestyle and environmental
conditions. The organisation of health and long term
care varies greatly across the Union. Amid these diffe-
rences there are also substantial similarities and - as the
report demonstrates - Member States are faced with lar-
gely the same current and future challenges in health
policy. Among these, two stand out as particularly perti-
nent. On one hand there is a continuous need to opti-
mise the cost-effectiveness of health care systems in the
face of strong drivers of structural change such as ageing
and new health technologies. On the other there is great
scope for developing better synergies between health
policies and other policies that influence the environ-
mental and socio-economic determinants of health.

Health is wealth

The health status of citizens is an important factor in the
productive capacity of society and health improvements
can improve the potential for growth.” This is because
better health holds the potential for higher productivi-
ty, longer working lives and lower cost (less absence due
to illness, less need for treatment, less disability, etc.)*.

Health care is part of the social protection systems in
Member States. As such it is a topic in the new collabora-
tion* on the modernisation and improvement of social
protection, which form part of the wider Lisbon strategy.
Accessibility, quality and sustainability have been pin-
pointed as the common goals that Member States are
striving for in their health care policies. The income main-
tenance effect of social protection systems clearly also
help sustain the health status of citizens. Pension systems,
for example, contribute greatly to the maintenance of
the health of older citizens by facilitating a sufficiently
sound standard of living after retirement.

Obviously, the effect of investments in health depends
not just on how much is spent, but on where, when and
how resources are committed. The return on invest-
ments in better health can - inter alia — be particularly
large if efforts are directed at social groups or regions
where the average health status is poor or particularly
threatened. Inequality in health status is linked to wider
inequalities in society. Poor and excluded people are
particularly affected by poor health. Member State poli-
cies aimed at combating poverty, reducing inequalities
and promoting social inclusion and the new European
collaboration on these issues impact positively on the
health status of poor people and improve the level of
social cohesion in society.

In these ways health and health care are located at the
intersection between the European Employment
Strategy and the Union's efforts to modernise and
improve social protection.

Conditions for acquiring good health status and for
receiving appropriate and effective treatment for illnes-
ses have improved substantially in the European Union
over recent decades. This is due to public and private
efforts through direct investments in better health care.
However, while health care systems play a crucial role in
the combat and prevention of ill health, other policies,
which affect the environmental and socio-economic
determinants of good health, like employment and
working conditions, also impact significantly on the pre-
sent and future health status of citizens.

13 An assessment of this relation pertaining to the world is given in Report of the Commission on macroeconomics and health - chaired by Jeffrey
D. Sachs (2001): Macroeconomics and health: investing in health for economic development. WHO, Geneva.

14 An American review of the scientific literature of the last decade leads to the conclusion that in the US workers with good health earn 15% to
30% more than workers in poor health: Jack Hadley (2002): Sicker and Poorer: the consequences of being uninsured. A review of the research
on the relationship between health insurance, health, work, income and education. The Kaiser Commission on Medicaid and the Uninsured.

15 Proposal by the Commission for a Joint Commission-Council report on adequate and sustainable pensions, COM(2002) 737 final. Also, proposal
for a joint Commission-Council report on health care and care for the elderly: Supporting national strategies for ensuring a high level of social

protection, COM(2002) 774 final.
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The European policy agenda on Health

Policy developments during the previous decade brought
health issues to the fore of the European agenda.

In the Maastricht Treaty (1993) public health was given a
legal base for the first time (Art. 129), encouraging co-
operation among Member States, prevention of diseases
and incentive measures. No harmonisation of laws and
regulations was included. Responding to these new obli-
gations the Commission presented its "*Communication on
the Framework for Action in the Field of Public Health****
based upon the establishment of eight Public Health
Programmes. The EU-level added value through support
for efforts pursued in Member States and dissemination
of "best practice information', with a view to conti-
nuously underpin health protection provisions across the
Community.

At the end of the 1990s the general framework of health
policy changed. The Treaty of Amsterdam expanded the
powers of the Community in the public health field.
Article 129 was revised through the addition of several
new provisions and renamed as Article 152. According to
Article 152 actions in the public health area should: contri-
bute towards ensuring the attainment of a high level of
health protection; improve health; prevent human illness
and disease; prevent sources of danger to health and
ensure that all EC policies protect health.

In this overall context, in May 2000 the Commission pro-
posed a new health strategy, which promotes an inte-
grated approach to health related-work at Community
level. A key element of this was a proposal for a new pro-
gramme of Community Action in the field of public
health*. The programme will be focused on three main
strands of action:

— Improving health information and knowledge for
the development of public health.

— Strengthening the capability for co-ordinated,
rapid response to major health threats.

— Targeting actions to promote health and prevent
disease.

In addition, the Commission has created an EU Health
Forum that brings together relevant European organisa-
tions. Furthermore, the sixth Framework Programme for
Research provides for policy-orientated research which is
relevant to the area of social policy, relating in particular
to the implementation of the European Social Agenda®.

The responsibility for health care provision and funding
lies with Member States. However, this responsibility

does not prevent basic freedoms - such as freedom of
provision of services, circulation of medical products, or
of movement of workers - or other Community policies,
from applying to this area.

Moreover, health is a crosscutting issue in the European
Social Agenda and an important item in the EU strategy
for sustainable development, both of which constitute
important elements in the Lisbon strategy. In addition
health care has become an issue in cross border mobili-
ty and in the effort for improving public finances.

The quality and sustainability of health care has been ack-
nowledged as one of the key issues for closer co-operation
among the Member States. At the Gothenburg European
Council (June 2001) the Social Protection Committee and
the Economic Policy Committee was asked to consider the
challenges of an ageing society and to prepare an initial
report for the Spring 2002* European Council on orien-
tations in the field of health care and care for the elderly.
The report concluded that the underlying demographic,
technological and financial factors present health care
and long-term care systems in the European Union with
challenges that focus upon: access for all regardless of
income or wealth; a high level of quality of care; and
financial sustainability of care systems.

These three broad goals were endorsed by the Council
in an initial orientation report on health care and care
for the elderly to the Barcelona European Council which
also stressed that all health systems in the EU are based
on the principles of solidarity, equity and universality.
The Barcelona European Council asked the Commission
and the Council to examine more thoroughly the ques-
tions of access, quality and financial sustainability. Based
upon a questionnaire submitted to the Member States
the Commission proposed a joint report on national
strategies to ensure a high level of social protection.*
Since health care accounts for a large proportion of
public spending, the financial sustainability of care sys-
tems and their reforms in this regard are important.

Health and Safety at work is one of the most important
dimensions in European social policy. Health at work is
not only the absence of accidents or occupational illnes-
ses, but involves physical, moral and social wellbeing,
which are important for the quality of work and for the
productivity of the workforce. A new Community strate-
gy on health and safety at work for the period 2002-
2006 has been developed, taking into account changes
in society and the world of work?®. The strategy adopts a
global approach to wellbeing at work, based on preven-
tative measures and building partnerships between all
players in the areas of employment, health and safety.

16 November 1993.
17 COM (2000) 285 final of 16.5.2000
18 OJL 271/1 of 9.10.2002, Decision 1786/EC.

19 See the specific programme for research, technological development and demonstration: Integrating and Strengthening the European Research

Area (2002-2006).

20 Based upon COM(2001) 723 final: The future of health care and care for the elderly: guaranteeing accessibility, quality and financial viability.

21 COM(2002) 774 final.

22 COM(2002) 118 final: Adapting to change in work and society: a new Community strategy on health and safety at work 2002-2006.




In Brief| The social situation in the European Union 2003

2.2 Population and health

The health status of citizens has improved in all
EU Member States over the last decades...

The average health status of EU citizens is improving. In
2000 the average life expectancy at birth for the EU-15
was 78 (75 for men and 81 for women). This is higher
than in the USA (74 for men, 80 years for women) but
lower than in Japan (78 years for men, 84 for women).

Life expectancy at birth is not only a social indicator. It
is also an important economic indicator. Analysis on
macroeconomics and health shows that health status
explains an important part of the difference in econo-
mic growth rates.?

Graph 2 Life expectancy, men and women. EU-15, 1960-2000
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Source : Eurostat

The figure on life expectancy has increased during the
twentieth century: an increase of 25 years was achieved
in the first 60 years of the century, while in the last four
decades eight more years were gained®. Male life expec-
tancy increased from 68 years in 1970 to 75 years in
2000%. During the same period female life expectancy
increased by 6 years, from 75 years in 1970, to 81 in 2000.

Lower life expectancy for men is caused by male over-
mortality at all ages, which is a well-known phenome-
non in all Member States and also in the majority of
other world nations. These inequalities by sex, although
conditioned by biological factors, are mainly attributa-
ble to social causes and to certain lifestyle patterns. Now
that the behaviour of men and women in the EU is
becoming more similar, male and female life expectan-

cies are beginning to converge. This has already been
observed at EU-15 level (where life expectancy at birth
increased 2.5 years for men between 1990 and 2000,
compared with 2 years for women) and in all Member
States except Greece, Spain, Luxembourg and Portugal.

As a result of increasing life expectancy combined with
changes in fertility, the EU population is increasingly
older. This demographic ageing means that the number
of older people is growing while the share of those in
working-age (15 to 64) will decrease. These demogra-
phic trends will have economic and social consequences
in a number of areas, including health and care systems.

For the provision of health care, one of the most
important demographic trend is the increasing size of
the very old age group (over 80 years old). It will
increase by eight million between 2010 and 2030, an
increase of 44%, i.e. a growth even larger than that
experienced by the older population in general.
Presently the majority of these very old people are in
need of assistance and care, which is either provided
formally or informally - the latter of these includes
care from family members, which is particularly evi-
dent in southern Member States. In the future, house-
holds will reduce in size and families may be less able
to shoulder the increasing care tasks, making the role
of both formal and other informal carers of greater
importance. The ageing process has a strong gender
dimension: the vast majority of these very old people
will be women. As the population ages women's
health problems will weigh substantially heavier in
the pattern of illnesses to be treated and tackled.

...leading to new patterns of mortality and morbi-
dity trends.

As people are living longer, mortality and morbidity
are shifting towards increasingly older ages. The main
causes of death are diseases of the circulatory system
(around 40% of all deaths), cancer (a quarter of all
deaths), diseases of the respiratory system, digestive
diseases and external causes of injury and poisoning,
which includes (car) accidents®. One out of every five
deaths is caused by a preventable disease. However,
this general pattern varies by sex and, especially, by
age. Mortality during the first year of life has decrea-
sed in recent decades in all Member States, where pre-
sent levels are among the lowest in the world.
However, given the persistence of differences in these
existing infant mortality levels among social groups or
territories, further improvements can still be achieved.

23 Report of the Commission on macroeconomics and health - chaired by Jeffrey D. Sachs (2001): Macroeconomics and health: investing in health
for economic development. WHO, Geneva (p 24) : " In particular, each 10 percent improvement in life expectancy at birth is associated with a
rise in economic growth of at least 0.3 to 0.4 percentage points per year, holding other growth factors constant".

