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DE SMEDT Marleen
European Commission
Eurostat
ESTAT E3
BECH D2/719
Jean Monnet Building
L-2920 Luxembourg
Marleen.desmedt@cec.eu.int

The subject of this two days’ seminar, ‘active ageing’, is a topic which has been put on the forefront of the
EU political agenda. The ageing of our society has significant social and economical consequences. It has
triggered an increasing interest to look at ageing to be seen not only as a challenge, but also as an oppor-
tunity, and as such, it has stimulated research and debate in a wider context of discussions on solidarity, em-
ployment, social protection and health and social services and on impact of ageing on eceonomic growth
and on competitivity.

In 2000 in the European Union (EU), there were 61 million elderly people aged 65 and over for a total pop-
ulation of 376 million inhabitants - compared with only 34 million in 1960. Today about 16 % of women and
men in the EU – or 1 out of 6 - are aged 65 and over and two thirds of them are women. According to further
projections, by 2050, 1 person in 3 will be at least 60 years old and 1 out of 10 will be over 80. And the vast
majority will be women. 

The demographic ‘pyramid’ is indeed quite different from some decades ago: the bottom of the pyramid is
narrowing due to lower fertility rates, while the top of the pyramid is expanding and the latter is caused
by a general fall in mortality – we are living longer - and by the fact that baby-boomers are now ap-
proaching the retirement age. We should well be aware that the changing frequencies (mostly shown as
results of transversal measurements) reflect longitudinal changes. A relatively higher percentage of people
in the ages 60-65 and over, is in fact the result of differences in birth cohorts and cohort-mortality. Each
cohort has its own history of health, education and labour force experience. These facts as such, as well as
the consequences in a changing socio-economic environment should be measured and studied with appro-
priate tools. 

People are indeed living longer, and some studies also suggest that there are significant improvements in the
health status of people of 55 and over, so living longer does not mean that the gained part of life is spent in bad
health or disability. ‘The ageing society’ is often being portrayed as an alarming situation, but an ‘ageing soci-
ety’ may also offer the prospects of a new model of life of a new society, where women and men can have new
roles and new lifestyles, enjoy better health; a society which ages ‘actively’. 

The variety of statistical data actually produced in the European Statistical System, and in particular through
some of the larger European surveys, such as the Labour Force survey (LFS) and the European Community
Household Panel (ECHP), but also more detailed data collections in a number of Member States give us the
opportunity to study the ageing population and its implications. But do we give sufficient attention to measure
the conditions and opportunities for ‘active ageing’ ? 

There is certainly a need to go more into detail because of the heterogeneity of the growing group of peo-
ple of 65 and over, and even of 55 and over. Within this group there might well be a wide variety with re-
spect to status of health, but also with respect to living conditions, social relations, actual participation and
capacities for participation in the labour force, time use etc. We should give special attention to the fact that
this diversity exists: there is a need for surveys with sufficient discriminating power to bring these differ-
ences at the surface so that it provides the relevant information in order to evaluate and measure the aspects
and social and economic consequences of ageing and to bring possibilities to promote ‘active ageing’ at the
forefront. 
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Some examples:

What are the implications of ageing on the labour market and what are the opportunities given by active age-
ing ?

• According to the EU Labour Force Survey (LFS) the employment rate of the population aged 55-59 stands
in 2000 at 52% while it is 23% among those aged 60-64. Beyond the age of 65, the employment rate decreases
sharply: some 7 % of men aged 65 to 74 in the EU in 2000 and 3 % of women were still working, but
also here there are large variations between countries with over 30 % of men in this age group and 18 % of
women in work in Portugal, much higher figures than anywhere else in the EU, as compared with under 4 %
of men and under 2 % of women in Belgium, France, Luxembourg and Spain. Around 40 % of men and 60
% of women – who worked in employment in the age group 65-74 – worked part-time (under 30 hours a
week). 

• For the Union as a whole and in most Member States, the working age population (15-64 years) will stop
increasing by 2010. This demographic decline will last several decades. Virtually all Member States are con-
cerned although the intensity and timing of the trend vary at both national and regional level. For example,
in Germany, Greece and Italy, the decline has already begun. In contrast, the working-age populations of Ire-
land and Portugal are expected to peak in 2033 and 2023 respectively. No decline is expected in Luxembourg.

• So, a larger group of elderly people will depend on a relatively smaller proportion of ‘active’ persons. In
2000, the (so-called) old age dependency ratio has risen to 24%. All Member States are expected to see an
increase in this ratio between now and 2010 (EU average 27%) although the extent of the rise varies consid-
erably between Member States. 

This means that there may be a shortage of workers and, together with the increased social costs this may af-
fect the competitiveness and growth of EU economies. It will have a significant impact on the sustainability of
pension systems in general and care systems in particular. There will be a larger part of people who are not at
work and a smaller number of people contributing to the labour force and as such contributing to financing of
social protection, in so far as these contributions come from earned income. To counterbalance the situation
people could be kept longer at work, or even alternatives might have to be found to finance social protection.

Discussion at the level of the European Council, have led to an agreement, in March 2001 in Stockholm, of the
EU political leaders to set an EU target for increasing the average EU employment rate among older women
and men (55-64) to 50% by 2010: active ageing. To enable people to continue to be active and to contribute as
they age. In March 2002, the EU’s political leaders endorsed a new report on promoting active ageing in Eu-
rope, which includes a commitment to create the opportunities for older people to stay in work for, on av-
erage, up to 5 years longer than today.

But how can these targets be made concrete? If people are indeed living longer and also health expectancies
are becoming better - although at a slower pace than life expectancies - what are the specific characteristic of
people of 55 years and over with respect to their capacities to contribute to labour ? We would need to take into
account that their ‘purely economic productivity’ might be less, but we should be fully aware of the valuable
experience and coaching capabilities they might be able to offer. Do we need another statistical measurement
for ‘productivity’, e.g. ‘knowledge productivity’ and/or ‘coaching capability’? So this also requires a good
knowledge of the characteristics of this group of people, as of the needs and specific requirements in the dif-
ferent sectors of activity. So it may well require us to examine the specificities of job requirements: not only
about the content of a job, but also about the different roles people fulfil at work: from executive tasks to ad-
visory tasks and leadership tasks. Since work is performed more and more in teams, we may consider intro-
ducing in statistics a new unit of observation. Not only the person but also the team could be taken as an actor;
including adequate differentiation according to roles and skills of the members and their working hours.

Some of these aspects were already recognised with the adoption of the Employment Strategy, where the EU
political leaders have placed a key emphasis on the skills, training and job needs of older workers.

So a clear reversal of the past trend towards early retirement is underway, and improving the participation rate
of the people aged 50-64 and beyond will become a first rank priority. In this context in statistics we may ask
why the age of 65 is still taken as a ‘golden’ norm. This has lead to a kind of ‘artificial’ dependency ratio, be-
cause íncome’ dependency starts before the age of 65 and partly income independency stretches beyond 65.
Changes in the percentages of active persons between 50 and 75- and according to policy programmes more
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are to come- will make a traditional dependency ratio more and more meaningless, certainly in an internation-
al context. Maybe we could think about an ‘income dependency ratio’, which could also reflect working inca-
pacity and unemployment.

What do we know about the health situation of people of 50- 64 years of age, of 65 and over and about their
needs for care and what will be the implications of an ageing population for health care systems ? 

• A major condition for allowing people to age ‘actively’, to stay longer at work, to stay actively engaged in
social life is that they are in relative good health with sufficient capacities to move and behave in an au-
tonomous way. So political efforts to keep people longer active after the age of 50 and beyond 65 require re-
liable data on the health capabilities of those people to remain active; health is a kind of a moving scale with
increasing age and not every body is physically able to continue the job or to continue without adaptations in
the working conditions.

Some longitudinal studies show that there are, also in the older age groups, improvements in the health status,
so not only life expectancies, but also health expectancies are improving, although at a lower pace. Especially
in this group, health status, morbidity and disability need to be monitored as well as the health determinants,
so that action could be taken to keep people as long as possible in good health. Investing in health and in good
health care and in appropriate health protection measures might well pay off: it creates employment and it could
keep people longer active and in employment (so less costs for social protection). 

• Still disease prevalence – multimorbidity – and disability peek in the upper age groups, and with the
growing number of elderly people, the number of people with serious health problems has been constantly
growing in the past and will continue to do so in the future at an even higher pace.

• The growing number of people with severe health problems will contribute to health care demand rising fur-
ther. The detailed changes cannot be validly predicted, as there are too many different influencing factors, but
still we need to do all efforts to have at least estimates. 

• With increased recourse to community-based care (due to de-institutionalisation) ageing will also increase
the demand in nursing and social care. 

• The increased demand for health care treatment and social care has to be serviced by a constantly shrink-
ing labour force and a decreasing supply of family carers. Health care will have to compete with the other
economic sectors for increasingly scare manpower resources – while at the same time asking for high quali-
fications and providing below-average wages and salaries. 

Good and reliable data on health status, disability and morbidity of elderly people is still scarce. It is hoped that
the forthcoming programme of Community action in the field of public health, which has ‘health information’
as one of its three major strands, might provide more opportunities to fill this data gap. 

But demography and health status are not the only issues here: other factors could create increasing pressures
on health costs such as the rising expectations of people in relation to care coupled with the opportunities that
new technologies and preventive approaches offer. In order to cope with the impact of ageing, reorganisation
of the health care systems could be necessary in the EU. And statistics should better foresee how to respond to
the new demands and needs for monitoring changes in health care delivery systems and the financing of it. 

A third area which I would like to highlight is the growing diversity among older people in terms of house-
hold circumstances, resources and social relations.

• Projections indicate that in 2010 around one-third (32%) of the Union’s elderly population (aged 65 and over)
on average, 45% of the ‘very old’ population will live alone. More than half (54%) will live with a partner
(in a household that may also include children or adults). The remainder will live together with their children
(or other relatives/friends) or in a home/institution. It is clear however that demand for housing and care
changes considerably, as people grow older. 

• Actually, in the age group aged 65 and over many more women than men in the EU live alone rather than
with a spouse or partner or in a household with more than one other person. According to the European
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Community Household Panel (ECHP), some 44 % women aged 65 and over lived alone in 1998 as compared
with only 16 % of men. 

• The figures of the ECHP, give some information about social participation of people – such as being mem-
ber of a club, or talking often to neighbours, or meeting regularly friends and relatives. While this gives us
some general figures it might not give sufficient detail on the differences within this age group ….

• According to the ECHP, in almost all Member States, the average income of people of 65 and over in the EU
was significantly less than that of people under 65, and the income of elderly tends to decline with age. It
should also be noted that the income of women was less than that of men in all Member States, the extent
of the difference ranging from just 4 % in Spain and 9-12 % in most countries to around 15 % in Finland and
the UK. In all Member States the average income of of women of 65 and over living alone was significantly
less (over 20% below) than that of those living in households with other people. For men in this age group,
although those living alone had a lower income on average than others, the difference was much less. So
women aged 65 and over are more likely than men to be at risk of poverty (when we would define poverty
as having an income below 60 % of the median level in a country). For the whole of the EU this figure was
in 1997 some 21 % for women opposed to 16 % of men and 15 % of people under 65. 

But still many questions remain: what are the main daily activities of people when they have retired from the
labour market ? What about their contribution to informal and voluntary work ? What about their aspirations,
what are their specific needs and wishes and do they have a sufficient income to cover these needs ? 

In statistics we may also think of showing better the economic force and money source of new cohorts of el-
derly persons. Changing life styles, e.g. travel and tourism, communication,.. stimulate whole parts of the ser-
vices sector, e.g. hotels and cultural events and their supporting industries. A demand for higher quality of care
may be reflected in a higher percentage of the GDP spent on health and social care; but is this always negative?
A demand for higher quality generates demand for highly educated and trained professionals and sophisticat-
ed equipment and aids, e.g. glasses, implants,…

How has the Community, as well the Commission as the EU’s political leaders responded in terms of action
plans and programmes ? And what are the requirements for statistics and research in the light of new poli-
cy needs and priorities ?

The social chapter in the Amsterdam Treaty has become the driving force for EU social statistics. The ageing
of the population is a major challenge for the EU and over the past few years a range of objectives concerning
ageing have been taken by the European Union, imbedded into a wider social dimension. 

In its Communication “Towards a Europe for all ages - Promoting Prosperity and Intergenerational Solidarity”
(COM 1999 221 final), the Commission concluded that “the very magnitude of the demographic changes at
the turn of the 21st century provides the European Union with an opportunity and a need to change outmoded
practices in relation to older persons. Both within labour markets and after retirement, there is the potential to
facilitate the making of greater contributions from people in the second half of their lives. The capacities of old-
er people represent a great reservoir of resources, which so far has been insufficiently recognised and mo-
bilised. Appropriate health and care policies and services can prevent, postpone and minimise dependency in
old age and so reduce costs in social protection. Furthermore, the demand for these services will open up new
job opportunities.” 

As mentioned earlier, special attention for older workers and employment was already imbedded in the Em-
ployment Strategy and more recently specific political objectives have been set on employment and active
ageing. 

It was at the Lisbon Council in March 2000, that the demographic evolution of an ageing population was iden-
tified as a trend that could hamper sustained development. Amongst the priority areas social and economic is-
sues such as poverty, social exclusion and an ageing population were identified as major issues. 

In response to the mandate from the Lisbon European Council in March 2000, the Commission adopted on 11
October 2000 a Communication (COM 2000-622 final) on the “Future Evolution of Social Protection from a
Long-Term Point of View: Safe and Sustainable Pensions”. It addresses the link between pensions sustain-
ability, the Lisbon strategy and employment promotion: “Current pension systems tend to encourage early exit
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from the labour market and are frequently used to reduce staff levels while avoiding redundancies. They often
do not take into account differing individual needs. Some pension schemes offer insufficient coverage for the
most mobile and flexible members of the workforce. More generally, the incentive structure of pension schemes
needs to be reviewed to ensure that they become employment-friendly.”

European Councils in Stockholm and Gotheborg (in the second half of 2000) as well as the European Parlia-
ment, proposed then the application of the open method of co-ordination with common objectives, agreed in-
dicators, regular reporting and identification of best practices on the questions of pension reforms.

By September 2002, each Member State will have presented its national strategy report in which they have to
explain how they intend to achieve the common EU objectives of safeguarding the adequacy of pensions, the
maintaining of their financial sustainability and ensuring that pensions arrangements reflect the changing needs
of individuals and the economy. 

Before the end of 2001, the European Commission (EC) took up a key issue in its Communication on health
care and health care for the elderly: the idea behind the communication is to help governments learn from
each other how to best balance three broad objectives: accessibility, quality and sustainability.

Appropriate ‘statistical information’, is an important support for reviewing and monitoring the implementation
of sustainable policies. Co-ordinating and reviewing EU and national policies to achieve the objectives set, re-
quires common targets and common indicators to monitor progress made. 

Together with its partners in the European Statistical System (ESS) Eurostat will actively contribute to provide
the statistical data needed. And, through the EU’s existing and forthcoming framework programme for Com-
munity research, Europe’s research resources will continue to be mobilised to seek ways to improve the quali-
ty of life, autonomy and social integration of older people. Probably more than before statisticians should work
together with academics and researchers in order to provide the required coherent sets of complementary quan-
titative and qualitative information required for policy preparation and planning, administration and evaluation.

Statistics and research on ‘active ageing’ may require new viewpoints and new data sources – and some ex-
amples have been given above - to help us in solving major questions such as: how do we reconcile the concern
of all generations to sustain and share the costs and at the same time care for the basic aspirations of older peo-
ple for a high quality of longer life. Part of them are a vulnerable group, but not all; some are a potential eco-
nomic force. An active society for all ages needs a strategy, which enables and motivates older people to stay
involved, to stay active in working and in social life as long as they wish and can. 

I hope that this seminar might provide an opportunity to discuss openly with producers and users of statistical
data, with administrators, researchers, stakeholders and politicians about the type and detail of data and other
information needed to really assess the health, living conditions and needs of elderly people, to assess their con-
tributions to a changing and ageing society, to monitor new policies targeting to promote ‘active ageing’ and to
provide a sufficient basis for relevant forecasts. 
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POPULATION AGEING IN EUROPE: DEMOGRAPHIC EVIDENCE AND

FORECASTS

LUTZ Wolfgang/SCHERBOV Sergei
IISAS
Schlossplatz 1
A-2362 Laxenburg
AUSTRIA
Lutz@iiasa.ac.at

Europe is often called the old continent and it deserves this name. Europe has been spearheading global de-
mographic trends in the 19th and 20th centuries and it is likely to spearhead population ageing in the 21st cen-
tury. Over the next 20 years the mean age of the European population is likely to increase by about four years;
every five years the population gets one year older on average. The population above age 60 increases rapidly,
and that below age 20 diminishes. But why are we interested in this trend? Does it make any difference whether
half of the population is below age 15, as in some developing countries, or whether half is above age 40, as is
already the case in several European countries? It is obvious that it makes a difference in demand for schools
and for homes for the elderly. It is also evident that it significantly affects the balance of payments in a pay-as-
you-go pension system in which those who are gainfully employed today pay for those who are entitled to re-
tirement benefits. And it is expected to also have significant implications for the labour market. But one may
even go beyond that and speculate about changing consumer demand and changing cultural preferences. It is
also evident, that changing family structures are intimately related with both the reasons for population ageing
(due to low fertility rates) and its consequences in terms of family networks. More generations are alive at the
same time, while simultaneously there are fewer siblings. These changing quantitative relationships are likely
to also affect the quality of the relationships.

The significant changes in the age structure make it necessary to rethink many of the social institutions and tra-
ditional behavioural patterns that we are so accustomed to and that large proportions of society do not want to
change. If it is true – as some demographers project – that out of 100 girl babies born today in the EU 50 are
likely to live beyond the age of 100 and quite a number may reach 110, then it seems odd to retire on average
at age 58 (as in my home country, Austria) and enjoy more years of retirement than have been spent in formal
employment.

The good news in all this is that the years of healthy disability-free life expectancy seem to increase as rapidly
as total life expectancy. In other words, the additional years gained tend to be years in good physical and men-
tal standing. Increasingly the elderly will be a highly active segment of the population, active in the support of
young members of their families, in travelling, in shopping, in leisure-time activities of all sorts, and possibly
even more economically active. We do not yet know enough about the way people tend to spend their time at
higher ages and about the conditions for active ageing. This is why a seminar on active ageing statistics is very
appropriate.

Population Dynamics

As compared to other social and economic factors, demographic trends are very stable and have a great mo-
mentum. For this reason population dynamics can be projected with greater accuracy over a longer time span.
Of course, such projections are not absolutely certain because human behaviour is not purely mechanistic and
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there can be unforeseen disasters. But since most of the people that will live in 2015 are already alive today, we
know with a high probability what the age structure of the labour force is likely to be in that year.

Future population size and age structures are determined by the present age structure and the future trends in
the three basic demographic components fertility (birth rate), mortality (death rate) and migration. Any change
in the population must operate through one of these three factors. But even rather rapid changes in one of the
factors may take quite long to impact on the total population due to the great inertia of population dynamics.
If, for instance, smaller and smaller cohorts of women are entering the childbearing ages, even a possible in-
crease in the mean number of children per woman may not lead to an increase in the total number of births.
Similarly, the “baby boom” of the 1960s (and not a discontinuity in life expectancy gains) is the main reason
why we expect the proportion above age 60 to increase sharply after 2020.

The fact that there are only three factors to be considered in population projection does not necessarily make
the task easier, because the projection of each of the factors is difficult and associated with significant uncer-
tainties. Even the future of mortality, which traditionally has been considered the most stable demographic
trend with steady improvements over the years, has recently become more uncertain. Over the last 50 years, life
expectancy in Western Europe has increased by about 10 years, implying an average gain of two years per
decade. Despite this significant gain that has surpassed all expectations expressed in earlier years, most statis-
tical offices producing projections assume a slowing of improvements over the coming years, in some cases
even constant life expectancy. Eurostat assumes, in the medium projection, a gain in life expectancy at birth of
about three years over a period of 20 years (European Commission 1998). But there is increasing scientific un-
certainty about limits to human longevity and consequently about the future gains still to be expected (Vaupel
and Lundström 1996). In contrast to the traditionally dominating view that we are already very close to such a
limit (actually, the assumed limits are being constantly moved upward by projectors as real gains surpass their
expectations (Bucht 1996)) alternative views suggest that such limits (if they even exist at all) might be well
above 100 years. This scientific uncertainty about the future trends in old-age mortality also needs to be re-
flected in the population projections.

Fertility is the most influential of the three demographic components under a longer time horizon. Changes in
fertility not only impact on the number of children but also on that of the grandchildren, etc. For this reason rel-
atively small changes in fertility may have very significant consequences on future population size and age
structure. Despite its significance we know rather little about the future trends of fertility in Europe. The his-
tory since World War II does not help us anticipate the future trend. During the so-called baby boom of the ear-
ly 1960s most Western European countries had period fertility rates of above 2.5 children per woman. This was
followed by a rapid fertility decline during the 1970s, bringing the Western European average down to about
1.6. Since then we have seen diverging trends, typically at levels well below replacement fertility. The most sig-
nificant fertility declines were found in the Mediterranean countries, with Italy and Spain having below 1.2
children per woman. There are also significant regional differentials within countries. A further uncertainty is
due to the fact that it is not clear to what degree these trends are caused by “timing” changes, i.e., a postpone-
ment of births, and how far they are reflective of the lifetime fertility of younger generations of European wom-
en (Bongaarts and Feeney 1998). There is no clear scientific paradigm to adequately anticipate future repro-
ductive behaviour. The notion of a “second demographic transition” has been suggested to capture these trends,
but it does not say where and when the endpoint of this transition should be reached (Van de Kaa 1987; Cliquet
1991). For this reason, again, population projections need to reflect the uncertainty through a range of fertility
assumptions.

Migration is the most volatile of the three demographic components. The number of people entering or leav-
ing a country can change from one year to the next due to political events or the enforcement of new legisla-
tion. The past 10 years have witnessed great ups and downs in European migration levels. The problem with
projecting migration trends is not only the intrinsic difficulty of foreseeing such political events, but also the
fact that net migration is the result of two partly independent streams (in-migration and out-migration) and that
they depend on the conditions in both the sending and receiving countries. In this respect projections can do lit-
tle more than demonstrate the impacts of alternative net-migration scenarios (Lutz 1993).

Policies to manage the future and meet the demographic challenges require the best available information about
future trends. The standard way to project the future population path, which is considered most likely by ex-
perts, is a well-established methodology, the so-called cohort component method. The more difficult issue is
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how to deal with uncertainty in future demographic trends. As indicated above there are significant uncertain-
ties associated with all three components, fertility, mortality and migration. The usual way is to produce dif-
ferent scenarios or variants, which combine alternative fertility, mortality and migration assumptions. But here
the users of projections are not informed about the likelihood of the different scenarios, whether they are very
unlikely “horror scenarios” that may be dismissed immediately, or whether they are highly realistic trends that
should be taken seriously. Only probabilistic projections can answer these questions.

Expert- and argument-based probabilistic projections are a rather recent methodological development (at
IIASA, the International Institute for Applied Systems Analysis in Austria) and in the following we present such
projections for the European Union (Lutz and Scherbov 1999) after earlier applications to Austria (Hanika,
Lutz and Scherbov 1997), Germany (Lutz and Scherbov 1998), Greece (Lutz, Sanderson and Scherbov 2001b),
and 13 major world regions (Lutz, Sanderson and Scherbov 2001a). The methodology has been extensively dis-
cussed elsewhere (Lutz, Vaupel and Ahlburg 1999; Lutz, Sanderson and Scherbov 2001a) and cannot be pre-
sented here.

The uncertainty distributions of population size, sizes of specific age groups, etc., can be presented numeri-
cally or graphically through selected fractiles as shown below. The probabilistic projections for the whole Eu-
ropean Union (treated as one region) are based on assumptions as produced by Eurostat. There three scenarios
have been defined to 2015 for each of the three components (European Commission 1998): Total Fertility Rate:
1.41 (low), 1.64 (baseline), 1.92 (high); Life Expectancy female: 81.5 (low), 83.1 (baseline), 84.4 (high); male:
75.0 (low), 77.2 (baseline), 79.2 (high). The assumed annual migration balances for 2010-14 are 398,000 (low),
592,000 (baseline), 788,000 (high). For each of the components specific paths have been defined between the
base year 1995 and the target year 2015. For the extension to 2030 and 2050, which are presented in this study,
constant rates have been assumed. Due to this correspondence of assumptions the median of the probabilistic
projections is indeed identical to the baseline scenario of Eurostat. However, the quantitative uncertainty inter-
vals around the median are new. For the set of projections presented here, they are based on the additional as-
sumption that 90 percent of all future fertility and mortality paths fall between the stated high and low values.
For migration only 67 percent has been assumed due to higher perceived uncertainty. Since annual migration
flows are much more dependent on short-term political events than fertility and mortality, which are more dif-
ficult to predict, a significantly high degree of uncertainty has been assumed for migration.

Figure 1 shows the results of the probabilistic projections for the total population of the current 15 member
states of the EU up to 2050. The median of these projections shows a slight increase from the current 375 mil-
lion inhabitants of the EU to around 390 million in 2020, followed by a moderate decrease to 377 million (about
the present level) by 2050. Hence population decline is not a likely medium term prospect for the European
Union. The figure also shows the fractiles of the estimated uncertainty distribution. The inner 20 percent are
represented by the black area, while the inner 60 percent are shown by the dark shaded area. Here the margin
of uncertainty is still rather small, e.g., by 2015 (i.e., 17 years from now) 60 percent of all cases fall into a range
of about 8 million up or down from the median. And even the interval containing 95 percent of the assumed fu-
ture trends is less than 20 million (or 5 percent) up or down from the median. Of course, by the middle of the
next century the trumpet will have opened further and the 95 percent interval in 2050 goes from 300 million to
413 million.

Figure 2 gives a probabilistic population pyramid for the EU for the year 2030. Again, different shadings refer
to different fractiles of the uncertainty distribution. The figure clearly shows that uncertainty at the young ages
is much greater than at higher ages. For those born before 2000, i.e. aged 30 or higher in 2030, the uncertain-
ty given is primarily due to migration uncertainty in young adulthood. For the oldest age group, mortality un-
certainty also plays a visible role, although the mortality assumptions chosen here are rather narrow, with the
assumption of constant 2015 rates. As to those born after 2000, fertility uncertainty is the main factor. The
graph also shows that for the coming five years (in the case of a higher fertility path) an echo of the large co-
horts born 1970-1980 will produce a small “baby boom” to be followed by further declines in the number of
births.

Figure 3 shows the proportion above age 60. Here, unlike in Figure 1 for total population size, the uncertainty
is not whether it will go up or down, but by how much the proportion of elderly will increase. Presently 21 per-
cent of Europe’s population is above age 60. This proportion will certainly increase over the coming decades
because the increase is already pre-programmed in today’s age structure. By 2015 even the 95 percent intervals
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show a very narrow range of between 24 percent and 27 percent with the median at 25.6 percent. Still in 2030
the range of uncertainty is rather narrow, with 95 percent of all future paths between 29 percent and 36 percent.
In other words, it can be considered virtually certain that the proportion of the European population above age
60 will increase from its present 21 percent by 8 to 15 percentage points or on average to about 1.5 times its
current level. This is a very significant increase by any standard. And the best thing about these probabilistic
projections is that they cannot be simply dismissed as “horror scenarios” of unknown probability. This increase
is virtually certain up to 2030. Thereafter, the range of uncertainty opens up more quickly because the influ-
ence of the already given age structure of today gradually diminishes, and uncertainties related to future fertil-
ity, mortality and migration gain importance.

This trend combined with a decrease in the number of children result in a significant and virtually certain in-
crease in the mean age of the European population. It will increase from a present mean age of 39.3 years to
between 42 and 48 years by 2030 and even 41 and 52 years by 2050. The median is expected to increase to
around 46 years. It is important to note that these data not only reflect the increasing number of elderly and the
shrinking number of children, but they also indicate significant changes of the age pattern of the working-age
population. The average age of the population of working age (20-64 years) is also expected to increase from
40.5 years to 43 years by 2020. Expressed in yet a different way, the proportion of persons aged 50-60 will in-
crease significantly, while the younger members of the work force aged 20-29 will decline strongly. This is cer-
tain to have significant implications for the labour market and it may also have consequences on economic pro-
ductivity as some scholars and industrialists fear.

Another significant challenge will be faced by pension systems based on the transfer across different age
groups. Figure 4 plots the so-called old-age dependency ratio, which is defined here as the population above
age 60 divided by the population aged 20-60. Although the ratio does not reflect the true ratio of beneficiaries
to contributors in the social security system, it still gives an important indication of the underlying demographic
dynamics. This ratio is presently around 38 percent which means that there are still almost three working-age
persons for one person above age 60. By 2040 this ratio is likely to almost double to more than 70 percent. Al-
ready by 2018, i.e., 20 years from today, there will only be two working-age persons for one person above age
60 in the European Union.

The mortality assumption in this projection, which extends some of the Eurostat assumptions, is rather con-
servative in the sense that only little improvements in life expectancy are assumed and the range is rather nar-
row. Another probabilistic projection to 2100 that was recently published in Nature (Lutz, Sanderson and Scher-
bov, 2001a) shows the incredible long-term uncertainties for the proportion above age 80, i.e., the highly aged
population. By the end of this century the range with a 95 percent probability goes from an essentially constant
proportion in the case of the otherwise highly undesirable stagnation of gains in life expectancy, to an incredi-
ble 40 to 45 percent of the total population being above age 80, if life expectancy increases by around four years
per decade (see Figure 5). Given the recent progress in medicine and genetics, such a development can certainly
not be ruled out, though an increase to “only” 20 percent of the population above age 80 looks more likely at
the moment.

As mentioned at the beginning, population ageing is likely to have a wide range of economic and social impli-
cations. Population ageing means a higher absolute number of elderly citizens in our societies, who have spe-
cial needs and require special attention. But it also means a changing quantitative relationship of the relative
sizes of generations that requires significant adjustments (the pension problem is only one important aspect)
and a special focus on intergenerational equity issues. Therefore, it is important to understand that ageing is not
just about the elderly. Ageing is a process both at the individual level – every one of us is getting older – and at
the societal level. Here, the process means that some age groups are shrinking and others are increasing, and it
equally includes concern about the younger age groups as it does about the older age groups.

This paper has attempted to give some demographic background information for the consideration of ageing
statistics. In the EU applicant countries, the demographic trends essentially go in the same direction and ac-
cession will not significantly change this outlook. Europe – both east and west – may soon be called the very
old continent.
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Figure 1. Probabilistic projections of the total population size, European Union (EU 15).
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Figure 2. Probabilistic population pyramid, European Union (EU 15). The different shadings refer to the fractiles of
the uncertainty distribution.
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Figure 3. Uncertainty distribution of the proportion above age 60, European Union (EU 15).

Figure 4. Uncertainty distribution for the old-age dependency ratio, European Union (EU 15).
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Figure 5. Uncertainty distribution of the proportion above age 80 in Western Europe until 2100.
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Twenty years ago, the term “active ageing” was largely the preserve of gerontologists and referred to post-re-
tirement activities. For some, it reflected a concern with whether retirees engaged in social or cultural activi-
ties and to what extent years after work were used in a socially productive fashion; for others, with whether old-
er people occupied themselves in ways that contributed to the maintenance of their physical and mental
capabilities. More recently, the term has entered the parlance of economists and no longer reflects an interest
in post-retirement activities but in the postponement of retirement and the substitution of unpaid with paid
work. Perceived looming fiscal deficits consequent upon population ageing are seen to require not only changes
in the generosity of public pension benefits (and a greater reliance on private pension benefits) but also a rais-
ing of the age of entitlement to these benefits and a consequent reduction in the length of time spent in retire-
ment. “Active ageing” has come to imply “economically active ageing”. 

This paper seeks to summarise what actually happens to people as they pass from their early fifties to their late
sixties. At the earlier of these ages, most men are in the labour market and the overwhelming majority of those
are in paid work. At the later of these ages, most men are no longer economically active and very few of them
are in paid work. The situation with respect to women is somewhat different. The proportion in their early fifties
who are in work is substantially lower and of those in work the proportion who have been continuously eco-
nomically active is yet lower. The role of women as mothers and home makers, in other words as major partic-
ipants in unpaid work, makes it less easy to observe the transitions they experience as they pass through their
fifties and sixties and, indeed, makes transition a less meaningful term at all. It also makes the concept of “ac-
tivity” more difficult to employ, since women tend to have more varied portfolios of which paid employment
is but a part. As a consequence, this paper concentrates primarily on what happens to men. 
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The transitions that come with ageing

Passing from late middle age to old age involves a number of transitions. It can involve changes in living ar-
rangements. These changes can be consequent on the further “de-merging” of households as any remaining
children leave the parental homes. or they can be consequent upon older people moving house. The latter can
occur either because older people are no longer tied to a location by the requirements of a job, or because they
seek to adjust housing to their new incomes and household sizes or because they anticipate, or adapt to, changes
in their physical capabilities. Passing from late middle age to old age normally involves, using a conventional
dichotomy, a decrease in time spent in work and an increase in time spent in leisure. Related to this is an in-
crease in the proportion of income supplied by transfers and a decrease in the proportion supplied by labour,
and, in most cases, to a decrease in the overall level of income that is available to the people concerned. Last-
ly, passing from late middle age to old age can involve a change in the way both “work” and “leisure” time
themselves are used. This paper concentrates upon the last issue. It draws from a wider set of studies under-
taken at the OECD in the past three years which have looked at all of the above-listed issues.1

The abruptness of the transition from “activity” to “inactivity”

It is widely recognised that, for men, over most of the last century, the proportion of later life that is “inactive”
has been falling. The introduction of pension systems explains this and indeed one of the intentions of those
who introduced them was to ensure that the end part of life could be spent in “leisure” but not in “poverty”.
Over the last half century, official pension ages have been static, but effective retirement ages have been
falling.2 Equally, life expectancies have been rising – currently by as much as a year every decade. Women have
benefited from increased longevity but, in so far as the labour force participation rates of succeeding cohorts
have been rising, the proportion of years in later life spent in work has tended to increase. However, women,
much as men, have also been retiring early, in so far as a greater proportion of the greater proportion who do
work have been leaving work before the “official” retirement age.3

With effective retirement ages falling and life expectancies rising, ageing seems to have become less “active”. What
is more, the transition from work to retirement appears to be an abrupt one. Most men work full time until they re-
tire; thereafter, they do not work at all. Industrial gerontologists have long praised the concept of gradual retirement
as helping individuals to avoid the “ pensions shock” and to reduce their dependency on transfers, as helping the
economy to retain productive capacity, and as helping companies to preserve experience and ensure the smooth
hand-over of tasks and responsibilities. In practice, gradual retirement is limited. The first column of Table 1 shows
the proportion of older men who work part-time varies somewhat between countries but is relatively low in most.

Three countries deserve some further comment, namely Finland, Sweden and Japan. The first two are countries
that operate, or did operate, a partial pension system.4 Japan has an “earnings rule” within the public pension
scheme that that encourages part-time working for those taking benefit at 60. And in the Netherlands, Ssome
one in three of older men in work in fact work part-time, but the Netherlands is a country in which male part-
time work at all ages is high.

Although in most countries the number of older men working part-time increases with age (column 2), very
few men switch from full-time to part-time work as they move into the final years of their working lives. Col-
umn 3 of the table shows that the share of an age cohort that changes from full-time to part-time working is
around three percent in most countries.
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1 These are, respectively, OECD, 2000; OECD, 2001; Yamada and Casey, 2002.
2 There is much debate as to whether this was “supply side driven”, in so far as employees took advantage of provisions in public and private benefit

systems that facilitated early retirement without unacceptable income loss, or whether it was “demand side driven” in so far as employers who were
faced with labour surpluses and restructuring imperatives, sought to rid themselves of their least flexible or productive employees.

3 Calculating effective retirement ages over time for women is considerably more complicated than for men. For men, cross-sectional data can be used,
for women, quasi-cohorts must be constructed.

1 The generosity of the Swedish partial retirement system was reduced considerably in 1994, and the share of part time working amongst 60-64 year old
men, which had stood as high as 44 per cent in that year, fell substantially thereafter. The partial pension system was abolished entirely in 1998. How-
ever, the new Swedish notional defined contribution system, which has been in operation since 1998, does allow early (and reduced) age pensions to
be taken on a part-time basis and further entitlements can be accrued from any continued part-time work. The Finnish partial pension system has, by
contrast, been extended, so that the minimum age for entry is 56 rather than the previous 58. This was intended to improve the attraction of partial re-
tirement relative to that of full early retirement.