24 The nature of the indicator partly explains this slow-down. For a given year, life expectancy is the average age that a new-born baby may expect
to live to if the mortality rates of this given year were maintained. As the total number of years of life lost by a person who dies in the first year
of life is much higher than the years lost by a person who dies, for instance, at 65 years old, life expectancy is more sensitive to the reduction of

infant mortality than to increasing longevity at older ages.

25 However, the increase in life expectancy stopped during the second half of the 1980s and early 90s for men in some southern Member States as
a consequence of the increase of mortality caused by AIDS and traffic accidents, which affect young men in particular.
26 Source: Eurostat. Also see the DG Health and Consumer Protection report "The health status of the European Population™ EC 2001.
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Graph 3 Population change (in millions) by age group. EU-15
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Graph 4 Population change (in %) by age group. EU-15
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However, as infant mortality is currently very low, fur-
ther increases in life expectancy are now dependent
on reducing morbidity and mortality at older ages.

The major causes of morbidity are neuro-degenerative
diseases (such as Alzheimer's and dementia), injuries,
cardiovascular diseases, musculoskeletal diseases and
cancer?. As most of these diseases are positively age-
related, population ageing will impact on the morbidity
pattern and needs for health care. Mental health pro-
blems are also increasingly significant. In the EU, about
a quarter of new disability benefits are attributed to
mental ill-health.

The health situation is also changing in the acce-
ding States and candidate countries

Health status is also improving in the acceding States,
but, in most cases, they are generally lower than those

in the existing EU Member States. There are large diffe-
rences among the acceding States and candidate coun-
tries, with Malta and Cyprus in the best position (com-
parable to, or even better than some existing Member
States), followed by Slovenia, whereas the Baltic States,
Romania, Bulgaria and Turkey have a poorer health
situation. This is reflected in higher infant mortality
rates and lower life expectancy, as well as higher inci-
dence of non-infectious diseases (especially heart disea-
se, diseases of the circulatory system and cancer), infec-
tious diseases (including in some countries sexually
transmitted diseases and tuberculosis) and violent
deaths.

Future disability trends will relate more to old-
age risks.

It is a feature of human life that the number of functio-
nal disabilities of all kinds tends to increase with age.
Sickness, risky life styles, accidents and socio-economic
factors all combine to create a 'disabling" process, which
accumulates over time. It is not surprising, therefore,
that young people make up 5% of the people with dis-
abilities, while people of working age constitute 46%
and the remaining 49% of the people declaring disabi-
lity are over 60 years of age (ECHP Data). With increa-
sing life expectancy, prevalence of visual and hearing
impairments also increase, as well as neurological disor-
ders such as Alzheimer's disease and dementia.
However, future trends in age-specific risks of becoming
hampered will be a key factor in the number of elderly
people that will be in need of assistance and care.

2.3 Determinants of population health

Health developments are to a large extent deter-
mined by environmental conditions...

People in Europe are facing health risks from their physi-
cal environment, which to a very large extent are due to
prevailing patterns of life and inherent use of resources.
Human health depends on the availability of quality
food, water, air and shelter. It is also affected by noise,
traffic congestion and accidents and insufficient sewage
systems. Rapid urbanisation has created particular pro-
blems in many cities, resulting in air pollution and unac-
ceptable housing conditions. Other health problems
relate to water and food contamination, causing com-
municable diseases. However these adverse effects are
being continuously addressed through urban renewal,
improved infrastructure, monitoring of pollutants and
reinforced food safety measures which have reduced
their prevalence.

During the last decade, air pollution in central and eas-
tern European urban areas decreased due to the adop-
tion of several technical measures and of economic sta-

27 Source: Eurostat. Also see the DG Health and Consumer Protection report "The health status of the European Population™ EC 2001.
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Graph 5 Main determinants of health®
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gnation. However, housing conditions remain below
Western European standards and traffic problems are
becoming very important.

...and socio-economic conditions...

Health is clearly related to socio-economic status. This
concept is normally defined using a number of inter-
related indicators, such as occupational status, gender
and levels of education, income and wealth. For the
individual the socio-economic status determines the
access to social and material resources as well as the
exposure to health risks.

At the individual level education appears to enhance
social capacities, expand individual opportunities, build
self-confidence, increase skills and capabilities and pro-
mote a healthier lifestyle, by increasing the awareness
of risks. According to the Eurobarometer only 50% of
people with less than upper secondary education,
against almost 75% of people with tertiary education,
perceive their health as ""good" or "very good".

Employment and unemployment are both important to
health status. High employment rates, or low unem-
ployment, together with high average national wealth,
have been shown to reduce mortality rates significantly,
within a time lag®. Furthermore, many studies at the
individual level point to a positive correlation between
unemployment and illness or disability, both in physical
and mental terms. Unemployed people are far more
likely to report bad health and to consult physicians.
The mortality risk for people out of employment is
higher than that of people in steady employment. There
are higher suicide rates among young unemployed peo-
ple. However, social networks or ‘informal jobs' may, to
some extent, alleviate the negative impact of job-losses.
This 'buffer effect' is stronger in some Member States.

Employment overall has a positive impact on longevity
and health, provided that jobs are of high quality. Low
quality of work is shown to create specific occupational
health problems (accidents, injuries and occupational
diseases). The main work-related health problems are
musculoskeletal, followed by stress, then pulmonary
and cardiovascular disorders. The type of industry and
occupation, the type of work contract (temporary) or
work time (shift work), age and gender influence the
prevalence and incidence of disease. Although women
represent 46% of the workforce, the female share in
occupational diseases is 18% on average, although this
also reflects differences in working hours.

The costs of low quality work are considerable. Costs of
preventive or curative health care should be considered
in relation to the number of workdays lost due to work
related accidents and bad health and the consequent
loss of production and income. In total, accidents and
work-related health problems resulted in 500 million
lost workdays in the EU in 1998/99.

In the acceding States a larger proportion of workers
consider their health and safety to be at risk because of
work: 40% as compared to 27% in the EU*. Work related
problems are reported at a higher level in these countries,
in particular overall fatigue and musculoskeletal disor-
ders. The health and safety systems in the acceding States
will have to adapt to the European legislation. In many of
these countries social dialogue is less developed, thus
ensuring workers and employers input to improve the sys-
tem remains a major challenge.

...and the extent and quality of social networks.

Saocial support is important for health and particularly
crucial for good health at both ends of the life cycle.
Social networks - consisting of family members, relati-
ves, peers and friends - contribute to protect and enhan-
ce the health of individuals. They exert a control on
deviant behaviour and on most factors related to lifes-
tyle. They can facilitate access to health and services,
provide a large amount of informal care and help atte-
nuate the impact of negative events.

The family remains the bedrock of care and support for
both children and adults in all Member States and the
role of the family in the provision of care is perceived as
important and positive. Currently 6% of Europeans
spend a large part of their time providing informal
long-term care for older people or working-age adults
who are sick or disabled. The future ability of families to
provide long-term care will be affected by develop-
ments in the activity rates of women and increasing
instability of family structures. All Member States see a
trend towards a reduction in household size and a

28 Based on the analysis presented in “Policies and strategies to promote social equity in health” Dahlgren and Whitehead. Institute for Future

Studies. Stockholm.

29 Prof. H. Brenner: "Unemployment and public health™, European Commission, DG Employment and Social Affairs.
30 Survey on working conditions in the candidate countries, 2001 — European Foundation for the Improvement of Living and Working Conditions.
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growth in the number of people living alone. Scenarios
for EU-15 show that by 2020 46% of people aged 85 and
older will be living alone and 80% of these will be
women. As a result, an increasing number of elderly
people are likely to be in need of formal care provisions
even if disability rates at old age continue to drop.

Strategies aimed at promoting healthy behaviour need
the strong involvement of a wide range of stakeholders.
To increase public awareness and understanding of risks
to health, a balance between government, community
and individual action is necessary. The potential for com-
munity action by non-governmental organisations, local
groups and others should be given due attention.

Recent trends in social exclusion pose new chal-
lenges for reducing health inequalities

In poor countries there appears to be a clear association
between the level of income and mortality. Higher inco-
me is often related to better health. This relationship
becomes less obvious in more wealthy countries, where
mortality patterns appear to be associated to the deg-
ree of income inequality. This is primarily because low
income and poverty are associated with poor living and
working conditions and poor lifestyle. Poor people are
much more likely to describe their health as bad or very
bad in most Member States and report a higher level of
social isolation, less potential support and lower availa-
bility of informal care.

Low income and poverty may imply poorer access to
preventive (e.g. consultation) and curative (for example
medication and hospitalisation) health care of sufficient
quality — for example treatment, communication and
follow-up. Individuals with higher income are more like-
ly to receive specialist services whereas those with lower
income tend to use general practitioner care®.
Incremental health benefits resulting from reduced
income inequality are particularly important when
poverty is also present within the society. In policy terms
this means that fighting poverty and removing barriers
to access to health care systems are major health issues.

New challenges also relate to the health impact of
various lifestyles...

Life style has an important impact on health status. A
number of serious and growing health problems of epi-
demic proportions relate to poor life styles in relation to
nutrition, exercise and abuse of alcohol, tobacco and
illegal drugs, which may be changed through awareness
raising public health campaigns and preventive actions.
Tobacco use is the leading risk factor, accounting for
about 12% of the total disease and injury burden, accor-

ding to the latest WHO report®. Tobacco smoking is
associated with a vast array of, sometimes fatal, diseases
that may otherwise have been avoided (cardiovascular
diseases, cancers and pulmonary diseases). Overall, one
third of the EU-15 population declare to smoke regular-
ly. The smoking prevalence among men is higher than
for women in the EU-15 (40% for men and 28% for
women) and it is on the increase, for young women par-
ticularly. Evidence found for Denmark shows that lung
cancer, linked with high female tobacco consumption, is
one of the causes of relatively low life expectancy of
Danish women®.

Alcohol and blood pressure account for 9-10% of
DALYs*, and cholesterol and body mass for 6-7% of
DALYs for both sexes. Inadequate nutrition — i.e. a poor
overall dietary pattern — has important consequences in
socio-economic terms, contributing to health deficien-
cies or resulting in economic and social costs. Eurostat
data suggests that around 17% of EU adults are over-
weight and around 6.5% are obese. Being overweight
or obese increases the risk of some chronic diseases,
such as cardiovascular diseases, certain cancers and dia-
betes type two. Obesity is on the increase, particularly
among children.

...particularly for the young people...

Health improvement for the youth has not followed the
same pace as society in general and young people -young
men in particular - presently face relatively high death
rates that are linked with behaviour and lifestyles. Drug
abuse, including alcohol, is frequently behind the excessi-
ve number of deaths of young people from external cau-
ses: mainly car accidents for young men between 15 and
30, but also other types of violent deaths, such as suicides,
the second most common cause of death for young men.
Furthermore, use of illegal substances is concentrated
amongst young adults, especially men in urban settings:
the prevalence rate among young adults is roughly twice
that of all adults. In addition, sexual behaviour — for
example unintended pregnancies and the risk of infec-
tion from sexually transmitted infections — is a significant
issue in young people's health.