A second way in which gradual retirement might be affected is by switching from dependent employment to
self-employment. Self-employed people might be argued to have greater disposition over the timing and inten-
sity of their effort, and a simple measure of input based upon hours will not capture this. However, although
older workers are disproportionately self-employed in most countries, with the exception of Japan, there is no
indication of people moving into self-employment toward the end of their working lives. Table 2 (columns 2
and 3) show that there is, in fact, a net outflow from self-employment. Remarkably, of all the countries in the
Table the USA has the lowest level of self-employment amongst older men. Given the extensiveness of the dis-
cussion of “bridge” in that country, a different outcome might have been expected.
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Table 1: Level of in part time working and importance of shifts from full time to part time work, men, late 1990s

% aged 60-64 with a % change in number of percent point change in share 
part-time job in 1998 part-time job holders of older male population 

aged 60-64 relative to that works part-time (2)

part-time job holders aged 55-59 (1)

Canada 15.4 47 2
Finland 25.9 25 1
Germany 8.9 95 2
Italy 5.0 -8 0
Japan 22.7 54 4
Netherlands 35.4 -19 -2
Sweden 24.4 91 6
United Kingdom 18.5 89 4
United States 16.1 64 3

Source : Eurostat and national labour force surveys (see OECD, 2000)

Source : Eurostat and national labour force surveys (see OECD, 2000)
(1) adjusted for size and mortality of sex-specific age group
(2) share of population 60-64 working part time in 1998 minus share of population 55-59 working part time in 1993

The table is to be read as follows. Col 1 shows that c15% of 60-64 year-old men in Canada worked part time.. ; col. 2 that the number of 60-64 year-old
part-time workers is 47% grater than the number of 55-59 year old part time workers five years previously; col. 3 that this meant that the increase in the
proportion of the older population that was working part-time rose by 2 percentage points.

Table 2: Level of self-employment and importance of shifts from dependent to self-employment, men, late 1990s

% aged 60-64 who were % change in number of Percent point change in 
self-employed in 1998 self-employed aged 60-64 share of older male 

relative to self-employed population that is 
aged 55-59 (1) self-employed (2)

Canada 30.8 -19 -4
Finland 44.4 -33 -5
Germany 27.7 -28 -3
Italy 57.1 -27 -7
Japan 30.3 6 1
Netherlands 42.7 -17 -2
Sweden 26.3 -4 -5
United Kingdom 26.0 -14 -2
United States 17.7 -21 -3

Source : Eurostat and national labour force surveys (see OECD, 2000)
(1) adjusted for mortality of sex-specific age group
(2) share of population 60-64 self-employed in 1998 minus share of population 55-59 self-employed in 1993

The table is to be read in the same way as Table 1.

The disappointing characteristics of “inactivity”

If the transition from economic activity to economic non-activity tends to be an abrupt one, the next question
is whether economic non-activity implies activitynon-activity in any other sense. In other words, what is of in-
terest is how people use the additional “leisure” time that they have as a consequence of ceasing to engage in



paid work. Whilst labour force surveys and their equivalent are quite rich sources of information about work,
and about leaving work, they are, almost by definition, less complete in describing non-working status. They
allow some form of self-classification of different forms of non-activity – for example, “retired”, “long term-
sick”, “ not seeking because believes no work is available”, “looking after family and home” – but for those
studying “active ageing”, this categorisation is not especially helpful. Most suggest that that the person in ques-
tion is not doing something rather than doing something. Only the person “looking after family or home” ap-
pears, in the broader sense of the term, to be “active”, and those who have retired might or might not be enjoy-
ing an “active” old age.

There do however, exist in a number of countries data sets which throw more light on the nature of economic
non-activity, although many of these are one-off sources and make comparisons across time scarcely possible,
particularly with the somewhat remoter past when early retirement was not such a widespread phenomenon.
These are time use surveys, which can be analysed in a standardised fashion across a number of advanced in-
dustrial countries.

Using time use surveys on a standardised basis for a sample of OECD countries, it is possible to break people’s
activities other than paid work into six broad categories. Two of these are indisputably active, namely “unpaid
work” (which includes undertaking child- or elder-care or taking part in voluntaryeer work) and “active leisure”
(which includes engaging in sport, reading, and gardening). The third (which bears a close relation to the first
two since it, too, is about “unpaid work”) is “housework”. The fourth is “socialising” (which includes visiting,
entertaining, religious and political activities). The last two are indisputably passive, namely “passive leisure
activities” (which includes watchingtelevision, watching sport)television) and “personal care and rest” (which
includes everyday necessities such as washing and eating, but also sleeping).

A comparison of how time is spent by men in their early fifties – when most are working – and men in their
late sixties – when most are retired – shows how the time that used to be spent at work is used when they are in
retirement.5 On average, men gain in excess of 30 hours per week – an average which takes into account that a
few were already not working and that some continued to work. From Table 3, it can be seen that in five of the
seven countries men use at least half of their additional “leisure” time in one of two ways. Either they use it on
“passive leisure activities” or they use it on “personal care and rest”. Putting it bluntly, they use it either watch-
ing television or sleeping. ofThis explains the sub-title to this paper.

In general, only a small amount of men’s additional “leisure” time – about one eighth – is spent assisting in
housework. Men in Japan and Finland are the least likely to do more housework. The findings for the first of
these two countries are, perhaps, accordance with one’s presuppositions; those for the second,6 paper.perhaps
less so. “Active leisure activities” and “unpaid work”, the most identifiable components of an “active” retire-
ment, account for approximately one third of the additional “leisure” time gained by men in Canada, Finland
the Netherlands and the USA, but less than a tenth of the time gained by men in Japan.
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5 Unlike the analysis carried out for Tables 1 and 2, this is not based upon “quasi cohorts”. The men aged 65-69 are men born some 15 years before the
men aged 50-55. Younger cohorts might behave differently as they age.

6 The data from the Multinational Time Use Survey that were available in 2000 were from 1985 for the Netherlands and the USA and from 1987 for Fin-
land from 1987/8. The newest were from 1995 and 1996 for the United Kingdom and Japan respectively.



Some implications for policy and for some needs for better data

This rather discouraging picture of the extent of active ageing raises a number of policy questions and a num-
ber of questions for data gatherers. These will be addressed in turn.

With respect to policy it appears that, attractive though the model of gradual retirement is, it has, to date, sel-
dom been realised. An overview of labour market and pension policy initiatives in OECD countries over the
last quarter century suggests, first, that in many cases, gradual retirement programmes have been swamped by
the simultaneous existence of full early retirement programmes. These have offered scarcely inferior benefits
without the requirement to work at all, and it is not surprising that they have been given precedence. In the case
of Germany, the “old people’s part-time law”, whilst nominally promoting part-time work, allows non-worked
and worked time to be “blocked” so that worked time is allocated to the first years, non-worked time to the lat-
er years, with the result that this programme, too, serves as little more than an early retirement scheme. The
overview also suggests that part-time working requires substantial changes to work organisation. These changes
are not impossible to achieve, as some sectors – particularly services – show. However, in many parts of the
economy, and for many jobs, part-time working is alien. Until part-time working becomes generalised, part-
time working in old age is unlikely to be widespread. Thirdly, the overview shows that pension schemes them-
selves often discourage part-time working combined with a part-pension. This is particularly the case with re-
spect to company-based schemes, under the rules of which a person cannot be simultaneously both the recipient
of a pension and an employee of the company sponsoring the scheme. Recent legal reforms in the Netherlands
seeking to overcome this set an example that deserves attention. Rules that tie benefits to earnings in the last
years, as do many company and some public pension schemes, also require reform. Lastly, such an overview
indicates that too few pension schemes offer any incentive to people to work later than the normal retirement
age and that, in many cases, any augmentation of benefits that can be achieved by doing so is less than notions
of “actuarial fairness” would imply. Partial retirement schemes should encourage part-time working after, and
not only before, normal retirement age and, thus not leave themselves open to the criticism that they merely re-
duce effective labour supply.

Moving beyond the more technical questions of how “active ageing” might be promoted through better-con-
structed opportunities for gradual retirement, the findings reported in this paper raise two more fundamental
questions. First, it is widely acknowledged that the coming decades will, all other things being equal, bring with
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Table 3: Reallocation of men’s activities following their reduction of time spent at work

Canada Finland Germany Italy Japan N’lands USA

sleep and personal care 24 17 28 36 30 23 25

passive leisure 16 36 20 23 52 11 25

housework 13 9 17 12 9 17 14

socialising 7 3 4 3 1 15 5

active leisure 28 33 28 23 7 32 31

voluntary work 11 2 4 3 1 1 -1

hours gained 34 31 38 23 28 30 35

hours worked at start 39 36 44 31 56 34 46

sample aged 50-54 216 451 1044 1173 70 138

sample aged 65-69 180 135 697 740 69 105

Note. The charttable shows the additional time devoted to each activity expressed in relation to the total additional time available because less time is
devoted to paid work. Each column adds up to 1.0,100, which represents the total amount of time gained by working less. Negative numbers mean that
less time is devoted to a given activity than was the case earlier.

devoted.

Source: OECDAuthor’s calculations from data supplied by Multinational Time Use Study (see also OECD, 2000).



them demands that an increasing share of output be transferred to older people through public or private pen-
sions, and that the coming decades will also bring with them a stagnation or even a shrinkage of the size of the
labour force. At the same time, not only life expectancies, but also disability-unimpaired life expectancies are
rising. Against such a background, it seems odd that resources are being allocated to support not merely eco-
nomic inactivity, but even passivity. Such findings are bound to add impetus to demands that effective and ac-
tual retirement ages be raised.

Second, even if society could afford to support a larger number of non-economically active persons, it might
well be concerned that they spend their time in a fashion that is so unproductive socially. The reason for their
lack of social productivity might well lie in people’s pasts. What evidence there is about the extent to which
people are “active” in old age suggests that they were also “active” before they retired. In other words, few peo-
ple took up volunteering, started to engage in politics or became avid readers of books once they ceased work-
ing. Rather, those that did volunteer, did engage in politics or did read books had done so earlier. They merely
continued and sometimes extended or changed the form of their previous pastimes. The same applies to house-
work. The reason why few men undertake an increasing share of the housework when they retire is that few did
much housework before they retired.

For social statisticians who wish to monitor the extent to which active ageing does occur, and if so where and how,
current data sources are less than adequate. The particular time use surveys to which reference has been made were
often one-off. There have, in the last three decades, been substantial changes in retirement patterns and in life ex-
pectancies. It is unclear how representative data from the early 1990s or even before that is representative of the
rather more distant past when people retired earlier and when health status in old age was less satisfactory.4 Equal-
ly, it is uncertain whether even the behaviour of a decade and more ago represents that of today. The Harmonised
European Union Time Use Surveys might throw more light upon the current situation as and when they are field-
ed and become available, but researchers will still have to wait for some time before they will be of help.8

Eurostat and the national statistical offices might, however, consider short-cutting some of the waiting period
and obtaining a large and quite rich set of data by adding a limited number of time use questions to a more fre-
quently conducted survey such as the labour force survey. This would require more attention being given to peo-
ple who are often routed out of a questionnaire at an early stage – either because they are over a certain age or
because they deem themselves, or are deemed to be, economically inactive. This would not necessarily be par-
ticularly burdensome – an analogy might be made to the adding of income questions to labour force surveys
such as occurred in the early 1990s. Questions on whether such people undertook certain activities and ap-
proximations of the amount of time spent on them could be highly revealing. Some examples of what is possi-
ble, and also of the ways in which such data are to be interpreted, can be found in descriptions of the CERRA
survey carried out in the Netherlands in the mid 1990s.9

Both labour force surveys and time use surveys, such as have been exploited here are cross- sectional data sets.
An understanding of ageing cannot be complete if it relies only upon comparisons of cross sections. Longitu-
dinal data sets are prima facie superior. However, as well as advantages these have some disadvantages as well
as advantages. They are expensive; it takes along time before data covering a long period areis available; and,
unless they are topped -up., they cover only one cohort. This paper has shown what applying quasi-cohort anal-
ysis to labour force survey data can do. A similar procedure has yet to be applied to time use data, partly be-
cause surveys are fewer and not necessarily consistent. However, such an analysis is not impossible and is worth
carrying out. Eurostat might well encourage this.

Lastly, with respect to data already collected, it would be helpful if that presented by age range did not tend to
collapse all older people into a single age group. Too often, tables produced by national statistical offices and
international organisations merely show an age group labelled “65+”. However, it is well known that the char-
acteristics and behaviour of the “older old” are different from those of the “younger old”. Giving more break-
downs when publishing the results of existing surveys would be an easy way to provide a better understanding
of “active ageing”.

eurostat

28 18th CEIES seminar: Active ageing statistics

8 The current status of the ETUS suggests recent – end of the 1990s or later data will be available for Belgium, Denmark, Finland, France, Germany,
Norway, Portugal Sweden and the United Kingdom. Surveys are scheduled for Italy and Spain. In other countries, the situation is less clear and ap-
pears to be dependent on financing and priorities. Amongst candidate countries, Bulgaria, Estonia Romania and Slovenia have recent surveys or sur-
veys in the field.

9 A description is given in Heyma and Theeuwes, 2002, especially section 4.



References

OECD (2000), Reforms for an Ageing Society. Paris: Organisation for Economic Co-operation and Develop-
ment.

OECD (2001), Ageing and Income: financial resources and retirement incomes in nine OECD countries. Paris:
Organisation for Economic Co-operation and Development.

Heyma, A. and Theeuwes, J. (2002), Lessons from the Dutch Health and Retirement Survey (CERRA). Paper
presented to the 18th CEIES Seminar “Active Ageing Statistics”, Den Haag, 23-25 May.

Yamada, A. and Casey, B. (2002), Getting older, getting poorer? A study of the earnings, pensions, assets and
living arrangements of older people in nine countries. Paris: Organisation for Economic Co-operation and De-
velopment (Occasional Paper DEELSA/ELSA/WD(2002)4).

eurostat

18th CEIES seminar: Active ageing statistics 29
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1. The need for social inclusion

The primary goal of the ILO today is to promote opportunities for women and men to obtain decent and pro-
ductive work, in conditions of freedom, equity, security and human dignity. Poverty and social exclusion are
the main problems that people face. Employment is in large part the solution to these problems. Employment
is the source of inclusion. It is participation, income, realization and self-esteem. It is also voice, if you are or-
ganized and represented, and it is security. However, employment only plays this role of inclusion under the
right conditions. That is why the ILO talks about decent work -work which meets people’s basic aspirations,
not only for income, but for security for themselves and their families, for a safe working environment, with-
out discrimination or harassment, with equal treatment for women and men. It is having your rights respected,
and a sense of belonging to something that makes sense. Social protection is part of decent work. In modern-
izing our social security institutions, we need to maintain the underlying values of solidarity, security and par-
ticipation and devise systems which can reach everyone.

Older people are an increasingly growing group for whom the need for social inclusion is especially crucial.
For older workers, social inclusion means, first, a decent income from work or retirement and, second, the pos-
sibility of participating in the life of the community through employment, volunteer work or other activity ac-
cording to their capacities and preferences. 

2. Demographic Trends

The number of people aged 60 and over is growing faster than all other age groups. Between 1950 and 2050 it
is expected to increase from 200 million to 2 billion. 

Ageing trends vary between countries and regions. Developing countries still have a relatively young popula-
tion while populations in industrialized countries are relatively old. However, the speed at which populations
in developing countries are ageing is faster than in industrialized ones. Therefore, old age dependency poses an
increasing problem in the developing world. This demographic change is attributed mainly to the general de-
cline in fertility rates and to improved health, which has lengthened life expectancy and reduced the share of
newborns in all parts of the world. 
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1 This paper (draft, unedited version) is based on the ILO’s contribution to the Second World Assembly on Ageing (Madrid, 8-12 April 2002)



3. Social and Economic consequences of ageing 

The increase of life expectancy has been one of the most precious achievements of humanity. However, in in-
dustrialized countries, longer life expectancy and better health have not been accompanied by longer work-
ing lives. These countries are facing serious concerns about the viability of social protection systems. A cen-
tral challenge is to mitigate the effects of a drop in the working age population by prolonging and increasing
the options of participation of older people in the labour market. However, a genuine solution to deal with the
financing of social protection systems is to be sought by increasing participation in the labour force not only
of older people but also among other population groups such as women, young people and people with dis-
abilities. Therefore employment creation, will be key to the future financing of social protection. 

The extension of working life presents equity issues that need to be addressed. First, there is the issue con-
cerning those persons who spend their working life in difficult working conditions or with long contribution
periods. Second, there is the dilemma of intergenerational equity since the current generation may not enjoy the
same rights as the generation of their fathers and mothers.

When talking about extending the working life a common misperception is that given the shortage of jobs in
the labour market the old should make room for the young. In some countries, early retirement has been en-
couraged hoping that it can improve job prospects for the young. However, entry and exit flows in the labour
market do usually not occur in the same sectors or companies –eg. early retirement schemes have been popu-
lar in the industrial sector while entries have been more concentrated in the service sector and smaller firms. 

Whether young and older workers are interchangeable is doubtful and further research is needed. However, youth
unemployment problems (or unemployment problems of any other population group) should not be addressed at the
expense of another group, e.g. older workers. The ILO’s Older Workers Recommendation, 1980 (No. 162), adopt-
ed the principle that policies should ensure that employment problems are not shifted from one group to another. . 

The challenges facing older workers in developing countries are very different. In most developing countries,
where less than 20% of the labour force is included in regular social security systems, retirement is a luxury
few older people can afford. Even if the formal sector requires them to retire, insufficient transfer incomes force
many older workers to continue working in the informal economy as long as possible. About 40% of people
above 64 in Africa and about 25% in Asia are still in the labour force, mostly in the agricultural sector. This rate
in the more developed regions is less than 10%3.
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2 Source: World Population Prospects. The sex and age distribution of the world populations: The 2000 revision (United Nations, New York, 2001).
3 ILO: World Labour Report, 2000, Geneva.
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The ILO’s resolution concerning human resources training and development, adopted at the 88th International
Labour Conference in June 2000, noted the crucial role of high-quality education and training to prevent and
combat social exclusion and discrimination, particularly in employment and that, in order to be effective they
must cover everyone, including older workers. The Resolution also stresses the importance of training as one
of the instruments that, together with other measures, can address the challenge of the informal sector where
many older workers are concentrated.

4. Employability of older workers

The importance of education and skill development

Many current employment problems of older workers are rooted in their low levels of basic or core skills such
as literacy and numeracy. A disproportionate share of older people with disabilities have less education and
lower skills than the workforce at large. While there are many education and literacy programmes, these tend
to be targeted at children and younger people. In many countries, educational attainment is strongly correlated
with employment. Educational level provides the basis for workers to acquire skills throughout their working
life, and thus enter their older age well equipped. For older people with disabilities, longer lives should mean
greater opportunities for constructive training and life experience and more time to achieve self-determination.
Empirical research4 foresees that future older workers will be better educated than today. Although this trend is
likely to occur for developed countries, large international differences in the distribution of education levels
will persist. 

The demand for new skills and knowledge places many older workers at a disadvantage, as their training ear-
lier in life is likely to be obsolete. Older people with disabilities face additional barriers in accessing employ-
ment and training opportunities. Age discrimination underlies many of the difficulties faced by older workers
in the labour market. Participation in training declines in general with age. Research undertaken in 11 devel-
oped countries shows that young adults in the 25-34 age group are almost twice as likely to undergo training
as older people aged 55-645. Evidence shows that prejudices towards the abilities of older workers are un-
founded. The conclusion drawn from research is that the average difference in work performance between age
groups tends to be significantly less than the differences between workers within each age group6.

Older workers do not represent a significant proportion of the recipients of public employment and training pro-
grammes, but they are an increasingly important target group. In Europe, one of the more integrated policy pro-
grammes to promote the employability of older workers is the Finnish National Programme for Ageing Work-
ers (FNPAW). The programme aims to build a wide consensus at the policy level, both to value the experience
of the ageing workforce and to raise the actual age of retirement. 
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4 OECD Employment Outlook, June 1998, OECD, Paris.
5 ILO: Lifelong learning in the twenty-first century: The changing roles of education personnel, April 2000, Geneva, www.ilo.org/public/English/dia-

logue/sector/techmeet/jmep2000/jmepr1.htm
6 ILO: World Employment Report 1998-99, Geneva.

The Finnish National Programme for Ageing Workers, 1998-2002

• The main goal of the FNPAW is to promote the employability of the over 45s and to reduce their exclusion and premature re-
tirement.

• FNPAW is led and run in an integrated way. The Ministry of Social Affairs and Health, the Ministry of Labour and the Min-
istry of Education, in cooperation with major labour market organizations, are responsible for its implementation.

• FNPAW believes in the importance of skill development for older workers. For this purpose, regional training pilot projects are
organized, embracing, for example, the need to update skills due to information technology progress as well as to discover in-
novative methods for training older workers.

• Specific measures to prevent displacement and discrimination of older workers are also being promoted.

Source: Ageing workers and changing working life, Ministry of Labour and Institute of Occupational Health, Helsinki, 1999.



The role of lifelong learning

Lifelong learning is a long-term preventive strategy far broader than just providing second-chance education
for those adults who did not receive quality education and training earlier in life. For those adults –many of
whom are older women with insufficient initial education and training –lifelong learning is about delivering
job-relevant learning and building the foundation for further learning.

The inclusion of older workers relies on equipping them with the skills that they need and the knowledge on how
to renew them. The trend to lifelong learning is an important cultural asset as well as an economic need. Implicit
in the concept of lifelong learning is the rejection of a society structured on the basis of age in which education
and training are one-off undertakings experienced early in life. At the level of the individual, as well as the orga-
nization, an attitudinal shift toward the expectation of lifelong learning could in itself be a powerful tool in prop-
agating the fact that lifelong learning applies to all workers of all ages. Only in a learning society will all workers,
women and men, be able to continually upgrade their skills and knowledge needed to maintain employability. 

Information and communication technologies (ICT)

The overall importance of investment in education and skills is underscored by the structural changes societies
and economies are undergoing. Rapid technological developments call for a continuous renewal and updating
of skills. At the same time, new technologies can contribute to extend working lives, allowing older workers to
maintain their ties to the labour market. ICT is also helping to open employment possibilities for older people
with disabilities at all skill levels. On the other hand, stereotyped attitudes against older workers often preju-
dice the discussion on new technologies and older workers. The next box presents some examples of European
companies that undertake training in ICT for older workers.

Beyond older workers, the inclusion of older people into the information society is the broader challenge. If
there is one risk that older people are likely to experience, it is isolation and, thus, marginalization. The Inter-
net and other ICT offer possibilities for overcoming isolation among older people. The next box presents the
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Resolution concerning human resources training and development International Labour Conference,
88th Session (Geneva, June 2000)

“Training can be one of the instruments that, together with other measures, address the challenge of the informal sector. The infor-
mal sector is not a sector in the traditional sense of economic classification but a name given to the economic activity of persons in
a variety of situations, most of which are survival activities. Informal sector work is unprotected work that is, for the most part, char-
acterized by low earnings and low productivity. The role of training is not to prepare people for the informal sector and keep them
in the informal sector; or to expand the informal sector; but rather it should go in conjunction with other instruments, such as fiscal
policies, provision of credit, and extension of social protection and labour laws, to improve the performance of enterprises and the
employability of workers in order to transform what are often marginal, survival activities into decent work fully integrated into
mainstream economic life. Prior learning and skills gained in the sector should be validated, as they will help the said workers gain
access to the formal labour market. The social partners should be fully involved in developing these programmes.”

Source: www.ilo.org/public/english/standards/relm/ilc/ilc88/resolutions.htm#III

Training older workers and ICT

Hellas Can (Greece): Participation and involvement. Older workers participate in all training programmes offered by this orga-
nization, including training in the use of ICT. Management values older workers’experience and they are frequently involved in pro-
viding on-the-job training. Also, workers with particular skills may remain with the organization past the normal age of retirement.

Computer Service Dienst (Germany): Integration of older employees by expanding into new business areas and training with
others of a similar age. This organization has developed an alternative strategy to enable older employees to remain within the com-
pany. It has expanded into a new area of activity and opened a “repair service centre”. The centre has provided alternative work for about
30 per cent of its older service engineers, who have been trained to work on new computer systems. In addition, approximately 20 per
cent of the older service engineers have been transferred to consultancy and customer care functions within the sales department.

Fontijne Holland (Netherlands): Training of production workers aged 40 and above. This company has set up a refresher
course in workplace technology for staff aged 40 and over. The course is intended for older employees who have not attended a
course on the production process for some time, feel less involved in the production process, want to study new techniques or ex-
pand their knowledge. Two-thirds of the course takes place in employees’ own time.

Source: Combating age barriers in employment: A European portfolio of good practice, European Foundation for the Improvement of Living and
Working Conditions, 1998.



eEurope initiative of the European Commission, which aims to bring the benefits of the information society to
all Europeans, including older people. 
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eEurope Action Plan 2002
Objective 2c: Participation for all in the knowledge-based economy

The accessibility challenges of the Internet faced by the disabled and older persons can to a large extent be solved by means of
appropriate coding when constructing web sites and content, and the application of some simple rules of layout and structure
when designing web pages.

The European approach to ensuring the availability of accessible information on public web sites is encapsulated in the eEurope
Action Plan 2002. Under objective 2c, the Action Plan includes five targets for promoting “Participation for all in the knowledge-
based society”; the Action Plan emphasizes that, “… Public sector web sites and their content in member States and in the Eu-
ropean institutions must be designed to be accessible to ensure that citizens with disabilities can access information and take full
advantage of the potential for e-government”.

Source: europa.eu.int/information_society/eeurope/action_plan/actionplantext/index_en.htm

Combating stereotypes and age discrimination

Attitudes towards older people are the principal obstacle to opening up employment opportunities. The stereo-
types are numerous such as, older workers are less productive, physical capacities decline with age, older work-
ers are slow to learn etc. Much of them are myths and even those that have some foundations are often irrele-
vant to job requirements. The key to progress in this field is in the hands of employers. 

An impressive example is the Employers Forum on Age (EFA) whose purpose is to provide employers with info
and services aimed at promoting age diversity and overcoming age related stereotypes and age discrimination.
The EFA promotes the realization of an all-inclusive workforce across age groups and stresses the clear ad-
vantages for business. An all-inclusive workforce brings into the company a wider and more diverse range of
skills and abilities and contributes to avoid skills vacuums caused by a number of skilled and experienced em-
ployees leaving the business. It can also help companies adapt successfully to new markets, and keep them
aligned with evolving legislation and social trends. The next box presents some of the advantages for employ-
ers of having an “age diverse” workforce.

Therefore, legislation to prohibit age discrimination is crucial to building equality of opportunity especially for
women. For older women, socio-cultural factors play a significant role in determining when a woman worker is con-
sidered “old”. Older women tend to experience double discrimination in the form of sexist and ageist stereotypes.

Employers Forum on Age: The business case for age diversity

According to the Employers Forum on Age, by abandoning their prejudices about what makes a “younger” or “older” worker,
“smart” companies are gaining competitive advantage and financial benefit:

Employee Reduced costs as a result of improved employee retention
Access to a wider labour pool

Market Increased focus on new opportunities in their marketplaces
Opportunities to get closer to customers and reflect their interests and needs

Reputation Exemplary corporate citizenship helps build commitment from all stakeholders ...
... and supports and encourages brand loyalty

“Prepare for change” would be a good motto for the twenty-first century, at a time when businesses are constantly reinventing
themselves to cope with the fast-moving global economy.

In such an environment, where every opportunity for commercial advantage must be seized, age diversity would seem heaven-
sent as a means of coping with change.

Businesses that undergo periods of rapid and frequent evolution make rigorous demands on the people employed to make it hap-
pen: the workforce. Senior executives need to recognize opportunities for competitive advantage and to exploit them quickly and
efficiently, while their employees must have the experience, flexibility and imagination to turn opportunity into reality. 

Source: Employers Forum on Age, www.efa-agediversity.org.uk/
Source: europa.eu.int/information_society/eeurope/action_plan/actionplantext/index_en.htm



Adequate and safe working conditions

The ability and willingness of older workers to continue working depend also on their personal state of health,
conditions of work and motivation. The ILO’s Older Workers Recommendation, 1980 (No. 162), aims to iden-
tify and eliminate the occupational health hazards and working conditions which hasten the ageing process and
which reduce the working capacity of older workers. The growing concern over the increase in the number of
older workers leaving the labour force prematurely owing to disability or rather inability to cope, has aroused
considerable interest in examining how age relates to work demands. 

Employability of older workers is strongly influenced by individual and occupational factors which are essen-
tial to a person’s ability to cope throughout their working life. That is the individual’s workability. Workability
is the result of the interaction between the individual’s resources, working conditions and work organization. A
person’s individual resources include health, functional capacity, basic and professional education and skills.
The resources are also influenced by the person’s values and attitudes, motivation and job satisfaction. Promo-
tion and maintenance of workability have to be regarded as an active strategy for coping with the challenge of
demographic change in the labour market, particularly with the rising age-related health risks. Improving work-
ability is also a tool to prevent both a premature loss of functional capacities and disability.7

The Finnish model of workability encourages the implementation of flexible working hours and job rotation.
Reorganization of working hours offers opportunities to reduce work-related stress on the elderly. Rotation on
the other hand is an integral part of the principle of lifelong learning. Some companies have already started de-
velopment of measures that aim at full-scale exploitation of the work contribution of the ageing workers with
an emphasis on management and work organization.

5. Concluding remarks

The vitality of our societies increasingly depends on active participation by older people. Therefore, a central
challenge is to promote a culture that values the experience and knowledge that come with age. We must fos-
ter economic and social conditions that allow people of all ages to remain fully integrated into the economy and
society, to enjoy freedom in deciding how to relate and contribute to society, and to find fulfilment in doing so.

The chance to prolong one’s working life is a promising alternative for society and deserves to be an option for
older persons who wish to do so. Retirement should not be brought forward artificially without taking individ-
ual circumstances into account. It is important to ensure that older people have the opportunity to pursue pro-
ductive activities, whether paid or unpaid, which keep them connected and provide them with a sense of use-
fulness to society.
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7 Active Strategies for an Ageing Workforce, Conference report, Turku, 12-13 August 1999, European Foundation for the Improvement of Living and
Working Conditions, http://www.eurofound.ie/publications/EF9962.htm
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The present design of pension systems in Europe and the United States is under attack. The ageing of our pop-
ulation poses major challenges to the pension systems. Many industrialized countries have understood this
challange and prepare reform towards multipillar pension systems. However, there are many open questions
concerning the accumulation and deccumulation of private wealth that need to be answered in order to make
any potential pension reform efficient. We still lack essential knowledge of why and how people accumulate
their wealth. Therefore, better and more complex data is needed.

There is a great variety of pension system designs in the world. In most of the European countries, major part
of the pension benefits of elderly people is delivered through the public pillar of pension systems. On the oth-
er hand, the United States and also the Netherlands and Switzerland put much more emphasis on private
schemes and the pension system is multipillar. The UK can be considered as an intermediary case. In the Unit-
ed States an important part is secured by the third pillar – the wealth accumulation through private households
savings. Whereas, the Netherlands relies on employer-provided pension schemes.

If European countries decided to redesign their pension schemes and move towards the multipillar systems
there would be considerable side effects, which would affect not only the pensions provisions but also the sav-
ing behaviour in general. However, lack of precise knowledge of how people will change their savings be-
haviour prevents us to predict them safely.

It is essential to know how much wealth will be accumulated if people will be induced to save themselves for
their retirement. Will people voluntarily fill the pension gap? Economic theory would suggest that they will. It
assumes that people smoothen their consumption over their life-times. During the active working period they
save and accumulate wealth which then they draw down during their retirement. As an implication, the decrease
in public pension provisions should be compensated by proportional rise in private savings. Consequently, there
would be little repercussions on other wealth. However, this is only valid under extremely binding assumption
that individuals are far-sighted and not constrained.

However, evidence from various countries shows that although individuals indeed save most between 30 to 60
years of age, the saving rates remain positive for at least some period of retirement. The cross-sectional look at
German data suggests that private wealth starts decreasing at certain age. However, such conclusion would be
rather misleading as longitudinal view clearly demonstrates that people actually build up their wealth. More-
over there are important differences in saving behaviour between countries.

It leads us to realise that accumulation and deccumulation of private wealth is far more complicated than stan-
dard economic theory suggests. In order to see correct pattern there is a need for longitudinal dimension in the
analysis. If we do not understand basic saving behaviour, how can we understand substitution and the effects of
pension reform?
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Comparison of different pension systems and the replacement rates shows that they arrive to roughly same re-
sults. For both single-pillar and multi-pillar system the replacement rates are close to 80%. However, the case
of the UK, where people after retirement obtain just 69% of their former income suggests that the gap caused
by transition to private pension system might not necessarily be filled. Then one has to raise a question what
kinds of incentives are required to solve this problem. Unfortunately, we still know very little in this respect.

Further questions should also be answered: If people save more for retirement, will they save less for every-
thing else? If people save for their own retirement, will they leave smaller bequests for their children? How will
the distribution of wealth at retirement change in the wake of pension reform?

In order to understand these questions that have far-reaching impact on whole society we need to have much
more data than on wealth and income. Accumulation and deccumulation of wealth depends on many factors.
For example it is influenced by the health status of individuals. But in turn, it is also likely to influence health
(including mortality). The same mutual influence can be traced in the case of kinship and social networks, in
particular living arrangements.

Therefore, the data covering all these three broad areas (income security and personal wealth ; health, disabil-
ity and mentality ; kinship and social networks, living arrangements) are necessary to understand these dy-
namic relationships. If one analysis just one of these areas the results are bound to be biased and fail to provide
the whole picture. The data should be interdisciplinary, longitudinal and cross-national. 

Collecting such data is the puropse of SHARE, the new Survey of Health, Ageing and Retirement in Europe.
It aims at filling in some of the gaps in data needs in the research of ageing. It is a new project financed by the
European Commission under the Key Action on Ageing Populations.

The objective of SHARE is to develop longitudinal data sets. The contract for a design study has been funded
by the Directorate General for Research of European Commission. It is currently involving about 120 re-
searches in various disciplines : demography, economics, epidemiology, sociology, social psychology and
statistics. Participating countries are Sweden, Denmark, Belgium, the Netherlands, France, Germany, Switzer-
land, Greece, Italy, and Spain, plus UK (ELSA) and US (HRS).

The following data will be collected:

• Health variables : Self-reported health, physical functioning (ADLs and IADLs), psychological health, cog-
nitive functioning, health behaviours (in the longer run : bio-medical data?)

• Economic variables : Current work activity and job characteristics (job demands, flexibility, hours worked,
opportunities to work post-retirement age), employment history, pension rights, sources and composition of
current income, wealth and consumption, housing and education

• Social supports : Assistance within families, transfers of asset, social networks, volunteer activities, time use

• Data links : In several countries, one may hope to use administrative earnings, social security, and/or tax
records. Linkages may also be developed to employer provided information

These data sets will consequently be useful for finding answers to questions such as :

• Institutions and retirement patterns : How secure is income during retirement ? How do social security rules
influence retirement ? How do different routes to retirement interact ? How much uptake of flexible retire-
ment provisions ?

• Interaction between private and public pensions : How do the elderly accumulate and deccumulate private
wealth ? Which incentives are needed to encourage saving for old age ?

• Health and labour market participation: Will improving health status induce (or allow) the elderly to work longer?

• Disability: Disability insurance and the prevalence of disability. Interaction with other forms of social insurance.

• Health care costs: Institutional variation and cost of health care provision.
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1. Introduction

The aim of this paper is to look at the ageing process of two blocks of countries: The present EU Member States
and the 12 Candidate Countries, which will probably be members within the foreseeable future (Bulgaria,
Cyprus, Czech Republic, Estonia, Hungary, Latvia, Lithuania, Malta, Poland, Romania, Slovak Republic and
Slovenia).

The description is based on Eurostat population statistics and Eurostat population projections for the EU 15
and on UN population scenarios for the 12 Candidate Countries.

First, the demographic backgrounds and present trends of those tho countries are being described and then the
process of ageing over the next 50 years in the light of the latest population projections (Eurostat 1999 and UN
2000).

Impacts of enlargement on the ageing process of the “New Union” will be discussed.

Finally, impacts of the accession to the structure and ageing of the potential labour force will be looked at.

2. Demographic background of the EU 15 and the 12 Candidate Countries

The European Union has had a number of demographic surprises over the last 30 years. Fertility levels have
dropped dramatically, life expectancy has continued to increase strongly and most Member States of the EU
have become immigration countries. 

Consequently, the number of young people has declined significantly (by around 20%), whereas both those of
working age and the elderly continued to grow in number.

The 12 Candidate countries have, however, had not less surprising but partly different demographic past. Be-
fore 1990s population growth was quite high (about +0,6 % per year during the 20 previous years), due to rel-
atively high fertility levels, almost continuously increasing life expectancies and barely any (out) migration.

During the 1990s, most of the 12 countries experienced unexpected demographic events. Fertility levels
dropped drastically, life expectancies went down and significant net outflows were reported. Therefore, popu-
lation growth has rapidly become negative in this region of Europe: in less than 10 years, these countries have
lost 1.3 million people, which is 1.2 % of their 1990 population.

At present, on 1 January 2000, the 12 candidate countries with which EU membership negotiations have start-
ed had a combined population of 105.7 million people. At the same time, EU-15 had 376.4 million inhabitants.
This means that the enlargement of the EU to include these countries would increase its population by 28%, to
a total of about 482 million inhabitants 
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However, due to a dramatic and continuing population decline in most of these 12 candidate countries, instead
of reversing the population decline of the EU expected over the coming decades, their accession would, on the
contrary, hasten it.

Not all candidate countries have experienced these trends with the same intensity. Eight out of the twelve coun-
tries reported population losses during the 1990s.

Deaths outnumbered births in half of the countries and only the Czech Republic, Malta and Cyprus recorded
positive crude net migration rates during the period 1990-1999. Especially in Latvia and Estonia, net outflow
of people has been significant.

The two Mediterranean island states were the only countries with both higher crude net migration rates and
higher crude rates of natural increase than the EU-15. The trends in these two countries were markedly differ-
ent from those other 10, but because of their small size it does not show in the trends of the whole block. 

3. The process of ageing in the EU 15 and in the 12 Candidate Countries over the next 50 years.

The process of ageing of these two country blocks is shown by population pyramids in the annex. The pyramids
show the expected sex and age structure of these two country blocks in years 2000, 2010, 2020, 2030 and 2050
according to Eurostat population projections 1999 (baseline) for the EU 15 and to UN population scenarios
2000 (medium variant) for the Candidate countries.

In the EU 15, the decline in births, which has been taking place over the last 2-3 decades, is without any doubt
the main cause for the continuing ageing of the population. However, the ongoing decrease in mortality rates
at higher ages is a factor which is rapidly gaining importance.

Figure . Population by broad age groups , as a percentage of total population, 1950-2050 - EU-15

Besides, the numerous baby-boom generation born between 1946 and 1965 will enter the age group of 60 and
over during the period 2006-2025. Out of this generation comes the much smaller baby-bust generation born
in the 1970s, 1980s and 1990s, which are currently still in the age group 0-19 or entering the working age pop-
ulation. These strong changes in generation sizes have a wave-effect in the future on the future age structure of
the population of the EU 15.

In the European Union as a whole, the number of persons aged 65 years and over has grown with well over 40%
during the last 30 years reaching the share of 16 % of the population in 2000. In the next 40 years the share will
almost double to 28 %. Thereafter, this growth will level off and even start to decline, as the smaller baby-bust
generation starts entering this age group.

As a result of prolonged life expectancies, the percentage of the very old (80+) is also expected to increase sub-
stantially: from 4% in 2000 to about 10% in 2050. In absolute terms, 38 million people are expected to be aged
80 and over in 2050, which almost triples the number in 2000.

Similar processes operate in the twelve countries concerned. However, unlike in the EU-15, no decline in the
elderly population is expected for these countries within the foreseeable future.

Given that the candidate countries have a younger age structure, the current share of the elderly of 13% now
can be expected to rise to 18% only in 2020 (as compared to 21% in EU 15) and then move rapidly towards
EU-15 levels at the end of the projection period. 

The percentage of very old (80+) was 2% in year 2000 (as compared with 4in EU). This share is expected to
rise to 7% in 2050 (as compared with 10 in EU).

The share of women in the elderly population was markedly greater than that of men in year 2000 in both coun-
try blocks (60% in EU and 61% in the Candidate Countries). The share of women and men is expected to con-
verge towards 2050 and faster in EU (share of women 54% in EU and 58% in the Candidate Countries in 2050).
The convergence is even stronger in the populations aged 80 and over (69 and 70 in 2000 to 60 and 67 in 20509)
especially in the EU 15.

In general terms the development of the age structures of these two country blocks are as follows: in year 2000
the Candidate countries have proportionally more young people aged 0 to 24 and les the oldest old (80+); in
year 2050 the Candidate countries are expected to have proportionally slightly more children (0 – 14 years),
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slightly less working age population up to 54 years, clearly more “young elders” (from 55 to 74) and less old-
est old (80+), especially men. Enlargement of the European Union with these twelve countries would therefore
lead to a slower ageing of the population in the short and medium term but hasten it in the long run.

4. Impact of enlargement on the potential labour force of the EU

The potential labour force, the population aged 15-64, of EU-15 is expected to reach its largest size of about
255 million around 2010. In the candidate countries studied, the number of 15-64 year olds will probably peak
a few years earlier.

Because of the combined impact of dejuvenation and the expected future decline of the working age popula-
tion, the ongoing trend of ageing is obscured in the total dependency ratio (number of 0-14 and 65 and over as
a percentage of the population between 15-64). In the EU-15 countries this ratio was more or less stable over
the past ten years and will increase slightly in the next few years.

There was, however, an underlying shift from fewer young towards more old dependants. Once the less nu-
merous generations born in the 1980s and 1990s enter the work force, the total dependency ratio will change
rapidly for EU-15.

From around 2010 onwards, the share of the population of working age is expected to decline from around two-
thirds to about 58% in 2050.

Trends in the candidate countries considered are somewhat different. Nearly all the candidate countries have a
total age dependency ratio that is not only lower than the EU-15 average but also declining faster. This decline
will continue for some years (until approximately 2010). Only when the small birth cohorts from the 1990’s en-
ter the working ages will there be a rapid increase in the total dependency ratio.

Therefore, although enlargement of the European Union by these twelve candidate countries would in the medi-
um-term lighten the demographic burden on the working population of the Union, it would hardly alter the
longer-term decline in this age group.

Sources.

Beyond the predictable: demographic changes in the EU up to 2050, Statistics in Focus, Theme 3 – 7/1997, Eu-
rostat.

Demographic consequences for the EU of the accession of twelve Candidate Countries, Statistics in Focus,
Theme 3 – 12/2001, Eurostat.

Regional population ageing of the EU at different speeds up to 2025, Statistics in Focus, Theme 1 – 4/1999,
Eutostat.

New Cronos database, Eurostat

Population prospects 2000, UN Population Division
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Population ageing raises many fundamental questions for policy-makers. How do we help people remain inde-
pendent and active as they age? How can we strengthen health promotion and prevention policies, especially
those directed to older people? As people are living longer, how can the quality of life in old age be improved?
Will large numbers of older people bankrupt our health care and social security systems? How do we best bal-
ance the role of the family and the state when it comes to caring for people who need assistance, as they grow
older? How do we acknowledge and support the major role that people play in caring for others as they age? 

The policy framework paper is designed to address these questions and other concerns about population age-
ing. It targets government decision-makers at all levels, the nongovernmental sector and the private sector, all
of whom are responsible for the formulation of policies and programmes on ageing. It approaches health from
a broad perspective and acknowledges the fact that health can only be created and sustained through the par-
ticipation of multiple sectors. It suggests that health providers and professionals must take a lead if we are to
achieve the goal that healthy older persons remain a resource to their families, communities and economies, as
stated in the WHO Brasilia Declaration on Ageing and Health in 1996.

Active Ageing: The Concept and Rationale

If ageing is to be a positive experience, longer life must be accompanied by continuing opportunities for health,
participation and security. The World Health Organization has adopted the term “active ageing” to express the
process for achieving this vision.

What is “Active Ageing”?

Active ageing is the process of optimizing opportunities for health, participation and security in order to en-
hance quality of life as people age.

Active ageing applies to both individuals and population groups. It allows people to realize their potential for
physical, social, and mental well-being throughout the life course and to participate in society according to their
needs, desires and capacities, while providing them with adequate protection, security and care when they re-
quire assistance. 

The word “active” refers to continuing participation in social, economic, cultural, spiritual and civic affairs, not
just the ability to be physically active or to participate in the labour force. Older people who retire from work
and those who are ill or live with disabilities can remain active contributors to their families, peers, communi-
ties and nations. Active ageing aims to extend healthy life expectancy and quality of life for all people as they
age, including those who are frail, disabled and in need of care.
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“Health” refers to physical, psychological and social well being as expressed in the WHO definition of health.
Thus, in an active ageing framework, policies and programmes that promote mental health and social connec-
tions are as important as those that improve physical health status.

Maintaining autonomy and independence as one grows older is a key goal for both individuals and policy mak-
ers. Moreover, ageing takes place within the context of others—friends, work associates, neighbours and fam-
ily members. This is why interdependence as well as intergenerational solidarity (two-way giving and receiv-
ing between individuals as well as older and younger generations) are important tenets of active ageing.
Yesterday’s child is today’s adult and tomorrow’s grandmother or grandfather. The quality of life they will en-
joy as grandparents depends on the risks and opportunities they experience throughout the life course, as well
as the manner in which succeeding generations provide mutual aid and support when needed. 

The term “active ageing” was adopted by the World Health Organization in the late 1990s. It is meant to con-
vey a more inclusive message than “healthy ageing” and to recognize the factors in addition to health care that
affect how individuals and populations age. 

The active ageing approach is based on the recognition of the human rights of older people and the United Na-
tions Principles of independence, participation, dignity, care and self-fulfilment. It shifts strategic planning
away from a “needs-based” approach (which assumes that older people are passive targets) to a “rights- based”
approach that recognizes the rights of people to equality of opportunity and treatment in all aspects of life as
they grow older. It supports their responsibility to exercise their participation in the political process and other
aspects of community life.

A Life Course Approach to Active Ageing

A life course perspective on ageing recognizes that older people are not one homogeneous group and that in-
dividual diversity tends to increase with age. Interventions that create supportive environments and foster
healthy choices are important at all stages of life.

As individuals age, noncommunicable diseases (NCDs) become the leading causes of morbidity, disability and
mortality in all regions of the world, including in developing countries. NCDs, which are essentially diseases
of later life, are costly to individuals, families and the public purse. But many NCDs are preventable or can be
postponed. Failing to prevent or manage the growth of NCDs appropriately will result in enormous human and
social costs that will absorb a disproportionate amount of resources, which could have been used to address the
health problems of other age groups. 

In the early years, communicable diseases, maternal and perinatal conditions and nutritional deficiencies are
the major causes of death and disease. In later childhood, adolescence and young adulthood, injuries and non-
communicable conditions begin to assume a much greater role. By midlife (age 45) and in the later years, NCDs
are responsible for the vast majority of deaths and diseases. Thus, it is important to address the risks of non-
communicable disease from early life to late life, i.e. throughout the life course. 

Research is increasingly showing that the origins of risk for chronic conditions, such as diabetes and heart dis-
ease, begin in early childhood or even earlier. This risk is subsequently shaped and modified by factors, such
as socio-economic status and experiences across the whole life span. The risk of developing NCDs continues
to increase as individuals age. But it is tobacco use, lack of physical activity, inadequate diet and other estab-
lished adult risk factors which will put individuals at relatively greater risk of developing NCDs at older ages. 

The Policy Response

The challenges of population ageing are global, national and local. Meeting these challenges will require in-
novative planning and substantive policy reforms in developed countries and in countries in transition. Devel-
oping countries, most of whom do not yet have comprehensive policies on ageing, face the biggest challenges. 

The ageing of the population is a global phenomenon that demands international, national, regional and local
action. In an increasingly inter-connected world, failure to deal with the demographic imperative and rapid
changes in disease patterns in a rational way in any part of the world will have socioeconomic and political con-
sequences everywhere. Ultimately, a collective approach to ageing and older people will determine how we, our
children and our grandchildren will experience life in later years.
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The policy framework for active ageing shown above is guided by the United Nations Principles for Older Peo-
ple (the outer circle). These are independence, participation, care, self-fulfillment and dignity. Decisions are
based on an understanding of how the determinants of active ageing influence the way that individuals and pop-
ulations age. 

The policy framework requires action on three basic pillars:

Health. When the risk factors (both environmental and behavioural) for chronic diseases and functional decline
are kept low while the protective factors are kept high, people will enjoy both a longer quantity and quality of
life; they will remain healthy and able to manage their own lives as they grow older; fewer older adults will
need costly medical treatment and care services. 

For those who do need care, they should have access to the entire range of health and social services that ad-
dress the needs and rights of women and men as they age. 

Participation. When labour market, employment, education, health and social policies and programmes sup-
port their full participation in socioeconomic, cultural and spiritual activities, according to their basic human
rights, capacities, needs and preferences, people will continue to make a productive contribution to society in
both paid and unpaid activities as they age.

Security. When policies and programmes address the social, financial and physical security needs and rights of
people as they age, older people are ensured of protection, dignity and care in the event that they are no longer
able to support and protect themselves. Families and communities are supported in efforts to care for their old-
er members.

Conclusion

With the “Active Ageing Policy Framework”, WHO offers a framework for action for policymakers. Together
with the newly-adopted UN Plan of Action on Ageing, this framework provides a roadmap for designing mul-
tisectoral active ageing policies which will enhance health and participation among ageing populations while
ensuring that older people have adequate security, protection and care when they require assistance. 

WHO recognizes that public health involves a wide range of actions to improve the health of the population and
that health goes beyond the provision of basic health services. Therefore, it is committed to work in coopera-
tion with other international agencies and the United Nations itself to encourage the implementation of active
ageing policies at global, regional and national levels. Due to the specialist nature of its work, WHO will pro-
vide technical advice and play a catalytic role for health development. However, this can only be done as a joint
effort. Together, we must provide the evidence and demonstrate the effectiveness of the various proposed cours-
es of action. Ultimately, however, it will be up to nations and local communities to develop culturally sensitive,
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gender-specific, realistic goals and targets, and implement policies and programmes tailored to their unique
circumstances.

The active ageing approach provides a framework for the development of global, national and local strategies
on population ageing. By pulling together the three pillars for action of health, participation and security, it of-
fers a platform for consensus building that addresses the concerns of multiple sectors and all regions. Policy
proposals and recommendations are of little use unless follow-up actions are put in place. The time to act is
now.

For the complete Active Ageing Policy Framework, please consult: www.who.int/hpr/ageing/publication or or-
der a copy (English, French or Spanish) from activeageing@who.int.
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SUMMARY

This paper deals with the implications of the ageing populations in the European Member States on health and
health-related topics from the producer’s perspective of European Health Statistics.

It focuses mainly on determining whether or not EU Health Statistics are sufficiently prepared to meet the chal-
lenges of the ageing societies in EU Member States. It will deal with the following topics on a one by one ba-
sis:

• Presentation of the results of the health statistical data collections, which are currently performed on a rou-
tine basis and which obviously relate to the topics of ageing;

• general description of the European System of Health Statistics, which has been developed for more than five
years now and which is currently implemented in the EU Member States, with a special focus on the topical
areas covered thereby; 

• potential criteria for determining the work sharing between Eurostat and the National Statistical Institutes
(NSI) in dealing with health statistics on ageing populations. 

Based on the results presented, the participants are invited to identify potential gaps and shortcomings of Eu-
ropean Health Statistics. With respect to the overall health-statistical framework, participants may determine
whether possible alterations or other forms of improvements of topics or subjects

• can be completely dealt with within the existing statistical framework, 

• require existing statistical data collections to be further detailed along existing variable dimensions, 

• require completely new variable dimensions to be inserted into existing statistical data collections, or

• require completely new statistical data collections to be developed and implemented. 

From the perspective of a producer of health statistics we are particularly interested to learn about information
needs which currently are not sufficiently or not at all supported. Such information needs may originate from
health policy, from providers of health care, from patients or patients’ organisations or from the general public.

The scientific community may enlarge the society’s knowledge on determinants of healthy ageing. The find-
ings made may add to the list of topics, which need to be constantly monitored.
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LIFE EXPECTANCY

Fore some decades Europe experiences a steady increase of life expectancy (LE). This holds true for all Mem-
ber States (MS) within the last 40 years for both men and women. LE growth rates vary substantially both
across MS and over time. Diagrams 1 and 2 summarise this life expectancy development in Europe for men and
women respectively. Identical scales have been used deliberately to ease relative comparisons. Highest and low-
est LE values observed in Member States (MS) are identified by triangular and circle markers, respectively, and
a trend line is added for the EU 15 average identified by the diamond marker.

Diagram 1: Development of male life expectancy in Europe from 1960 to 2000
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Source: EUROSTAT New Cronos, WHO HFA and OECD Eco-Santé. 

Today, a newly born boy can expect to life for more than 75 years in the majority of European countries, close
to 8 years more than 1960. LE for men increased by 11,3% from 1960 to 2000, the highest rate was observed
in Portugal (16,2%), the lowest in Denmark (5,7%). From 1960 to 1990, the range between the MS with high-
est and lowest LE values decreased by more that 50%. Thus, MS were becoming more and more homogeneous
– the “regional life expectancy gap” was narrowing. Thereby, the overall ranking of countries with respect to
LE values below and above European average did not change substantially in the last 40 years. 

In 12 out of the 15 European MS, the growth of male LE progressed over time, i.e. the annual growth rates in
the period 1980–2000 exceeded those of the period 1960–1980. As all MS with above-average LE belong to
this group, there is little indication for LE growth rates to change substantially in the very next future. 

LE pattern for women show more variation across MS than the ones for men. The main results indicate, that fe-
male LE exceeded male in all MS and all years; furthermore, it increased at a slightly higher rate for EU 15 in
the period 1960-2000. Also here, the range between MS with highest and lowest LE values decreased by more
than 50%. The absolute range value here is constantly lower than the one observed with men, indicating a slight-
ly more homogeneous situation across the EU countries.



Diagram 2: Development of female life expectancy in Europe from 1960 to 2000
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With respect to female LE, there is more change in the ranking of MS over time – both with respect to how
many different countries hold the highest/lowest value and to which countries have LE values above and below
European average.

From 1985 onward, homogeneity of male and female LE is decreasing again, which can be seen by the widen-
ing gap between highest and lowest LE value presented in diagrams 1 and 2 respectively. In-depth analysis will
be necessary to learn about the reasons for this development. Valid and reliable European mortality statistics
may substantially contribute to understanding and controlling the factors influencing this development.

Eurostat Activities Relating to Life Expectancy

Eurostat does routine data collections covering population, and disease-specific mortality data at sub-national
level (NUTS 2), in particular:

• mid-year and end-year population by age, gender, and region;
• number of deaths by age, gender, 65 different causes of death, and region.

In addition, Eurostat together with the MS launched efforts to improve the validity, reliability and comparabil-
ity of disease-specific mortality data by 

• making recommendations for common modules for death certificates in all MS, 
• using common procedures for certifying death and for compiling mortality statistics, and
• making available unified software for automated coding of causes of death statistics. 

The new and improved data will enable MS to better analyse regional mortality differentials within and across
countries. Policy actions based on this additional knowledge may contribute to further increase LE in Europe
and to lower the respective inter-country variation.



Summary

The results presented can be summarised as follows:

• Life expectancy has been growing for more than 40 years in Europe and it can be expected to continue in the
near future. 

• Existing European statistics on causes of death provide a rich source now for studying and analysing factors
which influence LE changes in MS, as the data quality and comparability has been improved recently and
will further improve in the future.

• MS have always differed with respect to life expectancy and they still do. After 30 years of narrowed LE gaps,
the inter-country variation recently started to increased again. This may initiate a growing interest into the
reasons of mortality pattern differences.

HEALTH EXPECTANCIES

Health expectancies (HE) have been developed as a tool for adding information on quality of life to the purely
quantitative data used in life expectancy analysis. It was argued that the value of life expectancy data was lim-
ited, as it would not at all reflect the quality of life, i.e. whether a person spends his life in favourable or less
favourable health conditions.

Health expectancy analysis applies life expectancy instruments to a more detailed data set. The added details
refer to the health status of the population by age and gender classified with respect to health status categories.
Although in theory both registers and population surveys can be used to obtain the health status information
needed, the majority of data are currently taken from surveys.

Two different methodologies are used to calculate health expectancies:

• The first concept defined health expectancies as the specific life expectancy with a pre-defined health status
level. All these specific life expectancies – i.e. the disability-free LE (DFLE) together with the life ex-
pectancies for mild, moderate and severe disabilities – add up to the total (classical) LE value.

• The second concept of health expectancies adjusts raw life expectancy by properly taking into account giv-
en health status limitations. Health expectancies are calculated as a weighed average of life years spent in dif-
ferent health statuses. Disability-adjusted life expectancy (DALE) for example summarises the years spent
without disabilities and with mild, moderate and severe disabilities accordingly. The weights express in rela-
tive terms, how favourable the respective health status is judged as compared to complete health. 

Health expectancies have been published for most Member States with respect to both concepts described
above. The health status information used thereby refers to disabilities, to handicaps, and to specific diseases.
“European” health expectancy data are increasingly becoming available, although both concepts and underly-
ing data need to be improved further, before they can provide fully comparable data. 

Most of the current health expectancies are still compiled based on health status information from non-har-
monised national data sources, however. This situation substantially limits the inter-country comparability of
results. With respect to this data comparability, the European Community Household Panel (ECHP) is the best
data source currently available, although the data comparability in some areas is limited as well. 
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Diagram 3: European Population 1996 by age, gender and disability prevalence
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1 ECHP disability data refer to men and women of 16 years and above in all European countries. Swedish data were not available when the analysis was
made. Missing German disability data for population of 70 years and above were replaced by the respective average prevalence rates in EU 15 with-
out Germany and Sweden.

Source: EUROSTAT New Cronos database. 

Diagram 3 presents the results of the 1996 European Community Household Panel1 on the European popula-
tion by age, gender, and disability – characterised as having to live with no, with moderate, or with severe dis-
abilities. Unfortunately, the ECHP does not provide disability data for persons up to 16 years. 

Prevalence of both moderate and severe disabilities increases with age. At an age of 35 years, 90% men and
women report to live without disabilities, at age 55, the percentage is still around 75%, while for men and wom-
en of 80 years and above it drops to below 50%. Diagram 3 indicates also, that in all age groups disabilities are
more frequent with women than with men.
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Diagram 4: European Health expectancies at Age 16 in 1996

eurostat

54 18th CEIES seminar: Active ageing statistics

Source: EUROSTAT New Cronos database, based on calculations made by Équipe Démographie et Santé – Montpellier – France (under contract of Eu-
rostat).

In 1996, the total life expectancy for men and women at age 16 in Europe (except Sweden) was 58,8 and 65,1
years, respectively. For men, 47,1 years are estimated to be free of any disabilities (80,1% of further LE), where-
as 7,3 and 4,4 years will be spent with moderate and severe disabilities (12,4% and 7,5% of further LE). Wom-
en can expect to spend 49,8 of the total 65,1 life year without any disabilities (76,5%), whereas 9,6 and 5,7 years
will be characterised by moderate and severe disabilities (14,8% and 8,8%). 

In general, female life expectancy without disabilities (DFLE) exceeds male DFLE in terms of absolute life
years, but it does not in percent of further life expectancy. These findings are also backed by existing longitu-
dinal data in Member States: DFLE in percent of life expectancy tends to go down, when life expectancy (and
DFLE) is increasing. In cross-sectional data, this relation between DFLE and LE is less pronounced: Countries
with high LE values often report high ratios for DFLE in % of LE and vice versa (as can be seen for Greece
and Finland in diagram 4, respectively). It may be fair to conclude, therefore, that health expectancies can be
expected to increase like life expectancies, but they will do so at lower pace. 

The detailed results for the individual countries in diagram 4 show, that health expectancies vary more across
countries than life expectancy. The percentage share of true health status differences in Member States in the
overall observed variation is currently unknown. This limits the quality and usefulness of the available data and
it indicated the importance of further efforts aiming at harmonised health status data.

Eurostat Activities Relating to Health Expectancy

There are various current Eurostat activities aiming at providing better health expectancy data. In particular,
Eurostat started to

• collect, compile and disseminate health-related data from national health surveys and from harmonised Eu-
ropean surveys,

• improve the comparability of survey-based health data by – among other things – developing and imple-
menting “harmonised instruments”, and to

• actively support initiatives on using a unique concept for health expectancies in Europe.



Summary

The results presented can be summarised as follows:

• There is indication that health expectancies in Europe are increasing, but are doing so at slower pace than life
expectancies. It is reasonable to assume that this process will continue in the next future. 

• Current European statistics on prevalence of disabilities, diseases or other health limitations do not allow a
precise calculation and compilation of European health expectancies. Eurostat has launched effort to har-
monise health surveys in EU Member States, which will substantially improve both quality and comparabil-
ity of regional HE data. With more and more harmonised survey instruments becoming available, substantial
progress can be expected, if MS agree to implement these harmonised instruments their national health sur-
veys.

• HE analysis is still prototype work, hampered by the simultaneous use of different instruments yielding dif-
ferent, even contradictory results. More methodological work is needed to add to the reliability and policy
relevance of HE data. 

AGEING AND OCCUPATIONAL HEALTH 

Eurostat activities in the area of health and safety at work primarily focus on occupational diseases and on work
accidents. At first sight, these seem to be fairly irrelevant for the ageing population, given the current age struc-
ture of the labour force and the actual retirement age in Europe. 

It has to be mentioned, however, that in the area of work accidents, age has a strong impact on occupational
health in Europe: The risk of fatal work accidents substantially increases with age. 

Diagram 5 describes the incidence and fatality of work accidents in Europe by age. To ease comparisons, the
age-specific incidence of fatal and non-fatal work accidents are expressed in percent of the respective overall
incidence rates. This rate is 3,4 per 100 000 persons in employment for fatal and 4 089,0 for non-fatal work ac-
cidents.

Diagram 5: Standardised* incidence rates of work accidents in Europe by age and severity in 1998: Age-specific
incidence rates in percent of over-all incidence rates

eurostat

18th CEIES seminar: Active ageing statistics 55

Age

17-18 18-24 25-34 35-44 45-55 55-64 65+

non-fatal work accidents fatal work accidents

P
re

va
le

n
ce

 in
 %

 o
f 

ov
er

al
l p

re
va

le
n

ce

0%

50%

100%

150%

200%

250%

300%

Source: EUROSTAT New Cronos database. 
* As the likelihood of work accidents differs substantially across the economic sectors, the number of accidents cannot be directly compared across re-

gions with different economic structures. Standardisation eliminates the influence of different economic structures by in all regions applying constant
weights to the percentage share of each economic sector in the overall economy.



Diagram 5 shows clearly, that the risk of fatal work accidents steadily increases with age, while less severe ac-
cidents primarily endanger the age group 18–24 years. Fatal work accidents are a major subject of occupation-
al health statistics. The policy relevance of this subject will increase even further, should plans for postponing
retirement age be followed more closely. 

Eurostat Activities Relating to Ageing and Occupational Health

Eurostat will continue to collect routine data on occupational health. Furthermore, it will continue to improve
quality and comparability of the existing data. 

Summary

Currently, occupational health does not directly link to the problems of ageing. This situation may change
quickly, however, should the framework conditions of labour force participation and working age be reconsid-
ered.

HEALTH CARE AND AGEING 

Over the last 30 years, health care has established itself as an important economic sector in all European
economies. In some MS, health care nowadays provides up to 15% of all jobs and contributes more than 10%
to GDP. Still, health care is primarily associated with Government, with regulated markets and administered
prices in most countries. This may have fostered the long and heated political debates on various facets of health
care ongoing everywhere in Europe in the last decades. Ageing and health care, however, was not among the
most discussed topics until just recently. 

Surprisingly little data is routinely made available on the determinants of health care demand and the resources
needed to supply “adequate” services. Existing statistical data on health expenditures or on health care services
provided typically do not offer links to the characteristics of the patients served or the diseases treated. 

Existing scientific studies on ageing and health care can be classified into two different groups. A first set of
studies focuses on the statistical relation between life expectancy and health expenditure dynamics.2 They re-
port both life expectancies and health expenditures to be growing in all developed countries, and based on
cross-sectional data, they conclude health expenditures to be increasing with population age.

A second group of studies denies the direct link between health expenditures and to population age and states,
that health expenditures – more precisely “lifetime health care costs” – are related to proximity to death rather
than patient age.3 Based on US data presented these studies estimate 50% of an individual’s total health care
costs to be incurred during the last 60 days of life, and 40% during the last month.

The results of both studies should be used with great care, but for different reasons. Currently available macro-
data do not support methodologically sound comparisons across countries or over time, and the available indi-
vidual longitudinal data may not be sufficiently representative for general conclusions.

In the future, the European health care data will improve substantially. MS have agreed to implement the new
system of health care statistics based on the System of Health Accounts (SHA). This system will – for the first
time ever – provide comparable health care statistics by using common borderline definitions and country-in-
dependent classifications. The new system is flexibly defined and thus allows further analytical dimensions to
be added freely. The Eurostat project on the feasibility of routinely presenting health expenditures by age and
gender may serve as an example – with promising first results.

Diagram 6 provides a preview on the results to be expected. The graph – based on the data of the German Pub-
lic Sickness Funds4 – shows how the total person-attributable health expenditures in Germany 2000 relate to

eurostat

56 18th CEIES seminar: Active ageing statistics

2 Jacobzone, S.; Chambois, M.; Robine, J-M. [2000]: “Is the health of older persons in the OECD countries improving fast enough to compensate for
population ageing?” OECD Economic Studies 30: 149-190.

3 Lubitz, J.D.; Beebe, J.; Baker, C. [1995]: Longevity and Medicare Expenditures. New England Journal of Medicine 332: 1092-1096.
4 Data refer to expenditures of Public Sickness Fund (PSF). PSF expenditures represent 60% of total person-attributable health expenditures; PSF mem-

bers represent 88% of the German Population. Expenditures for nursing care included refer to “health-related nursing”. Expenditures for general nurs-
ing care – ambulatory nursing and nursing home care – are not included. 



age and gender. In such an age profile, age-specific health expenditures are presented in percent of the overall
averages, i.e. the total per capita expenditures for men and women. Men and women over 65 and under 2 years
of age experience above-average expenditures, and maternity-related expenditures explain the heap in the age-
bracket 25–35.

Diagram 6: Per capita health expenditure profiles by age and gender in Germany 2000
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In-depth analysis is supported if age profiles are broken down further by functions of health care. Diagram 7
present data for ambulatory medical and dental care (labelled “physicians” and “dentists”), for stationary care
(“hospitals”) and for pharmaceuticals (“pharmacies”). With respect to these four functional categories, there
are no gender-specific differences, which would require separate profiles for men and women.

The category “other providers”, however, which encompasses paramedical care (e.g. physiotherapy), individu-
al prevention, maternity care, health care goods (e.g. wheelchairs), and health-related ambulatory nursing, does
significantly vary with gender, and thus does require separate graphs to support meaningful data presentation.
The graphs referring on “total health expenditures” are for comparison purposes only; they coincide with the
ones resented in diagram 6. 

Diagram 7 shows how the individual health expenditure categories vary with age. Some peak at early ages (den-
tal care at age 14, hospital care at age 0), the others increase throughout with age, but do so with different in-
tensity. Home nursing, health care goods, and ambulatory services of non-physicians are the main reasons for
the high “other” expenditures at age 90 (800% for men and 750% for women).



Diagram 7: Per capita health expenditure profiles by age and health care categories in Germany 2000
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Eurostat Activities Relating to Health Care and Ageing 

Eurostat, together with Member States and OECD, completely revised the system of health care statistics.
Based on the Systems of Health Accounts (SHA) concept, health statistics are now defined in a consistent and
nonetheless flexible way, which allow meaningful comparisons and more in-depth analysis. In the future Eu-
rostat will 

• collect, compile and disseminate health expenditure data by health care functions (e.g. curative care, reha-
bilitation, nursing care, ancillary services supporting activities, pharmaceuticals and other health goods etc.),
by providers of care and by financing units,

• collect data on health care manpower by profession (physicians, nurses, other health professionals, other oc-
cupations, etc.), qualification, by providers of care and – for part of the personnel – by age and gender,

• collect data on selected health care health care functions (e.g. hospital cases by age, gender and main diag-
nosis) by provider of care, and 

• explore the feasibility of routinely disseminating health expenditure data by age and gender of the patient.

Summary

The results presented can be summarised as follows:

• There is clear indication that health expenditures are – in one way or the other – related to age and gender of
the patients treated. The exact relation will only be known, if more and better data than the current ones be-
come available. 



• The general demand for high-quality data on health expenditures by age and gender is likely to increase in
all countries, because the demographic situation will put new challenges on the national health care systems.

• The new health care statistics, based on the System of Health Accounts (SHA), will provide more and better
health care data in Europe and, for the first time, will allow meaningful inter-country comparisons and sup-
port more sophisticated analysis.

AGEING AND THE DYNAMICS OF POPULATION CHANGE

All above results for the implications of ageing societies on European health statistics may present themselves
in a more or less different perspective, if they are adjusted for the influences of the dynamics of population
change. 

Active ageing is primarily associated with men and women in Europe expecting to live longer and being likely
to enjoy more years free of diseases, disabilities, or handicaps. Increased life expectancy may put additional
burden on the health care system, because more people are supposed to reach those age groups, which are usu-
ally associated with multi-morbidity and increased needs of medical treatment. 

The dynamics of population change in Europe are best described as a combination of accelerated ageing, low
fertility and increased individualisation. This mixture results in fertility rates below replacement level, in peo-
ple of all ages living in more and smaller households, in the number of young labour market entrants dropping
and, subsequently, the overall size of the labour force falling, in the number of pensioners rising, and in the
number of very old and the total of frail and dependent people growing. 

Diagram 8 presents the development of the European population in the last 30 and the projected development
in the next 15 years, the latter based on the results of Eurostat “low scenario” forecast variant. It is fair to con-
clude from its contents, that Europe is subject of a dramatic and historically unparalleled change of population
structure and will continue to be in the next decades. 

In 1970, the most densely populated age group was 5-9 years, in 2015 it will be 45-49 years. In 1970, there were
more than 11 very young persons (0 to 4 years) on each person 85 years and above, in 2015 it will only be 2
with the clear tendency to drop further.

In the next 15 years, the number of persons older than 80 years is expected to increase by 25%, whereas the
number of persons younger than 15 is projected drop by more than 18%. The old age dependency ratio – the
ration of people in retirement age (60+ years) to those in working age (20–59 years) – will rise to 45%. In 2000,
there were 6,2 million Europeans older than 80 years reported to live in 1-person-households, in 2015 this num-
ber is projected at 8,7 million – 49% of all persons in this age and an increase of 41%. 
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Diagram 8: Population in European Member States by age and gender in 1970, 1985, 2000, and 2015
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5 For 2000–2015, the “low scenario” case assumes limited changes in life expectancy (+0,9 years), roughly constant total fertility rates ((1,45) and an
annual average net migration of 350 000 people.
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Source: EUROSTAT New Cronos database. Data for 2015 are taken from the 1999 EUROSTAT projections for the “low scenario” case.5

The effective population structure in 2015 may deviate to some degree from the one presented, depending on
the accuracy of the assumptions made. Higher life expectancy gains will further add to the number of old and
very old, while increased fertility rates will raise the number of newborn. The effects of immigration will sole-
ly depend on the number and age structure of the immigrants. The main characteristics will remain unchanged,
however, and so will the challenges emerging thereof.

How will these population dynamics affect the possibilities of healthy ageing? How does the structural change
influence the health status and the health care needs of the future population? What information is needed to
match the challenges to come? How well is European health statistics prepared?

The dynamics of population change are first and foremost expected to affect the health care system: Demand
for health care services will increase, and the supply of services will become more difficult and more expen-
sive. 

• The number of persons needing professional health services is extremely likely to increase, because 
– longevity will allow more people to reach age groups, which are known for high morbidity and for inten-

sive treatment needs,
– longevity will make people spend more years in age groups, which are known for high morbidity and for

intensive treatment needs,
– multi-morbidity prevailing in upper age groups will influence the frequency of per capita treatment needs,

and
– with people increasingly living on their own in single households, family help in assisting frail elderly with

activities of daily living will have to be increasingly substituted by professional services. 