...and in the acceding States.

Problems with tobacco consumption are significant,
with rising numbers of smokers among young people
and women. Alcohol consumption is another lifestyle
factor that plays a role in many causes of mortality. It
is likely that alcohol is a more significant factor in
higher rates of sudden cardiac death® and cirrhosis in
central and eastern European acceding States than in
the EU.

31 The issue of access to high quality healthcare also for all vulnerable groups was discussed in the Joint Report on Social Inclusion agreed at

Laeken in December 2001.
32 World Health Report — 2002: Reducing risks, promoting healthy life.

33 See the DG Health and Consumer Protection report “The health status of the European Population™ EC 2001.
34 The DALY or Disability-Adjusted Life Year is a measure to quantify the burden of disease, which takes into account years of life lost due to
premature mortality and years lived with a disability of specified severity and duration. One DALY (lost) is thus one lost year of healthy life.
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Generally speaking, mortality rates from injuries, espe-
cially road traffic accidents, drowning and fires, and
from homicides and suicides, are also higher in these
countries, which may in part be attributed to patterns
of alcohol consumption.

2.4 Health care systems

Health care systems are important for health out-
comes and the economy in all Member States...

Health care systems are important for combating ill
health and contribute significantly to health outcome.
Moreover, the weight of the health and long-term care
sector in the economy and employment is considera-
ble. On average, employment in the health and social
services sector of the fifteen Member States is almost
10% of overall employment. The health sector is also a
very dynamic and quickly developing sector of the eco-
nomy with a substantial potential for contributing fur-
ther to economic growth and employment opportuni-
ties. The health and social work sector contributed to
18% of net employment creation in the EU between
1995-2001%*.

...which despite great differences in the organisa-
tion of health care face similar challenges.

There is a large diversity among Member States in the
way health care systems are organised, regulated,
financed, delivered and utilised. Nevertheless, there
are many similarities in the problems health care sys-
tems have to tackle. Population ageing constitutes
one particularly important common challenge.
Securing access for all to high quality sustainable
health and long term care even at the height of popu-
lation ageing is generally perceived as the common
goal that Member States are striving for in their
health care policies.

Member States spend substantial amounts on
health care...

In 1999 the share of total health expenditures in GDP
varied between 10.3% in Germany and 6.1% in
Luxembourg, with a weighted average of 8.4%. Total
health care expenditure as a proportion of Gross
Domestic Product is presently highest in Germany, follo-
wed by France and Belgium. In the USA, total expendi-
ture on health reaches 13% of GDP in 2000, with a
public share of 44%%. In Canada the figures are more
similar to the EU average, with health expenditure 9.1%
of GDP, and a public share of 71%.

Health care systems in Europe rely on a mix of funding
sources. Most funding in all Member States is public
expenditure (on average 75%) raised through taxation
and social health insurance contributions. Private
expenditure (from out-of-pocket payments and private
health insurance) accounts for less than 30% of total
health expenditure, except in Greece, Italy and
Portugal. The share of out-of-pocket payments within
the overall EU health expenditure increased slightly
during the 1990s and in 1998 the EU average was 16%.
In Italy and Portugal the share of out-of-pocket pay-
ments in total health expenditure is higher than 30%. It
seems that, contrary to expectations, cost shifting to pri-
vate sources of funding has not restrained the growth
of overall health expenditure.

...and for long term care.

It is difficult to establish both costs and national trends
for long-term (or tertiary) care because these services
are often divided between different public structures
and budgets — normally between the health budget and
the budget for social services. The best available esti-
mates of public expenditure on long term care point to
an EU weighted average of 1.3% of GDP in 2000 and a
span from 0.7% in France, Ireland, Austria up to 3% in
Denmark and 2.8% in Sweden?®.

The organisation of long-term care for the elderly
shows considerable variations between Member States.
Denmark has a high number of beds devoted to long
term nursing care whereas the Mediterranean Member
States are considerably below the EU average; this is
related to the differing role played by family networks
providing informal care. The sector is undergoing rapid
changes as services are being reorganised or innovated
in northern and central Member States and expanded in
the south, partly because of the changes in family pat-
terns. Non-profit organisations play an increasing role
in the health and social services sectors.

Within health care services the balance between prima-
ry, secondary and tertiary® care has progressively chan-
ged. Secondary (mainly hospital in-patient) care has
declined in importance mainly due to progress in thera-
peutic treatments and improvements in primary care
and day care. This raised the need for a greater decen-
tralisation of health care provision and for new co-ordi-
nation between the stakeholders at national, regional
and local levels. The changing relationships between
the state, the market and the non-profit sector in health
care, with a growing share for the private sector, raises
new challenges in terms of regulating and managing
health care provision and achieving equity objectives.

35 Britton, A. & McKee, M. 2000 'The relationship between alcohol and cardiovascular disease in Eastern Europe' Journal of Epidemiological

Community Health 2000, 54: 328-332.
36 Employment in Europe, 2002.
37 OECD Health Data - 2002.

38 Budgetary Challenges posed by ageing populations - Economic Policy Committee (2001).
39 Secondary care covers the hospital in-patients services; tertiary care covers long term care.
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Most Member States are ensuring universality of
access...

Universal or near universal rights to health care are
found in every Member State. This has been a major
achievement within the EU in recent decades. With the
introduction of universal coverage in January 2000,
France now joins Denmark, Finland, Greece, Ireland,
Italy, Luxembourg, Portugal, Sweden and the UK in pro-
viding universal statutory health coverage significantly
reducing the risk of social exclusion from health servi-
ces. In comparison, in the USA it is estimated that 40
million Americans or 14% of the population have no
health insurance®.

However, in spite of the universal or near universal cha-
racter of statutory health insurance coverage, problems
of access associated with various gaps in coverage per-
sist across Member States. These problems arise in two
ways: as a consequence of the exclusion of particular
treatments from statutory health insurance coverage, or
as a consequence of increasing reliance on user charges.

...and developing quality standards.

Most Member States have made progress in establishing
quality standards for health care*. However, this has
proved to be difficult in some areas, for example with
outpatients, and in relation to the introduction of out-
come related standards. Pressures to improve the quali-
ty of care experienced by patients have continued to
grow, as have pressures to contain costs. Increasing awa-
reness that spending on inefficient technologies impo-
ses opportunity costs on other patients has contributed
to an increase in the demand for evidence on the bud-
getary impact and cost-effectiveness of interventions as
part of health technology assessment. Quality evalua-
tion of health care delivery can be found in one form or
another in all EU countries®.

The acceding States and candidate countries show
different patterns.

Most acceding States and applicant countries spend a
lower proportion of Gross Domestic Product on health
care than the EU average. It ranges from 2.6% in
Romania to more than 8% in Malta. There is a relative-
ly high propensity to hospitalise people in the acceding
States mainly due to underdeveloped primary care sys-
tems®. However, in many of these countries there are
fewer medical staff per inhabitant and the hospital
infrastructure and other health care facilities are relati-

vely poor. In theory, entitlements to healthcare benefits
have remained universal with comprehensive coverage
in most countries. In practice however, services are ratio-
ned and informal payments are not uncommon*. There
is a certain trend towards the privatisation of health
care provision in a number of the acceding States. This
is accompanied by more private resources being devo-
ted to health both through out-of-pocket payments and
through risk coverage by private health insurance.

2.5 Future challenges to health care systems

Health care systems face new challenges to their
financial sustainability, quality and accessibility...

Demand for health and long-term care have grown over
recent decades, mainly as a result of the progress in
medical technologies and treatments and the growing
expectations of our wealthier societies. Policy makers
will also have to address the new structural trend of
rising expectations from health care consumers. Changes
in lifestyles, patterns of work, incomes, educational
levels and family structures are altering people's attitu-
des towards health care. The information society also
brings instant access to knowledge about the latest pos-
sible treatments to anyone with access to the Internet:
health-related websites are among the most visited on
the Internet. Changing attitudes include increased awa-
reness of patients' rights and responsibilities, less tole-
rance of discrimination and a reduced deference
towards health care professionals. There is widespread
evidence of a desire for greater choice and more indivi-
dualised services, along with access to a wider range of
medical treatments — including those beyond the tradi-
tional boundaries of health care systems. As a conse-
quence, it is important to correctly assess and address the
underlying health needs of the population, as this can
contribute to the elimination of ineffective, or even
detrimental, health services from being administered.

...developments in technologies and therapies...

Progress in medical technologies and treatments have
contributed to rising costs over past decades. New tech-
nologies can also reduce the costs of treating certain dis-
eases, but they may raise expenditure if they treat condi-
tions for which no treatments or only less effective treat-
ments were previously available, or if they are prescribed
for conditions for which cheaper treatment alternatives
exist. The impact of new technologies on future health
care expenditure is difficult to predict, but a more syste-

40 Jack Hadley (2002): Sicker and Poorer: the consequences of being uninsured. A review of the research on the relationship between health
insurance, health, work, income and education. The Kaiser Commission on Medicaid and the Uninsured.

41 For a discussion on quality standards please see the European Commission Communication ""Health care and care for the elderly: Supporting
national strategies for ensuring a high level of social participation' (2003).

42 A detailed discussion on Health Technology Assessment is contained in Section 2.3 of the DG Employment and Social Affairs publication

"The social situation in the European Union 2003".

43 See Wallace, C., Haerpfer, C., Mateeva, L. (Institute for Advanced Studies, Vienna) ""Health and Health Care Systems in the Applicant Countries",

August 2002, p. 8.

44 Social Protection System in the 13 candidate countries — A Report to the European Commission, DG Employment and Social Affairs

— november 2002.
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matic assessment of medical technologies and treatments
would help to ensure that increased expenditure is only a
result of genuine progress and that opportunities for
savings are not missed. Such assessment — and dissemina-
tion and implementation of the results — is crucial for the
three goals of access, quality and viability. However,
monitoring progress at present is very dependent on the
quality of the data related to health. Important weak-
nesses can still be observed at EU level, both in terms of
data availability and standardisation of definitions and
data collection methods.

Information and communication technologies (ICT) have
been introduced into health systems as with most of the
other parts of the economy. They can substantially impro-
ve the organisation of health care delivery. Some health
care authorities indicate that they are currently spending
20% of their capital equipment budget on ICT.
Generalisation of ICT may create new barriers for disad-
vantaged groups to get access to high quality health care
if it requires patients to have certain digital skills.

...population ageing...

As a result of sustained low birth rates and increasing life
expectancy, Europe's population is ageing. The first
baby-boomer cohorts will be retiring in the next ten to
fifteen years, leading initially to increased expenditure
on pensions. Ten years later as these cohorts begin to
move into the fourth age, their sheer numbers are likely
to result in a higher need for health and — in particular —
long-term care provisions. However, the need for care
will, to a certain extent, depend on the effectiveness of
previous and future health promotion strategies.

The impact of demographic ageing on future health
costs is difficult to predict®. It relates to both the
demand for, and supply of, health care and it is clearly
linked to living conditions, lifestyles, family support and
the socio-economic situation. For health care, the most
important demographic trend is the growing number of
very old people (over 80 years old), in a context where
households are reducing in size and families may be less
able or willing to respond to care needs. On the one
hand health care systems will have to adjust to the chan-
ges in the pattern of illness and care needs, with geria-
tric medicine and care for chronicle diseases being
expanded and upgraded in importance. On the other
hand formal health care systems will have to prepare for
a situation where they may have to handle a substan-
tially larger share of care needs as in many Member
States the role of families in care provision shrinks.
Moreover, while the share of the very old in need of
long term care may fall as a consequence of better
health and less disability the absolute number is still
likely to increase.

...and the ageing of medical personnel.

The problems with recruitment and retention of medi-
cal personnel, which are already being felt in some
Member States, are likely to be accentuated by the ove-
rall trend towards an ageing and shrinking workforce in
this sector, resulting in the competition for manpower
becoming tougher. Both trends could increase costs.
Thus, the health sector will have to adjust to the impact
of ageing on its personnel as well as on its clientele. This
is particularly true for nurses: In seven Member States
40% of nurses are already more than 45 years of age
and in another five Member States almost one in two
nurses have reached this age. Two other factors contri-
bute markedly to the shortages of nurses: ‘Stop-go’
trends in recruiting policies and most importantly:
demanding working conditions in combination with
moderate pay leading to a high staff turnover. The
recruitment of immigrants to fill shortages in this sector
is likely to grow in importance.

Enlargement may raise new challenges in relation to
personnel. When the freedom of movement applies
fully to the acceding States it may impose further chal-
lenges to the provision of treatment and services in
these countries. This may be from people seeking medi-
cal treatment in other Member States and also from
medical staff being attracted by higher wages in the
current EU countries.

In response the health care sector will need to
undergo a process of perpetual transformation
and develop better synergies with other policy
areas.

The combined effect of technological progress, rising
incomes and expectations and population ageing will
create a structural trend towards rising health expendi-
ture. Hence, a key challenge in future health policy will
be to make health services so effective and cost-efficient
that wide access to high quality health and long term
care becomes fully sustainable, even when faced with
these trends. This calls for determined efforts towards
better governance and impact assessment in relation to
health interventions, treatments and technologies.

Ageing will lead to greater pressures on health care ser-
vices and long term care provision. Adapting to sudden
changes in the pattern of pathologies and while meeting
manpower needs and ensuring sustainability, quality and
accessibility in the long term present policy makers and
administrators with a complex mix of challenges.

As previously discussed, strong links between socio-
economic factors (namely education level, family pat-
terns, gender inequalities, income and employment)

45 Projections based on the Eurostat baseline demographic scenario suggest that, on average within the EU, the volume of total health expenses could
increase ceteris paribus by almost 0.6% per year in real terms as a result of the changes in population age structure over the next quarter of century.
Moreover the Economic Policy Committee has estimated that the ageing induced growth in public expenditure on health and long-term care from
2000-2050 could amount to 2-3 percentage points of GDP. However these projections should be treated with caution since they refer to very long
periods and rely on several assumptions about future economic and behavioural trends.
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and health are found in all Member-States and inequa-
lities in health status are still substantial. While not
wholly unrelated to the character of health care sys-
tems these inequalities are primarily linked to the
wider societal inequalities reflected in the socio-eco-
nomic determinants of health. On that basis it could be
argued that policies, which promote employment,
improve the quality of jobs or lower inequalities, could
lead to significant improvements in the health situa-
tion of the population. Indeed, one of the findings of

this report is that, in addition to health policy, social
and employment policies in combination with econo-
mic policies can make significant contributions to the
creation and maintenance of good health. Hence,
another major challenge will be to better exploit the
synergies between health policies and those policies
affecting the socio-economic and environmental
determinants of health in order to ensure good heal-
thy living conditions for all Europeans throughout all
the stages of their lifecycle®.

46 The Commission Communication on Impact Assessment (COM(2002) 276 final) is relevant to this discussion.
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3 The resilience of the European Social Model

In 1993 when the European Council in Copenhagen
asked why the Union's growth potential, competitive-
ness and employment was lagging behind other major
economic areas several voices suggested that the poorer
performance resulted from fundamental weaknesses in
the existing European model of society. Others conten-
ded that the basic tenets of the European model of
society would be fully compatible with efforts to sub-
stantially improve the Union's overall performance. A
decade later, indicators collected for the Report on "The
Social Situation in the European Union™ seem to valida-
te that the Union and its Member States decided to
continue an approach aimed at preserving solidarity
and social cohesion®.

Indicators for employment, education, health and gene-
ral well-being found across this report generally confirm
that substantial progress has been achieved and that
Europe is as capable of delivering good living conditions
for the wide majority of its citizens as other major eco-
nomies.

Over the last decade employment promotion and
modernisation of social protection have increasingly
become key priorities at the heart of the overall strate-
gy of the Union. Employment and social policies have
undergone rapid development in Member States and a
process of catching up and convergence has taken
place. As a result we have witnessed not the withering
away of European approaches built on a combination of
market dynamics and public efforts, but a strengthening
and further development of the European Social Model.

It is now generally recognised that quality social policies
geared to support employment can enhance economic
performance. The health sector is a good example of
this synergy between the social and the economic

dimension. On the one hand the sector contributes to
the quality of life and better health translates into bet-
ter economic performance (higher productivity, less
absence, lower need for health care etc.). On the other
its development is a driver for employment growth.
More than 2 million jobs or 18% of the total job-crea-
tion between 1995-2001 happened in the health and
social work sector, which now accounts for almost 10%
of total employment.

As highlighted in this year's synthesis report® those
Member States that perform best on all crucial indica-
tors are those where the principles of active welfare sta-
tes are applied with the greatest consistence and com-
mitment. The performance of these Member States
demonstrate that there is a potential for further prog-
ress which needs to be better tapped in coming years.
The European Employment Strategy and the new pro-
cesses on modernisation of social protection and pro-
motion of social inclusion are organised to enable all
Member States to draw on the common fund of kno-
wledge about how Europe can move further towards
economic and social sustainability.

Of course considerable problems persist and the chal-
lenges for the Union are likely to be even greater in the
coming decade than they were in the previous one. For
example, there are still concerns about the trends
regarding the young generation as underlined in seve-
ral parts of the Social Situation Report: persistent unem-
ployment, specific mortality and work related accident
rates and lack of professional education. The persisten-
ce of poverty-traps is another matter for concern.
However the way forward, as shown by the best perfor-
ming Member States, still lies in the improvement and
modernisation of the functioning of the European
Social Model.

47 Growth, competitiveness, employment, - The challenges and ways forward into the 21st Century; Commission, 1993.
48 '"Choosing to grow: Knowledge, innovation and jobs in a cohesive society" Report to the Spring European Council, 21 March 2003 on the Lisbon
strategy of economic, social and environmental renewal, COM(2003) 5 final.
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== Ageing of the population

In 2001, there were 62 million elderly people aged 65 and over in the EU compared with only 34 million in 1960. Today, elderly peo-
ple represent 16% of the total population or 24% of what is considered to be the working age population (15-64 year olds). By 2010,
the latter ratio is expected to rise to 27%. Over the next fifteen years, the number of "very old' people aged 80 and over will rise by

almost 50%.

Key indicator

EU 15 B DK D EL E F IRL | L NL A P FIN S
Old age dependency ratio (Population aged 65 and over as a percentage of the working age population (15-64) on 1st January)
1990 21.6 22.1 23.2 21.6 20.4 20.2 21.1 18.6 215 19.3 18.6 22.1 20.0 19.8 27.7
1995 23.0 238 22.7 225 22.8 223 23.0 17.8 24.1 20.6 19.3 22.4 21.6 211 27.4
2000 243 25.5 22.2 239 25.6 24.6 24.6 16.8 26.6 21.4 20.0 229 2338 22.2 26.9
2001 : 25.7 22.2 245 : 24.7 24.8 16.6 27.1 215 20.1 229 24.2 22.4 26.8
2010 273 26.7 24.6 30.3 29.2 26.8 25.5 17.3 313 23.6 223 26.3 245 24.9 28.1

Source: Eurostat - Demographic Statistics.

UK
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=== Migration and asylum

Since 1989, net migration has been the main component of annual population change in the Union. In 2001, the annual net migra-
tion rate was 3.1 per 1 000 population, representing around 74% of total population growth. In 2000, around 5% of the EU popu-
lation were non-nationals (3.4% were non-EU nationals and 1.5% EU nationals), and there were just over 363,000 asylum applica-

tions in the fifteen Member States.

Key indicator

EU-15 B DK D EL E F IRL L NL A P FIN S UK
Net migration rate (per 1 000 population)
2001 31 3.2 23 3.2 33 5.8 1.0 7.8 29 75 31 2.2 6.3 1.2 3.2 2.6
2000 31 1.3 1.9 20 1.2 8.8 0.8 7.0 31 8.3 3.6 21 4.9 0.5 2.7 33
Average annual net migration rate
1995-99 1.9 1.1 3.0 25 1.9 1.1 0.7 4.3 21 10.0 2.0 1.0 1.1 0.8 1.1 2.0
1990-94 238 1.9 2.0 7.0 5.7 0.4 13 0.4 1.9 105 2.7 75 1.3 18 37 13
Source: Eurostat - Demographic Statistics

Graph 8 Average annual rate of population change Graph 9 Asylum applications, EU-15, 1985-2000
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=== Education and its outcomes

Attainment levels of the population have improved significantly over the last thirty years, particularly among women. Today 75%
of young people aged 25-29 in the Union have a upper secondary qualification. At the same time, however, 19% of people aged 18-

24 leave the education system with only lower secondary education at best.

Key indicator

EU-15 B

DK

D

EL

E F

IRL | L NL

A

P

FIN

S

UK

Early school-leavers not in further education or training (Share of the population aged 18-24 with less than upper secondary education (ISCED 0-2) and not in education or training)

2001 19 14 17 13 17 29 14 19 26 18 15 10 45 10 11
Population aged 18-24 by activity status (%), 2001

In education and employment 16 6 37 27 2 7 9 11 3 8 44 15 7 28 19 30
In education and not in employment 36 49 25 29 45 45 47 32 45 49 18 30 36 30 31 19
Not in education and in employment 34 33 32 33 32 36 31 42 31 36 33 46 48 31 40 38
Not in education and not in employment 14 12 6 11 21 13 13 14 22 7 5 8 10 12 9 13

Notes: IRL 1997 data. UK - Data not shown for early school leavers. A definition of ‘upper secondary attainment’ has still to be agreed.

Source: Eurostat - European Union Labour Force Survey

Graph 10 Percentage of population that has completed Graph 11 Unemployment rates of the population aged
at least upper secondary education, by 25-64 by sex and level of education, EU-15, 2001
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== | ifelong learning

EU-wide, 8% of the population aged 25-64 participated in education/training (in the last four weeks) in 2001. Such training activi-
ties seem to be more prevalent in the Nordic countries, the Netherlands and the United Kingdom. Older people are less likely to
receive training than younger people. Higher qualified people are more likely than the low-qualified to participate in such training.