• Health care is a labour-intensive economic sector, and labour-saving technical progress is unlikely to occur.
Additional demand for health care services will primarily raise the need for additional health care manpow-
er. In the future, it may become more and more difficult to satisfy this demand on the labour market, because
– due to population changes, the labour market will shrink, and manpower will become an increasingly

scarce resource, for which all economic sectors compete, 
– the health care sector needs highly qualified labour,
– the jobs in health care are known as physically and emotionally challenging, and 
– wages and salaries in the health care sector are often below national average.

• Health expenditures are likely to increase independent of the factors mentioned already, because
– technological progress will make available new (and more expensive) treatment techniques which can be

expected to outperform existing techniques because of being associated with smaller risks, less pain,
quicker recovery or likewise,

– scarce manpower resources will raise the wage rates and thus may increase the health care production
costs, and

– new or additional health risks from environment and life style may add to treatment needs.

So far, none of the consequences of population dynamics on health mentioned above has already led to estab-
lishing new subjects of statistical monitoring or to starting specific statistical development work. The recent ef-
forts undertaken to develop and implement the new European system of health statistics have, however, taken
into close consideration some, if not all of the topics mentioned. 

Topics Covered by European Health Statistics 

The following variables are covered by routine data collections, which Eurostat performs together with Mem-
ber States in the framework of European health statistics, and the type of data sources makes typically used
thereby are indicated in brackets. 

• Population and household structure; main demographic, social and economic indicators (registers, compre-
hensive data compilation systems);

• General and specific health status (health interview surveys, health examination surveys, sentinels);
• Health risks – environment and life style – (health surveys, environmental monitoring systems);
• Incidence and prevalence of diseases (registers, administrative data, sentinels, provider surveys);
• Health care services by type, provider, patient or disease treated (integrated multi-source compilation sys-

tems);
• Health care resources (registers, administrative data, integrated multi-source data compilation systems),
• Health expenditures and financing (integrated multi-source data compilation systems).

In recent years, Eurostat and MS have invested substantial resources into improving quality and comparability
of European health statistics. The new system, which is currently to be implemented, can be characterised as
consistent, flexible and user-friendly. From the very beginning, all participants agreed to constantly adapt the
system to newly emerging information needs. “Health of the ageing population“ may well be a subject defin-
ing such newly emerging information needs. 

The seven categorical areas of European health statistics – after being fully implemented in all European MS
– may be completely able to provide all “ageing”-related information needed. It cannot be excluded, on the oth-
er hand, that there will be the need to add new analytical dimensions or new statistical variables to existing data
collections or even to introduce completely new statistical data sets.

Eurostat as the producer of statistical information for the European Commission, the other EU institutions, and
the Member States needs the input from all the different user groups – health politicians, scientists, health care
providers, patients and patients’ organisations and the general public – and from research to evaluate whether
European health statistics will be able to meet the future challenges or where adjustments have to be made in
order to do so.

Key Publications on More Detailed Eurostat Health and Health-Related Data

• “Key Data on Health 2000”, 1999 edition. Eurostat. 2002 edition in preparation.
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• “The Social Situation of The European Union 2001”, 2001 edition. Eurostat. 2002 edition in preparation.

• “Key Figurers on Health – Pocketbook”, 1999 edition (out of print). 2002 edition in preparation.

• “European Social Statistics – Demography”, 2001 Edition. 2002 edition in preparation.

• “Atlas on Mortality Statistics”, 2002. Eurostat. In preparation.
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“Health” refers to physical, mental and social
well being as expressed in the WHO definition

of health. Thus, in an active ageing framework,
policies and programmes that promote

mental health and social connections are
as important as those that improve physical

health status.

Active Ageing: A Policy Framework
WHO - Madrid, Spain, April 2002.
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The elderly: a complex, ever-changing population

Nowadays, discussing topics related to the elderly implies facing the problems and capabilities of a mixed and
complex population, which is too often defined with reference to age only. 

There are two mistakes when different individuals, with different social, biological and professional stories are
classified under the same heading: being older than an established age. There is a methodological mistake, be-
cause differences among people in this age class are not acknowledged, and a political mistake because efforts
and resources are not allocated to solve the problems and fulfil the needs of that share of population which
needs support and help (Egidi, 1999)1. 

Another mistake is related to the immobility of elderly people affecting our perception of the deep changes oc-
curring in this group of population. 

From a demographic point of view the age structure of the elderly is changing. In Italy, during the last century
low birth rates first and the decrease of mortality rates later determined the ageing of the population. In the first
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1 Egidi V. (1999) “Health status of older people” presented to ECE seminar on ageing, Sion, December 13th 1999.



decades of this century owing to the reduction of numerousness of generations we can expect that the yearly
increase rate of elderly will decrease. But at the same time the percentage of elderly out of the total population
will continue to rise (Table 1). 

From an epidemiological and social point of view elderly are often considered synonymous of disability and
no-independence. This commonplace too is wrong if we consider that large differences can be found in the
health status of the elderly, contrasting the myth which regards old age an illness in itself. 

For instance considering general measures like life expectancy and disability free life expectancy, results are
comforting since both indicators are rising (Table 2). In Italy in a period of five years life expectancy at 65 in-
creased of about one year in both sexes. In the same period life expectancy at 75 increased less in absolute terms
but meaningfully in terms of relative variation.

Looking at disability free life expectancy data are even more interesting, showing a higher increase with re-
spect to life expectancy in all cases, above all when we consider older ages.

Then it seems that elderly can expect to live longer, with a higher proportion of years lived without disabilities,
even at older ages. 
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Table 1 – Percentage of population aged 65+ and 80+. Italy.Years 2000, 2010, 2020, 2050

Year %Pop.65+ %Pop.80+

2000 18.0 3.9

2010 20.4 5.8

2020 23.2 7.1

2050 32.3 11.9

Table 2 – Life expectancy and disability free life expectancy at 65 and 75 years old by gender. Italy.Years 1994, 1999

Males Females

1994 1999 %Var 1994 1999 %Var

e65 15.4 16.3 5.8 19.2 20.3 5.7

DFLE65 12.7 13.8 8.7 14.2 15.1 6.3

e75 9.2 9.9 7.6 11.5 12.4 7.8

DFLE75 6.6 7.4 12.1 6.9 7.7 11.6

These first remarks lead us to reconsider the current concept of old age, as it is anchored to age registry. Age
can no longer effectively represent the functional age of individuals and their actual capacity to participate ac-
tively in social life.

Using “age” to classify people means to assume that time has the same effects on every individual, regardless
of their experiences, background and life.

This approach has been questioned by common sense and recent researches, since there are large social, bio-
logical and professional differences among individuals.

Several analysis began to explore the issue of equivalent ages, that is different ages that may acquire the same
biological, physiological, cultural and social meaning for different individuals, in different contexts and with
different life-stories.

In 1975, Ryder suggested that the threshold of old age should be defined as ten years of remaining life ex-
pectancy. This is not an arbitrary suggestion if we think that in Italy at the beginning of the last century, when
life expectancy at birth was 42 years for men and 43 years for women, a ten year remaining life expectancy
meant age 67 for men and women, which was a reasonable threshold for old age (Figure 1). In the mid-centu-



ry the threshold raised at 70 years old for men and 71 for women and in 2000 at 75 for men and 79 for wom-
en. Thus, today men would be considered elderly 8 years later and women 12 years later than at the beginning
of the last century. In 2020, if the current trend of life expectancy continues, the threshold of old age would be
2 years later for men (77) and 1 years later for women (80). 

Figure 1 – Observed and projected life expectancy and old age threshold (age with 10 years of remaining life
expectancy). Italy.Years 1887-2020
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The same approach can be used to calculate similar thresholds in several ECE countries. In EU countries, ten
years of remaining life expectancy is 73-74 for men and 77-78 for women. EU countries have similar levels as
North America and Norway while in Central and Eastern transition countries, there is a less positive scenario
and ten years of remaining life expectancy is still 70-72 for men and 74-75 for women. 

However, even this indicator, as age, is an approximation because it is based on quantitative data (the years to
be lived). Qualitative changes should be considered as well, to get information outlining the relation between
health status and the other aspects of daily life, the actual living conditions of elderly, and to assess the eco-
nomic and social effects of population ageing.

For instance considering the results of an Italian social survey carried out on 1983 and 1998 about care-givers
and people receiving help from persons living outside their own household, we understand how elderly are not
anymore only a group of population needing help, but they play an active role in the society as care-givers
(Table 3).

Table 3 – Percentage of care-givers by gender and age. Italy.Years 1983, 1998

Males Females

Age 1983 1998 1983 1998

60-64 20.4 25.0 28.4 32.4

65-74 18.8 18.9 20.9 23.1

75+ 9.4 13.2 9.3 10.9

All 18.6 20.3 22.8 24.5



In a period of fifteen years the percentage of households with at least one member aged 65 and over receiving
help decreased from 30.7% to 16%. At the same time, the percentage of care-givers raised meaningfully among
elderly and above all among people aged 75 and over.

Health information in Italy

The current state of statistical information on health and aging in Italy can be deduced by leafing through the
“National Statistical Programme”, which fully shows the relevant sources. What strikes one most is the high
number of “producers”: besides ISTAT, many ministries (starting with the Ministry of Health), bodies and re-
gions produce information on health2. The various corresponding information flows, sometimes sub-products
of administrative activities, were set up in different moments, with varying philosophies and on different tech-
nological platforms3. 

Today, the greatest commitment is towards making the sources talk to each other and to have them interact with
the targets and resources. The most consistent experience from this point of view, concerning language, classi-
fication, methods and structures, is that of the Ministry of Health with its health information system, conceived
as a common vision and set up by a plurality of findings aimed at integration. This system has been continu-
ously compiled since the mid nineteen-eighties. 

ISTAT too has promoted and increased the information about health and its social determining factors, starting
mainly from the eighties, placing them alongside traditional epidemiological findings4, which, in the meantime,
have been significantly renewed. 

In those years ISTAT has carried out a common point of view and a degree of integration concerning the social
survey system on households, planned harmoniously in order to provide information on the population and on
society. The system set-up is a simple one: a yearly survey, which forms a basic information picture on the qual-
ity of life and on the daily behaviour of our citizens, is periodically supplemented with surveys in greater depth.

One of the most important is the Health Interview Survey (HIS) carried out every five years. 

The latest HIS (1999-2000), for the first time since it was set up, has been carried out in collaboration with the
Ministry of Health and with the Regional administrations: a clear sign that is worth thinking about considering
that the Italian health system has invested in a non-traditional source in order to have the necessary data for
planning and managing at a government, mostly regional, level. 

The sample was large enough to allow estimations on health and lifestyles on a sub-regional level (60,000
households and 140,000 persons). For the first time, some aspects of well-being (SF12), of social autonomy
(IADL - instrumental activities of daily living – type questions) and of use of some health services (homecare,
day-hospital etcetera) were studied in more depth. These aspects play a strategic role in interpreting the social-
health conditions of the elderly. This was a considerable task which cost millions of Euros but it gave results
for a multitude of users.

However, this is still not enough or perhaps is no longer enough. 

From the law no. 833/1978 (Italian health reform) to date, the main problem of health data has been the infor-
mation content. Other sources have been added to the traditional ones (demographic and epidemiological).
These new sources allow analysis of how the health system functions and of the social care services provided
and expand on information about lifestyles and social conditions among the populations, contributing to redi-
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2 In the National Statistical Programme planned for the three-year period 2002-2004, the following institutions were indicated for the health matters: IS-
TAT, Ministry of Health, Ministry of Home Affairs, Ministry of Defence, Ministry of Justice, Ministry of Economy, Ministry of Industry, National
Health Board (ISS), INAIL, INPS, and some regions. If information were extended to a social-health context, the Department of Social Issues would
also have to be taken into consideration.

3 To give an example, it can be recalled that the National Health Programme 1998-2000 paid great attention to the subject of inequalities in health, but
the main source on hospital morbidity (hospital discharges) didn’t include the level of education among the socio-demographic characteristics report-
ed, which, it has now been proved, is one of the most important explanatory variables in the issue of health inequalities. 

4 Traditional does not mean static or immobile. The “oldest” of these sources, the one regarding mortality, that goes back to the 19th century, has under-
gone a radical modernisation in the last two years, changing from manual coding of causes of death to automatic coding. This is a historical change
that determines better comparability, higher quality, a drastic reduction in processing times and an exceptional increase in the information heritage.
For instance for the first time, data on the concomitant cause of death will be available and information on the pathological history will also be avail-
able. 



recting attention from the illness to health. Social conditions on the edge of health services, that dwell in that
still undefined area between cure and care have taken on a strategic central importance in this context. It is yet
an other reason for moving towards an integrated information approach: health cannot be understood if we do
not analyse and understand the social networks that exist around the elderly, in particular the elderly who are
no longer autonomous. 

So, to fully understand the quality of life and “healthy ageing” and to answer the questions coming from the
health and social care services we have to face some new information emergencies.

The new information emergencies

About methods

The first problem to face is a problem of methods.

Surveys that are usually carried out today in almost all countries are cross-sectional surveys on health or dis-
ability.

Can this type of information help us to understand the changes currently in progress?

We know that some of the qualifying changes in living conditions of the elderly populations do not arise sole-
ly from the change in the social environment but also from the generation change. The new elderly generation
who will come onto the scene will have little in common with the current or past generations. The next gener-
ations will be with a higher level of education, different working histories and with vastly differing cultural at-
titudes from those of their parents. 

Will this generation of elderly people have the same needs as the generations that went before them? 

We believe that many things will have changed in the way that one reaches and then lives through old age. Cur-
rent sources will not be sufficient for documenting this type of change. We will need more and more longitu-
dinal data that allow us to split the period effect from the cohort effect.

Alongside the need for instruments for carrying out longitudinal surveys, there is also a need for health exam-
ination surveys. On one hand these can provide an accurate framework of some important pathologies that char-
acterise the epidemiological evolution of the nation (especially of psychiatric pathologies in senility and in
mental illness); on the other hand they constitute an excellent tool for understanding the level of awareness of
the population about the presence of some important health problems.

In reality, problems such as those deriving from high blood pressure or from diabetes that have no visible symp-
toms up to a certain health-affecting threshold, can only be faced with the collaboration of the patients and their
general practitioners. As many people have stated, about 60% of the elderly are affected by high blood pressure,
but only 30% knows about it; of this 30%, only half takes measures to cure the illness, and only half of them
again probably use efficient therapies. The conclusion is that 7 elderly people out of 100 take serious care of
high blood pressure problems, while 60% should do so. This is only an example, but it is necessary to show that
there is a need to understand the real “knots” in the chain of health care and where interventions must be made.
The health service needs to have detailed information, not just for organising awareness and prevention cam-
paigns but also to be able to give answers to the key points of the system, for example, in general family health-
care. 

About contents

Another information emergency is related to contents.

Many information on health status and health determinants generally come from subjective data like those ob-
tained by health interview surveys.

Even if it has been demonstrated the strong relationship between subjective and objective health status, speak-
ing of active ageing and of elderly with a better health status with respect to the past, it is becoming of great-
est importance to know more about the actual health conditions of elderly.

In this context General Practitioners may play a very important role: they are the reference doctor for most el-
derly (in Italy more than 90% of elderly consults the GP in case of health problems), in many cases they follow
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patients for a long time, they are pivot elements in the health system being the contact point between the de-
mand and the supply.

To implement health information systems by GP’s gives the opportunity to have most elderly covered, to set up
longitudinal information and to know more both on diseases but also on the use of health services.

Again about contents, one of the areas to be investigated in the near future is above all the relationship between
the types of assistance and the elderly, especially the disabled elderly.

In light of the on-going de-institutionalisation policies in almost all countries, the careful analysis of living and
health conditions and the services set-up can no longer ignore the institutionalised population. This sub-popu-
lation, in fact, has characteristics and needs that are completely different from the populations living within a
family. 

About territory

From a political and administrative point of view, today we are witnessing a progressive move of the power of
intervention from a national level to a regional and sub-regional level. In Italy, many intervention areas are now,
planned, managed and monitored locally. Both the health system and, more recently, the social assistance sys-
tem are now under the responsibility of the regional administrations.

Consequently, the third information emergency, which is certainly one of the most urgent, is that of having data
available that is nearer to the level of territorial government.

This emergency does not only become a problem of availability of data on a local level but also a problem of
accessibility.

In many cases, it is not only necessary to collect new data, but also to set up sharing systems for the already ex-
isting data so that all the new subjects involved (institutions and local authorities) can access the existing in-
formation easily. This also gives rise, indirectly, to a matter of privacy. As we proceed to lower levels, the re-
duced size of the reference territory (boroughs, local health authorities) bring about growing risks of the
violation of privacy.

About information systems

The last but not the least information emergency regards the implementation of information systems, that
means to move the information paradigms from a view by problems to a view by subjects and then from a view
by flows to an integrated view.

We have seen that current policies have been much inspired by integration, in all senses of the word, of elder-
ly people. Such an explicit political formulation calls for a stringent need to set up “integrated information sys-
tems” and no longer single databases.

Why? Because it is not from the analysis of single dimensions of health conditions, or from cultural participa-
tion or from the receipt of monetary benefits and other matters concerning elderly people’s lives that we will
have the possibility to judge the extent to which they are integrated or socially supported by our countries, but
from an overall vision. This means that a framework model must be proposed on which to base the design of
an information system. No suitable information exists without a suitable planning of the implicated regulations,
relationships and concepts. 

Conclusions

In a changing world the concepts and measures of aging are changing as well. 

During his speech given on World Health Day in 1999, Kofi Annan stated that as good health is necessary to
remain active, it is also necessary to keep healthy to stay active. 

As a consequence we need new statistical data systems that at the same time consider all the different aspects
of social and health conditions and allow to monitor in time the quantitative and qualitative progress of the ag-
ing process.
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The availability of systems of this type must serve also to fight the tendency to promote actions (not only in the
area of health, but also in the area of social services since, from a practical point of view, these fields often in-
teract quite intensely) in the absence of a wider outlook and prospects.

In addition, these systems are also a channel of “democratic” information available to all, that allow the com-
munity as well as experts to grasp a sense of the basic dynamics and issues, that support public and private de-
cision-makers as well as private citizens.
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The English Longitudinal Study of Ageing (ELSA) is a major new study of people aged 50 and over living in
private accommodation in England. It will collect data about a range of topics including health, economics and
social networks. The issued sample consists of about 16,000 individuals living in 9,000 households and inter-
views are planned at two-yearly intervals. As far as possible, the data will be comparable to that collected in
other studies, particularly the Health and Retirement Study in the United States, and the planned Survey of
Health and Retirement in Europe. The study will make it possible to carry out a detailed examination of age-
ing from a multi-disciplinary perspective and to explore how relationships, for example between health and
economics, change over time. It will also make it possible to study the extent to which observed patterns are
constant between countries or are system specific. It will require high methodological and scientific targets and
rigorous implementation. ELSA is being developed and carried out jointly by the Department of Epidemiology
and Public Health at University College London, the Institute of Fiscal Studies and the National Centre for So-
cial Research.

Introduction

The potential effects of population ageing on public policy are well known. Changing population age structures
and dependency ratios will clearly have an impact on the provision of state pensions and health and social ser-
vices. This has been the subject of wide debate. On occassion, however, this has involved representing ageing
as an undifferentiated experience of increasing physical and financial dependency that starts at the point that
the individual relinquishes work and parenting roles. For several reasons, this is an oversimplification.

First, it is no longer adequate to equate old age with either a specific biological age or a statutory social or eco-
nomic transition such as eligibility for a state pension. For example, there are now large numbers of people
choosing to retire at earlier ages and there can also be a phasing of redundancy into retirement. Though this
trend may be changing once again, this has lessened the impact of what was once a phenomenon of mass re-
tirement at statutory ages. 

In addition, we should not understimate the diversity of economic circumstances of older people or their im-
portance to the economy. Certainly, many older people experience poverty and social exclusion in old age.
However, it is also true that people in Britain who are aged 50 and over now account for half of the nation’s
spending and three-quarters of its wealth. 

Similarly, it is an oversimplification to directly equate increasing life expectancy with increasing physical de-
pendency. The association between morbidity and advancing age depends on both the rate at which the onset
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of disabling conditions increase and the rate of survival with these conditions. While the debate about the com-
pression of morbidity is controversial, the evidence suggests that there is a reduction of disability over time. 

Taken together, these factors have led to the recognition that ageing is far from uniform. While some older peo-
ple are experiencing long periods of economic and physical decline, others could be living in what has been
called a ‘third age’, a period of self-fulfilment, or could be experiencing ‘successful’ or ‘active’ ageing. 

Overview of the English Longitudinal Study of Ageing

For all these reasons, a good understanding of the effects of ageing is needed to ensure that policy in many ar-
eas is developed appropriately. Despite this, the high quality data that will allow analysts to explore key ques-
tions in depth is relatively scarce. The English Longitudinal Study of Ageing (to be referred to as ELSA in this
paper) has been designed to fill this gap and to allow for a comparative analysis of the dynamics of ageing over
time. 

The study involves a longitudinal survey of a representative sample of of individuals aged 50 and over who are
living in private accommodation. The primary objective of the survey is to collect data on health, economics
and social networks. This will provide a crucial resource for exploring issues relating to ageing that will be im-
portant both for scientific understanding and for the development of policy. 

The key research questions that ELSA will allow us to explore include:

• Health trajectories, disability, healthy life expectancy and compression of morbidity;

• The relationship between economic position and health including the social, economic and psychosocial de-
terminants of health and inequalities in health;

• The determinants of economic position in older age;

• The timing of retirement;

• Post-retirement labour market activity;

• Social networks, support and participation;

• Household structure and the transfer of assets.

Clearly, health issues are one important part of the overall study but to appreciate the value of ELSA as a tool
for examining the health dimensions of active ageing it is important to first understand the study as a whole. In
the following sections we set out the key characteristics of the study and its general coverage before describing
the coverage of its specific health sections. We then look at the key measurement challenges that ELSA has
faced, focussing particularly on health issues once again.

Key characteristics of the English Longitudinal Study of Ageing

There are five key features of ELSA, each of which is discussed in turn here. In brief, ELSA:

• gathers micro-level data about a large sample of older people within a representative sample of households
using personal interviews, 

• is multi-disciplinary, 

• has a longitudinal panel design, 

• is designed to provide data that will be comparable to other national and cross-national studies, and 

• is scientifically driven and policy relevant. 

Micro-level data

ELSA gathers micro-level data about a large, representative sample using interviews carried out face-to-face3.
The sample has been selected from two separate years of the HSE (1998 and 2001) to provide sufficient sam-
ple size4. The issued sample consists of around 16,000 individuals living in about 9,000 households. (About 66
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per cent of the issued sample of individuals are part of a couple.) Our estimates of mortality and response rates
suggest that we will conduct in the region of 11,000 interviews with these informants at Wave One of ELSA
data collection, and around 10,000 at Wave Two. This will be supplemented by interviews with partners who
are not defined as core sample members, either because they appeared in the HSE but were aged under-50, or
because they had joined the household since that time. Where appropriate, proxy interviews will be carried out
with key informants. 

The great value of micro-level data is that it allows us to collect detailed information that cannot be obtained
from other sources and allows us to examine associations and causal pathways in a way that is impossible us-
ing aggregate level statistics. ELSA collects detailed information about individuals (and their partners) within
the household. This will allow us to examine how couples and households make decisions and the factors that
impact on them.

Multi-disciplinary

A key feature of ELSA is that it is multi-disciplinary. The survey covers

• household and individual demographics

• physical, mental and psychosocial health

• cognitive function 

• economic circumstances including work and pensions, income and assets and housing, and

• social participation and social support.

During the ELSA interview, respondents are also asked to give their consent for the research team to gather in-
dividual level data about them from various health and economic administrative sources. This will add to and
subsequently update the data that is already available.

This broad coverage means that the study offers significant opportunities for research within a number of sin-
gle disciplines. Though separate, these analyses should benefit from the framework provided by the larger
study, which means that different conceptions of ageing and different approaches to its study have, to some ex-
tent, been harmonised. Of course, the multi-disciplinary coverage will also allow us to examine the relation-
ship between different aspects of people’s lives and to see the way in which they change and interact over time.
For example, it should be possible to see how reductions in health or cognitive function affect an individual’s
ability to lead active lives. 

Longitudinal panel design

A further key feature of ELSA is that it is longitudinal. We plan to interview our sample of respondents ap-
proximately every two years. The first wave of face to face interviewing will be completed in 2002 and we hope
to report on early findings in September 2003. The second wave of data collection will take place in 2004 and
will involve both a personal interview and a nurse visit. In time, we hope to introduce fresh samples of the
youngest age groups into the survey.

Building a longitudinal design is a major undertaking, but it is essential so that we can see how people’s cir-
cumstances change over time and so that we can begin to unravel the dynamics of ageing. For example, while
we know that socioeconomic position before retirement will influence health and economic position in later
life, it is only possible to untangle the relationships between these and other factors if we observe individuals
repeatedly. ELSA will also allow us to investigate issues emerging from other longitudinal studies which throw
light on the ageing process, such as the 1946 birth cohort and Whitehall II study. The rationale for developing
the study as a panel is that by introducing fresh cohorts at the youngest ages we will be able to look at the be-
haviour of successive cohorts as they age. This will allow us to separate age, cohort and period effects. 

Comparative

A strong motivating factor in the development of ELSA has been the desire to collect data that can be com-
pared with the Health and Retirement Study in the United States. In addition, the development of SHARE (the
Survey of Health and Retirement in Europe) offers the possibility of future comparison to survey data collect-
ed in a number of other European countries. 
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Cross-national comparisons of this type are valuable insofar as they expand the variation of outcomes, indi-
vidual resources and institutional systems that are being investigated. It becomes possible to evaluate what
common outcomes and effects emerge despite differences in systems. The corrolary is that these comparisons
also offer extended possibilities for the evaluation of policy reforms. 

The issue of inequalities in health provides a good example. A starting hypothesis for the observation of social
inequalities in health in Britain might be that it is somehow related to the class system. A starting hypothesis in
the US might be that it is related to inequalities in access to medical care. The finding of a similar social gra-
dient in health in countries where the history of social stratification differs markedly and where one has a na-
tional health service free at the point of use, and the other does not, provides greater insight into likely causes
than could a study in one country alone. Comparisons between Britain, the US and Europe offers extensive pos-
sibilities for increased variation in individual resources and institutional systems, with wide difference in health
care systems, retirement provision and retirement incentives. 

Scientifcally driven and policy relevant

Over time, ELSA will provide a wealth of data that can be examined in relation to many different policy areas.
We have been careful, however, to avoid including questions that have a solely short-term focus on an imme-
diate policy question. Instead, ELSA is driven by a scientific agenda and is being developed around a set of
long-term research and policy questions. 

The Study Sample

The ELSA sample has been drawn from the Health Survey for England (HSE). This is an annual cross-sectional
household survey that collects a wide range of health data and biometric measures through a personal interview
and nurse visit.5

The main disadvantage of using a completed survey as a sampling frame is the possible loss of representative-
ness due to a combination of non-response in the original study and attrition between that survey and the base-
line interview6. That said, the HSE also has major advantages as a sampling frame, which make it too valuable
to ignore. For example: 

• it provides a sampling frame from which we can draw a representative sample of households containing old-
er people at relatively low cost

• future rounds of the HSE may be used to boost particular sub-populations of interest, and to ‘refresh’ the sam-
ple as it ages, and

• eligible individuals will have (on the whole) participated in a previous survey so are expected to be more like-
ly to take part in this new study.

Most importantly, however, the HSE provides extensive data that has already been collected about respondents’
health and their socio-demographic, employment and housing circumstances. Even before the first ELSA in-
terview, this provides us with a set of pre-baseline health measures including: 

• General health

• Use of health services

• MRC respiratory questionnaire, chest pain, CVD

• Physical activity

• Eating habits, smoking, drinking

• Height and weight 

• Waist and hip, demi-span (during nurse visit)

• Parental history
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• GHQ12

• Blood pressure and blood sample (during nurse visit)

• Prescribed drugs; vitamins; nicotine replacements (during nurse visit)

General coverage of the ELSA questionnaire

As mentioned earlier, ELSA is a multi-disciplinary study. Although questions about each subject area are lim-
ited in number, their value is enormously increased by the availability data from other topic areas. Here, we set
out the broad coverage of the study and in the next section identify the content of those sections specifically re-
lated to health.

Household and indiivdual demographics 

At the household level, the survey covers basic demographics such as sex, age and relationships. We include
individuals who have entered the household since the HSE interview and if anyone has left the household since
that time, we ask whether they have died or moved away7. The interview also collects an inventory of children
living outside the household to get a fuller picture of family networks. Each respondent is also asked their mar-
ital status and information about any siblings, grandchildren and parents (including parents’ age or parental age
and cause of death). In addition, questions are included about family and economic circumstances during child-
hood, ethnic origin and education.

Work and pensions

The initial ELSA interview collects data from each individual about their current employment status, hours and
pay, and job characteristics. We attempt to gather data about all activities, for example where an individual is
combining part-time work and voluntary activity. The questionnaire also gathers detailed information about
current and past pension contributions and retirement experiences. 

Income and assets 

The interview collects information from each financial unit about the last twele month period. It covers vari-
ous components of wealth (both financial and real assets), household income (including earnings, pensions,
other annuity income, benefits, transfers and income from wealth) and debt. In addition, the module collects a
summary measure of the income and assets held by other household members.

Housing

The interview collects information from one repsondent in each household. Data is gathered about house char-
acteristics and quality, tenure and housing related benefits. For those who own or are buying their home there
are questions about house purchase price and house value aswell as details about mortgages and equity release.
For others, it collects other relevant information such as rent. All households are also asked about the owner-
ship of durable goods and cars and about expenditure on food.

Expectations

We ask a number of questions about peoples’ expectations for the future to help us explain their current be-
haviour (for example their decisions about work, retirement and spending) and to see whether they evaluate
their future prospects accurately. For example, we ask respondents what their chances are of surviving to par-
ticular ages, their chances of working in the future and their chances of giving or receiving an inheritance. We
also ask what the chances are that they will not have enough financial resources to meet their needs at some
point in the future. We hope to observe the ways in which people’s expecations are adjusted over time and to
explore the way in which people react (or do not) when their expectations are awry.
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Social participation and social support

This module is primarily concerned with mapping the extent to which the respondent participates in certain
types of social activity and whether they are limited from, or excluded from doing these activities. There are
also some questions in this section about care-giving and use of public transport. Many of the questions about
people’s social circumstances are included in a self-completion questionnaire.

Finally, the respondent is asked to give permission for the research team to obtain health and economic data
from various administrative sources. 

Health coverage of the ELSA questionnaire

As stated earlier, we already have some data about our sample members’ health status from the pre-baseline
HSE interview. In addition, the initial ELSA questionnaire collects further health information in five main ar-
eas. These are health outcomes, psychosocial health, cognitive function, functioning and disability, and health
behaviours.

Health outcomes

The measures of health outcomes used in the study include a self-reported assessment of general health plus
questions about cardiovascular disease, chronic lung disease, other chronic conditions, cancer and psycholog-
ical health. 

Respondents were also asked whether they had any longstanding illness or disability and, if so, how this af-
fected them. In identifying health outcomes, respondents were asked about both symptoms and about diagnoses
where possible.

Psychosocial health

A module of questions is including on psychosocial health. This is primarily concerned with recording how the
respondent views his or her life across a variety of dimensions. 

Cognitive function

Cognitive function is an essential element of any study of the ageing process. This is because poor cognitive
function, or loss of it, can impact on people’s ability to make complex decisions (for example about retirement,
housing choices or saving) and on their ability to carry out daily activities (and so live independently). The mod-
ule of questions included in the first wave ELSA interview contains a series of exercises which measure dif-
ferent aspects of the respondent’s cognitive function. It includes various measures of memory (meta-memory,
remembering the day and date, ten-word list learning and two separate tests of prospective memory). It also
covers speed and mental flexibility, combined with verbal fluency (naming as many animals as possible in one
minute) and visual search (using a letter cancellation sheet). Finally the module includes a set of numeracy
questions which test the ability to cope with everyday problems. 

Functioning and disability

The ELSA wave one questionnaire also includes questions on functioning and disability. Respondents are asked
about their eyesight, hearing, various disabling conditions or events such as arthritis, falls and fractures (asked
to people aged 60 and over) and non-specific symptoms associated with limited function and disability such as
pain. In addition, all respondents are asked whether they have difficulty with a range of activities of daily liv-
ing (ADLs and IADLs). 

It has been shown that there are cultural differences in the way people answer questions about their levels of
disability. As a result, a key aspect of ELSA is that it includes an objective measure of disability. During the de-
velopment stage of the study, we piloted the use of a set of measures, which were a timed walk, chair stands,
peak-flow and weight. In the mainstage study, we chose to carry out the first of these with all respondents who
are 60 or older. The timed walk involves recording the time taken by the respondent to walk a distance of 8 feet
(244cm). This measure will make it possible to compare people in England with individuals elsewhere. 
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Health behaviours

Finally, respondents were asked summary questions about three aspects of their health behaviours. These were
smoking, alcohol use and physical activity. More detailed questions about smoking and alcohol use were in-
cluded in the Health Survey of England, providing a more detailed, pre-baseline measure.

Challenges for ELSA

Getting data of good quality is, of course, paramount and there are a number of factors that we need to address
in order to achieve this. Although a comprehensive list is impossible here, it is worth mentioning some impor-
tant considerations. 

First of all it is important to ensure that we have high initial response rates and subsequently maintain the pan-
el to limit attrition between waves. We have pursued various strategies such as offering £10 gift vouchers as an
incentive and have started to implement various ways of keeping in touch with respondents (for example using
a study web site, thank you letters, and bulletins).

ELSA also faces challenges because of the fifty-year age span of its respondents. The interview must be rele-
vant both to a fifty-year old and a centenarian and must provide a positive experience to respondents while ad-
dressing end of life issues. We have made efforts to address these issues and to ensure that interviewing prac-
tice is suitable for interviewing the oldest old. 

Finally, although balancing interview content and length is a challenge for all surveys, it seems particularly
problematic for an ambitious longitudinal and multi-disciplinary study such as ELSA. Clearly we need suffi-
cient data to test our hypotheses, but if we are insensitive to the effect that a long interview could have on re-
spondents then we run the risks of poor data quality, survey non-response and attrition between waves. 

To address these issues we have

• insisted that each topic module is paired down to the “irreducible minimum”. No question survives unless it
is hypothesis-led and is agreed to be vital to a longitudinal, comparative study about ageing

• ensured that the questionnaire flows well, is varied and wherever possible is relevant to respondents

• attempted to control the variation in interview length so that the number and duration of particularly long in-
terviews is kept to a minimum

• where possible, allowed two co-resident individuals to be interviewed concurrently (where the questionnaire
is administered in blocks, first to one respondent and then to the other)

• introduced flexibile interviewing where interviews can ‘manage’ the length of the interview by using various
facilities such as varying the point of the interview at which they administer the timed walk 

• where possible, asked HSE interviewers to return to the households they originally interviewed for the pre-
baseline study so that we build on the interviewer-respondent relationship that had already been established

• where practical, used dependent interviewing to improve the flow of the interview and data quality

• introduced a twelve-sided self-completion booklet to ask some more sensitive questions and to collect data
about social support and social participation.

Key issues for the measurement of health in ELSA

In addition to these general issues, each subject area included in ELSA has brought its own particular chal-
lenges. Since the focus of this session of the conference is health, it is worthwhile drawing attention to some of
the main issues we face about how best to measure respondents’ health in a face to face survey.

An early challenge was how we should collect data that is equivalent to the information collected in the surveys
we want to use for comparison. Different studies use at least two different scales for their basic measure of self-
reported health status. The table below shows how the questions used in the SF12 and the Health and Retire-
ment Study (HRS) differ in wording and response categories from surveys employing the World Health Or-
ganisation (WHO) classification, such as the Health Survey of England. While both questions and response sets
offer advantages, we cannot expect the answers to be the same.
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For the purposes of ELSA we need to be able to compare our data using both questions, and to be able to un-
derstand the relationship between responses to one and the other. As a result, ELSA asks all respondents both
questions with one (selected randomly) at the beginning of the health module and one at the end. In time, we
will be able to provide some data about the differences between them and this should build on existing research
into this issue, for example by Mike Hurd and Arie Kapteyn.