Key indicator

EU-15 B DK D EL E F IRL L NL A P FIN S UK
Lifelong learning (Percentage of population aged 25-64, participating in education and training
in the 4 weeks prior to the survey), 2001
Total, 25-64 8 7 18 5 1 5 3 5 5 5 16 8 3 19 17 22
25-34 14 12 27 13 4 11 6 9 12 9 25 14 8 28 25 26
35-44 8 8 19 5 1 3 2 5 3 6 18 8 2 21 18 24
45-54 6 5 14 3 0 2 1 3 2 3 13 7 1 18 15 20
55-64 3 2 8 1 0 1 0 1 1 1 7 2 0 8 10 13

Notes: F - training must occur at the time of the interview for it to be counted. IRL: 1997 Data.

Source: Eurostat - European Union Labour Force Survey

Graph 12 Lifelong learning (Percentage of population aged
25-64, participating in education and training in the
4 weeks prior to the survey) by level of

education, EU-15, 2001
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== Employment

In 2001, an estimated 168 million people were in employment in the Union, a rise of more than 12 million since 1996. This repre-
sents annual employment volume growth of around 1.5% per annum. In 2001, employment increased by 1.2%. The employment
rate for the population aged 15-64 stood at 64% in 2001.

Key |ndlcat0r EU-15 B DK D EL E F IRL L NL A P FIN S UK
Employment rate, 15-64 years

2001 64.0 59.3 76.2 65.8 55.4 56.3 63.1 65.7 54.8 62.9 74.1 68.4 68.8 68.1 717 717
2000 63.2 60.5 76.3 65.4 55.7 54.8 62.0 65.2 53.7 62.7 72.9 68.4 68.3 67.3 70.8 715

Trend in employment

Total employment 2001 (millions) 167.9 4.0 2.8 38.8 3.9 16.0 248 17 235 0.3 8.3 4.0 5.0 23 4.3 28.2
Total employment 2000 (millions) 165.8 3.9 2.8 38.7 3.9 156 243 17 231 0.3 8.1 4.0 4.9 23 4.2 279
Total employment 1996 (millions) 156.1 3.7 2.6 37.3 3.8 137 228 13 2211 0.2 7.3 3.9 45 21 4.1 26.5
2001/1996 (% aver. annual empl. growth) 1.5 12 11 0.8 0.7 31 17 55 12 21 2.6 0.6 19 22 12 12
2001/2000 (% annual empl. growth) 12 12 0.2 0.2 0.2 25 20 29 16 22 21 0.2 16 12 19 0.9

Source: Eurostat - Quarterly Labour Force Data (QLFD).

Graph 14 Employment rates (15-64 years), 2001 Graph 15 Average annual employment growth,
1996-2001
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Source: Eurostat - Quarterly Labour Force Data (QLFD). Source: Eurostat - National Accounts (ESA 95)

= Employment of older workers

Although in the past four years, the EU employment rate of 55-64 year-old men rose by 1.5 percentage points to stand at 48.7% in
2001, it is still below the 1991 rate (51.2%). In contrast, the comparable female rate increased steadily to reach 29% in 2001. Overall,
38.6% of the population aged 55-64 were in employment in 2001. In 2001, men exit the labour force on average at the age of 60.5
while women did so about 1.5 year earlier. The overall exit age was 60 years.

Key indicator

EU-15 B DK D EL E F IRL | L NL A P FIN S UK
Employment rate of older workers (employed person aged 55-64 as a share of the total population of the same age group), 2001
Total 38.6 26.5 58.0 37.7 38.0 38.9 31.0 46.8 28.0 24.4 39.6 28.6 50.3 45.7 66.5 52.3
Men 48.7 36.5 65.5 46.1 55.0 57.4 354 64.7 40.4 348 51.1 40.0 61.6 46.7 69.1 61.7
Women 28.9 16.9 49.8 29.5 225 218 26.7 28.8 16.2 14.0 28.0 179 40.6 44.8 63.8 43.1

Effective average exit age (average exit age, weighted by the probability of withdrawal from the labour market), 2001

Total 59.9 570 61.9 60.7 59.6 60.6 58.1 63.1 59.4 56.8 60.9 59.6 62.0 61.6 62.0 62.1
Men 60.5 578 62.2 60.9 61.2 60.7 58.2 63.2 59.6 57.5 61.1 60.0 62.0 61.6 62.1 63.1
Women 59.1  55.9 61.1 60.4 57.7 60.2 58.0 62.2 59.2 55.3 60.3 58.6 61.5 61.4 61.9 61.0
Persons in employment 16662 259 352 4398 489 1578 1754 158 2002 16 654 270 542 254 695 3240

aged 55-64, 2001 (1000)

Source: Eurostat - European Union Labour Force Survey (LFS) and Quarterly Labour Force Data (QLFD)

Graph 16 Employment rates by age-group and sex, Graph 17 Employment rates of older (aged 55-64)
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== Unemployment

In 2001, the total number of unemployed in the European Union dropped to 12.8 million. This represents 7.4% of the labour force.
This is the lowest rate since 1992. Between 2000 and 2001, Spain, France, Finland and Sweden recorded the largest fall in their unem-
ployment rate although Spain continues to have the highest figure (10.6%), slightly above Greece (10.5%). It decreased in all
Member States, except in Portugal where it remained at a low 4.1%.

Key indicator

EU-15 B DK D EL E F IRL L NL A P FIN S UK
Unemployment rate (total unemployed individuals as a share of total active population. Harmonised series)
2001 Total 7.4 6.6 43 77 105 10.6 8.6 3.8 9.4 2.0 24 36 41 9.1 4.9 5.0
2001 Men 6.4 6.0 3.8 7.7 7.0 75 7.0 3.9 7.3 17 1.9 3.0 32 8.6 5.2 55
2001 Women 8.5 7.4 49 78 156 154 103 37 129 24 3.0 4.3 5.1 9.7 45 4.4
2000 Total 7.8 6.9 4.4 78 111 113 9.3 42 104 23 2.8 37 4.1 9.8 5.8 5.4
1994 Total 10.5 9.8 7.7 8.2 8.9 19.8 11.8 143 110 3.2 6.8 3.8 6.9 16.6 9.4 9.4
Unemployment, 2001 (1000) 12861 286 123 3073 457 1892 2221 68 2248 4 198 137 212 238 225 1485
Source: Eurostat - Unemployment rates (ILO definiton).
Graph 18 Unemployment rates by sex, 2001 Graph 19 Trend in the unemployment rate by sex,
EU-15, 1993-2001
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Source: Eurostat - Unemployment rates (ILO definition).

=== YOUth unemployment

1993 1994 1995 1996 1997 1998 1999 2000 2001

Source: Eurostat - Unemployment rates (ILO definition).

EU-wide, 7.3% of young people (aged 15-24) were unemployed in 2001. The unemployment rate (as a percentage of the labour
force) among young people was 14.7%. The differences between these two percentages vary significantly between countries, and
may, in part be explained by the fact that a significant number of people in this age group remain in education. Youth unemploy-
ment/population ratio between 2000 and 2001 has not followed the overall, declining trend in unemployment: in five Member
States it increased, in five remained the same, and in five decreased.

Key indicator

EU 15 B DK D
Youth unemployment/population ratio
2001 7.3 58 5.9 4.7
2000 7.6 6.1 5.0 4.6

1994 10.4 8.2 7.0 4.8
Source: Eurostat - Quarterly Labour Force Data (QLFD)

Youth unemployment rate

2001 total 14.7 176 8.5 8.2
2001 male 138 16.5 7.6 9.2
2001 female 15.7 19.1 9.5 7.1

2000 total 15.4 17.0 7.0 85

1994 total 20.9 232 10.2 8.4

Source: Eurostat - Unemployment Rates (ILO definition).
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Graph 21 Youth unemployment rates (15-24 years)
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=== | ONg-term unemployment

the European Union 2003

In 2001 3.3% of the EU-15 labour force were affected by long-term unemployment. Put another way, 44% of unemployed people were
jobless for at least one year. The long-term unemployment rate has fallen in recent years but remains 5% and over in Greece, Spain and
Italy. For young people between 15 and 24 years old, 6.9% (as a percentage of the labour force) were unemployed for at least six months.

Key indicator

Long-term unemployment rate EU 15 B DK D EL E F IRL | L NL A P FIN S UK
(Total long-term unemployed (over 12 months) as a percentage of total active population - harmonised series.)
2001 - total 3.2 33 0.9 3.9 54 51 29 3 5.9 0.5 0.8 0.9 15 25 12 13
2001 - males 2.8 0.8 3.2 3.0 16 45 : 0.7 0.9 1.2 2.7 14 1.7
2001 -females 3.9 : 1.0 : 8.7 8.1 : 0.8 8.0 : 1.0 1.0 19 23 1.0 0.8
2000 3.7 3.8 1.0 4.0 6.1 5.9 3.7 16 6.4 0.5 11 1.0 1.6 2.8 1.7 15
1994 5.2 5.6 29 3.8 4.4 129 4.7 9.4 6.7 0.9 31 1.0 2.6 6.1 25 4.2
Source: Eurostat - Quarterly Labour Force Data (QLFD)
Persons unemployed for 12 months or more as a percentage of total unemployed
2001 43.8 49.5 21.0 50.2 51.5 47.9 337 329 62.5 26.3 353 26.2 36.5 27.6 245 254
2000 47.0 55.1 228 51.2 54.9 52.4 40.1 39.1 61.8 234 39.6 26.5 39.1 28.8 28.5 27.6
1994 49.7 56.8 37.7 46.4 49.1 65.1 40.1 65.6 61.0 29.0 46.1 25.2 375 36.8 26.3 448
Source: Eurostat - European Union Labour Force Survey (LFS) and Quarterly Labour Force Data (QLFD)
Youth long-term unemployment rate (6 months or more)
2001 6.9 : 11 17.9 11.9 : : 21.0 : 25 20 3.7 3.1 23 3.0
2000 7.7 7.8 0.5 3.7 20.3 129 8.3 05 225 18 3.1 1.6 3.2 3.8 25 33
1994 131 12.8 34 4.4 19.3 30.2 13.9 17.0 25.1 4.1 10.0 17 7.1 7.6 10.0 8.0
Source: Eurostat - European Union Labour Force Survey (LFS)
Young persons unemployed for 6 months or more as a percentage of total number of young unemployed persons
2001 47.3 : : 63.5 48.2 : : 743 : 54.0 345 40.0 159 275 25.1
2000 48.5 44.7 7.6 44.0 68.7 49.1 42.6 74 72.4 273 54.0 314 375 17.9 28.4 27.0
Source: Eurostat - European Union Labour Force Survey (LFS)
Graph 22 Unemployment rates by duration, 2001 Graph 23 Youth unemployment rates by duration, 2001
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Source: Eurostat - Quarterly Labour Force Data (QLFD) Source: Eurostat - European Union Labour Force Survey (LFS)

=== SOcial protection expenditure and receipts

In 2000, social protection expenditure in the European Union dropped back in real terms and amounted to 27.3% of GDP, down by nearly a whole
percentage point compared with 1996. There are considerable differences between Member States : in terms of per-capita PPSs the ratio of the
expenditure between the countries that spent most and least within EU-15 in 2000 was thus 2.5. Different countries have markedly different sys-

tems for financing social protection, depending on whether they favour social security contributions or general government contribution.

Key indicator

EU 15 B DK D EL E F
Expenditure on social protection as a percentage of GDP
2000 27.3 26.7 28.8 29.5 26.4 20.1 29.7
1996 28.4 28.6 314 29.9 229 219 31.0
1991 26.4 27.1 29.7 26.1 21.6 21.2 28.4

Source: Eurostat - European System of integrated Social Protection Statistics (ESSPROS)

IRL L NL A P FIN S
141 25.2 21.0 274 28.7 22.7 25.2 323
17.8 248 24.0 30.1 295 21.2 316 34.7
19.6 25.2 225 32.6 27.0 17.2 29.8 34.3

UK

26.8
28.1
25.7

Graph 24 Expenditure on social protection per head
of population, 2000
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Graph 25 Social protection receipts by type as a
percentage of total receipts, EU-15, 2000
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=== SOcial benefits

In most Member States in 2000, the largest share of social protection expenditure was assigned to the old age and survivors func-
tions. This was especially true of Italy (63.4% of total benefits against the EU average of 46.4%). EU-wide, benefits paid under the
old-age and survivors functions rose by 12% in real terms per capita during the period 1995-2000 against +9% for all benefits. This
growth is primarily explained by demography. Furthermore the retirement policy also influences the development of these benefits.

Key indicator

EU 15 B DK D EL E F IRL L NL A P FIN S UK
Old age and survivors benefits as a percentage of total social benefits
2000 46.4 43.8 38.1 42.2 49.4 46.3 44.1 25.4 63.4 40.0 42.4 48.3 45.6 35.8 39.1 47.7
1991 44.6 41.8 35.8 42.9 52.9 41.4 42.8 29.6 58.7 47.5 373 49.9 40.8 32.8 : 43.7

Source: Eurostat - European System of integrated Social Protection Statistics (ESSPROS).

Graph 26 Social benefits by groups of functions as a Graph 27 Old age and survivors benefits as a
percentage of total benefits, EU-15, 2000 percentage of total social benefits, 2000
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Source: Eurostat - European System of integrated Social Protection Statistics Source: Eurostat - European System of integrated Social Protection Statistics
(ESSPROS) (ESSPROS)

== | abour Market Policy expenditure

In 2000, total Labour Market Policy expenditure represented 2.04% of GDP, out of which 0.68% was dedicated to active labour mar-
ket policy measures. There are considerable differences between Member States that are not a clear north/south divide. Two coun-
tries spent more than 3% of GDP (Belgium and Denmark), six countries spent between 2% and 3% (Germany, Spain, France, the
Netherlands, Finland and Sweden), and six countries spent less than 2% (Greece, Ireland, Italy, Austria, Portugal and the United

Kingdom).
Key indicator

EU-15 B DK D EL E F IRL L NL A P FIN S UK
Public expenditure on active LMP measures as a percentage of GDP, 2000
Categories 2-7 excl. 2.4 0.681 1.000 1.641 0917 0.253 0.632 0.931 0.929 0.436 : 0.920 0.365 0.254 0.742 1.507 0.089
Sub-category 2.4 0.075 - 0.026 0.061 0.016 - 0.109 0.018 0.135 0.036 0.040 0.033 0.098 0.023 - 0.104
Categories 8-9 1282 2178 2378 1924 0.449 1.393 1.401 0.786  0.611 0.439 1.890 1.204 0.876 2.093 1.409 0.434
Total 2.037 3177 4.045 2901 0.718 2.025 2.441 1733 1.182 : 2.850 1.602 1.228 2.859 2916 0.627

Categories 2-7: Training - Job rotation and job sharing - Employment incentives - Integration of the disabled - Direct job creation - Start-up incentives
Sub-category 2.4: Special support for apprenticeship. Categories 8-9: Out of work income maintenance and support - Early retirement

Source: Eurostat - Labour Market Policy Database (LMP)

Graph 28 Total public expenditure on LMP measures Graph 29 Labour Market Policy expenditure by type of
as a percentage of GDP, 2000 action (categories 2-7), EU-15, 2000
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== |Nncome distribution

As a population-weighted average in EU Member States in 1999, the top (highest income) 20% of the population received 4.6 times as
much of the total income as the bottom (lowest income) 20% of the population. This gap between the most and least well-off people
is smallest in Denmark and Sweden (3.2), followed by Finland, Germany, Netherlands and Austria. It is widest in the southern Member
States, Ireland and the United Kingdom.

Key IndlcatOI’ EU-15 B DK D EL E F IRL | L NL A P FIN S UK

Inequality of income distribution (income quintile share ratio) - The ratio of total income received by the 20% of the population with the highest income (top quintile) to that
received by the 20% of the population with the lowest income (lowest quintile). Income must be understood as equivalised disposable income.

1999 4.6* 4.2 3.2 3.6 6.2 5.7* 4.4 4.9 4.9 3.9 3.7 3.7 6.4 3.4 3.2 52

Source: Eurostat - European Community Household Panel - UDB version December 2002

Graph 30 Level of income and income inequality, 1999 Graph 31 Dispersion of regional employment rates, 2001
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Source: Eurostat - European Community Household Panel Source: Eurostat - European Union Labour Force Survey 2001.
- UDB, version December 2002

=== | OW-income households

When looking at the total population, around 15% of EU citizens had an equivalised income that was less than 60% of their respec-
tive national median in 1999. This figure represents around 56 million people. Using 60% of the national median as a cut-off thres-
hold, the proportion of people at risk of poverty was relatively higher in Greece and Portugal (21%), followed by Spain and United
Kingdom (19%) - and was relatively lower in Belgium, Denmark, Germany, Luxembourg, the Netherlands, Austria and Finland (11 to
13%). It was particularly low in Sweden (9%). Social benefits reduce the proportion of people at risk of poverty in all Member States
but to very differing degrees: the reduction ranging from around 5% in Greece to almost 70% in Sweden.

Key indicator
EU 15 B DK D EL E F IRL | L NL A P FIN S UK
At-risk-of-poverty rate - before social transfers. The share of persons with an equivalised disposable income, before social transfers, below the risk-of-poverty threshold,

which is set at 60% of the national median equivalised disposable income (after social transfers). Retirement and survivor's pensions are counted as income before transfers
and not as social transfers, 1999 24* 25 24 21 22 23* 24 30 21 24 21 23 27 21 28 30

At-risk-of-poverty rate - after social transfers. The share of persons with an equivalised disposable income below the risk-of-poverty threshold,
which is set at 60% of the national median equivalised

disposable income, 1999 15% 13 11 11 21 19* 15 18 18 13 11 12 21 11 9 19
60% of median annual income (€) 7334* 8531 11649 8754 3810 4491* 8289 6656 5557 12716 7668 8621 3168 8154 8503 8289
60% of median annual income (PPS)  7263* 8659 9414 8236 4753 5347* 7944 6721 6305 12532 8067 8158 4400 6921 6942 7694

Source: Eurostat - European Community Household Panel UDB, version December 2002.

Graph 32 At-risk-of-poverty rate (after social transfers) Graph 33 At-risk-of-poverty rate after and before social
and At-persistent-risk-of-poverty rate, 1999 transfers, 1999
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=== JObless households and low wages

An important cause of poverty and social exclusion is the lack of a job or low wages from employment. In 1999, the "at-risk-of-pover-
ty' rate for people living in households where no people of working age are in employment was 51% - almost 3 times as high as the
rate where at least one person is working.

Key indicator
EU 15 B DK D EL E F IRL | L NL A P FIN S UK
Population in jobless households - persons aged 0-65 (Percentage of people living in households with no member in employment as a share of total population

(excluding persons in households where all members are aged less than 18 years, or 18-24 years and in education, or 65 years and more and not working))
2002 12.1 16.3 : 13.8 10.1 8.1 131 9.8 115 8.9* 9.5% 9.9% 54 : : 14.3

Population in jobless households - persons aged 0-60 (Percentage of people living in households with no member in employment as a share of total population

(excluding persons in households where all members are aged less than 18 years, or 18-24 years and in education, or 60 years and more and not working))

2002 8.9 129 : 8.9 7.2 6.2 9.8 8.5 8.5 5.6* 6.3* 6.5* 3.7 : : 12.0
Source: Eurostat - European Union Labour Force Survey 2002.

At-risk-of-poverty rates (%) among people living in households where ... of the working age people are in employment, 1999

... none ... 51.0 430 450 540 420 54.0 47.0 79.0  51.0 24.0 : 26.0 41.0 47.0 : 57.0
... some -but not all- ... 18.0 11.0 50 100 200 18.0 21.0 120 240 16.0 : 13.0 24.0 9.0 : 22.0
coall 5.0 3.0 3.0 4.0 11.0 5.0 5.0 3.0 4.0 7.0 : 7.0 13.0 5.0 : 7.0
Source: Eurostat - European Community Household Panel UDB, version December 2002.
Graph 34 Population in jobless households, 2002 Graph 35 At-risk-of-poverty rates among people
living in households where ... of the working
persons are in employment, 1999
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version December 2002

=== \\VOmMen and men in decision making

At the EU level, women's representation in the European Parliament has increased steadily with each election since 1984 and now
reaches 30%. In national Parliaments women continue to be under-represented in all Member States as the percentages of seats
occupied by women in these bodies range from 9% in Greece to 44% in Sweden.

Key indicator
EU 15 B DK D EL E F IRL | L NL A P FIN S UK
Female share in national parliaments (Percentage of seats occupied by women in the national Parliaments
(or Lower House)),
spring 2001 23 23 38 32 9 28 10 13 11 17 35 28 20 37 44 18

Percentage of seats occupied
by women in the European Parliament,
election June 1999 30 28 38 36 16 34 40 33 10 33 32 38 20 44 50 24

Percentage of women in the national
governments, spring 2001 25 22 43 39 13 18 29 22 14 29 36 31 10 39 50 33

Source: European database - Women in decision making

Graph 36 Percentage of seats occupied by women in Graph 37 Percentage of women in the national
Parliaments, 2001 governments, spring 2001
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== Employment of women and men

Between 1996 and 2001, the EU employment rate for men rose by almost 3 points. Over the same period, the rate for women howe-
ver rose by almost 5 points, thereby narrowing the gap between the sexes. Nevertheless, the rate for men (73.0%) remains consi-
derably higher than that of women (54.9%). Female employment rates are highest in the three Nordic countries, the United

Kingdom and the Netherlands.