A second set of issues was achieving the right balance between objective and subjective measures of health. For
example, as well as collecting self-reported health status as described above (which is clearly subjective), we
also wanted to capture self-reports for specific objective measures (such as dizziness) and self-reported doctor
diagnoses (in the form “has the doctor ever told you that you have condition x”). We know from previous stud-
ies that individual responses are varied and culturally specific and that while each has genuine value, none pro-
vide an objective measure. Because of this, we decided to include an objective test and, after discussion and pi-
loting, agreed on the timed walk for individuals aged 60 and over. In fact, administering the timed walk reliably
and systematically in a household interview raised its own challenges and we devoted considerable attention to
the protocols, interviewer training and quality control.

A third set of issues was whether to focus on collecting diagnoses or symptoms. Ultimately, we aimed to
achieve a balance, for example measuring symptoms associated with undiagnosed conditions (angina, claudi-
cation and respiratory conditions). And we focussed on diagnoses that were considered reasonably prevalent
and reasonably disabling. Because of time constraints, we were limited in depth. 

Similarly, a balance was needed between questions relating to functioning and those addressing disability. We
included questions about specific functions, ADLs and IADLs as well as our direct measurement of disability,
the timed walk.

Other difficult decisions were made about coverage. For example, we were able to include tests for cognitive
function and numeracy but ultimately excluded literacy (though a measure may be introduced in future waves). 

Finally, health service utilisation is a particularly challenging area to measure across countries but without it
our ability to explain differences in health experiences will be limited. Although some information is available
for the HSE pre-baseline survey and will be collected from administrative data, we agreed that this subject
could not be successfully covered in the ELSA baseline survey. Health service utilisation needs to be examined
in the context of quality of care and we will consider including it in future waves by identifying the onset of
specific condition and then asking detailed questions about the quality of care received, based on ‘best prac-
tice’ scenarios. 

While statistical information is already available about many of the topics covered by ELSA, a detailed, longi-
tudinal study of the kind we are undertaking will add considerably to the information upon which future poli-
cy can be decided. 

• It will provide micro-level data rather than aggregate statistics and so allow for far more detailed analysis than
would otherwise be possible

• Its multi-disciplinary nature will allow the relationships between different aspects of people’s lives such as
health and economic circumstances to be examined aswell as allowing for a detailed examination of separate
topics
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SF12/HRS WHO/HSE

Would you say your health is…. How is your health in general. Would you say it was…

1. Excellent

2. Very good 1. Very good

3. Good 2. Good

4. Fair 3. Fair

5. Poor 4. Bad

5. Very bad



• Since the survey is longitudinal it will be possible to explore how these relationships change and to examine
the different routes or trajectories that people take over time

• The data will also be comparable to that collected in other surveys. In particular it is designed to offer direct
comparability with the Health and Retirement Study in the United States and the Survey of Health and Re-
tirement in Europe which is currently being developed. Because of this it will be possible to examine the ex-
tent to which observed patterns are constant between countries, and the extent to which they are system spe-
cific.
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SUMMARY

The possible impact of ageing on the financial sustainability of health care systems and their implication for
individual welfare raises concern, both at the side of citizens and the side of financing agencies. This paper
deals with the implications of the ageing populations in the European Member States on health-care delivery
from the perspective of users of European Health Statistics, e.g. health-policy makers, providers of health care,
patients or patients’ organisations, the general public or employers. Users want to know how to cope with the
effects of ageing. The paper, therefore, will deal with the following issues:

• Problems in estimating the impact of ageing on health care and long-term care delivery and expenditure
based on existing statistics; which models are available and what techniques are applied by researchers to es-
timated the impact of ageing?

• Additional demands on health care statistics by the ageing of the population within the existing statistical
framework and for new variables as well as new instruments for data collection. What new statistical data
should be collected at EU level with emphasis on health care? What can research contribute to better EU
statistics on health care dealing with ageing issues? What should be provided in the public domain at the Eu-
ropean level? What should be in private disposition?

The paper will not deal with aspects of measurement of health and the effects of ageing on health. Furthermore,
the paper will not tackle the relation of ageing and health care financing.

Introduction

The relation between age, health and health care utilization as well as health care expenditure is widely dis-
cussed in economic literature (Gertham 1993, Zweifel/Breyer 1997, Jacobzone 2001). Also, governments of
the Member States and successive European Councils have recognised the need to address the profound poli-
cy implications of ageing populations at the European level. The European Commission recently investigated
the impact of ageing on health care and long-term care. However, there are gaps between statistics and demands
of theoretical models to give answers on the effects of ageing. Particularly, the dynamic aspects between health
care on the one hand and health on the other hand need more attention. 

The view of users of statistics differs by their involvement in the care process. The patient perspective is that of
the consumer and investor into health. The producer perspective might be different between profit and non-
profit providers. However, both, profit and non-profit providers, are expecting returns of scale of their invest-
ments in the health sector. Employers are engaged in the financing of health insurance and securing safety at
work. The insurers’ task is to raise money and to pay health care bills. The policy makers’ responsibility is to
balance the various interests and to create the institutional framework for efficient resource allocation and se-
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cure financial stability (see Zweifel 1992). From the different perspectives different questions arise on the im-
pact of ageing. As all Member States deal with the issue of ageing the question is: what can be learnt from each
other? How can European organisations help Member States to disentangle problems of ageing?

What are these problems? 

• Demographic projection shows that ageing is a common issue; however, Member States are unequally af-
fected by demographic changes.

• Ageing affects the various types of services differently. Not only the utilization of services is changing but
also the variation by age cohorts.

• Health care and prevention have positive effects on the ageing process by reducing mortality and morbidity.
However, the impact varies with medical technologies implying high expenditure.

• Ageing affects the structure and productivity of health manpower. There are already shortages in manpower
reported in Member States that might escalate in the future.

• The capacities of the informal sector are changing and probably diminished to provide care for sick family
members and dependent elderly.

Age and health care expenditure

Health status and health care utilization

In health economic literature, the starting point of the analysis of the demand for health care is the classical
health economic model which derives the demand for medicals care as a derived demand for health (Grossman
1972, Muurinnen). By this framework, good health has a negative impact on the demand for health care and
age a positive effect on the demand for health care, while health capital depreciates with age and requires in-
creasing investments. In this model, the critical direct impact of ageing on health care depends on the effects
of ageing on health. The improvements of health are critical for the future demand, however, there are also in-
direct impacts as income of the elderly, social capital and institutional structure of the system (see fig 1). 

Figure 1: Interdependencies between ageing and health care
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Most models dealing with the relation of ageing and health care do not consider the complex relationships ex-
pressed in Figure 1. The standard approach is based on the following linear framework: if the average health
status of people in age group a in year t is h

a
(t), the average use of medical services conditional on health sta-

tus is m
a
(t), and the average price of these services is p

a
(t), then the total medical expenditure summarized over

the age cohorts N
a
(t) is therefore:

M(t) = sum p
a
(t) * m

a
(t) * h

a
(t) * N

a
(t)



Often this equation is used for forecasts of medical expenditure keeping h
a
(t), m

a
(t), p

a
(t) more or less constant

only varying the distribution of population by age cohorts. But in reality also the three factors - services uti-
lization, prices and health status - will vary over time. Approaches which describe the variations of the health
status of age cohorts over time have already been discussed by Robine. Therefore, I will focus on health ser-
vice utilization and prices.

Time series analysis exhibits an income elasticity more than one for the demand of health services. Forecasts
on expenditure are usually linked to income. For example, the recently published report of the Commission on
the budgetary challenges posed by ageing populations assumes an income elasticity of 1.2. However, more so-
phisticated approaches are trying to split utilization into different medical technologies and diseases. Obvious-
ly, such approaches require also detailed information on health by types of diseases. In the Netherlands, de-
mographic projections of the required annual increase in the volume of health care (in terms of costs) produce
an increase of 0.9-1.0% in the period 1994-2015 (RIVM 1998, p. 154), ranging from an annual rate of growth
of about 1.7% for health care sectors used mainly by the elderly (homes of the elderly and nursing homes) to
–1.0% for obstetrics and midwifery. Considering ‘other developments’ of costs including adjustments and
prices, the annual rate of growth is 2.4%.

Increases in the age of death will have effects on utilization. People in the last year of life will utilize services
more than those further away from death. Thus, increases in the average age of death will increase the average
healthiness of the population, and thus reduce utilization.

Acute and long-term care 

There is wide agreement that ageing influences aggregate health expenditure insignificantly (Gerdtham et al.
1995, Mahieu R. 2000). However, the results differ by type of services, and small impacts might accumulate to
large amounts in the long run. Projections of the Economic Policy Committee show that the impact of ageing
is approximately four times higher on long-term care than on the demand for health care (see Annex Table 1).

The Economic Policy Committee starts its introduction to health care expenditure projection with the phrase:
“The expenditure projections were produced by using a common methodology, a common demographic pro-
jection and commonly agreed macroeconomic assumptions”(p. 33). But there is no common methodology! The
methodology used works with stable age health expenditure profiles. Analysis of health expenditure profiles
shows a steeping as well as a shift of profiles. However, the Committee recognizes the limits of this method: in
some countries, although not all, analyses of profiles over time reveal changes in the pattern of spending across
age groups across time. 

Importantly, some countries – France, Germany, United States – have seen greater increases in average expen-
diture levels for older age groups than for other groups – i.e. the steepness of the age distribution has increased
over time in the past (Jacobzone 2001). Data for Germany show the steeping effect for the population of pri-
vate insured particularly for pharmaceuticals and medical aids (Buchner 2001). 

In fact, contrary to the impression created by age-specific profiles of average expenditure, empirical research
reveals that population ageing has not been an important driver of aggregate levels of expenditure on health
care - Jacobzone (2001) notes that at the aggregate level, no link exists between levels of spending and the rel-
ative demographic situation of countries.

Expenditure on health care grew substantially in Europe over the second half of the last century, with total pub-
lic and private expenditure on health roughly doubling as a share of GDP over the period 1960-1990. Levels of
public expenditure on health grew even more rapidly over this period as a result of increased coverage by pub-
lic insurance. However, ageing was not a significant driving force of the increase in health expenditure. Em-
pirical evidence on the evolution of health expenditure between the 1960s and the 1990s suggests that other fac-
tors such as income development were more important. Further factors are increased coverage of public
provision of health care or health insurance, and supply-side factors such as the increased use of new and more
expensive technology as well as medical price inflation. 

One reason for the limited effect of population ageing on health care expenditure is that health care expendi-
ture over the lifetime of an individual tends to be concentrated at the end of life, irrespective of the age of death
(these expenditure at the end of life are sometimes called “death costs”). Since mortality rates are higher in old-
er age groups this concentration of expenditure at the end of life leads to an upward bias in the distribution of
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health expenditure by age for these groups. Thus, to the extent that future population ageing in the form of in-
creased numbers of elderly persons reflects increases in life expectancy (i.e. decreases in age-specific mortal-
ity rates), projections based on the static age-related expenditure profiles are likely to overestimate the impact
of ageing on future aggregate expenditure levels.

The general linear model described above can also be used for the analysis of long-term care expenditure, al-
though the determinants for the utilization of long-term nursing care are different to determinants for the uti-
lization of health expenditure. Jacobzone (2001) notes on long-term care that changes in expenditure tend to
be driven by trends in disability, institutionalization, changes in social models (which determine the extent of
provision of care in an informal setting as well as health behaviour), and changes in policy on the provision of
care. Results for OECD countries reveal reductions in disability, and some reduction in institutionalization of
elderly persons, which may have some (limited) impact on public finances. There is no evidence that institu-
tionalization rates will increase with ageing population (Jacobzone 2000). Some countries have frozen the sup-
ply of beds in long-term care institutions while the number of older adults has increased.

In summary, whilst at any given point in time a large share of the overall resources of health and long-term care
systems is devoted to elderly people, this does not necessarily mean that ageing is or will be a key driver of ex-
penditure increases. A simple combination of age-related expenditure profiles with future demographic pro-
jections, as done in the expenditure projections reported here, gives a very simplistic view of the impact of age-
ing on health and long-term care expenditure. Notably, this ignores a number of underlying causes of increases
in health care expenditure. Jacobzone (2001) notes that projections carried out in this fashion cannot be con-
sidered to be “real numbers” for the future, but more a snapshot of the simple effects of demography. More-
over, to the extent that health expenditure are concentrated at the end of life, and future demographic shifts re-
flect increased life expectancy, these simple projections are even likely to overestimate the importance of
ageing for expenditure.

The large variation of programs and health expenditure among Member States suggests that there is sufficient
space for further developing our knowledge. What can we learn from each other? What are the effects and costs
of de-institutionalization policies? 

Disease management and co-ordination of services

Similarly to the splitting of mortality into its various disease components, the breakdown of services by the var-
ious types of services provides helpful inside in disease management. With managed care, more emphasis is
put on technologies, which either save money or avoid large expenses. Disease management programmes are
playing an increasingly important role in cost management, but also in quality assurance. High technical qual-
ity consists of “doing the right thing right”. For the treatment of several chronic diseases, e.g. diabetes, asthma,
myocardial infarction, practice guidelines and protocols describe best professional practice. Process indicators
as retinal examination by an eye specialist or administration of beta blockers are used for comparisons of qual-
ity. The OECD, e.g. has started to collect the indicator “Inhospital mortality due to AMI” in Ageing Related
Disease Project (Hurst and Jee-Hughes 2001). Some countries even started to build up quality registers for their
providers (Rehnquist 2002). 

The treatment of chronic diseases cannot be discussed without their determinants, particularly the risk factors
of life-style, physical and social environment. Preventive activities have a strong impact on risk factors, and by
this on health status, health episodes, and treatment patterns, and form an essential part of quality of health ser-
vices. 

For any performance measurement of health care quality indicators and measurement of outcomeare required.
However, for implementation in practice for European wide comparisons statistical concepts have to be devel-
oped. Furthermore, on the input side the measurement of performance needs the measurement of cost of diag-
nostic services and treatment. The wide application of DRGs will facilitate comparisons of costs of treatment
at least in the hospital sector, although the use of different DRG-models will limit their use for European com-
parisons.

Proximity to death versus age

Analysis of the US Medicare program exhibits that spending among the younger elderly, those aged 65-69, rose
by 2% annually in real per person terms. In contrast, spending for those over age 85 rose by 4% (Cutler and
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Meara 1999). The reason for this large increase in spending on the oldest elderly in comparison to the younger
elderly is the rapid increase in use of post-acute services among the oldest old – home health care and skilled
nursing care in particular. However, there are several studies showing that total expenditure caused by an indi-
vidual is compressed to the last period of life (Lubitz and Riley 1993).

Zweifel et al (1996) showed that increasing health expenditure is not caused by age itself but rather by the prox-
imity to death. Among patients aged 65 and older high expenditure accumulate during the last two years of life
(irrespectively of the actual age). This implies a shift of costs into a higher age group due to increasing life ex-
pectancy. However, one has to emphasize that specific research on the group of the oldest old is lacking in al-
most all countries. This field should be subject to increased attention and effort of the research community
(Bundesministerium für Familie, Senioren, Frauen und Jugend, 2002).

Another aspect is how to deal with behavioural aspects. In the simple life-cycle model the only difference
among persons of different ages is their proximity to death. Most analyses adopt this simple model of ageing,
neglecting other factors such as age related declines in flexibility, imagination, strength, or other potentially
job-related capabilities. One way to distinguish empirically between ageing effects and proximity to death ef-
fects would be to compare, with the respect to choice of activities, elderly people on the one hand and young
or middle aged people who have truncated life expectancies but are in apparent good health, on the other.

The reverse last period problem: The accumulation of knowledge and insight of an old person constitute a valu-
able source of information to a young person. The main problem is here the communication to the young to
codified information. This holds particularly for health issues.

Groups of elderly 

Health conditions among the elderly are varying more than among young people. There is a common approach
to distinguish between elderly according to their dependency ratio and the form of institutionalisation. Howev-
er, Kane and Kane (2001) refer to the way older and younger individuals are approached regarding to long term
care by pointing out that many older persons need long term care because of cognitive impairment, but the dif-
ferences in the societal approaches to seniors with dementia and younger persons with cognitive impairment
due to developmental disability suggests that ageism, not dementia, is at the root of this distinction.

Health Expenditure in the future will depend on the underlying health of the elderly, the availability of tech-
nologies, and the organization of health systems. Several analyses suggest that changes in the underlying health
of the population can help restrain the growth of health care spending in the future, although they do not undo
the effects of continued rapid growth in health costs (Cutler and Sheiner 1998). 

What is increased health spending buying? Do growing expenditure reflect more intensive use of services or
price effects of unbundled services? How do disease treatment patterns differ between high and low cost users?

Health Life Expectancy and Health Care

There is an opposite view on the relation between health status and health care, which health policy makers are
facing, whether the increasing sums of money devoted to health care are yielding commensurate value in terms
of improvements in health status. Essentially, health status is considered to be the output of a transformation
process where the inputs are the medical system, as well as a range of non-medical factors. There are several
studies which explored the effect of variations in the volume of health care on mortality across countries, after
controlling for certain other determinants of health status and characteristics of health systems (e.g. Or 2001).

Variations in health status across countries and over time are often explained using the following general equa-
tion: H = f (M, E) where H is a measure of the health status of the population, M an indicator of medical re-
sources, and E is a vector of non-medical social, economic and life-style indicators. This approach differs some-
what from the one adopted in the WHO World Health Report 2000 where health outcomes are modeled only as
a function of total health expenditure and human capital (educational attainment). The WHO approach also in-
volves estimating a health “frontier” rather than a standard production function as described above.

Although there is a broad consensus in literature- based partly on research published 20 or 30 years ago, using
cross sectional data - that the marginal impact of health care on health is low in industrialized countries, new-
er studies account for higher estimates. The results of these studies exhibit different results when considering
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life expectancy at different ages. For older people, medical care appears to be the most important determinant
of health for both sexes. For example, the results by Or (2001) suggest that a 10 % increase in doctors, all else
being equal, would increase life expectancy at 65 by 1 % (i.e. 1.8 months for men and 2.4 months for women).
There has been enormous progress in medical technology over the past 30 years. In the United States, a recent
study suggests that a third of the reduction in cardiovascular diseases can be attributed to the improvements in
medical care (Cutler and Richardson 1997, Cutler and Kadiyala 1999). Similarly, examining the evolution of
specific causes of premature mortality, numerous studies in Europe have consistently found that the causes of
death for which there are effective medical treatments have fallen at a faster rate than other deaths (Poikolainen
and Eskola 1986, Mackenbach et al. 1988, Jougla et al. 1987). 

The theoretical and empirical framework of these estimates can be further developed at several dimensions. For
example, few attempts have been made to improve model specifications and functional forms or to recognize
dynamic effects, such as allowing for lags in the impact of various explanatory factors on health. Further work
is also required to incorporate quality of life aspects into health status measures, and to refine the explanatory
variables representing not only the medical system, but also life style, social and environmental factors. For ex-
ample, income inequalities have been shown to be associated with health inequalities. Also, it would be inter-
esting to examine variations in medical-care consumption, education, life-style, etc. for men and women sepa-
rately. Finally, a more thorough analysis of the impact of different institutional factors would also be of direct
relevance to health policy.

Social capital 

Because of the important role of non-health variables, further analysis might put particular attention on the role
of social capital. The concept of relational human capital or social capital discusses the costs and returns of re-
lationship-specific human capital. For example, loneliness can be expected to accelerate in extreme old age.
The loss of friends will be increasing rapidly at the same time the net utility from forming new friendships is
declining.

The allocation of public resources requires information on the rate of social return as compared to private re-
turn. Social subsidies should supplement private resources for only those activities where social returns exceed
private returns. In the literature on educational returns social externalities are often neglected because their
quantification is controversial and there is no agreement on how to value them equivalently to the opportunity
costs and the market production gains (Schulz 1995, 31). There are European studies already emphasizing this
aspect. 

Social quality represents the outcome of a fair and inclusive society (Fotakis 2000). Therefore, particular at-
tention is already devoted on equity issues and the situation in relation to the most vulnerable age and income
groups. In analysing these themes the commission intends to pay emphasis in the main trends and how each of
them affects social quality in terms of its main constituents (socio-economic security, social inclusion, social
cohesion and individual autonomy). The analysis will take account of both, the statistical evidence (mainly
from the European Community Household Panel) and subjective indicators of intentions, preferences and sat-
isfaction levels expressed by the EU citizens in the context of recent Eurobarometer research.

Technological change

As it was pointed out by Zweifel/Breyer (1997) the success of modern medicine reminds one of Sisyphus, the
hero of the Greek mythology who was condemned to roll up a lump of rock up a mountain, only to see it to slip
out of his grasp just before reaching the summit, forcing him to start all over again. Inasmuch as technological
change in medicine lengthens human life, it may also increase the number of elderly who exert their influence
in favour of costly medical innovation in health care. As a result of this process, a growing share of the public
budget might be devoted to health care. 

In this context, two aspects might be of interest: 

(1) Productive ageing. It realizes that older people are an asset, that they are relatively healthy and that they
have the capacity to be involved and the potential to make social and economic contributions. Productive
ageing assumes that older people represent an opportunity rather than a crisis, a solution rather than a prob-
lem, an asset rather than a burden, and a resource rather than a drain on resources. On the other hand, statis-
tics on the behaviour of the old, particularly the very old are limited. 
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(2) Low and high cost technologies. There is hope, that low cost technologies will replace high cost technolo-
gies. Prices of most technologies haven fallen rapidly. For example, the replacement of brand names by
generics had considerable impact on the development of pharmaceutical expenditure. In this context, fur-
ther research on the role of the structure of medical systems in using medical technologies might be of in-
terest.

Productivity in the health and long-term care sector

Health Manpower

There are various studies raising concerns about the future development of manpower in health care (Pacolet
1996, Schneider et al 2002). 

Economists treat human capital analogously to physical capital as an asset that yields earning over time rather
than immediately. Earnings can be pecuniary or non-pecuniary. Formal education and training on-the job are
examples of activities that create human capital. Like physical capital, human capital depreciates. If the mini-
mum pay-back period for some investment in human capital is twenty years, a rational person will not make
the investment if expected to be living for only ten more years. Because of the age-related increase in costs of
investing in human capital or the age related decrease in expected return (or both), the rate of investment in new
human capital or the age related decrease in expected return (or both) and the rate of investment in new human
capital eventually decline with age below the rate of depreciation of the existing human capital. This will im-
part a downward thrust to the component of earnings that represents repayment of human capital. Most Mem-
ber States have introduced some limits to practice medicine, which were nationally justified by several reasons,
however, which will not help to increase investments in human capital by older workforce and will not over-
come the deterioration in imaginative power with increasing age (Aristotle). 

Presently, measuring future supply and requirement of medical workforce has potential inaccuracies in the es-
timates of the number of practising physicians and nurses. Furthermore, existing gender and age differences in
productivity of health labour force require time-equivalent statistics. Because of the potential of substitution
between different professions, there is a need to consider the whole health workforce planning of health sys-
tems.

Productivity in services and variation of productivity

The increase of productivity in health services is dominated by improvements in diagnostic services, surgical
methods and pharmaceutical innovations. Following standard economic argumentation it can be expected that
productivity growth in long-term care will be lower than in medical services (Baumol 1985). This ‘cost disease’
requires higher expenditure cet. par. in long-term care than medical care.

The potentials of productivity growth in the health sector are not very much investigated. Two important as-
pects of productivity in the service sector need more research: One is the co-production by consumers (Bensa-
hel 1997), the second is price measurement. 

Formal and informal care

In most Member States, care of the elderly is approached by the principle that it is better and cheaper to help
the aged to live in their communities than to provide for them in hospitals or other institutions. Statistics, there-
fore, must be able to distinguish between the several actors in the care of dependent elderly people – their fam-
ilies, members of voluntary agencies and professionals working for statutory agencies (Working Party on the
Services of the Elderly 1988, Social and Cultural Planning Office of the Netherlands 2001). In terms of the
number of elderly receiving care, families are making by far the largest contribution. There are many questions
with respect to ageing and informal care. Will the prolongation of life-span in combination with the reduction
in fertility lead to lower capabilities of the informal sector? What can be managed in the informal sector in the
future? How is the variation of informal care among different groups of the population and among countries?

Because of the difficulties of measuring and valuing non-market production, economists focus on the mar-
ketable component of income and families and individuals. Especially in health, the non-market production
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form is an essential part of mitigating the effects of sickness. There are few statistics on informal care. One im-
portant approach is time budget analysis.

Statistical Aspects

Macro and micro-level

At the macro level health accounts will provide basic information on the structure of health care expenditure in
the near future. However, these accounts will not give insight into the variation of utilization among different
groups among countries and the micro-efficiency of the production of services. The comparison at the micro
level is more complex. And obviously additional data at micro level are needed to be able to describe these vari-
ations. An European business survey on health care and long-term care providers could help to give insight into
the variation of delivery structures, productivity, needs and satisfaction of health care providers.

An additional instrument is needed to describe health care consumption in monetary terms among population
groups. Usually, the distribution of health care expenditure shows high variation coefficients, which means that
we are not able to follow the changes of the mean of expenditure or the total by using small samples. The situ-
ation becomes more complicated by the fact that health care statistics in the Members States are based on na-
tional terminologies with different boundaries and structures. Further research on how to build up European
statistics that can describe health expenditure by population groups seems to be helpful.

Falcão (1999) supports the idea of addressing individuals as sources of health information in addition to cur-
rent means of data allocation. Member States should adopt a number of large, methodologically sound survey
instruments aimed at collecting routine health data on probabilistic samples of populations (e.g. health inter-
view surveys, health examination surveys) and to improve their quality and comparability.

Statistical discrimination

Age, like gender, is one of the first facts we notice about a person and to “place” her or him. By this we often
operate with a strong presumption that activities, capabilities and positions in life go with particular ages. This
presumption that age matters in these ways is rational. But there is a great deal of variance in the capacities, be-
haviours, and attitudes of persons in particular age groups and, partly as a result, great overlap between capac-
ities. People age at different rates and from different levels of capacity.

Attributing to all people of a particular age, the average characteristics of the average person means statistical
discrimination. Age-discrimination might be the consequence (Posner 1995, p. 322)

There is evidence that the variance in earnings increases with age, so does the variance in productivity and
health care utilization. One explanation for this is that older workers are not intrinsically more or less produc-
tive than younger workers, but they are more likely to be matched to the appropriate jobs (Medoff, Abraham
1981). Shorter histories of job turnover are nevertheless taken as signal for lower productivity. Older members
of the workforce, therefore, find it harder to obtain a new job, particularly at wage with their previous hiring
(Disney 1996, p. 188).

Research agenda

From the above discussions we might derive some conclusions with respect to further research:

• the interface between formal and informal care in the context of financial consequences of ageing

• the variation of health care utilization by different age groups with the same disease and the variation and
quality of treatment patterns among countries

• the variation of preventive activities related to chronic diseases among countries

• the steeping of expenditure profiles in general and with respect to type of care

• the skill mix of manpower and variation of productivity (do we expect a general shortage of health profes-
sions in Europe?)

• Appropriate indicators for the method of open co-ordination (access, quality and financial sustainability).
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The analysis clearly demonstrates the need for continuing effort to develop more detailed comparable data on
various inputs into the health sector. In order to carry out comparative analysis of health systems, improving
the scope of data on and indicators of the social, economic and physical environment as well as on life styles
is equally important. Further work is called for to investigate the nature of the relationship between gender-spe-
cific, medical-care patterns and the health status of men and women. For example, it would be interesting to
examine whether women have a greater propensity to consume preventive care compared with men.
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Annex

Table 1: Total Public expenditure projection 2000 -2050

Public health Health Care Long-term care Increase in Increase in Increase in Increase in Increase in
expenditures expenditures expenditures Health Care Long-term care Health Care Long-term long-term
as % of GDP as % of GDP as % of GDP as % of GDP as % of GDP in $ care care as

per capita per capita compared to
increase in 
health care

in 2000 in 2000 in 2000 between 2000 between 2000 between 2000 between 2000 between 2000
and 2050 and 2050 and 2050 and 2050 and 2050

B 6,1 5,3 0,8 1,3 0,8 25% 100% 4,1

DK 8 5,1 2,9 0,7 2,1 14% 72% 5,3

D 5,7 1,4 25%

EL 4,8 1,7 35%

E 5 1,7 34%

F 6,9 6,2 0,7 1,2 0,5 19% 71% 3,7

IRL 6,6 5,9 0,7

I 5,5 4,9 0,6 1,5 0,4 31% 67% 2,2

NL 7,2 4,7 2,5 1 2,2 21% 88% 4,1

A 5,8 5,1 0,7 1,7 1 33% 143% 4,3

P 5,4 0,8 15%

FIN 6,2 4,6 1,6 1,2 1,7 26% 106% 4,1

S 8,8 6 2,8 1 2 17% 71% 4,3

UK 6,3 4,6 1,7 1 0,8 22% 47% 2,2

Source: Commission of the European Communities (2001b).
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“WHAT ARE THE EXISTING DEMANDS AND EMERGING DATA NEEDS FOR

POLICY PURPOSES AND PLANNING AT EU LEVEL? AND MORE IN PARTICULAR

FOR HEALTH CARE AND FOR SOCIAL PROTECTION.”

FOTAKIS Constantinos
European Commission
Directorate General Employment and
Social Affairs
23 Ave. A. Madoux
BRUSSELS
Constantinos.fotakis@cec.eu.int

In the area of health, evidence-based medicine has received increasing attention in recent years. The main em-
phasis has been on collecting and synthesising the best available evidence from medical research. However,
policy-makers in health policy and health care are also in need of the best available evidence on which to base
their decisions. Evidence based decision-making in health policy requires a systematic application of the best
available evidence on health but also on economic and social research. 

Before examining the issues related to health data, it is important to look at the policy setting for the next decade
from the point of view of EU social policy. As the recent Commission Communication “The future of health
care and care for the elderly: guaranteeing accessibility, quality and financial viability” argues, Health care sys-
tems in the European Union are facing the challenge of attaining at one and the same time a three-fold objec-
tive: Access to health care for all; A high level of quality in health care and The need to ensure their financial
viability. 

Promoting cost containment while improving health care in terms of accessibility and quality will only be fea-
sible if we are in a position to take the right decisions in relation to the future of health care systems. We should
not forget that besides the issues related to the efficiency, quality and equity dimensions of present, there is a
particularly important dynamic dimension. Changes in population structures, lifestyles and income as well as
the continuous progress in medicine constitute a particularly challenging policy environment because it leads
to continuous quantitative and qualitative changes in the demand for and the supply of health care. It is also
worth noting that after a period in the 90’s, with modest growth compared to GDP, health expenditure in sev-
eral countries has returned to a level of growth that is higher than GDP 

These issues will be further discussed and analysed in our next year’s Social Situation Report (2003) which will
focus on trends and issues related to health and social policy. Within this context the following 4 main areas
will be explored: 

Population and health trends:

In this chapter we intend to present a set of key indicators showing the dynamic trends in fertility, morbidity
and mortality and establishing comparisons at national level. We also intend to provide some analysis of the
burden of disease. Depending on the data availability, we will also try to show some of the significant differ-
ences at regional level in relation to those basic parameters.

Living conditions and health status:

This chapter will focus on specific areas of the social and living conditions of European citizens, which are re-
lated to the health status of individuals. Drawing upon recent research in the field, the chapter will examine
health in relation to socio-economic status, the extent of inequalities within society, education, working condi-
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tions, housing and other aspects related to the lifestyles of the population. Health status will be described
through variables coming from different sources such as the Eurobarometer, the ECHP, the LFS and other Eu-
rostat, OECD and WHO sources of health statistics. They will range from opinion data on self-perceived health
and attitudes and behaviour related to lifestyle to hard date on causes of mortality and morbidity. A challeng-
ing area which requires particular emphasis relates to the issues and interventions for specific age and income
groups. Within this context a key question which has not yet fully been replied relates to the cost implications
of ageing in the health sector. One of the main difficulties, to my knowledge, has to do with absence of con-
sistent and harmonised statistical data on age-related health costs. Another equally important concern relates
to the health status of the most vulnerable groups for which it is often very difficult to find reliable data.

Health care systems in the EU

This chapter will look at the contribution of EU health systems to the overall health of the population. It will
briefly describe some key features of the Member States’ health systems in terms of their structure (public/pri-
vate mix), overall expenditure and their accessibility in terms of cost and coverage. This will provide back-
ground to an assessment of their effectiveness and productivity which will take account of the balance of health
care provision and preventive services.

We will also focus on:

- the sources of financing and their allocation 

- the structure of health delivering

- issues related to performance

In addition, the chapter will present information on employment levels in the health sector and its contribution
to the economy. Finally, the chapter will give a prospective view on the policy-related health challenges in re-
lation to the pressure on public expenditure brought about by factors such as ageing of the population, chang-
ing household/family structures, the introduction of new therapies and technologies and the increasing expec-
tations of citizens in relation to health services.

Health and Society

Social participation and social cohesion can influence health status in different ways: by facilitating the dis-
semination of information on healthy behaviour, by social control of some risk behaviour (alcoholism, drugs
abuse, …), by ensuring better access for all social groups to the health system. In this chapter we attempt to
shed light on the interplay between social capital and health. In fact, some studies made in the USA show a pos-
itive correlation between a high social capital level and good health.

Other issues to be discussed in this chapter refer to:

• Health and Disability, 

• Ageing and Social participation. 

• Health Accessibility and social exclusion

• The role of the third sector

• Forms of informal care

In presenting the question of health in next years report we also intend to raise the issues related to the im-
provement of the health information infrastructure at both national and European levels and establish the link
between the policy debate and what needs to be done in order to facilitate an evidence-based decision-making
process.

This brief account of our work programme provides an idea of the data issues we are confronted with. At the
present, to get the best available data one has to look at different sources. At European level our aim with the
recently established open method of co-ordination in the area of Social Protection is to promote the co-ordina-
tion, the development and evaluation of public policy in order to achieve the commonly agreed policy objec-
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tives. We aim to report publicly on national and international trends, produce basic comparisons, and analyse
key public policy issues to develop benchmarking and facilitate evidence-based decision-making.

Evidence-based decision-making is not value free and it does not imply a methodological straightjacket. It is
influenced by individual values, interests and judgements as well as external pressures and conditions. More-
over, evidence is continually changing; health and health care are dynamic processes and research within and
outside the health system influence health and health care developments.

There is, therefore, a need to continue this dialogue between statisticians, researchers and policy-makers on the
kind of information and evidence we need at European level, how national activities (in terms of collecting and
analysing information and researching health and health care issues) can be better co-ordinated and how deci-
sion-making can be better informed.

• There is a need to aggregate and analyse national data at European level according to data standards and com-
mon definitions. Policy-makers also need to have access to standardised, longitudinal and comparative data.
on health status and health system performance. In some countries short- and long-term performance indi-
cators exists but in most Member States these are not available. Integrated, linked information on socio-eco-
nomic indicators, medical and non-medical determinants of health, unitisation costs and health care capaci-
ty need to be collected in a standardised way using common definitions and methodological approaches.

• Policy makers are in need of comparative analyses across the Union, leading to understanding of the relative
contributions of non-medical and medical inputs to health; the linkage of information to current financing
and delivery perspectives and the flexibility to provide focused responses to well-articulated policy questions.
Several factors and emerging trends that have an impact on the health care systems are placing more empha-
sis on the need for evidence-based decision-making. These include fiscal pressures, new technologies, a
growing focus on population health and higher population expectations from the health care systems.

• There is also a need to improve information and evidence on what works and what does not work in health
care systems: what is the contribution to health of new medical interventions and treatments, what is their
cost-effectiveness and what is that of available alternatives?

• Data on access to health care services are not available in most Member States. This is also the case with data
that allow for comparison of programme and service costs with other models of delivery and assessment of
the costs of practice variations.

• At a macro-level, decisions on financing health care, re-organisation of the health services, restructuring of
the hospital sector, to name a few, are under way in many Member States but decision-makers are finding that
the facts and figures they need are not available.

Given the existing limitations briefly presented, we hope that the next Social Situation Report with its focus on
health and health care will make the best possible use of available data and analyses. 
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OCCUPATIONAL HEALTH OF THE AGEING POPULATION

SILVA SANTOS Carlos
Centro Regional Saúde Pública 
Avenida Estados Unidos da América, no 53, D,
1700-165, Lisboa
Portugal
csantos@arslvt.min-saude.pt

There are well-known negative and positive relations between the work place and the worker’s health. 

Professional diseases and accidents are important health issues in the industrialised countries. The conse-
quences are not only death or disability but also the loss of income and heavy costs to health and social ser-
vices. 

From the user’s point of view, it is necessary to know much more about what kind of work we now have in the
EU and what will be the work in the future. 

Our main interest is not to only study the labour market and the regulation or deregulation and its’ relation to
health. We would also like to know better what are the work conditions, physical, , chemical, biological and
psychological risks and their effects on worker’s health and wellbeing. Work injuries and professional diseases
are only a small part of the negative effects of work on health. A large group of work-related disorders includ-
ing stress must be included in bad work conditions. 

Are all the negative aspects of interaction between work and health sufficiently known and registered, in par-
ticular, morbidity, disability and mortality related with work? 

The negative impact of work on health, changing all the people’s life cycle, must be considered a very impor-
tant effect on the ageing work population (more than 50 years old), with 30 or more years of work. The pattern
may be a man or a woman born after the Second World War, working in industry or services with relative sta-
bility instead of some innovation changes at work, and with some doubts about the future. 

Does the ageing population have or have not job satisfaction at work, professional motivation, and the physical
and mental health to continue working? That’s another relevant question. 

Today, working conditions are clearly considered one of the most important health determinants, but for the
public in general and too many health professionals, the major factors are usually identified as alcohol and to-
bacco abuse related with life-style, transferring to a second place the work environment and work conditions. 

The public health policy must define a new overall strategy to change the environment and the quality of work
to reach a high level of health protection and to promote a healthy lifestyle. 

Active ageing may be a slogan of health promotion at the work place. In reality, to achieve this, it becomes nec-
essary to reflect on and study work conditions with the indispensable participation of the main interested par-
ty, the workers. 

The next issue is related with humanisation of work. Is it possible to adapt the working conditions to the ca-
pacity of workers, especially aged workers? 

I believe so, but for that it is first necessary to contest the principle that only young workers are efficient and
productive. 

Ergonomic perspectives must always be present at all work places and accomplishing the natural and physio-
logical evolution of working people. As a matter of fact the adaptation of work, including work conditions, en-
vironment and work organisation makes aged and or disability workers equally produtive.
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The change of actual economic determinism and correlated policies, oriented to be competitive in the global-
ized economy should probably be necessary. 

From a national point of view, the data related with health of workers, in different sectors, must be the starting
point for national progress to establish national priorities for action, strengthening the European policy. 

For an effective intervention, it is very important to learn not only about the health status of the ageing popu-
lation, but also all known dimensions of work determinants on health.
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ACTIVE PARTICIPATION IN SOCIO-ECONOMIC LIFE: TIME USE SURVEYS AS

THE DATA SOURCE

NIEMI Iiris
Statistics Finland

Box 5B

00022 Statistics Finland

FINLAND

Iiris.niemi@stat.fi

Background

Time Use Surveys have been carried out in Europe by several national statistical institutes since the 1970s.
Even where countries have developed their own methods and classifications these have mainly been based on
the methodology set up by the Multinational Comparative Time-Budget Research Project carried out in 12
countries in the 1960s (Szalai 1972).

In the early 1990s Eurostat recognised the need for increased comparability between national Time Use Sur-
veys. A survey design was developed. It was based on a detailed analysis of the national Time Use Surveys car-
ried out in the EU and EFTA countries. Workshops were arranged, and comments from international organisa-
tions as well as from time use researchers around the world were taken into account. Several units of Eurostat
as well as the relevant policy partners (DGs) of the European Commission showed interest in time use data. It
was recognised that Time Use Surveys provide a multipurpose database and a linkage between social and eco-
nomic statistics. A series of pilot surveys were conducted in 1996-1997 in nine Member States and nine Cen-
tral Eastern European countries.

In 2000, a set of Guidelines on Harmonised European Time Use Surveys was produced. By now data collection
has been done, or is ongoing, in the field in the following countries: France, Portugal, Belgium, Finland, Nor-
way, Sweden, United Kingdom, Germany, Denmark, Italy, Slovenia, Estonia, Hungary, Bulgaria and Romania.
Eurostat took the responsibility of the planning phase and co-ordination for these, but the fieldwork has been
nationally financed.

Harmonisation approach

A mix of input and output harmonisation

The chosen harmonisation approach is a mix of input and output harmonisation. On the input side, it was rec-
ommended that the countries should apply a diary format, certain data collection procedures, and a common
activity coding list. Diary instructions and examples were also recommended for use in national time use sur-
veys.

On the output side, a set of common questions was recommended for the interview questionnaires so that na-
tional populations could be broken down to comparable domains for an analysis of time use. Most of these
questions had previously been used in other surveys, e.g. the LFS and the ECHP, and slight adjustments to
country-specific conventions were allowed (wording, terminology, etc.). Some of the questions were marked as
mandatory and others as voluntary.
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Population and sample design

It was agreed that the survey samples should be representative of the populations of the respective countries,
and that persons in institutions and doing military service would be excluded. People living at the same address,
sharing meals, and sharing a household budget are considered as members of the same household. It was rec-
ommended that each person aged 10 and over in a household be requested to fill in the individual questionnaire
and the diary. Although most of the countries had drawn household samples, some countries used the individ-
ual as the sampling unit.

Time was the second sampling dimension. Not only households/individuals but also days were sampled. It had
been agreed that the sampled days should cover ‘a year’. 

Survey forms

The Guidelines contain definitions and explanations concerning the survey forms, i.e. the household question-
naire, the individual questionnaire, and the time diary. Interviewers were trained in collecting data with face-
to-face interviews.

• A family member familiar with the circumstances of the household filled in the household questionnaire.

• All family members were asked to fill in the individual questionnaire during the same visit.

• The diary for the two designated days was left to the respondents and introduced by the interviewer together
with short instructions.

Diaries

The time-diary method is used for studying the daily pattern of a person’s time use, including such everyday
activities as gainful work, education, housework, taking care of personal needs, and free time. Activities are
recorded in chronological order over the entire day.

Time as a common measurement unit offers a variety of possibilities for analysing methods of differing degrees
of complexity. Limiting the study to the 24 hours of the day allows enough sensitivity for exploring changes:
time removed from one activity (e.g. because of reduced working hours) is unavoidably transferred to other ac-
tivities. The measurement units of hours and minutes are the same in all countries, which is a clear advantage
in cross-national comparisons.

According to validity studies, for most activities the time-diary method produces data that are consistent with
real behaviour and not subject to misunderstandings, recall problems, or over or under-reporting with the ex-
ception of certain very sensitive activities. Methodological comparisons show that it is difficult to replace the
diary method with direct interview questions when the measurement concerns everyday activities that are dif-
ficult to recall because they do not stand out from other uses of time. This applies especially to household care
activities that are of short duration and overlap with other activities.

The Guidelines contain an Adult Diary and a Child Diary. The actual diary part is the same in both cases. They
only differ in the introductory texts and in the examples showing how to fill in the diary. The Adult Diary also
includes an additional example to be handed over to elderly respondents.

The time diary is self administered to be filled in at fixed 10-minute intervals during two randomly designated
diary days, one weekday and one weekend day. The respondents record the activities in their own words (An-
nex 1).

The dimensions to be measured with the use of the time diary are:

- Main and simultaneous activities,
- With whom time is spent; and
- The location of the activity.

Time use categories

For main and simultaneous activities the activity coding list includes 42 codes at 2-digit level (Annex 2) and
167 codes at 3-digit level.
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For an examination of active ageing, the most interesting variables might be:

Employment
Study
Household and family care
Volunteer work
Informal help to other households
Participatory activities
Social life
Sports and outdoor activities

Variables of the questionnaires

Most of the questions are background variables for time use categories. In addition, there are some questions
that reflect time use over a longer time period than just two days as in the diary. These questions relate to vol-
unteer work and informal help.

Household questionnaire

Household composition and arrangements for childcare
Housing and living conditions
Income
Receiving domestic help (See Annex 3)

Individual questionnaire

Employment (labour market status, occupation, working hours, income) 
Education 
Organised voluntary work (See Annex 3)
Informal help (See Annex 3)
State of health (See Annex 3)
Marital status

Time use data on active ageing

In most countries, Time Use Surveys are co-financed by ministries and research institutes. Some of the spon-
sors have expresses special interest towards senior citizens, e.g.:

Finland
National Research and Development Centre for Welfare and Health, Social Insurance Institution, and
Research Institute of the Finnish Economy.

Norway
Ministry of Labour and Administration

Sweden
Ministry of Industry

United Kingdom
Economic and Social Research Council

Time use of the ageing population

Fresh results from the latest Finnish Time Use Survey present an example of how ageing influences the pattern
of time use. Annex 4 shows the general allocation of time to different activity groups by gender among those
aged over 35. With men the time spent on employment decreases gradually after the peak in the 35 to 44 age
group, while with women the maximum is reached later, in the 45 to 54 age group.

Domestic work follows a different curve. The peak with women coincides with the 25 to 34 age group, where-
after it goes down in the 45 to 54 age group, but then turns up again when the time spent on employment starts
to decrease. Domestic activity decreases clearly with women after the age of 75.
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With men the peak of domestic work will not be reached before retirement. In the age group of 65 – 74 years,
men spend as much as 3.5 hours daily on household tasks. Women of the same age spend almost 4.5 hours dai-
ly on these duties. Domestic tasks seem to fill the extra time that becomes available after retirement.

With both genders the overall activeness reflected as participation in organisations seems to increase, as well
as outdoor activities. Socialising does not decrease on average, as is frequently argued. The time used by per-
sons aged over 65 for giving help to other households averages 11 minutes per day, which is roughly the same
as applies to the whole population.

The Research Institute of the Finnish Economy exploited time use data in an analysis of early retirement
(Huovinen & Piekkola 2002). It was observed, among other things, that “the Finns’ early retirement years are
in many ways associated with non-passivity rather than passivity. This holds, especially when retirees in good-
health are considered. Activities with a high involvement like domestic and voluntary work are fairly popular
for people who decide to leave their career.”

Harmonised Time Use Surveys offer several opportunities to analyse the time use of the ageing population. A
highly detailed classification of time use can be used, and further background variables can be applied, such as
state of health, education, family situation, etc.

Changes in time use of the ageing population

Annex 5 shows the main trends in time use changes in Finland through the 1990s in different activity categories.
The changes in the time spent on employment seem to be minor, averaging only a couple of minutes per day in
the age groups above 45. The share of time spent on gainful employment diminished clearly among people aged
younger than this. The average drop was half-an-hour per day in the 25 to 44 age group.

A parallel analysis of data from the Time Use Survey and the Labour Force Survey reveals interesting trends in
participation in employment. Between 1989 and 1999, the overall employment rate fell from 74 to 66 per cent
in Finland, and the decrease was clearly bigger in the under-45 age groups than in older ones. In the 30 to 34
age group, for example, the rate fell from 89 to 80 per cent, but in the 55 to 59 age group it only went down
from 58 to 55 per cent.

The amount of time spent on domestic work tends to increase rather than decrease among the elderly in Fin-
land. This concerns especially men, who in the 55 to 64 age group spent 20 minutes more and in the over-65
age group 36 minutes more on it daily in 1999-2000 than 12 years earlier.

Sports and outdoor activities also increased among the senior citizens, especially among the women aged over
65, who increased their daily exercise from 24 minutes to 38 minutes. Men of the same age spent on average
46 minutes on exercise per day. Socialising with friends has decreased in all age groups.

Forthcoming Eurostat reports

Comparative analyses, based on harmonised European surveys, will be topical in the near future. Some rough
tables will be placed on the website of Eurostat later this year and more detailed publications will be issued dur-
ing the coming years.

The project co-ordinator at Eurostat Unit E1 is Ms. Karin Winqvist, email: karin.winqvist@cec.eu.int
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Annex 2

Harmonised European Time Use Surveys

Main and secondary activities

0 Personal care
01 Sleep
02 Eating
03 Other personal care

1 Employment
11 Main job
12 Second job
13 Activities related to employment

2 Study
21 School or university
22 Free time study

3 Household and family care
31 Food management
32 Household upkeep
33 Making and care for textiles
34 Gardening and pet care
35 Construction and repairs 
36 Shopping and services
37 Household management
38 Childcare
39 Help to an adult family member

4 Volunteer work and meetings
41 Organisational work
42 Informal help to other households
43 Participatory activities

5 Social life and entertainment
51 Social life
52 Entertainment and culture
53 Resting – time out

6 Sports and outdoor activities
61 Physical exercise
62 Productive exercise
63 Sports related activities

7 Hobbies and games
71 Arts 
72 Hobbies
73 Games 

8 Mass media
81 Reading
82 TV and video 
83 Radio and music
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9 Travel and unspecified time use
90-98 Travel by purpose
99 Unspecified time use

With whom time is spent

Alone
Children up to 9, living in the household
Other household members
Other persons, known to the respondent

Location and mode of transport

00 Unspecified location
10 Unspecified location (not travelling)
11 Home
12 Second home or weekend house
13 Working place or school
14 Other people’s home
15 Restaurant, café or pub
19 Other specified location (not travelling)
20 Unspecified private transport mode
21 Travelling on foot
22 Travelling by bicycle
23 Travelling by moped, motorcycle or motorboat
24 Travelling by passenger car
25 Travelling by lorry, van or tractor
29 Other specified private travelling mode
30 Unspecified public transport mode
31 Travelling by taxi
32 Travelling by bus or coach
33 Travelling by tram or underground
34 Travelling by train
35 Travelling by aeroplane
36 Travelling by boat or ship
39 Other specified public transport mode
40 Unspecified transport mode
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Annex 3

Time Use Survey questionnaires

Household questionnaire: Receiving help

H 20. The following questions concern help and services received from someone outside your house-
hold.You could have paid something for this help or services, but it should not have been provid-
ed by a private firm or a public institution.
Did you or any other member of your household receive help or services, from someone who is
not a member of your household, at any time during the last 4 weeks?
A What kind of help or services did you receive?
B How many times did you receive this kind of help or services during the last 4 weeks?
C Last time you received this kind of help or services, did you pay for it?

(TUS Voluntary)

Kind of help or services A B C

Did you How many times Did you pay for the
receive help? during the last 4 weeks? help the last time?

Yes No Yes No

a. Child-care �(1) �(2) |___|___| �(1) �(2)

b. Food-preparation �(1) �(2) |___|___| �(1) �(2)

c. Cleaning-tidying up �(1) �(2) |___|___| �(1) �(2)

d. Watering flowers �(1) �(2) |___|___| �(1) �(2)

e. Shopping and errands �(1) �(2) |___|___| �(1) �(2)

f. Care for elderly and sick �(1) �(2) |___|___| �(1) �(2)

g. Repair and construction �(1) �(2) |___|___| �(1) �(2)

h. Vehicle services (car, bike etc.) �(1) �(2) |___|___| �(1) �(2)

i. Work in the garden �(1) �(2) |___|___| �(1) �(2)

j. Woodcutting and carrying water �(1) �(2) |___|___| �(1) �(2)

k. Taking care of pets �(1) �(2) |___|___| �(1) �(2)

l. Transport and removals �(1) �(2) |___|___| �(1) �(2)

m. Other help
Please, specify:…………………… �(1) �(2) |___|___| �(1) �(2)
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Individual questionnaire: Organised voluntary work

I 33 The following question concerns possible voluntary work you do. That is work, for which you are
not paid, except perhaps for expenses. We only want you to include unpaid work you do through
or on behalf of a group or an organisation of some kind.
Have you done any voluntary work through or on behalf of a group or an organisation at any time
during the last 4 weeks?
A Which organisation(s) or group(s) have you worked with?
B How many times did you work for (group/organisation) during the last 4 weeks?
C How long did you work, last time you did this work for (group/organisation) during the last 4

weeks? 

(TUS voluntary)

Type of organisation A B C

Did you work for this How many times Duration last time
type of organisation (in minutes)

Yes No

a. Young people’s groups (Youth clubs, 
Scouts, Guides, Children’s groups etc.) � (1) � (2) |___|___| |___|___|___|___|

b. Sports clubs and societies � (1) � (2) |___|___| |___|___|___|___|

c. Helping at a place of worship 
(Church, Mosque, Synagogue etc.) � (1) � (2) |___|___| |___|___|___|___|

d. Political groups or clubs � (1) � (2) |___|___| |___|___|___|___|

e. Welfare groups (Shelter, Oxfam, 
CAB, NSPCC etc.) � (1) � (2) |___|___| |___|___|___|___|

f. Groups helping the elderly 
(Meals on Wheels, Age Concern etc.) � (1) � (2) |___|___| |___|___|___|___|

g. Safety/First Aid groups (Red Cross, 
St. John’s Ambulance, RNLI etc.) � (1) � (2) |___|___| |___|___|___|___|

h. Environmental groups (Friends of the 
Earth, RSPCA, Conservation groups etc.) � (1) � (2) |___|___| |___|___|___|___|

i. Justice /Human Rights groups 
(Law Centre, Magistrate, Amnesty etc.) � (1) � (2) |___|___| |___|___|___|___|

j. Neighbourhood groups (Resident’s Asso-
ciations, Hospital Radio, Neighbourhood 
Watch) � (1) � (2) |___|___| |___|___|___|___|

k. Citizen’s Groups (Women’s Institute, 
Rotary Club, Lion’s Club, Round Table etc.) � (1) � (2) |___|___| |___|___|___|___|

l. Arts and recreational groups (Amateur 
dramatics, Photographic Society, 
Gardening clubs, Choirs, Art societies) � (1) � (2) |___|___| |___|___|___|___|

m. Adult education groups � (1) � (2) |___|___| |___|___|___|___|

n. Any other groups or organisations.
Please, specify: .……………………….. � (1) � (2) |___|___| |___|___|___|___|
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Informal help

I 34 The following question concerns possible help or services you give to relatives, friends, neigh-
bours, or anyone else who does not belong to your household. That is help and services, for which
you are not paid, except for expenses. This may be shopping for your uncle, helping a neighbour
to fix her car, looking after the children of a friend etc.
Have you given help or services to someone who is not a member of your household at any time
during the last 4 weeks?
A What help or services did you give?
B How many times did you give this help or services during the last 4 weeks?

(TUS voluntary)

Kind of help or service A B

Did you give this kind How many times during
of help or service? the last 4 weeks?

Yes No

n. Child-care � (1) � (2) |___|___|

o. Food-preparation � (1) � (2) |___|___|

p. Cleaning, tidying up � (1) � (2) |___|___|

q. Watering flowers � (1) � (2) |___|___|

r. Shopping and errands � (1) � (2) |___|___|

s. Care for elderly and sick � (1) � (2) |___|___|

t. Repairing and construction � (1) � (2) |___|___|

u. Vehicle services (car, bike etc.) � (1) � (2) |___|___|

v. Work in the garden � (1) � (2) |___|___|

w. Woodcutting and carrying water � (1) � (2) |___|___|

x. Taking care of pets � (1) � (2) |___|___|

y. Transport and removals � (1) � (2) |___|___|

z. Other help (e.g. ironing clothes)
Please, specify: ……………………… � (1) � (2) |___|___|

To whom was help given

I 35 Whom did you give help or services to during the last 4 weeks? (TUS voluntary)

Whom outside your own household did you help during the last 4 weeks? Yes No

a. Parents (own parents or partner’s parents) � (1) � (2)

b. Grown-up children(own children or partner’s children) � (1) � (2)

c. Own children aged 0-17 not living in the same household � (1) � (2)

d. Sisters/brothers (own sisters/brothers or partner’s sisters/brothers) � (1) � (2)

e. Grandchildren (own grandchildren or partner’s grandchildren) � (1) � (2)

f. Other relatives � (1) � (2)

g. Neighbours/friends/colleagues at work � (1) � (2)

h. Other people � (1) � (2)
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State of health

I 36 What is your general health? (TUS voluntary. ECHP)

Is it ...

- Very good. . . . . . . . . . . . . . . . . . . . . � (1)

- Good. . . . . . . . . . . . . . . . . . . . . . . . . � (2)

- Fair . . . . . . . . . . . . . . . . . . . . . . . . . . � (3) Please continue with I 37

- Bad . . . . . . . . . . . . . . . . . . . . . . . . . . � (4) Please continue with I 37

- Very bad . . . . . . . . . . . . . . . . . . . . . . � (5) Please continue with I 37

I 37 Do you have any chronic physical or mental health problem, illness or disability?

- Yes . . . . . . . . . . . . . . . . . . . . . . . . . . � (1) Please continue with I 38

- No. . . . . . . . . . . . . . . . . . . . . . . . . . . � (2)

I 38 Are you hampered in your daily activities by this physical or mental health problem, chronic ill-
ness or disability?

- Yes . . . . . . . . . . . . . . . . . . . . . . . . . . � (1) Please continue with I 39

- No. . . . . . . . . . . . . . . . . . . . . . . . . . . � (2)

I 39 Would you say that you are…?

- Severely hampered . . . . . . . . . . . . . . � (1)

- Hampered to some extent. . . . . . . . . � (2)
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ACTIVE AGEING IN PERSPECTIVE OF AGE STRUCTURE OF POPULATION,
EMPLOYMENT AND GOVERNMENT POLICY IN THE SLOVAK REPUBLIC

OLEXA Milan
Statistical Office of the Slovak Republic
Mileticova 3
82467 Bratislava
SLOVAK REPUBLIC
Milan.Olexa@statistics.sk

Introduction

The phenomenon of elderly people and active ageing is one of high relevance issues which has particularly been
the object of increased attention of the Government of the Slovak Republic as well as other institutions in the
course of the last years.

A need to solve the problem stands in the wake of:

• progressively negative trend in changes in the population structure, namely in terms of its pre-productive,
productive and post-productive components and ongoing ageing of population as well as economic and so-
cial problems as a result of that state 

• a continuum in high unemployment rate that has reached around 19 and 20 per cent since the last years, ac-
cording to LFS

Global targets considering various social issues, including improvement of conditions for employment as well
as statistical measurement and assessment of those phenomena, which were stipulated by the UN General As-
sembly on the ocassion of acclaiming the year 1999 as the International Year of the Elderly, made certain pres-
sure on handling the problems on active ageing. They are defined more precisely in the National Programme
on Protection of the Elderly endorsed by the SR Government in August 1999.

1. Demographic ageing in development of population in the Slovak Republic

Ageing of the population is going on in the population development in the Slovak Republic similar to many
other European countries. Changes shown in the demographic development in the last period are the reflection
of the actual socio-economic situation and changes in the living standard of the population as well as of the
worldwide globalization changes. 

The age structure of the population in the Slovak Republic as the result of current and past reproduction pro-
cesses and phenomena is characterized by irregular changes in the natality and mortality level, by wars and by
other occurences. 
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The view on the basic age structures of the Slovak population shows continuous decrease of the share of chil-
dren (aged 0 - 14) as a result of declining birth-rate. The share of the population in pre-productive age decreased
by 8,3 point in 2001 as compared with 1970 and reached 18,9 per cent of the total population. It was the abso-
lute decrease of the number of young people by 218 thousand to 1 015 thousand during the last 31 years. 

For your information, Slovakia has 5 mil. 379 thousand inhabitants according to the Population Census.

The share of persons in productive age (men aged 15-59, women aged 15-54) slightly increases while this age
group comprises persons born in Slovakia after the war and in the seventies. The share of population in pro-
ductive age as compared with 1970 increased by 6,8 point in 2001 and reached 63,1 per cent. It is an absolute
increase by 796 thousand persons. Number of persons in productive age reached 3 349 thousand to May 26,
2001 and 48 per cent of this number were women. 

Age structure of the population in post-productive (men aged 60 and over, women aged 55 and over) age is also
gradually changing. In comparison with 1970 the share of persons in post-productive age increased by 1,5 point
from 16,5 per cent to 18 per cent of the total population. It was an absolute increase by 215 thousand persons
as compared with the year 1970.

Persons in the age group 80 years old and over participated on this increase most significantly - more than
twice, which was an absolute increase from 49 thousand to 104 thousand persons. Age group of 75-79 years
old persons increased from 70 thousand in 1970 to 137 thousand in the year 2001, i. e. almost by 96 per cent.
Gradually but more slightly increased also the number of persons in other age groups over 60. 

As a reflection of decline of the share of children population and of the increase of number of persons in post-
productive age index of ageing is growing. It explains the proportion of the pre-productive part of the popula-
tion to the post-productive one. Ageing index calculated for both sexes deteriorated from 60,2 in 1970 to the
value of 95,2 in the year 2001. It means, there were 95 persons in post-productive age per 100 persons in the
age 0-14.

The current age structure in the Slovak Republic is hiding a large potential of acceleration of demographic age-
ing in the future. The ongoing decrease of the number of births will be more significant. At the same time, per-
sons born in the forties and the fifties will be moving over the 60 years limit, which will result into widening
of the top of the age pyramid. Especially will increase the share of population aged 60 to 70. The share of per-
sons aged 60-64 will increase in 2010 from 4,1 per cent to 5,5 per cent and the share of persons aged 65-69 will
increase from 3,7 per cent to 3,9 per cent of the total Slovak population.

This fact will be important for the social policy of the government and it will influence more significantly first
of all the financing of social and pensioner’s insurance, as well as financing of the health care of the popula-
tion of the Slovak Republic.
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Age structure of the population in the Slovak Republic

Census Permanently resident population in the age (in %)

date pre-productive productive 1) post-productive

1. 12. 1970 27,2 56,3 16,5

1. 11. 1980 26,1 57,5 16,4

3. 3. 1991 24,9 57,8 17,3

26. 5. 2001 18,9 63,1 18,0
1) including unknown age



2. Economically active population in the sr in terms of age structure (according to the results
of Labour Force Sample Survey)

In the whole course of the 90th, permanent growth in the number of economically active population can
be observed in the Slovak Republic. In the year 2000 it amounted to 2 608 thousand on average, from which
45.5 per cent was covered by women. Economic activity rate has kept itself constant at the level of 60 per cent.
That implies that from the total population aged 15 and more the economically active are represented by 6 per-
sons per 10 inhabitants in the SR. The indicator reflects significant gender differences. By men, the proportion
of labour force to the total men was by 16 percentage points higher than that by women.
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The economically inactive, i. e. population outside of labour market represented 1 721.1 thousand (39.7 per
cent) on average in 2000 in the SR. Within that group, retired persons cover the largest share - 62 per cent. In-
terannually, the number of pensioners went up by 23.1 thousand, and it was women who had an absolute pre-
dominance in the interannual increase of the retired by their 68 per cent. The second largest group was repre-
sented by students and apprentices with the proportion of 25.3 per cent of the total economically inactive. The
rest is covered by persons in households (5.4 per cent), persons on the next maternity leave (3.3 per cent), per-
sons not able to work (2.4 per cent), persons „discouraged“ (i. e. they do not believe in getting a job - 0.6 per
cent), and the persons who are not interested in working, or who are not facing the necessity to work.

2.1 Employment

Various transformation changes affected development of employment in the SR. There were undertaken sig-
nificant restructuring changes in many of enterprises which were associated also with privatization of several
state enterprises. Non-profitable activities were revaluated with the aim of creating more effective employment
and reducing ineffective overemployment as it was one of the typical features of many companies particular-
ly in the beginning of the 90th which resulted in a wave of redundancies. Transformation of the Slovak econo-
my being in progress now has led to approximating the sector structure of the SR economy to that one in de-
veloped countries. Consequently, it was reflected in growing proportion of services at the expense of the share
of industry. There is a continuum in the process of employment transformation within economic sectors of the
national economy which reveals itself especially in both increasing the proportion of employment in the ter-
tiary sector and decreasing the share of employment in the secondary and first of all in the primary sector of
the SR national economy.

The transformation process of the Slovak economy found its expression in the development of employment af-
ter 1993 in the way that by 1996 there was interannual increase in the number of employees followed by year-
ly interannual decrease in the average number of employees in the SR during the period since 1997 up to the
2nd half of 2000. The trend stopped only in the course of the 4th quarter of 2000 when a new trend of growing
the average number of employees started and intensity of interannual increases of employees for respective
quarters of the years has gradually enhanced. 

One of the most significant problem in the domain of employment in the SR is that of the constant decline of
proportion of employees to the total economically active persons which has become evident since 1997. While
until 1997 the proportion gradually increased from 86.4 per cent in 1994 to 88.7 per cent in 1996, since the year
1997 it started its gradual falling down to the level of 80.6 per cent in 2000. On the other hand, the increase in
the number of the unemployed and in the unemployment rate in the SR accompanied the development intro-
duced. 
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Development of the number and the proportion of employees in the SR during 1994-2000 (according to LFSS)

Year 1994 1995 1996 1997 1998 1999 2000

Economically active 2443.7 2470.5 2509.1 2521.9 2544.8 2573.0 2608.2
population,
of which:

employed (in thousands) 2110.2 2146.8 2224.9 2205.9 2198.6 2132.1 2101.7
in % of the total LF 86.4 86.9 88.7 87.5 86.4 82.9 80.6

unemployed 333.5 323.7 284.2 297.5 317.1 416.8 485.2
(in thousands.)

unemployment rate in % 13.6 13.1 11.3 11.8 12.5 16.2 18.6

2.2 Employment by age structure

Considering the age structure, from the total economically active population in the SR, they are the persons
aged from 25 to 49 who are in a dominant position on labour market. In 2000 their proportion reached 69 per
cent, 16.7 per cent was covered by those at the age between 15-24, and the age group of 50 years and more rep-
resented 14.3 per cent of the economically active population on labour market. It can be observed that analo-
gously to the case of the total population age structure in the SR, the age structure of the economically active
and particularly of persons employed has also turned for the worse by comparison with the situation in 1994.



In 2000 the proportion of the economically active aged 15-24 dropped by 0.2 of percentage point compared
with 1994; for age group 25-49 it was 1 percentage point. On the contrary, the proportion of the economically
active population aged over 50 rised by 1.2 percentage point for the period aforementioned. However, still more
negative tendency showed itself in the category of persons employed where the share of young people aged 15-
24 decreased by 1.7 percentage point by the same increase in the proportion of those over 50 years of age. The
proportion of the employees aged 25-49 did not made a change.
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Development of age structure of economically active persons in the SR (period 1994-2000)

1994 2000
proportions in % in age group

Age 15-24 25-49 50+ 15-24 25-49 50+

Economically 
active, of which: 16,9 70,0 13,1 16,7 69,0 14,3

employed 14,2 71,9 13,9 12,5 71,9 15,6
unemployed 33,9 58,3 7,8 31,6 59,1 9,3

The economic activity rate in the SR is traditionally high and it has gradually been going up again after its slight
interannual decline in 1997. It belongs to the highest in Europe ranging from around 48-50 per cent in Italy and
Belgium to about 58-72 percent in Austria and the Netherlands.

On the other hand, the employment rate in the SR is slow compared with that one in the EU. While the average
employment rate (i. e. number of employees aged 15-64/number of population aged 15-64) reached 62.2 per
cent in 1999 in 15 EU countries, it was only 58 per cent in the SR measured for the same period by making use
of comparable method of calculation. 

As it is apparent from the review, the proportion of older population, namely those aged 50 and more on labour
market has considerably increased since 1994.

Undoubtedly, older people (at the age over 50) are engaged in working activities and their activity outlasts es-
pecially in the branches of agriculture (in 2000 there were 25.8 per cent of employees aged over 50 from the
total persons involved in that domain), education (23 per cent), transport (18 per cent), health service (17.8 per
cent), and public administration (17.7 per cent). From the total number of the population aged 50 and more, 95
per cent had a regular, predominantly full-time job, and just 3.8 per cent of the persons worked for the half-
time. Almost 60 per cent of the older people (over 50) were employed in the public or the state sector, 26 per
cent of them worked in the private sector, and 7 per cent was covered by self-employed (entrepreneurs, or
traders). 

Economic activity rate of elderly persons (over 50) increased from 24,5 per cent in 1994 to 26,6 per cent in the
year 2000. It is influenced by relatively earlier retirement of Slovak population, the pension age is one of the
lowest in comparison with other countries in Europe and in the world. 

As it ensues implicitly from the tables in annex after the segregation of this characteristic into five-year age
groups, economic activity rate of persons aged 50-54 was significantly high - 79,5 per cent (87,8 per cent by
men, 71,8 per cent by women). Also in comparison with the year 1994 it increased considerably (by 3,8 per-
centage point). 

Economic activity rate in the age group 55-59 was 40 per cent (in comparison with 1994 increase by 0,6 per-
centage point), while its considerably lower value, as compared with former age group, is influenced by the
possibility of women’s retirement (aged 55 and over in average). That was the reason the value of economic ac-
tivity rate in this age group by men was 65,5 per cent and by women only 18,4 per cent.

In the age group of persons aged 60-65 the economic actvity rate in 2000 reached only 6,4 per cent, in com-
parison with the year 1994 it was a decline by 1,2 percentage point (by men the rate was 10,8 per cent - decline
by 2,4 percentage point and by women the rate was only 2,9 per cent - decline by 0,3 percentage point).



In the age over 65 the economic activity rate represented only 1 per cent (by men 1,8 per cent, by women 0,5
per cent). In comparison with the year 1994 it was a decline by 0,9 percentage point (by men it was a decrease
by 1,9 percentage point, by women decrease by 0,3 percentage point).

Aforementioned low economic activity rate of persons aged 55 and over is as well the reason for the efforts in
the Slovak Republic to gradually increase the pension age of women from the former 55 years to 60 years of
age.
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Tab.1 BALANCE OF ECONOMIC ACTIVITY OF POPULATION AGED 50+ BY LFSS FROM 1994 TO 2000

thousands

INDICATOR 2. quarter

1994 1996 1998 2000

Population aged 50+ 1 295,7 1 316,4 1 352,0 1 400,5

of which

economically active population 317,6 328,6 340,1 372,4

of which

employed 291,1 308,4 314,8 323,5

unemployed 26,6 20,1 25,3 48,9

economically inactive population 978,1 987,8 1 011,9 1 028,1

Economic activity rate 50+ (per cent) 24,5 25,0 25,2 26,6

Employment rate 50+ (per cent) 22,5 23,4 23,3 23,1

Unemployment rate 50 +(per cent) 8,4 6,1 7,4 13,1



Tab.2a BALANCE OF ECONOMIC ACTIVITY OF POPULATION AGED 50+ BY LFS FROM 1994 TO 2000

TOTAL thousands

INDICATOR 2. quarter

1994 1996 1998 2000

Population

50-54 260,9 267,0 285,7 315,6 

55-59 231,7 235,7 245,0 254,0 

60-65 234,4 226,3 216,0 215,7 

65+ 568,8 587,4 605,3 615,2 

Economically active population

50-54 197,5 205,8 218,1 250,9 

55-59 91,3 95,4 97,8 101,7 

60-65 17,9 18,7 16,3 13,7 

65+ 10,9 8,7 7,9 6,1 

Employed

50-54 182,7 193,7 200,8 217,6 

55-59 83,3 89,7 91,7 87,7 

60-65 15,2 17,1 15,3 13,1 

65+ 9,9 7,9 7,0 5,1 

Unemployed

50-54 14,8 12,1 17,3 33,3 

55-59 8,0 5,6 6,1 14,0 

60-65 2,7 1,6 1,0 0,6 

65+ 1,1 0,8 0,9 1,0 

Economic activity rate (per cent)

50-54 75,7 77,1 76,3 79,5 

55-59 39,4 40,5 39,9 40,0 

60-65 7,6 8,3 7,5 6,4 

65+ 1,9 1,5 1,3 1,0 

Employment rate (per cent)

50-54 70,0 72,5 70,3 68,9 

55-59 36,0 38,1 37,4 34,5 

60-65 6,5 7,6 7,1 6,1 

65+ 1,7 1,3 1,2 0,8 

Unemployment rate (per cent)

50-54 7,5 5,9 7,9 13,3 

55-59 8,7 5,9 6,3 13,8 

60-65 15,3 8,6 6,3 4,5 

65+ 9,9 9,3 11,9 16,5 

eurostat

18th CEIES seminar: Active ageing statistics 119



Tab.2b BALANCE OF ECONOMIC ACTIVITY OF POPULATION AGED 50+ BY LFS FROM 1994 TO 2000

MEN thousands

INDICATOR 2. quarter

1994 1996 1998 2000

Population

50-54 122,9 125,7 135,9 151,9 

55-59 106,0 107,7 112,2 116,7 

60-65 104,0 100,2 95,3 94,5 

65+ 222,2 227,9 233,2 235,0 

Economically active population

50-54 108,6 109,7 116,2 133,4 

55-59 72,4 73,2 76,2 76,5 

60-65 13,7 13,7 11,7 10,2 

65+ 8,2 6,8 4,4 4,2 

Employed

50-54 100,7 103,4 105,9 113,1 

55-59 66,1 68,8 71,5 64,6 

60-65 12,2 12,3 10,8 9,8 

65+ 7,6 6,2 3,4 3,7 

Unemployed

50-54 7,8 6,4 10,3 20,3 

55-59 6,3 4,4 4,7 11,9 

60-65 1,5 1,4 0,9 0,4 

65+ 0,6 0,6 0,9 0,5 

Economic activity rate (per cent)

50-54 88,3 87,2 85,5 87,8 

55-59 68,3 68,0 67,9 65,5 

60-65 13,2 13,7 12,3 10,8 

65+ 3,7 3,0 1,9 1,8 

Employment rate (per cent)

50-54 81,9 82,3 77,9 74,5 

55-59 62,4 63,9 63,7 55,4 

60-65 11,7 12,3 11,3 10,4 

65+ 3,4 2,7 1,5 1,6 

Unemployment rate (per cent)

50-54 7,2 5,8 8,8 15,2 

55-59 8,7 6,0 6,1 15,6 

60-65 10,7 10,3 7,7 4,0 

65+ 7,9 8,6 21,7 10,8 
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Tab.2c BALANCE OF ECONOMIC ACTIVITY OF POPULATION AGED 50+ BY LFS FROM 1994 TO 2000

WOMEN thousands

INDICATOR 2. quarter

1994 1996 1998 2000

Population

50-54 138,0 141,2 149,8 163,7 

55-59 125,7 128,0 132,9 137,3 

60-65 130,4 126,0 120,7 121,2 

65+ 346,5 359,5 372,1 380,1 

Economically active population

50-54 88,9 96,0 101,9 117,5 

55-59 18,9 22,2 21,6 25,2 

60-65 4,2 5,0 4,6 3,5 

65+ 2,7 1,8 3,6 1,9 

Employed

50-54 82,0 90,3 94,9 104,6 

55-59 17,2 21,0 20,2 23,1 

60-65 2,9 4,8 4,5 3,3 

65+ 2,3 1,6 3,6 1,4 

Unemployed

50-54 7,0 5,7 7,0 12,9 

55-59 1,7 1,2 1,4 2,1 

60-65 1,3 0,2 0,1 0,2 

65+ 0,4 0,2 - 0,6 

Economic activity rate (per cent)

50-54 64,4 68,0 68,0 71,8 

55-59 15,0 17,3 16,3 18,4 

60-65 3,2 4,0 3,8 2,9 

65+ 0,8 0,5 1,0 0,5 

Employment rate (per cent)

50-54 59,4 64,0 63,4 63,9 

55-59 13,7 16,4 15,2 16,8 

60-65 2,2 3,8 3,7 2,7 

65+ 0,7 0,4 1,0 0,4 

Unemployment rate (per cent)

50-54 7,8 6,0 6,9 11,0 

55-59 8,8 5,5 6,7 8,3 

60-65 30,2 3,7 2,7 5,9 

65+ 16,2 12,0 - 28,8 
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3. Preparation of pension reform

As I mentioned the current pension age in the Slovak Republic is still one of the lowest ones in comparison with
other European countries and with countries in transformation of the former V-4, Hungary, Poland and Czech
Republic. The pension age is stipulated by the Act on Social Security. According to the Act, the pension age by
men is 60 and that by women 53-57, depending on the number of children.