Key indicator

EU 15 B DK D EL
Employment rate. 15-64 years. 2001
Females 54.9 50.3 72.0 58.8 40.9
Males 73.0 68.2 80.2 72.6 70.8

Source: Eurostat - QLFD (Quarterly Labour Force Data)
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Graph 38 Female employment rates (15-64 years), 1996
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=== Farnings of women and men

EU-wide, the average gross hourly earnings of women in 1999 were estimated at 16% less than the gross hourly earnings of men.
The smallest differences are found in Portugal, Italy, Belgium and France, the biggest in the United Kingdom and Ireland. At EU
level the difference remains the same as in 1998, 1997 and 1996. To reduce gender pay differences both direct pay-related discrimi-
nation and indirect discrimination related to labour market participation, occupational choice and career progression have to be

addressed.

Key indicator
EU-15 B DK D

EL

E

F

Gender pay gap in unadjusted form (Average gross hourly earnings of females as % of average gross hourly earnings of males.
The population consists of all paid employees aged 16-64 that are "at work 15+ hours per week'.)

1999 84* 89 86 81
1998 84* 91 88 78
1997 84* 90 87 79
1996 84* 90 85 79
1995 83* 88 85 79
1994 84* 87 89 79

87
88
87
85
83
87

86*
84*
86*
86*
87*

90

88
88
88
87
87
87

IRL | L NL A P FIN S UK
78 91 : 79 79 95 81 83 78
80 93 : 79 79 94 81 82 76
81 93 : 78 78 93 82 83 79
79 92 82 7 80 94 83 83 76
80 92 81 7 78 95 : 85 74
81 92 83 7 : 90 : 84 72

Source: Eurostat - European Community Household Panel UDB version December 2002 (except F: National Labour Force Survey, NL and S: Earnings Surveys.)

Graph 40 Gender pay gap in unadjusted form 1998
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Source: Eurostat - European Community Household Panel UDB version December
2002 (except F: National Labour Force Survey, NL and S: Earnings Surveys.)

Graph 41 Average gross annual earnings of females as %
of average gross annual earnings of males
(full-time employees, NACE Rev. 1 sections C-K),
1999 and 2000
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=== | ife and health expectancies

Life expectancy continues to rise and now it's more than 81 years for women and 75 for men. In all Member States, women live lon-
ger then men. EU-wide, women can expect to live to 66 and men to 63 years of age without any disability.

Key indicator

EU-15 B DK D EL E F IRL L NL A P FIN S UK
Life expectancy at birth. 2000
Males 753 746 745 747 755 755 752 742 763 74.9 75.5 75.4 727 742 774 75.4
Females 814 808 793 80.7 806 827 827 79.2 824 81.3 80.5 81.2 79.7 81.0 820 80.2

Note: D. EL: 1999.
Source: Eurostat - Demographic statistics

Healthy life years (Disability-free life expectancy at birth), 1996

Males 63 65 62 63 67 65 60 64 67 61 63 62 59 56 : 61
Females 66 69 62 69 70 68 63 67 70 64 63 66 61 59 : 62

Source: Eurostat - Mortality Statistics and European Community Household Panel

Graph 42 Major causes of death by age-group, EU-15, 1998 Graph 43 Percentage of population hospitalised during
the last 12 months, 1998
%
100 100
18 o7 18
%0 %0
16 [ Mmale 15,6 16
o | | | 8 [l Female
14 135 14
70 — 70 124
1p | 110 118 122 116 M = 12
60 60 10, 10] 110
5 50 10 |g) 86 R 87 10
8] 1 8, ' 84
20 40 8 8
6,1
30 £ 6 58 & s 6
20 20
4 4
10 10
2 2
O U524 2534 3544 4554 5564 G574 7584 5+ O o 0
[ Other I cancer EU15B DK D EL E F IRL I L NL A P FIN S UK
[71 External causes of injury and poisoning o Circulatory diseases R
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= Accidents and work-related health problems

In 2000, around 4.0% of EU workers were victims of a working accident resulting in more than three days' absence, 6.3% including
accidents with no absence from work or an absence up to 3 days. From 1994, the number of accidents at work with more than three
days' absence decreased by 11% (the value of the index 1998 = 100 was 99 in 2000 and 111 in 1994). During 1998-99 5.4% of
employees per year suffered from work-related health problems. A total of around 510 million working days were lost in 1999 as a
result of accidents at work (160 million days lost) and work-related health problems (350 million days lost). Road transport fatalities
have fallen by around 46% since 1970 but there were still around 40 000 deaths on EU roads recorded in 2001.

Key indicator

EU-15 B DK D EL E F IRL I L NL A P FIN S UK
Serious accidents at work (Index of the number of serious accidents at work per 100 thousand persons in employment (1998=100)), 2000
Total 99* 82~b 89 96 88 108 102 72 99 104 105 92 94* 89 111 111
Men 98* 80~b 88 96 92 109 101 69 98 105 : 92 96* 89 113 109
Women 104* 101 99 99 76 113 111 88 104 100 : 93 93* 88 106 118

Fatal accidents at work (Index of the number of fatal accidents at work per 100 thousand persons in employment (1998=100)), 2000

Total 79* 100 61 70 73 85 85 39 66  149* 115 100 79* 88 85 88

Source: Eurostat - European Statistics on Accidents at Work (ESAW)

Graph 44 Accidents at work by type of activity, Graph 45 Number of road traffic deaths per million
EU-15, 2000 population, 2001
per 100 000 employed persons
0 200 4000 6000 8000 10000 12000 0 20 40 60 80 100 120 140 160 180 200
UK s 60
Fishing (estimated) 9810 S IEEEEEEEE—— 63

NL s 66

DK p— 77
FIN I 84
D e 85

Construction

Agriculture. hunting and forestry

EU-15 104
Transport. storage and communication IRL 106
1 111
Health and social work (estimated) A 117
E 129
Manufacturing F 137
B 143
Hotels and restaurants L 144
EL 178
Wholesale and retail trade; repairs P 184

0 20 40 60 80 100 120 140 160 180 200
0 2000 4000 6000 8000 10000 12000

Source: Eurostat - European Statistics on Accidents at Work (ESAW) Source: CARE (Community Road Accident Database) and Eurostat - Demographic

Statistics.Notes: B, | and UK: 2000 data from national sources.All 2001 data are estimates.
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Key social indicators per

Member State

Nr. Key indicator Unit  Year EU-15 B DK D EL E F IRL | L NL A P _FIN S UK
3 Old age dependency ratio % 2001 24.3° 25.7 222 245 25.6° 247 24.8 16.6 27.1 215 20.1 229 242 224 26.8 23.9°
4 Net migration rate per 1000 inhab. 2001 317 32 23 32 33 58 10 78 29 75 31 22 63 12 32 26
5t Early school-leavers not in further
education or training - total % 2001 194 13.6 16.8 125 16.5 28.6 13,5 189 264 18.1 153 10.2 452 10.3 105
5m Early school-leavers not in further
education or training - males % 2001 219 15.0 169 122 204 349 150 226 30.2 19.0 165 9.7 523 13.0 11.3
5f Early school-leavers not in further
education or training - females % 2001 16.8 12.3 16.7 12.8 13.0 222 12.0 151 226 17.2 14.1 107 38.0 7.7 97 :
6t Lifelong learning - total % 2001 84 73178 52 14 49 27 52 51 53 163 82 3.3 193 175 217
6m Lifelong learning - males % 2001 79 77 164 57 15 43 25 52 49 59 170 87 3.0 17.1 154 180
6f Lifelong learning - females % 2001 89 69 191 48 12 55 30 53 52 47 155 7.7 3.7 214 19.7 257
7 Employment rate (cf. nrs 19m & 19f) % 2001 64.0 59.3 76.2 658 554 56.3 63.1 657 548 629 74.1 684 688 68.1 71.7 717
8at Employment rate of older workers
- total % 2001 386 265 58.0 37.7 38.0 389 31.0 46.8 28.0 244 39.6 28.6 50.3 45.7 66.5 52.3
8am Employment rate of older workers
- males % 2001 487 36.5 655 46.1 55.0 57.4 354 647 404 348 51.1 40.0 61.6 46.7 69.1 617
8af Employment rate of older workers
- females % 2001 289 16.9 49.8 295 225 21.8 26.7 288 16.2 140 28.0 17.9 40.6 44.8 63.8 43.1
8bt Effective average exit age - total years 2001 59.9 57.0 61.9 60.7 59.6 60.6 58.1 63.1 59.4 56.8 60.9 59.6 62.0 61.6 62.0 62.1
8bm Effective average exit age - males years 2001 60.5 57.8 62.2 609 61.2 60.7 58.2 63.2 59.6 57.5 61.1 60.0 62.0 61.6 62.1 63.1
8bf Effective average exit age - females years 2001 59.1 55.9 61.1 60.4 57.7 60.2 58.0 62.2 59.2 553 60.3 58.6 61.5 61.4 619 61.0
9t Unemployment rate - total % 2001 74 66 43 7.7 105 106 86 38 94 20 24 36 41 91 49 50
9m Unemployment rate - males % 2001 64 60 38 77 70 75 70 39 73 17 19 30 32 86 52 55
9f Unemployment rate - females % 2001 85 74 49 78 156 154 103 3.7 129 24 30 43 51 97 45 44
10  Youth unemployment/population ratio % 2001 73 58 59 47 102 108 69 33 102 25 41 32 45 103 52 77
11t Long-term unemployment rate - total % 2001 32 33 09 39 54 51 29 13 59 05 08 09 15 25 12 13
11m Long-term unemployment rate - males % 2001 2.8 : 08 32 3 16 45 07 09 12 27 14 17
11f Long-term unemployment rate -females % 2001 3.9 1.0 87 81 08 80 1.0 10 19 23 10 038
12 Expenditure on social protection
as a percentage of GDP % 2000 27.3 26.7 28.8 295 26.4 20.1 29.7 14.1 252 21.0 27.4 287 227 252 323 26.8
13 Old age and survivors benefits as a
percentage of total social benefits % 2000 46.4 43.8 38.1 422 494 46.3 441 254 634 400 424 483 456 358 39.1 47.7
14  Public expenditure in active LMP measures
as a percentage of GDP % 2000 0.681 1.0001.641 0.917 0.253 0.632 0.931 0.929 0.436 1 0.920 0.3650.254 0.742 1.507 0.089
15 Inequality of income distribution Ratio 1999 46 42 32 36 62 57 44 49 49 39 37 37 64 34 32 52
16a At-risk-of-poverty rate
before social transfers % 1999 24* 25 24 21 22 23* 24 30 21 24 21 23 27 21 28 30
16b  At-risk-of-poverty rate
after social transfers % 1999 15* 13 11 11 21 19* 15 18 18 13 11 12 21 11 9 19
17a Population in jobless households,
persons aged 0-65 % 2002 121 16.3 13.8 10.1 81 131 9.8 115 89* 95* 9.9* 54 14.3
17b  Population in jobless households,
persons aged 0-60 % 2002 8.9 129 : 89 72 62 98 85 85 56* 63 65 3.7 : 1 120
18 Female share in national Parliaments % 2001 23 23 38 32 9 28 10 13 11 17 35 28 20 37 44 18
19m Employment rate - males (cf. nr. 7) % 2001 73.0 68.2 80.2 72.6 70.8 709 70.3 76.4 685 748 828 76.7 76.9 70.9 73.0 78.3
19f Employment rate - females (cf. nr. 7) % 2001 549 50.3 72.0 58.8 409 419 56.1 55.0 411 509 65.2 60.1 61.1 654 70.4 65.1
20 Gender pay gap in unadjusted form % 1999 84* 89 86 81 87 86* 88 78 91 82° 79 79 95 81 83 78
2lam Life expectancy at birth - males Years 2000 75.3 74.6 745 747 755 755 752 742 76.3 749 755 754 727 742 774 75.4
21af Life expectancy at birth - females Years 2000 81.4 80.8 79.3 80.7 80.6 82.7 82.7 79.2 824 813 805 81.2 79.7 81.0 82.0 80.2
21bm Healthy life years - males Years 1996 63 65 62 63 67 65 60 64 67 61 63 62 59 56 . 61
21bf Healthy life years - females Years 1996 66 69 62 69 70 68 63 67 70 64 63 66 61 59 62
22at  Serious accidents at work - total
Index points (1998 = 100) 2000 99* 82~b 89 96 88 108 102 72 99 104 105 92 94* 89 111 111
22am Serious accidents at work - males
Index points (1998 = 100) 2000 98* 80~b 88 96 92 109 101 69 98 105 92 96* 89 113 109
22af  Serious accidents at work - females
Index points (1998 = 100) 2000 104* 101 99 99 76 113 111 88 104 100 93 93* 88 106 118
22b  Fatal accidents at work
Index points (1998 = 100) 2000 79* 100 61 70 73 85 85 39 66 149 115 100 79* 88 85 88
Nr. Key indicator Unit Year EU-15 B DK D EL E F IRL [ L NL A P FIN S UK