From the analysis of demographic and socio-economic development in order of harmonization with legislation
in social sphere and standards of European Union complete reform of social and pension insurance is being
prepared. The main items to be solved are

• optimal age of retirement

• gradual equalizing of retirement of women and men 

As the necessity of adjustment of pension age is concerned I can mention for example the following facts:

• while by current limits of pension age there were 3,5 person in productive age (over 15) per 1 person in post-
productive age in 2000, then if these limits were kept in 2015 there would be only 2,5 person in productive
age per 1 person in post-productive age

• in the year 2000 there were 5,3 men aged 15-59 per one men over 59, in 2015 the value will be only 3,8 

• In the year 2000 there were 17,1 per cent of population over the current limit of pension age. Women repre-
sent 66,4 per cent of all pensioners, while men represent only 33,6 per cent. That means, from the total male
population only 11,8 per cent are in pension age, but from the total female population it is 22,1 per cent. 

Also above mentioned facts are making a pressure on widening and development of the statistical information
system, particularly in the sphere of social statistics.

4. Targets and principles of government policy in the Slovak Republic in the field of active ageing 

National targets and principles on active ageing are focused on:

• supporting development of employment by creating such a business environment which enables its factual
improvement, and creating conditions for economic recovery of the regions with the highest unemployment
rate also by foreign investors assistance. By means of such measures it could be possible to create, among
others, suitable conditions for employment of elderly people that, in turn, will lead to meet condition for in-
creasing the level of pension security

• encouraging development of employment by restructuring industry and socio-economic development of the
regions with the highest unemployment rate, taking also into account direct impact and importance of devel-
oping employment for increasing available resources of various insurance schemes

• handling employment of the elderly through engaging senior experts in activities of performing small and
medium enterprise consultancy, law consultancy in the area of enterprise and company management, or hu-
man resources management, and that all to do with the aim to activate experts at pensionable age as well as
to provide various services for firms and companies. Moreover, the services, such as information, comercial,
advisory, translation, guiding and other ones might be substantionally more attractively priced than those pro-
vided by any reputable firms.

However, keeping the elderly active requires adopting a set of global measures to solve the issue of unemploy-
ment that currently seems to be the most serious socio-economic problem as the unemployment rate in the SR
has amounted to 19 per cent, according to LFS. Enhancing the flexibility of the labour market by means of sup-
porting economic growth which can be reached particularly by increasing demand and, consequently, by creat-
ing new working vacancies is considered to be a basic way how to cope with the situation. Another approach is
to make use of active market policy tools such as life-long learning or retraining which enable the elderly to
continue their working. At the same time, modification of working conditions in favour of the elderly has to be
taken alongside. It is particularly the case of elderly women that modification of working conditions is neces-
sary when keeping job or reinvolving in. Finally, much considerable role in ensuring labour market balance in
the next years will be played by labour force mobility. 

Given the conditions of the SR, ideas and recommendations introduced are an impulse to defining, measuring
and assesing statistical indicators. 
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1. Introduction

In the late 1970’s, elderly workers in the Netherlands were given new opportunities for early retirement by
means of company or sector provided early retirement schemes. These so called VUT schemes were designed
as part of an “old for young” policy in an attempt to lower the high level of youth unemployment in a period of
economic downturn. Since then, these financially attractive VUT schemes have become widespread. They of-
fer an average replacement rate between 70 and 90 percent of last earned gross wages at an average age of 59.
In the meantime however, youth employment has gone to historic low levels and shortages start to appear in the
labour market. However, the VUT early retirement schemes are still in place and count as one of the reasons
for the very low labour force participation rate of elderly people aged 60 and over: 20 percent for males and 6
percent for females in 1998.

In the beginning of the 1990’s, policy concerns were raised with respect to the low level of elderly labour force
participation combined with a rapidly ageing population in the Netherlands. Soon there would be too few work-
ers to pay for the benefits of the retired workers in the pay-as-you-go public pension system and private VUT
schemes. But when these schemes would be changed, how would that affect the well-being of a growing part
of the population? How would it affect the already high inflow into disability schemes? Why were elderly peo-
ple retiring so early and how could elderly labour force participation be increased? As part of the growing de-
bate on the consequences of population ageing, these questions lead to the funding of the Dutch Foundation for
Elderly Research (Nestor). In 1992, Nestor asked the Tinbergen Institute to work out a detailed proposal for the
design and collection of a longitudinal data set for the elderly (defined as 50 years and older) and to formulate
a research plan to study the economics of labour force participation and retirement. Three research topics were
suggested:

(a) labour force participation and retirement;

(b) income status and dynamics;

(c) income and age-related take-up of public services and transfers.

New data collection was thought to be important for three reasons. Firstly, there was no informative, high qual-
ity data on elderly available in the Netherlands that would permit researchers to fully study the process of re-
tirement and the economic consequences of major events, such as the onset of health problems, impairment of
physical and social functioning or death of a spouse, which occur at advanced ages, or to map the changes in
income, consumption and wealth accumulation patterns in an ageing population.

Secondly, there was no longitudinal data available in the Netherlands that would provide a full record of all the
important social and economic changes that take place as people grow older. One usually thinks of youth as be-
ing full of hectic changes. But this is also true of the aged. While the changes may not be as rapid as at earlier
ages, they are often more radical. Retirement from active life and the accompanying changes in income and
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wealth position, in social contacts, in time use and the ageing process itself, bring about complete shifts in eco-
nomic needs. When studying the socio-economic status of the elderly, one has to know about these changes,
what they are, when they arrive, and how they affect the household. Hence the need for longitudinal data that
would follow a representative sample of the elderly population over time, recording changes in characteristics
and living conditions as they grow older. The data had to capture features of the timing of the transition from
work to non-work, time use, participation in economic and social activities, and the subjective appreciation of
the socio-economic status.

Thirdly, building a data base for research on the elderly is the most appropriate way to ‘anchor’ research in age-
ing. As has been very clearly shown by for example the University of Michigan Survey Center’s Panel Study
of Income Dynamics (PSID), a good data set will by itself generate a great number of scientific studies. The
PSID started in 1968 and is one of the longest running panel surveys in the U.S. Another more specific exam-
ple is the Retirement History Survey (RHS) which has been the basis of a good deal of research on the elder-
ly, which to quote a review article by Hurd (1990), “could not have been done with other data sets”. In 1990 the
Survey Research Center was awarded a new grant from the National Institute on Ageing (U.S. Department of
Health and Human Services) to design and conduct a new panel data set, labelled the Health and Retirement
Study (HRS)1. Given the substantial amount of experience and effort that has been put into the RHS and HRS,
these surveys were used as a model for the design and implementation of the Dutch Health and Retirement sur-
vey, called CERRA (Centre for Research on Retirement and Ageing). The CERRA project started in 1992. The
first wave of the CERRA household survey was held in the autumn of 1993, the second in the autumn of 1995.
In 1994, a additional survey was held among employers of the household members in the CERRA household
survey.

Contrary to the RHS and HRS, the Dutch Health and Retirement Survey has not been continued after two waves
(as the Nestor funding ran out). This has limited the longitudinal character of the information on the socio-eco-
nomic status of elderly in the Netherlands and kept CERRA from truly anchoring ageing research in the Nether-
lands. So what has been the value of the CERRA survey? What research has been performed with it? What
lessons can be learned from this research about data collection on the socio-economic status of the elderly? And
which opportunities does it still provide?

In this paper we try to give answers to these questions. In chapter 2 we give an overview of the CERRA survey,
its history, contents, implementation process, costs and results. Next in section 3, an impression is given of the
research that has been performed using information from the CERRA survey. What information has been used,
what information has not been used, and what information has been lacking in answering research questions?
Not all the opportunities provided by the survey has been fully used. Chapter 4 gives an example of how an-
swers on questions about time expenditure can be used to obtain a better insight in the participation of elderly
people in socio-economic life. It describes results from the CERRA survey and presents some simple analyses
with time expenditure data. Chapter 5 concludes with lessons learned from the CERRA data collection, in-
cluding opportunities and further needs for answering questions regarding true socio-economic status and par-
ticipation in socio-economic life by elderly people.

2. Overview of CERRA survey

A very extensive overview of the first wave of the CERRA survey can be found in Fokkema (1996). Here we
give a more general overview. At the start of the CERRA survey, respondents were selected nation-wide under
the condition that at least the breadwinner (main income earner) agreed to participate in the survey. Some of
the respondents in the first wave of the CERRA survey had participated in a 1991 national survey put out by
the Dutch Social and Cultural Planning Bureau (SCP)2. A ‘primary’ group of respondents consists of house-
holds with the head aged between 53 and 63 on October 1st, 1993. A secondary or control group consists of
households with the head aged between 43 and 52. For the first wave, 4001 households from the primary group
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an ‘age-of-the-respondent’ approach to a ‘birth-cohort’ approach.

2 Addresses of the elderly persons in the 1991 SCP survey were provided to CERRA. Hence for a subset of the elderly respondents in the CERRA sur-
vey, there is information available that was collected in 1991.



and 1263 households from the secondary group were approached by telephone. To structure the survey, heads
of household were distinguished by five different labour market states:

• employment (contract, seasonal and stand-by workers);

• self-employment;

• early retirement (receiving VUT early retirement or similar benefits);

• disability, and

• otherwise (mainly unemployed and pensioners).

Each type of respondent received a different type of oral questionnaire and a standard written questionnaire.
Heads of household were asked to fill out the written questionnaire in the presence of the interviewer. Partners
were given a separate oral questionnaire and a written questionnaire similar to that of their partner. The first
wave of the CERRA survey was also combined with a survey in 1994 among employers of the interviewed em-
ployees, but the response rate to this employer’s survey was rather low.

From the 5264 households in the first wave of the CERRA survey, 4727 households returned valid and com-
pleted sets of questionnaires (89.8 percent). The 537 non-valid cases contain wrong persons as head of house-
hold (22), refusals (275), households that were unavailable during the survey period (164) and others (76). Table
1 gives an overview of the number of valid questionnaires that were completed in 1993. Before the second wave
of the survey, respondents were presented a summary of the results of the first wave to motivate participation
and reduce attrition. Of the initial 4727 households in the first wave, 1303 households (27.6 percent) dropped
out in the second wave for various reasons. Table 2 gives an overview of the number of valid questionnaires that
were completed in 1995. Beforehand it was assumed that the response rate would be around 80 percent and the
attrition rate around 30 percent3. With a response rate of 89.8 percent and an attrition rate of 27.6 percent, the
response in the CERRA survey can be considered successful.
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3 The attrition rate was based on information from the OSA Labour Market Survey and the CBS SEP. The attrition rate in the OSA Labour Market Sur-
vey for the age group 50 and older was calculated at 35 percent between the 1985 and 1986 wave, and at 28.5 percent between the 1986 and 1989 wave.
The CBS SEP panel survey had roughly 8000 participants in April 1984, 7000 in October 1984 and 6000 in April 1985, from which a 12,5 percent at-
trition rate was derived for the half year’s interval and a 25 percent rate for the full year’s interval.

Table 1: Number of valid questionnaires in the 1993 CERRA survey

Heads of household Partners Households with partner

Oral Written Oral Written Number Percentage

Primary group: Head of household aged 53 to 63

Employed 1296 1275 1031 1011 1098 84.7

Self-employed 222 220 169 169 178 80.2

Early retired 759 750 613 605 656 86.4

Disabled 690 672 476 466 499 72.3

Other 614 604 218 217 237 38.6

Total 3581 3521 2507 2468 2668 74.5

Secondary group: Head of household aged 43 to 52

Employed 910 903 740 730 786 86.4

Self-employed 91 91 62 62 69 75.8

Early retired 1 1 1 1 1 100.0

Disabled 78 77 51 51 55 70.5

Other 66 66 15 15 17 25.8

Total 1146 1138 869 859 928 81.0

Full total 4727 4659 3376 3327 3596 76.1



The CERRA survey contains a large number of questions on topics that relate to the labour market position of
elderly workers, their options for retirement and a variety of personal circumstances, like health conditions.
Table 3 gives a brief overview of the topics that are treated in the oral and written questionnaires. Included in
the 1993 survey are questions regarding the individual labour market status in the autumn of 1991. Information
about changes in the socio-economic status between 1993 and 1995 can thus be combined with information
about changes between 1991 and 1993. The retrospective questions provide an extra (virtual) wave of the sur-
vey. Table 4 illustrates how heads of household change their labour market status over a period of 4 years, first
from 1991 to 1993 and then from 1993 to 1995. For example, of the original 2662 employees in 1991, at least
839 have retired by 1995 (31.5 percent). Between 1991 and 1995, only 62 retirees return to labour (3.6 percent).
In most cases these individuals were unemployed. During the survey period, retirement percentages grow and
re-entrances to the labour market decline, reflecting the ageing process of respondents over time. A consider-
able amount of respondents change from one retirement programme to another during the four years: 6.4 per-
cent of all retirees between 1991 and 1993, and 12.4 percent of all retirees between 1993 and 1995. These
changes either result from eligibility for early retirement programmes, accounting for 63.5 percent of all
changes between 1993 and 1995, or from reporting errors. The main trend is one of growing retirement over
age, which in general consists of permanent exits from the labour market.
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Table 2: Number of valid questionnaires in the 1995 CERRA survey

Heads of household Partners Households with partner

Oral Written Oral Written Number Percentage

Primary group: Head of household aged 53 to 63

Employed 664 664 507 507 547 82.4

Self-employed 151 151 101 101 119 78.8

Early retired 701 701 563 563 610 87.0

Disabled 450 450 290 290 315 70.0

Other 640 640 270 270 314 49.1

Total 2570 2570 1731 1731 1905 74.1

Secondary group: Head of household aged 43 to 52

Employed 654 654 518 518 562 85.9

Self-employed 66 66 39 39 48 72.7

Early retired 1 1 1 1 1 100.0

Disabled 67 67 38 38 49 73.1

Other 66 66 23 23 28 42.4

Total 854 854 619 619 688 80.6

Full total 3424 3424 2350 2350 2593 75.7



The CERRA survey has been fielded by Intomart, a company which is specialised in large-scale surveys among
households. A typical interview lasted 90 minutes on average. However, respondents appreciated the survey
topic, and often took time to talk more on their health and socio-economic status than the survey required. How-
ever, there were only limited options for open end questions. The costs associated with the survey included the
preparation and design of the questionnaire, the actual survey and post-survey cleaning and coding of the data,
and did amount to roughly € 250,000 for the first wave and € 200,000 for the second wave.
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Table 4: Labour market transitions between 1991 and 1995 in the CERRA data

Employee Self-employed Early retired Disabled Unemployed

1991 status Labour market status in 1993 Total

Employee 2166 7 359 58 72 2662

Self-employed 8 296 3 2 11 320

Early retired 2 0 493 4 36 535

Disabled 3 4 12 695 26 740

Unemployed 22 5 26 7 399 459

Total 2201 312 893 766 544 4716

1993 status Labour market status in 1995 Unknown

Employee 1286 17 257 34 59 548

Self-employed 6 200 6 6 6 88

Early retired 1 0 608 5 36 243

Disabled 3 0 46 459 18 240

Unemployed 22 0 79 13 293 137

Total 1318 217 996 517 412 1246

Table 3: Overview of the topics treated in the CERRA survey

Topic 1993 1995

General characteristics of the respondent X X
Characteristics of the current job and employer X X
Health in relation with employment X X
Income from labour, pensions, benefits and other sources X X
Labour market histories X X
Characteristics of the former employer X
Changes in the labour market situation in the past two years X
Labour market situation in two years time X X
Retirement arrangements in current (workers) or former (retirees) job X X
Individual moments of potential retirement X
Opinions concerning retirement X X
Job search behaviour X X
Time preferences and risk aversion X
General subjective health assessments X X
Detailed subjective health assessments X
Objective health assessments X X
Health insurance X X
Household income and bequests X X
Housing and migration X X
Wealth X



One of the aims of CERRA was to interview a representative sample from the Dutch elderly population. To see
whether this has been realised, some characteristics of the heads of household in the CERRA survey are com-
pared with average characteristics in the Dutch elderly population as reported in the Labour Force Survey of
1993 and 1995, held by Statistics Netherlands (Centraal Bureau voor de Statistiek, CBS). Table 5 shows pop-
ulation shares by gender and labour market status. Heads of household in the CERRA survey are more than av-
erage males (almost an obvious result caused by sample selection). Also, heads of household generally are
breadwinners, so it is not surprising that workers are over-represented in the CERRA survey. Otherwise, the
distribution between workers, disabled and other respondents in the 55 to 64 age group is fairly representative
for the actual population.
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Table 5: Population shares by gender and labour market status (percentages)

Age 45 – 54 Age 55 – 64

1993 1995 1993 1995

CERRA CBS CERRA CBS CERRA CBS CERRA CBS

Male 83 51 84 51 82 49 81 50

Female 17 49 16 49 18 51 19 50

Working 82 62 84 64 36 24 34 26

Disabled 10 14 8 13 20 24 19 24

Other 9 24 8 23 44 51 47 51

Total 100 100 100 100 100 100 100 100

The proportion of individuals by level of education is very similar between the CERRA survey and the relevant
Dutch population. Table 6 shows that educational levels with relatively few people are over-represented. This
has the advantage of increased reliability for outcomes from an analysis on these groups. Table 7 shows work-
er percentages by employment and sector type. The CERRA survey slightly over-represents employees relative
to self-employed workers. The representation of the CERRA survey by sector type is striking, both in 1993 and
1995.

Table 6: Population shares by level of education (percentages)

1993 1995

Education CERRA CBS CERRA CBS

Primary general 19 23 16 20

Primary vocational 22 19 22 19

Secondary general 14 9 15 8

Secondary vocational 16 30 17 31

Higher general 5 2 5 2

Higher vocational 17 12 19 13

Academic 5 5 6 5

Unknown 3 0 2 0

Total 100 100 100 100



3. Research with the CERRA data

Since 1993, many aspects of the Dutch elderly population have been investigated with data from the CERRA
survey. Here we try to give a very short overview of the research performed without being complete, focussing
on data that has been used, experiences with the data, and problems arising from these data, including lack of
data.

Income

The CERRA survey contains extensive questions on income from wages, benefits and pensions. Heyma (2001)
presents an overview of, and analyses with the income data from CERRA. A simultaneous model of net hourly
wages and labour participation is estimated, using panel data from 1991, 1993 and 1995. The analysis is per-
formed on 3772 observations of non-workers and 5151 observations of workers (maximum number of work-
ers at any time is 2662), of which 3781 have known wages and 1370 have no data on wages. Reproduction of
net hourly wages, based on estimation results, show good fits of both the wage level and distribution. The es-
timation results are used to calculate non-stochastic life-time wage profiles from 15 to 65 years for each indi-
vidual in the CERRA data. Next these wage profiles serve as basis for the calculation of potential benefits and
pensions, using detailed benefit and pension rules. A comparison between calculated benefits and pensions and
actual benefits and pensions observed in the CERRA data, show very similar distributions. The calculated wage
profiles are not only used in the retirement model of Heyma (2001), but also in Kerkhofs, Lindeboom and
Theeuwes (1999).

Labour market status and retirement

When the CERRA data became available in 1994, the Centre for Economic Research on Retirement and Age-
ing at Leiden University immediately started with an empirical analysis of labour force participation and re-
tirement. Heyma and Thio (1994) applied a labour force participation equation for both the Netherlands and
the United States, comparing CERRA data from 1993 with similar data from the Health and Retirement Study
(HRS) held in 1992. The study shows that the surveys are very similar, enabling comparative analysis at the mi-
cro-level. A model for individual retirement decisions in which elderly workers choose between employment,
early retirement, disability and unemployment had already been constructed by Woittiez, Lindeboom and
Theeuwes (1992), based on the AVO 1991 data (Aanvulling Voorzieningen Onderzoek), held by the Dutch So-
cial and Cultural Planning Bureau (SCP). With the new CERRA data, Lindeboom (1996) used the larger
amount of observations for a modification of this model. Heyma (1996) further extended the model by intro-
ducing a life-cycle dimension and uncertainty, presenting a simple dynamic programming model of individual
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Table 7: Worker shares by employment and sector type (percentages)

1993 1995

CERRA CBS CERRA CBS

Employee 87 81 86 81

Self-employed 13 19 14 19

Agriculture and fishing 5 5 5 5

Mining 0 0 0 0

Industry 18 19 15 17

Utility companies 1 1 1 1

Construction 8 7 8 7

Catering 14 16 13 15

Transport 6 7 5 6

Financial services 10 10 11 12

Other services 33 34 35 35

Unknown 6 1 6 2

Total 100 100 100 100



retirement decisions. Even after one wave of the CERRA survey, the longitudinal dimension could already be
introduced as a result of the retrospective questions on the labour market status in 1991. An analysis of labour
mobility of elderly workers based on the CERRA data was performed by Hebbink, Kerkhofs, Theeuwes and
Woittiez (1996). They were able to answer most of their research questions, but a good assessment of the rela-
tion between labour costs and productivity turned out to be infeasible with the CERRA data. Groot (1997) used
the CERRA data to investigate the existence and effectiveness of demotion, which is defined as a simultane-
ous decline in wages and improvement of labour conditions. Full use of both the 1993 and the 1995 wave of
the CERRA survey is made in the analyses of retirement and elderly labour force participation by Kerkhofs,
Lindeboom and Theeuwes (1999) and Heyma (2001). The main aim of Kerkhofs, Lindeboom and Theeuwes
(1999) was to measure the effect of different health measures on the retirement decision of elderly workers to
further investigate the quality of these health measures in the CERRA data (see below). In Heyma (2001), a full
dynamic programming retirement model is estimated, using life-cycle income and health profiles and correct-
ing for labour demand side effects by means of layoff rates. Important conclusions with respect to the CERRA
data were: (1) that linking household data to company data results in a considerable reduction in valid obser-
vations, (2) that using subjective information on habits influencing health, such as smoking and exercising,
does the same, (3) that despite this reduction in valid observations, a reasonable number of observations remain
for the analysis to result in plausible and significant outcomes, (4) that life-cycle values of explanatory vari-
ables can easily be constructed under strict but plausible assumptions, (5) that there may be an over-estimation
of elasticity’s of retirement behaviour when the analysis of retirement decisions between ages 40 and 65 is based
on observations of individuals at only two moments in time, and (6) that the lack of data on savings, wealth, ap-
plications for disability benefits and entry conditions to disability may be crucial for the quality of the analy-
sis of retirement decisions.

Labour demand and layoffs

Even though the CERRA data provide an unique opportunity to link employer data to employee data, the qual-
ity of the link and the resulting number of valid observations only allows for a restrictive analysis of labour de-
mand and layoffs. However, the household surveys by themselves already provide many data on reasons for job
separations, which allows for a separate analysis of quits and layoffs. Thio (1995) offers a duration model of
retirement in which he makes this distinction, testing several economic theories on labour demand. A similar
analysis with a straightforward Logit model is given in Heyma (2001), where it is argued that a labour supply
side analysis must account for labour demand shocks to produce unbiased estimates for the retirement incen-
tive effects, such as income and health. Even though the distinction between quits and layoffs remains some-
what arbitrary, based on subjective reasons for job separation, the subjectively based layoff rate corresponds
closely to national layoff rates. However, for a good analysis of labour demand, a direct link of employer and
employee data would still be necessary.

Health condition

Much of the literature on health economics has been occupied with problems in measuring true health or the
health condition that is relevant for economic behaviour. For example, Bound (1991) studied four sources of
bias that could result from using subjective health measures in retirement studies: (1) subjective health judge-
ments are not comparable across respondents, which is a case of measurement error that leads to an under-es-
timation of the health effect, (2) when health is used to rationalise retirement behaviour, the health effect is tau-
tological and its magnitude therefore over-estimated, (3) if there are financial incentives to identify oneself as
disabled, for example from benefit eligibility rules, there is an endogenous relationship between income and
health, which leads to an over-estimation of the health effect, and (4) if the health status is not independent from
labour market outcomes, this endogeneity leads to an over-estimation of the health effect. The CERRA survey
contains multiple subjective questions on health status, but also objective health measures, subjectively as-
sessed objective health measures and employment related health measures. Kerkhofs and Lindeboom (1995)
used these data to assess the importance of state dependent reporting errors in responses to health questions in
the CERRA survey and estimate a model that accounts for the systematic mis-reporting as indicated by Bound
(1991). Their analysis is based on a comparison of a subjective health measure with a subjectively assessed ob-
jective health measure produced from answers to 57 questions concerning physical and mental symptoms,
known as the Hopkins Symptom Checklist (HSCL). A HSCL score is constructed by adding the values of all
answers and is well known for its internal consistency and stability, its high correlation with clinical judge-
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ments, its discriminating power between patients and non-patients, and its ability to determine changes in true
health conditions as a result of treatment, see Luteijn, Hamel, Bouwman and Kok (1981). As suggested by An-
derson and Burkhauser (1985), health indices created from information on several observable physical and
mental problems may overcome drawbacks of straightforward subjective and objective health measures. Life-
cycle health profiles based on the HSCL measure are estimated by Kerkhofs and Lindeboom (1997) and ap-
plied in the dynamic programming retirement model of Heyma (2001). A comparison of the effect of reporting
errors and endogeneity of different health measures from the CERRA data on the estimates of a retirement
model, is given by Kerkhofs, Lindeboom and Theeuwes (1999) and Heyma (2001). It is found that subjective
health measures overstate the effect of health on retirement and that endogeneity of health surpresses the health
effects.

Well-being

The CERRA survey contains a question in which respondents are asked to rank their satisfaction with life on
a scale from 1 to 10. This scale is borrowed from the psychological literature, where it is known as the Cantril
scale. Woittiez and Theeuwes (1998) use this information to measure the effect of labour market status on well-
being. In the data from 3570 respondents in the CERRA survey (75.5 percent of the total survey), they observe
a plausible distribution of present happiness, with a mean value of 7.5 and a standard deviation of 1.4. There is
some bunching around the value of 8 (38 percent), and almost 8 percent of the respondents are perfectly hap-
py (with a value of 10). At the lower end there are much less observations. The authors conclude that results for
the effect of health, housing characteristics, preferences for work, income and personal characteristics on well-
being are plausible, but that after controlling for these variables, there remains a negative effect on welfare of
being in one of the non-working states.

Housing

Woittiez and Theeuwes (1998) use some of the housing data from the CERRA survey, but an extensive study
on housing, and in particular the residential moving behaviour of the elderly, is performed by Fokkema (1996).
She found that no information is available on preferences of respondents regarding several housing and neigh-
bourhood characteristics, expect for a question on whether respondents have difficulties paying for their living
costs each months. To describe the social bond with the neighbourhood, she used the number of years that re-
spondents were living in their current dwelling. The question on time expenditure on visiting family and friends
was too general for this. Questions regarding the value placed on social contacts and on social status was dif-
ficult to use as a result of the limited number of answer categories (important versus not important). Also, 93
percent of the respondents expected no changes in social status after moving, which she attributes to the lack
of examples of possible changes in the survey. Both problems are due to the limited space for housing ques-
tions in the CERRA survey.

Neglected information from the CERRA survey

Despite the many research activities with the CERRA data, part of the information has been ignored for dif-
ferent reasons. Questions on time preferences and risk aversion, which are relevant for dynamic analyses of re-
tirement behaviour, have not been used. A reason might be the experimental set-up of these questions. Infor-
mation on wealth turned out to be of insufficient quality and quantity for use in an analysis of wealth,
consumption and savings behaviour. And as far as we know, information on health insurance, bequests and time
expenditure has been ignored completely. Information that is neglected is likely to suffer from bad quality or
from irrelevance for the main research themes. But before we conclude that these questions can be ignored in
new data collections on the socio-economic status of elderly people, we should assess their relevance and po-
tential for research. As an example, the next chapter explores the use of time expenditure data from the CER-
RA survey for the analysis of participation in social activities.

4. Measuring socio-economic participation by time expenditure

Questions regarding the socio-economic position of the elderly become more important as a larger fraction of
the population is getting older. Past research has shown an increase in the risks of ill health, disease, disability
and premature death with decreasing socio-economic and occupational standing. This should be particularly
visible among the elderly. An ageing population will present a major challenge in the near future to the public
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health care services and policy makers. Health and welfare of the older workforce has an impact on their pro-
ductive capacity and their ability to provide for themselves in retirement. If poverty, unemployment and social
exclusion affect the health status and well-being of the aged, the health bill of society and general public costs
at the later stages of life will increase. As the ‘baby boom’ generation now approaches retirement, and hence
their decisions regarding retirement, post retirement work and post retirement social activities become immi-
nent, it is very important for policy makers to identify the nature of these relationships in order to guide cur-
rent and future policy.

Labour market status and income may tell much about the socio-economic status of elderly people. But many
elderly people retire early or stop working. Even though labour income is well replaced by social security ben-
efits and pensions in the Netherlands, there is often no immediate replacement for the labour activities and oth-
er time expenditure, and the social contacts that are directly connected with a job. Some elderly will become
isolated and bored, and will loose many of their (work-related) friends. Others are finally able to pick up on
their hobbies, or become (more) active in voluntary work or unpaid labour. The difference in social participa-
tion is part of the relevant socio-economic status of elderly people. Social participation or the lack of it has di-
rect consequences on health and well-being. In most surveys aimed at the collection of information on the so-
cio-economic position of elderly people, numerous questions are included on work status, work environment,
work history and health conditions. However, questions on social participation and well-being, although pre-
sent, are generally scarce in these types of questionnaires. This chapter describes how the available information
in the CERRA survey can be used to investigate the socio-economic status and in particular social participa-
tion of elderly people in the Netherlands. For that purpose, only a small number of questions are used from the
CERRA survey, namely those concerned with time expenditure on socio-economic activities (see table 8).

The time expenditure questions in table 8 that may tell us most about the participation in social activities are
‘taking part in sports’, ‘voluntary work’, ‘visiting family or friends’ and ‘church activities’. Sports may be ex-
ercised on an individual basis, but generates many social contacts. The same is true for church activities. Vis-
iting family or friends clearly indicate social contacts, but when the purpose of these visits is to provide fami-
ly care, they may also reduce the possibility for participation in other social activities. Participation in voluntary
work may indicate participation in social activities most explicitly.

A number of questions can be raised regarding the outcome of these time expenditure questions:

• What is the response / non-response to these questions?

• What is the quality of the answers?

• Are the answers intuitively appealing?

• How does time expenditure vary by socio-economic characteristics?

The first two questions can be answered by showing response rates (table 9) and frequency distributions of the
valid answers (figures 1 to 4).
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Table 9 shows that the response rates for the time expenditure questions are all well above 85 percent. Re-
spondents do not find it difficult to estimate the time they spend on these activities. Only a negligible fraction
of the respondents has no idea. Large fractions of the respondents give zero hours as an answer, indicating that
they do not take part in these activities at all. For voluntary work and church activities, this may not be a sur-
prise. But it is remarkable that 55.9 percent of elderly individuals do not take part in sports and that even 10.3
percent do not visit family and friends. It shows that these questions only consider a small part of people’s dai-
ly social activities, and therefore only partly illustrate their socio-economic status.
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Table 8: Question on time expenditure in the 1993 CERRA survey.

Question: Answers:

How much time a week do you spend on: a week

Working ... hours

Travelling ... hours

Taking part in sports ... hours

Making music ... hours

Doing odd jobs ... hours

Hobbies ... hours

Studying ... hours

Voluntary work ... hours

Political party ... hours

Union ... hours

Action team ... hours

Visiting family / friends ... hours

Church ... hours

Table 9: Response numbers to the time expenditure questions.

Sports Voluntary work Visit family or friends Church activities

# % # % # % # %

Valid answers 4201 88.9 4104 86.8 4387 92.8 4114 87.0

of which 0 hours 2341 55.7 2836 69.1 454 10.3 2705 65.8

Does not know 1 0.0 1 0.0 2 0.0 0 0.0

No answer 457 9.7 554 11.7 270 5.7 545 11.5

Missing forms 68 1.4 68 1.4 68 1.4 68 1.4

Total 4727 100.0 4727 100.0 4727 100.0 4727 100.0

The quality of the answers is illustrated by the frequency distributions in figures 1 to 4. Typical for these kind
of questions is that the answers cluster into round numbers, such as 10, 15, 20, etc. But apart from clustering
and large frequencies at zero hours, all frequency distributions appear to be smooth distributions of a Gamma
shape. In sports, most respondents who participate spend 2 hours per week, with a mean value of 1.8 hours and
a standard deviation of 3.9 hours. Table 10 shows that employed respondents spend less hours in sports than
early retirees and unemployed respondents. Disabled respondents spend the least hours on sports. The distri-
bution of the amount of hours spend on voluntary work is much flatter than that of sports, but the mean value
is about the same. The standard deviation is 4.9 hours, with a large difference between workers and non-work-
ers. Voluntary work therefore seems to be a substitute for paid labour. A more regular time expenditure is vis-
iting family or friends. Even though 9.7 percent of the respondents never visit family or friends, the average
time spend is around 4 hours per week. Again, non-workers spend more time on visits than workers. The over-
all standard deviation is 5.3 hours, which shows that visiting family or friends is a very basic activity. Less com-



mon are church activities, even though more than 40 percent of the respondents take part in them. The average
time spend is 0.8 hours with a standard deviation of 2.6 hours and hardly any difference between labour mar-
ket states.
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Table 10: Mean hours of time expenditure per week by labour market status.