° = See comment in the corresponding portrait. The figure may be from another year (latest available) or may have some other limitation.

Reading note for each key indicator see page 36
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Key social indicators per acceding State and candidate country

Nr. Key indicator UnitYear EU-15 BG cY cz EE HU LV LT MT PL RO SK Sl TR
3 Old age dependency ratio % 2001 24.3° 24.0 17.3 19.8 22.7 21.4° 226 202 18.1 17.8 19.6 16.5 20.2
4 Net migration rate per 1000 inhab.
2000 3.1° 0.0 15 0.6 0.2 00 -08 0.0 35 -0.5 -0.2 0.3 1.4
5t Early school-leavers not in further education
or training - total % 2001 19.4 20.3 14.8 145 13.2 14.2 7.3 21.3 8.3
5m Early school-leavers not in further education
or training - males % 2001 219 211 18.2 175 13.4 18.6 9.1 21.4 10.3
5f Early school-leavers not in further education
or training - females % 2001 16.8 19.5 12.0 11.4 12.9 10.0 5.6 21.3 6.3
6t Lifelong learning - total % 2001 8.4 3.4 5.3 3.0 3.7 5.2 1.1 3.7
6m Lifelong learning - males % 2001 7.9 3.4 4.0 25 2.4 4.6 1.1 3.4
6f Lifelong learning - females % 2001 8.9 3.4 6.3 35 4.9 5.9 1.0 4.0
7 Employment rate
(cf. nrs 19m & 19f) % 2001 64.0 49.6 65.9° 65.1 61.3 56.5 587 60.1° 542  55.0° 62.4 56.8 63.8 50.6
8at Employment rate of older workers
- total % 2001 38.6 239 49.2° 37.1 484 241 369 416° 31.0 284 48.2 224 255 34.1
8amEmployment rate of older workers
- males % 2001 487 342 67.3° 52.6 56.6 349 462 51.8° 525 36.7° 54.3 37.7 35.9 50.8
8af Employment rate of older workers
- females % 2001 289 147 32.0° 23.2 42.1 153 30.0 33.9° 113 21.4° 429 9.8 15.8 18.4
8t Effective average exit age
- total years 2001  59.9
8m Effective average exit age
- males years 2001  60.5
8f Effective average exit age
- females years 2001 59.1 : : : : : : : : : : : : :
9t Unemployment rate - total % 2001 7.4 19.6 45 8.0 12.3 57 128 161 6.8 18.6 6.8 19.7 6.0 8.5
9m Unemployment rate - males% 2001 6.4 205 3.0 6.8 12.0 64 141 184 6.2 17.2 7.3 205 5.7 8.8
9f Unemployment rate - females%2001 8.5 186 6.5 9.9 12.5 50 116 13.8 8.2 20.3 6.3 18.8 6.3 7.9
10 Youth unemployment/population
ratio %2001Q2 6.6 13.6 3.4 6.7 8.7 3.7 86 10.2 15.6 7.0 17.6 5.7
11t Long-term unemployment rate
- total % 2001 3.2 126 1.2° 4.3 6.2 2.6 7.4 8.1° 2.9 7.4° 33 11.3 3.7 2.4
11mLong-term unemployment rate
- males % 2001 2.8 132 0.5° 35 6.8 3,0 8.3 9.9° 3.3 6.0° 35 11.3 35
11f Long-term unemployment rate
-females % 2001 39 119 2.1° 5.2 5.4 2.1 6.4 6.2° 1.7 9.1° 3,0 11.3 4,0
12 Social protection expenditure as a
percentage of GDP % 2000 27.3 20,0 26.6
13 Old age and survivors benefits as a percentage
of total social benefits % 2000 46.4 38.4 45.2
14 Public expenditure in active LMP as a
percentage of GDP % 2000 0.681
15 Inequality of income distribution
Ratio 1999  4.6* 3.6 4.4° 6.3° 5.1 5,0 4.5° 4.2 4.4 3.2 10.9°
16a At-risk-of-poverty rate
before social transfers % 1999 24* 17 18° 26° 22 22 21° 28 22 18 26°
16b At-risk-of-poverty rate
after social transfers % 1999 15* 14 16° 18° 16 17 15° 15 16 11 23°
17a Population in jobless households.
persons aged 0-65 % 2002 12.1 183 6,0 9.9 11.3 15.6* 11.8 11.2* 11.3° 11.1 12.9 8.1*
17b Population in jobless households.
persons aged 0-60 % 2002 89 15.1 4.4 6.9 9.0 12.4* 9.0 8.1* 8.5° 9.0 10.6 5.4*
18 Female share in national
Parliaments % 1998 23° 15 18 8 9 13 12
19m Employment rate
- males (cf. nr. 7) % 2001 73.0 526 79.1° 73.3 65.5 63.4 619 61.9° 76.4 61.2° 67.8 62.0 68.6 74.3
19f Employment rate
- females (cf. nr. 7) % 2001 549 46.8 53.2° 57.0 57.3 498 557 585° 31.6  48.9° 57.1 51.8 58.8 26.7
20 Gender pay gap in
unadjusted form % 1999 84
21am Life expectancy at birth
- males Years 2000 753 685  75.3° 71.7 65.6 67.2 650 675 75.1 69.7 67.7 69.2 72.3 66.5°
21af Life expectancy at birth
- females Years 2000 814 751  80.4° 78.4 76.4 757 761 777 79.3 77.9 74.6 77.4 79.7 71.2°
21bm Healthy life years
- males Years 1996 63
21bf Healthy life years
- females Years 1996 66
22at Serious accidents at work - total
Index points (1998 = 100) 2000 99*100~b 112 91 105 94 66 94 94 79 106 88 98 85
22amSerious accidents at work - males
Index points (1998 = 100) 2000 98*
22af Serious accidents at work - females
Index points (1998 = 100) 2000 104*
22b Fatal accidents at work
Index points (1998 = 100) 2000 79*100~b 46> 96 56 95 90 78 41* 97 103 71 83 68~b
Nr. Key indicator UnitYear EU-15 BG CcY cz EE HU LV LT MT PL RO SK Sl TR

° = See comment in the corresponding portrait. The figure may be from another year (latest available) or may have some other limitation.

Reading note for each key indicator see page 36
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Reading note for each key indicators
3 EU-wide, the number of persons aged 65 and over corresponded to 24.3% of what is considered to be the working age population (15-64 years) in 2001.
4 The net migration rate for the EU in 2001 was 3.1 per 1000 inhabitants.
5t In 2001, 19.4% of 18-24 year-olds in the EU had left the education system without completing a qualification beyond lower secondary schooling.
6t EU-wide, 8.4% of the population aged 25-64 had participated in education/training in the 4 weeks prior to the survey in 2001.
7 64.0% of the EU population aged 15-64 were in employment in 2001.
8at 38.6% of the EU population aged 55-64 were in employment in 2001.
8bt In 2001, the effective average exit age from the labour market was 59,9 years.
9t  7.4% of the EU labour force (those at work and those seeking work) were unemployed in 2001.
10 7.3% of the EU population aged 15-24 were unemployed in 2001.
11t 3.2% of the EU labour force (those at work and those seeking work) had been unemployed for at least one year in 2001.
12 In 2000, EU social protection expenditure represented 27.3% of Gross Domestic Product (GDP).
13 EU-wide, old-age and survivors benefits make up the largest item of social protection expenditure (46.4% of total benefits in 2000).
14 In 2000, EU public expenditure on active Labour Market Policy measures represented 0.681% of Gross Domestic Product (GDP).

15 As an average in EU Member States in 1999, the top (highest income) 20% of a Member State's population received 4.6 times as much of the Member State's
total income as the bottom (poorest) 20% of the Member State's population.

16a  EU-wide before social transfers, 24% of the population would have been living below the poverty line in 1999.
16b EU-wide after social transfers, 15% of the population were actually living below the poverty line in 1999.

17a  EU-wide in 2002, 12.1% of population aged 0-65 years were living in households with no member in employment (excluding persons in households where all
members are aged less than 18 years, or 18-24 years and in education, or 65 years and more and not working).

18 EU-wide, 23% of the seats in the national Parliaments (or Lower House) were occupied by women in 2001.
19  73.0% / 54.9 % of the EU male / female population aged 15-64 were in employment in 2001.

20 EU-wide, the average gross hourly earnings of women were 84% of the average gross hourly earnings of men in 1999. The population consists of all paid
employees aged 16-64 that are ‘at work 15+ hours per week'.

2la  The average life expectancy at birth of a male / female citizen in the EU was 75.3 / 81.4 years in 2000.
21b On average, a male / female citizen in the EU should live to 63 / 66 without disability (1996 data).
22at  EU-wide there occurred 1 % less serious working accidents (resulting in more than three days' absence) per 100 000 persons in employment in 2000 than in 1998.

22b EU-wide there occurred 21 % less fatal working accidents per 100 000 persons in employment in 2000 than in 1998.
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Member of the MIDAS Net

Languages spoken:
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ISTAT
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IT
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Via Fieno, 3

1-20123 Milano
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E-mail: mileuro@tin.it

Member of the MIDAS Net
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Tél. (352) 43 35-2251

Fax (352) 43 35-22221

E-mail: dslux@eurostat.datashop.lu
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ES, DE, EN, FR,IT

STATISTICS NETHERLANDS
Eurostat Data Shop — Voorburg
Postbus 4000

2270 JM Voorburg
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Tel. (31-70) 337 49 00
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