Labour market status Sports Voluntary work Visiting family or friends Church activities

Employed 1.66 0.98 3.16 0.72

Self-employed 1.46 0.75 3.08 0.79

Early retired 2.90 3.47 4.78 1.16

Disabled 1.12 2.44 4.55 0.70

Unemployed 2.20 3.39 5.70 0.94

Total 1.84 1.93 3.97 0.83

The outcomes of the time expenditure questions on sports, voluntary work, visits to family or friends and
church activities, seem to be of good quality and intuitively appealing. Most answers are between zero and ten
hours, with smooth distributions. The higher numbers may be less precise, since these are clustered at round
numbers, which may be exaggerated to provide socially desirable answers. On the other hand, the zero’s may
be underreports when looking at a longer period of time: people may neglect activities in which they partici-
pate only occasionally.

The answers provide enough variation for further analyses. To show the variation with multiple socio-econom-
ic characteristics of respondents and analyse possible causal relationships, we ran simple regressions of time
expenditure on variables like labour market status, age, gender and educational level. The regression results are
reported in table 11. The fit of the regressions is low (corrected R2’s between 0.007 and 0.067), due to the large
number of zero hours in the sample. These regressions are however not meant to explain time expenditure, only
to illustrate its variation with socio-economic characteristics and to see whether the outcomes make sense. If
so, this provides confidence in the time expenditure questions to be suitable for further analyses on socio-eco-
nomic status, social participation and well-being of elderly people.

Table 10 already made clear that labour market status influences the number of hours spend on social activi-
ties. People who are not employed have more leisure time to spend on these activities. In the regressions the
difference in time expenditure by labour market status is modelled as dependent on the labour market status
two years earlier. This is to capture the effect that people have to get accustomed to their new situation and may
not immediately start to pick up new activities after retirement. Since the time expenditure questions were asked
in 1993, the labour market status is taken from the virtual 1991 wave of the CERRA survey. Employment as a
contract, seasonal or stand-by worker is used as the base-line situation.



Figure 1: Frequency distribution of hours spend on sports per week; 2341 respondents (50.2 %) do not participate in
sports.
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Figure 2: Frequency distribution of hours spend on voluntary work per week; 2836 respondents (60.9 %) do not
participate in voluntary work.



Figure 3: Frequency distribution of hours spend on visiting family and friends per week; 454 respondents (9.7 %)
never visit family or friends.
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Figure 4: Frequency distribution of hours spend on church per week; 2705 respondents (58.1 %) never spend time on
church activities.



It is very clear that all time expenditure increases with years since retirement. Early retired respondents are the
first to pick up on activities, increasing the hours spend over time, especially in voluntary work and church ac-
tivities. Disabled respondents do not immediately pick up on these activities, but after two years of retirement,
they are also much more involved in voluntary work and visits to family or friends than working people. A sim-
ilar situation is true for the unemployed, who only choose to participate in sports more often. Hardly any dif-
ference is present between contract workers and self-employed respondents.
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Table 11: Regression results for time expenditure equations in the 1993 CERRA wave.

Sports Voluntary work Family / friends Church activities

coef. t-value coef. t-value coef. t-value coef. t-value

Constant 4.290 5.32 1.625 1.62 1.743 1.64 -1.314 2.39

Labour market status

Employed … … … … … … … …

Self-employed 0.040 0.16 0.019 0.06 -0.140 0.41 -0.021 0.12

Early retired and

- working in 1991 1.035 2.77 1.673 3.57 1.226 2.47 0.219 0.86

- not working in 1991 1.238 3.48 2.236 5.05 1.163 2.46 0.294 1.22

Disabled and

- working in 1991 -0.878 1.46 -0.115 0.16 0.610 0.77 -0.197 0.49

- not working in 1991 -0.547 1.65 1.346 3.24 0.930 2.09 -0.040 0.18

Unemployed and

- working in 1991 0.258 0.48 0.398 0.58 0.547 0.77 -0.052 0.14

- not working in 1991 0.927 2.60 2.344 5.28 1.429 3.04 0.249 1.03

Real working hours -0.012 1.79 -0.017 1.98 -0.005 0.56 0.002 0.45

Age -0.049 3.71 -0.018 1.07 0.029 1.65 0.035 3.90

Female -0.798 4.39 0.156 0.69 1.673 7.03 -0.020 0.16

Education

Primary vocational 0.241 1.29 0.477 2.05 0.045 0.18 0.098 0.77

Secondary general 0.684 3.22 1.106 4.19 -0.040 0.15 -0.007 0.05

Secondary vocational 0.654 3.20 0.963 3.80 0.080 0.30 0.101 0.73

Higher general 0.605 1.98 0.911 2.40 -0.193 0.48 0.283 1.35

Higher vocational 0.820 4.08 1.685 6.75 -0.217 0.82 0.090 0.66

Academic 0.928 3.19 2.148 5.91 -0.407 1.05 0.548 2.77

Nationality

EU other than Dutch -0.353 0.65 -0.923 1.39 0.372 0.53 -0.441 1.21

Indonesian 0.091 0.23 -0.851 1.67 0.020 0.04 -0.473 1.70

Surinam and Antillian -0.556 0.80 -0.399 0.47 0.593 0.65 0.542 1.19

Other 1.113 1.40 -0.800 0.79 -0.292 0.28 0.029 0.05

Observations 4200 4103 4386 4113

Corrected R2 0.031 0.067 0.042 0.007

That retired people spend more time on social activities may seem evident, but it would also mean that people
who work less hours also spend more time on these activities. To see whether this is true, the number of work-
ing hours is regressed on time expenditure. Evidence that smaller working hours lead to more hours on other
activities is found for sports and particularly voluntary work, but not for visits to family or friends and church
activities. Sports and voluntary work would seem to be stronger substitutes for work.



Even though respondents increase the time spend on social activities the longer they are retired, the time spend
on sports and voluntary work is reduced when becoming older. Again this provides an argument that these ac-
tivities function as substitute for paid labour, since time spend on paid labour also declines with age. Visits to
family or friends increase when growing older and the same holds strongly for church activities. However, it
should be kept in mind that this can be due to cohort effects (older generations being more religious than
younger generations). Compared to men, women spend less time on sports and more time on visits to family
or friends. Higher educated respondents generally spend more time on all activities, except for visits to family
and friends. Differences by educational level are particularly strong for voluntary work and church activities.
Hardly any significant differences are found by nationality.

In sum, these simple regressions suggest that the time spend on social activities vary by socio-economic char-
acteristics in a similar way as participation in regular paid labour. Social activities such as sports, voluntary
work, visits to family or friends and church activities therefore all seem to work as substitutes for regular paid
labour. This is particularly true for sports and voluntary work. Using the time spend on these activities as an in-
dicator for socio-economic position that determines health and well-being seems to be in line with a more tra-
ditional definition of socio-economic position, such as the labour market position of elderly people.

5. Conclusions

This paper provided an overview of experiences with the Dutch Health and Retirement Survey (CERRA),
showed its value and limitations, and detailed the lessons that can be learned for new data collections on the so-
cio-economic status of elderly people. The CERRA survey consists of two waves (1993 and 1995) of a sample
of around 4500 elderly households and provides information on labour market status, retirement, incomes and
health. In the first wave, it combines the respondents’data with data on a limited number of companies at which
respondents were employed. It has generated a large number of studies, which lead to more insight in issues
like incomes, labour market behaviour and retirement, health conditions, well-being and residential moving be-
haviour of the elderly. Unfortunately, the CERRA survey was stopped after two waves. Therefor, similar up-to-
date information on the socio-economic status and health condition of elderly people is absent in the Nether-
lands, while there are still many open scientific and policy questions, resulting from population ageing. There
is an urgent need for a similar but new data collection. How could the lessons learned from CERRA contribute
to such an effort?

Firstly, the CERRA surveys gave a high level and high quality of response. Therefore, both the survey proce-
dure (separate oral and written questionnaires), and the outline and contents of the questionnaires could be
copied (they were already based on experience with the Health and Retirement Study in the United States).
Secondly, the longitudinal character of the survey should be maintained and preferably be extended. Many of
the studies that use CERRA data make explicit use of its longitudinal character, since changes in states and con-
ditions are most informative of behaviour. The use of retrospective questions to create an extra virtual wave of
the survey proved to be a valuable and cheap method to collect data. Thirdly, more data is needed on private
wealth, savings behaviour and consumption, since private wealth has become much more important in the eco-
nomic decisions of people, especially when looking at retirement. And fourthly, questions on participation in
social activities, which have been neglected in past studies with the CERRA data, must not be left out of future
surveys, since labour market status cannot fully capture the important issue of socio-economic status and well-
being of retired people.

In the empirical part of this paper it was shown that data on time expenditure in social activities give a good ap-
proximation of the socio-economic position of elderly people, These survey questions are well understood and
well answered by respondents, provide intuitively appealing answers, and can possibly be used as explanatory
factors for the health condition and well-being of elderly people. It shows behaviour that could be interpreted
as labour force participation behaviour beyond the labour market career. This may help to understand and iden-
tify socio-economic and health inequalities, and give policy makers insight in the actions that are needed to re-
duce any negative effects from ageing. At the same time, the time expenditure questions treated here do not pro-
vide a full and unbiased understanding of the socio-economic position of elderly people. Large fractions of the
population do not participate in these activities, answers to the questions are clustered at round numbers, in-
troducing reporting errors and reducing variation, and these questions only cover part of the many social ac-
tivities which determine the socio-economic position. A solution would be to ask multiple questions on time
expenditure that cover a larger part of the social activities of people, and add them to a checklist that reflects
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social participation, similar to health indices like the Hopkins Symptoms Checklist (HSCL) or on Activities of
Daily Living (ADL). A well-balanced standardised checklist could well serve as an indicator of the socio-eco-
nomic position of elderly people, and as a explanatory variable for the health condition and well-being of el-
derly people.
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SUMMARY

The quality of life of elderly people has been the subject of numerous reports, which often relate exclusively to
the quality of life of persons living independently (i.e. in their own homes). This is liable to seriously distort the
results. The Social and Cultural Planning Office (Sociaal en Cultureel Planbureau, or SCP) is therefore calling
for general population statistics (e.g. statistics derived from health surveys) to include the residents of homes.
For specific topics which are relevant to those homes, such as the quality of the care provided, there continues
to be a need for targeted study of this group, alongside the official statistics.

An example of a survey which combines both aspects is the “Elderly in Institutions” survey, which took place
in the spring of 2000. It took the form of verbal interviews with 575 residents of rest homes and 400 residents
of nursing homes. If they were unable to answer the questions themselves, the information was collected via
proxies (members of the person’s family or members of staff).

1 INTRODUCTION

The Social and Cultural Planning Office (SCP) regularly reports on the quality of life of various population
groups, such as the elderly, the disabled, ethnic minorities, young people or low-income groups. It does so on
behalf of a wide range of government departments. The purpose of such studies is to give a systematic de-
scription of the social situation of the groups in question. A number of elements are surveyed, including the tar-
get group’s participation in education and work, its financial situation, leisure activities, living conditions,
health and use of care facilities (De Klerk, 2001a).

The authors of this type of report make use of large-scale population surveys. The surveys are generally based
on a sample of the population which lives independently. This means, for example, that older people living in
nursing homes or rest homes are excluded. Based on this type of survey, findings about the situation of the el-
derly will be distorted, because the analysis fails to take account of elderly residents of homes.

This paper will first set out in brief the number of elderly people in the Netherlands and the number living in
homes (the rather arbitrary age at which people are regarded as “elderly” being 65). We then outline the dis-
tortions which can occur if the studies focus exclusively on elderly people who live independently, before go-
ing on to discuss how a survey can be structured in such a way as to avoid those distortions. Next, we set out
some of the results of the survey of the elderly in homes. The paper ends with some recommendations on the
collection of information from elderly people.
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2 DEMOGRAPHIC SITUATION

On 1 January 2000, there were more than 2 million people aged 65 or over in the Netherlands (13.6% of the to-
tal population), including about 1 million people over the age of 75. About 60% of all elderly persons are wom-
en, and about 40% live alone. The proportions of women and persons living in one-person households are high-
er in the older age groups.
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Table 1 Some demographic characteristics of the elderly, 1 January 2000 (in absolute numbers (‘000s) and in %)

65-74 yrs 75-84 yrs ≥ 85 yrs Total

Elderly (x 1.000) 1 194.90 731.9 225.7 2 152.50

Women (%) 54 63 74 59

One-person households (%) 28 51 72 40

Source: CBS (Statline); SCP (AVO 99)

About 5% of all persons aged 65 or more live in a rest home, and 2% in a nursing home (Figure 1). A total of
160 000 elderly persons (persons aged 65+) live in a home. Practically everyone in the 65-74 year age group
lives independently, as do 91% of persons aged between 75 and 84. A majority (64%) of people in the 85+ age
group also lives independently, with 36% (80 000 persons) living in a home. It is most important, especially
where the very elderly are concerned, for the data to include the very elderly residents of homes. Annex A gives
a brief description of homes in the Netherlands.

Figure 1 Types of household of persons aged 65 and over, by age category, 1999 (in %)
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Source: Prismant; CBS (Statline, Statistics on rest homes); data adapted by SCP

3 DISTORTED FINDINGS: HEALTH

We regularly read reports on the health of the elderly. The authors often state explicitly that the data relate ex-
clusively to elderly people who live independently (i.e. not living in a nursing home or rest home), but some-
times fail to make it clear which group the analyses relate to. Clearly, selecting only people who live indepen-



dently will tend to overestimate the extent to which the elderly are able-bodied, as it is mainly persons with
physical limitations who are admitted to homes. The resultant distortion is likely to be most pronounced among
persons in the 85+ age group, as they are more likely to live in an institution. This shows how serious the dis-
tortion can be if we focus exclusively on elderly people who live independently, rather than on all elderly peo-
ple (De Klerk, 2001b). 

Figure 2 shows the extent to which people in the 75+ age group have difficulty looking after themselves or suf-
fer from incontinence. The Figure first sets out the data for elderly persons who live independently, and then
the data for all elderly people, including those living in homes. The data for the former group are based on the
Supplementary Survey of the Use of Facilities 1999 (AVO); the data on the elderly residents of homes were tak-
en from the “Elderly in Institutions” survey (referred to hereafter by its Dutch abbreviation “OII”), which was
conducted in 2000.

Figure 2 Limited ability to look after oneself and problems of incontinence among persons in the 75+ age group,
persons living independently and the entire population (incl. residents of homes), by age category, 1999 
(in %)
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28% of persons in the 75-84 age group have difficulties looking after themselves. The corresponding figure for
persons in the 85+ age group is 57%. If we include the data for the residents of homes, 64% of persons in the
85+ age group have difficulties looking after themselves (Figure 2).

Any attempt to ascertain the problems of invalidity among persons in the 85+ age will therefore automatically
underestimate the true extent by 7% if the residents of homes are left out of the equation. Among the 75-84 year
olds, the difference between those who live independently and the population as a whole is about 4%. The dif-
ferences are greater in relation to incontinence, which is one of the factors determining admission to a home:
16% of persons aged 85+ who live independently suffer from incontinence, compared with 28% of all persons
in that age group.

These differences can result in significant distortions. There are about 960 000 persons aged 75 or above in the
Netherlands. Thus, if we apply the percentage of elderly people who live independently but need help to the en-
tire population of elderly people, the number of persons aged 75+ with only a limited ability to look after them-
selves is underestimated by 45 000. This group does, however, make use of provisions for care, physical aids,
special pads for incontinence, etc.



The above example relates to health, where the distortion is most apparent, but there are other areas where dis-
tortions can occur, such as older people’s incomes (most of the elderly in homes are on a low income) or social
participation (cf. also Section 5).

The bigger the number of people living in homes is (in bigger countries, countries with a more rapidly ageing
population or countries with a larger proportion of people living in homes), the more seriously elderly people’s
problems with invalidity will be. Even when we are describing the entire elderly population, however, under-
estimates of their health problems can have major consequences, for example when it comes to forecasting fu-
ture needs for medical care. Moreover, the danger of underestimating this type of problem becomes more acute
if the aim is to arrive at conclusions regarding more specific groups (such as very old people who live on their
own).

4 STRUCTURE OF THE “ELDERLY IN INSTITUTIONS” (OII) SURVEY

Because elderly people living in homes are systematically excluded from population studies, which are always
targeted solely at elderly people who live independently, the SCP has conducted three studies of elderly resi-
dents of homes since the beginning of the 1990s.

The 1991 study

The first of these studies, the 1991 AVO study, surveyed about 700 residents of rest homes. The purpose of this
study was to map the extent of social and cultural participation by the residents of rest homes (Konings-van der
Snoek, 1993). The survey was based on a questionnaire which a sample of the population living independent-
ly was asked to complete. Only those questions which were clearly irrelevant to the elderly (e.g. on day care for
children) were not asked. A few questions about the specific situation of the residents of homes were added, in
the light of a survey conducted by Statistics Netherlands in 1982. It was found that the residents of homes made
little use of recreational and cultural facilities: such activities were often organised inside the home. This means
that questionnaires intended for those living independently cannot be used without adjustment for the residents
of hones. This is certainly true of questions on the use of facilities. Generally speaking, the questions on health
(chronic diseases, physical limitations) can be used in their original form, although the questions on the use of
medical facilities sometimes require adaptation. Patients in nursing homes (which have also been part of the
survey population since 1996), for example, tend to consult their in-house doctor, and visit a specialist less fre-
quently. The usual questions about consulting a GP or specialist therefore need to be adapted.

The AVO is a household survey: data on the household are first inventoried, and all members of the household
(aged 6+) are then asked questions. The same structure was used in the AVO study: if an interviewee lived in
the home with his or her partner, the latter was also interviewed. It was subsequently found that this yielded lit-
tle additional information, and that a sample of persons would have sufficed. It also meant that married people
and men were over-represented in the sample, unless the population was weighted by type of household.

No particular approach was adopted if the respondent was no longer able to answer the questions. If he or she
had a partner, however, that person could answer the questions instead. It later became apparent that 23% of the
intended respondents were unable (in the opinion of the staff) to take part in the survey. The data therefore re-
lated mainly to the relatively able-bodied residents.

The survey also looked at the extent of cluster effects (are the results distorted because a number of residents
of a particular institution are interviewed, or are the residents of an institution sufficiently representative?).
Generally speaking, there were no cluster effects: even within a single home, the population tends to be fairly
heterogeneous, although this does not apply to elements which are internal to the institution, such as household
jobs or the provision of meals. The religious background of the residents of any given home also tends to be
fairly homogeneous, and therefore sensitive for cluster samples.

Some interviewers were opposed to this survey from the outset, because they thought the target group would
be difficult to interview and would be embarrassed by some of the topics covered by the questionnaire (for ex-
ample, on mental depression and various health-related questions, including questions on incontinence). In
fact, the interviewees proved extremely frank and were very willing to answer a wide range of questions. They
generally found it a welcome change from their daily routine. Nor did they mind the questions about health.
The only questions which gave rise to some difficulties were those about their financial situation (e.g. about
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their income and the contribution which they had to pay towards their care and accommodation). Not only do
many elderly people think that this sort of information is nobody else’s business, but they also sometimes gen-
uinely cannot provide the information, because other people (often their children) take care of their finances
for them. Tables which had to be filled in by the respondents themselves generally proved too difficult: many
elderly people have difficulty reading (especially if the type face is too small) and writing, and prefer a verbal
interview.

It is important to take the time to explain the purpose of the questionnaire to the elderly and to assure them that
the information which they give will be treated in confidence (for example, that it will not be discussed with
staff): some residents feared that they would have to leave the home, or were afraid of expressing complaints.
Others forgot that they had an appointment with the interviewer. This was generally dealt with by leaving a let-
ter for the person concerned and asking the staff to remind him or her about the interview.

The 1996 study

In 1996, another, independent study was undertaken among elderly residents of homes: the “Elderly in Institu-
tions” survey (“Ouderen in instellingen”, or “OII’96”). This study was conducted not only in rest homes, but
also in nursing homes and psychiatric hospitals. The study was concerned exclusively with the elderly residents
(65+ age group) of these institutions. A method of approaching proxies was also adopted (cf. the 2000 study).

Conducting the survey in psychiatric hospitals gave rise to numerous problems. Cooperation with the hospital
management was very difficult, because managers thought that the use of proxies would conflict with patients’
right to privacy (it was assumed that many older psychiatric patients would be unable to answer the question-
naire themselves). Moreover, a very large proportion of older residents lived in a very small number of psy-
chiatric hospitals, which meant that the cluster sample which was selected (cf. the 2000 survey) ran up against
practical problems.

The survey went satisfactorily in rest homes and nursing homes. Sound methods of asking proxies were devel-
oped (see below) and the newly formulated questionnaires, which were more closely geared to the quality of
life in homes (see below) hardly contained any irrelevant questions.

General structure of the 2000 study

The 1996 survey was repeated in 2000, only this time psychiatric hospitals were excluded. On the other hand,
the target population was extended to include elderly persons living in sheltered accommodation and service
residences.1 In the following, only the study of the residents of rest homes and nursing homes will be discussed.
Table 2 summarises some of the characteristics of the three surveys of the residents of homes.

eurostat

18th CEIES seminar: Active ageing statistics 145

1 Generally speaking, this type of household is part of the sampling frame used in general population surveys. Sheltered accommodation is not always
readily identifiable as such in population surveys, however, which is a problem if the intention is to make statements about the group in question. This
was the reason for including this group in the survey. A major problem with sheltered accommodation is the sampling frame: there is no national reg-
ister of this type of accommodation, and definitions of terms such as “sheltered accommodation” and “service residences” vary in the sources which
can be used as a sampling frame. Moreover, there is no central body which can help with the selection of residents or with looking for proxies. 

Table 2 Overview of SCP study of elderly residents of homes, 1991-2000

1991 1996 2000

Name of study AVO study Elderly in Institutions Elderly in institutions

Type of study Linked to AVO Independent study Independent study
(for person living independently)

Type of institution Rest homes Rest homes Rest homes
Nursing homes Nursing homes

Psychiatric hospitals (housing units with 
services)

(sheltered accommodation)

Proxies allowed No Yes Yes

Source: SCP



OII2000 sample

The study was targeted at institutions which had official recognition as a home (the number of privately run
homes in the Netherlands is growing constantly). Unfortunately, there is no general register of this type of in-
stitution in the Netherlands. Various sources of addresses2 were therefore combined to form a single source
(GfK 2000) and used as a sampling frame.

It was decided at the outset to collect information on 1 000 elderly people. Moreover, when determining the
make up of the sample, we made sure that at least 200 residents in each type of institution would be included,
so that meaningful statements could also be made about the residents of each type of institution. In practice,
this meant that nursing homes were oversampled. To allow for this, a coefficient was subsequently applied to
the calculations (with nursing homes being given a lower weighting than rest homes). A total of 100 rest homes
(600 residents), 50 somatic and 50 psycho-geriatric wards (each with 200 patients) were selected.

On the basis of the coefficient and the increment, we determined from how many institutions a single institu-
tion had to be selected. By way of example, there are 110 000 beds in rest homes (T) and 100 such homes are
selected. The increment was therefore T/100=1 100. We then randomly selected a “starting number” between
1 and the increment. The starting number was added to the increment in order to select the next institution (i.e.
if the starting number was 60, the home with beds numbers 1 160, 2 260, 3 360, etc., was selected).3 In prac-
tice, the increment and starting number were determined separately for each region and type of institution.

Large institutions therefore have a bigger chance of being included in the sample. On the other hand, residents
of large institutions have a lesser chance of being selected within their institution (six residents are selected
from each institution, irrespective of its size). Individual residents eventually all have the same chance of be-
ing included in the sample.

We first made sure that none of the institutions was ‘self-selecting’, i.e. it had so many beds that it would au-
tomatically be included in the sample. Institutions of that size were not, in fact, included in the survey sample.

In addition to the original sample, two shadow samples were drawn (two homes of a size which was compara-
ble to those in the original sample were selected from each region) to cater for the eventuality that one or more
of the institutions originally selected were unable to take part in the survey.

A total of 315 institutions were approached (158 rest homes; 79 somatic and 78 psycho-geriatric nursing
homes), 201 of which agreed to take part (96 rest homes; 58 nursing homes catering for patients with somatic
illnesses; 47 psycho-geriatric nursing homes): a response rate of 64%. The main reasons cited for not taking
part included workload and lack of interest, although changes of address, mergers and the holiday period also
played a part (the field work took place between 1 February and 31 July 2000).

In some cases, permission to take part in the survey had to be obtained not only from the management, but also
from the residents’ committee or “client council” (which represents residents and/or members of their fami-
lies). As some residents’ committees meet only a few times a year, this considerably delayed the field work in
some cases.

Between four persons (in nursing homes) and six persons (in rest homes) were selected at random from each
institution. The management selected a number between 1 and 10. This number was then added to the incre-
ment (the number of residents in the institution divided by the number of interviewees) in order to select the in-
dividual residents who would be included in the sample. This method may appear laborious, but managers have
a tendency to select the healthiest residents or to concentrate the survey on a single department, which is like-
ly to make the sample unrepresentative. We also used a shadow sample within institutions to cater for the even-
tuality that residents who were originally selected for inclusion in he sample (or their proxies) did not wish to
take part.

eurostat

146 18th CEIES seminar: Active ageing statistics

2 The ‘Adressengids ouderenzorg 1999’ (Directory of Providers of Care for the Elderly 1999’), the ‘Zorgnota 2000’ (‘Care Memorandum 2000’) (Min-
istry of Health, Welfare and Social Affairs) and ‘Instellingen van intramurale gezondheidszorg 1999’ (‘Institutions providing intra-mural health care,
1999’) (Prismant 2000).

3 i.e.: increment + i*T/100 beds, for i=0,1,...,99 (where 100 is the number of homes to be selected).



Data on 975 persons were collected. It is not known exactly how high the response rate within each institution
was, because some managers were not willing to release the respondents’ names unless the residents or their
carers gave their explicit permission for their identity to be divulged.

The study focused exclusively on permanent residents of homes in the 65+ age group. Residents who were
younger than 65 (in nursing homes) and temporary residents of homes (e.g. in a rehabilitation ward, nursing
home or visitor’s room in a rest home) were not in included in the study, as they live independently.

OII2000 respondents 

Answers to the questionnaires were given verbally by those residents who were able to do so. The interviews
lasted about an hour on average. Where necessary, the interviewer allowed a break. It was important to take the
time to explain the study and to make it clear that the respondents’ answers would not be discussed with staff.
For some of the questions, the respondents could choose from answer cards, which were printed in very large
letters. The 1991 study had shown that the elderly were often unable to answer questions on their financial sit-
uation, because other people (e.g. their children) took care of their finances. To overcome this problem, the in-
terviewers left a list of questions on financial matters for the respondents’ children. The interviewer collected
the form once the respondents had obtained the information from their children or the children had answered
the questions. This method worked well.

If residents could not answer the questions themselves, a written questionnaire was left for the nursing staff (the
person most closely involved in looking after the resident, or “main carer”) and the person known to the insti-
tution as the respondent’s contact (usually a member of the family) was questioned over the telephone. Fami-
lies received a copy of the questionnaire in advance, to give them time to think about the questions. This worked
well, particularly for the questions on finances (income, fixed expenditure). Table 3 shows the distribution of
the respondents over the various homes. In the rest homes, data on 575 residents were collected, 521 of whom
answered the questionnaire themselves. In the nursing homes, data on 400 patients were obtained, 187 of whom
answered the questions themselves (mainly in somatic nursing homes).

eurostat

18th CEIES seminar: Active ageing statistics 147

Table 3 Overview of respondents OII2000 study

Rest homes Nursing homes Total

Somatic Psychogeriatric Total

Number of homes 96 54 47 101 197

Number of respondents 575 217 183 400 975

Number of persons 
answering themselves 521 182 5 187 708

Source: SCP (OII2000)

The respondents were weighted by age, sex, type of household, region, type of district (urban or rural) and type
of institution (rest home, somatic ward, psychogeriatric ward) with a view to ensuring representativeness.

OII 2000 questionnaires 

When compiling the questionnaires, considerable effort was made to ensure that the information on topics rel-
evant to persons living independently was also available for that group, so as to obtain a good degree of com-
parability of the quality of life of elderly residents in homes and that of elderly persons who live independent-
ly. In addition, questions were formulated which related to the specific circumstances in a home (e.g. on the use
of particular facilities there).

Firstly, we compiled a questionnaire for the residents of rest homes. We then used it as a basis for a question-
naire for the residents of nursing homes. It contained somewhat fewer questions than the questionnaire for the
residents of rest homes. This was because the residents of nursing homes will, on average, have less indepen-
dence of action, and hence take part in a narrower range of activities. Moreover, it was assumed that residents
of nursing homes would not, as a rule, be able to take part in an interview of the same length. As it turned out,
it took just as long (one hour) to complete the shorter questionnaire in nursing homes (see Annex B) as it did
to complete the longer one used in rest homes. 



Next, we compiled questionnaires for members of staff (the main carers) and a “family questionnaire”. These
were identical for both nursing homes and rest homes. The two lists contain some of the questions which are
put to residents themselves. Persons other than the residents themselves were not asked questions of a subjec-
tive nature, because it was assumed that they would not always be able to gauge a resident’s opinions or feel-
ings. Thought was given in advance to the types of question which proxies would be able to answer correctly.
Another factor was that these questionnaires were completed in writing or by telephone and therefore had to be
shorter.

When compiling the questionnaire, we tried to ensure that “serious” topics (e.g. questions about mental de-
pression and income) were interspersed with lighter ones (e.g. questions about the use of recreational facilities
or the media) and we took care to ensure that the interview ended with a more “neutral” topic (general aspects
of life in a home).

Annex B lists the topics which were touched on in the various questionnaires. It can be seen that the proxies
were not asked all the questions.

Lastly, the institutions provided data about themselves by completing a questionnaire. These data relate main-
ly to the facilities which the residents have at their disposal and the activities which are organised for them. The
present paper will not devote any further attention to this information.

5 ACTIVE AGEING: IS THERE SUCH A THING IN HOMES?

The expression ‘active ageing’ refers, for example, to social participation by the elderly. This section looks at
the extent to which the elderly make use of various cultural and recreational facilities. The data for elderly per-
sons who live independently were taken from the AVO 1999; while the data for elderly people living in homes
were obtained from the “Elderly in Institutions” survey (OII) of 2000. Only the information provided by mem-
bers of that group themselves are set out (i.e. the information on psychogeriatric patients in nursing homes is
ignored). Moreover, there are some differences between the questions in the two studies (the AVO study asks
about the use of all kinds of facilities, whereas the OII combines these questions, because earlier studies had
shown that residents made little use of such facilities).

Table 4 shows a clear correlation between age and participation in a range of recreational and cultural events:
in particular, persons in the 75+ age group make considerably less use of recreational and cultural facilities than
do younger people. If we compare the residents of homes (89% of whom are older than 75) with elderly per-
sons who live independently, we see that the former are even less active than the latter. This is not to say that
they do not participate in cultural events at all: homes frequently organise events in which the majority of res-
idents take part.
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Table 4 Use of recreational and cultural facilities, by age category and type of household, 1999 (in %) 

Persons living Population 
independently of homes a

35-54 yrs 55-74 yrs ≥ 75 yrs ≥65 yrs

Museum or zoo 68 56 28 13

Park or woods 78 72 42 31

Interesting buildings 46 46 21 12

Theatre, cabaret, concerts, cinema 59 45 26 16

Fashion show, film showing, concert in the home – – – 65

(n) (4.256) (2.454) (735) (788)

a Only relevant to residents who answer the questions themselves (not proxies), which means that the information relates mainly to residents of rest
homes and somatic wards.

Source: SCP(AVO’99 and OII’2000)



6 THE QUALITY OF LIFE OF ELDERLY PERSONS LIVING IN HOMES

We have seen that the OII survey can be a useful instrument for comparing aspects of the quality of life of el-
derly people in homes with that of other elderly persons. However, the survey is also a suitable instrument for
studying the specific circumstances of the residents of homes. Living conditions and the quality of the care pro-
vided are two crucial determining factors of the quality of life.

Quality of care

Residents were asked what they thought of the care which they received. They were given a list containing 15
statements and were asked which, if any, were applicable to them and which issues were important for them.
Table 5 lists the five main problem areas in both rest homes and nursing homes. The residents of homes indi-
cate that privacy, waiting times after pressing the alarm bell, freedom to choose when to go to the toilet and get
up in the morning, and opportunities for a confidential discussion, were aspects where there was room for im-
provement. These are areas where residents of homes have had negative experiences and to which they attach
considerable importance.
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Table 5 Quality of care: residents’ assessment of their experiences and the importance which they attach to them,
2000 (in %) a

Rest home Nursing home

Applicable Major issue Priority Applicable Major issue Priority
to me for me to me for me

More than 10 minutes’ wait after pressing alarm bell 30 71 1 41 68 2

No-one available for a confidential discussion 42 56 2 37 64 5

Not enough privacy 13 87 3 41 71 1

Not sufficient attention given to appearance every day 59 27 4

Do not receive the amount of help needed 10 84 5

Not able to decide when to go to the toilet oneself 34 79 3

Not able to decide for oneself when to get out of bed 49 56 4

a This only concerns residents who answer the questions themselves (i.e. not proxies), which means that the data relate mainly to residents of rest homes
and somatic wards.

Source: SCP (OII2000)

Accommodation

Another cause of some dissatisfaction among the elderly is their accommodation. Nearly 30% of the residents
of rest homes are dissatisfied with the number of rooms which they have (Table 6). A quarter feel that their ac-
commodation is too small. Nursing home residents are even more likely to be dissatisfied with their accom-
modation. 75% of residents do not have a room of their own. Fewer than half are satisfied with their accom-
modation. Nearly 40% of residents who do not have their own room would like to have one, and 15% would
like fewer people to each room. Privacy in nursing homes is currently the subject of considerable attention in
the Netherlands, but residents are stating quite clearly that much still needs to be done in this area.

Table 6 Satisfaction with intramural households (%)

Total

REST HOMES
Not satisfied with number of rooms 28
Not satisfied with size of accommodation 24

NURSING HOMES
Persons not having a room of their own 75
Of whom: own space inadequate 47
Of whom: would like to have fewer people in the room 15
Of whom; would like to have own room 38

Source: SCP (OII2000)



CONCLUSIONS

The SCP’s “Elderly in Institutions” study demonstrates that it is perfectly possible to obtain data from elderly
residents of homes. The reasons for carrying out this type of survey are threefold: (1) systematically excluding
the residents of homes can distort the overall findings, for example regarding the health of the elderly; (2) where
the aim is to compare the quality of life of residents of homes with that of elderly persons who live indepen-
dently, and (3) where the aim is to gain insights into specific topics which are important for the residents of
homes, such as the quality of the care which they receive.

The first type of study could work very well if the residents of homes were included in general population sur-
veys. This is certainly true of topics where excluding the residents of homes could be assumed to cause distor-
tion, in that residents of homes and persons who live independently are likely to give different answers. The best
example is health surveys. When conducting this type of survey in a home, one first has to check that all the
questions can be taken over without any changes (for example, questions about consultations with an in-house
doctor). A pilot survey can bring problems to light. Where a study is targeted specifically at aspects of life with-
in the home, it makes sense to set up a separate survey which focuses on the quality of life of elderly persons
and on their problems. This is beyond the scope of official statistics.

Generally speaking, the most appropriate method of surveying the elderly is to use verbal interviews. The el-
derly find it difficult to fill in tables themselves, and answer cards with specially large letters need to be made.
In order to prevent the results from becoming distorted, it is important to develop a method for asking proxies
the questions. Examples of proxies are the staff of the institution (for questions relating to daily life in the in-
stitution) or family members (for questions on health). Care must be taken to ensure that sufficient time is avail-
able for the interview and for explaining the purpose of the survey. It is often necessary to work out a separate
sampling frame for these particular target groups and then to draw a cluster sample.
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ANNEX A: DESCRIPTION OF HOMES IN THE NETHERLANDS

Like most European countries, the Netherlands has both rest homes and nursing homes.

A rest home is an institution which permanently accommodates at least five persons aged 65 or over and pro-
vides partial or total care. Since the 1970s, the elderly have had to fulfil certain criteria in order to be admitted
(whereas, previously, elderly people who were relatively healthy could be admitted). The most important crite-
rion is a deteriorated state of physical health (e.g. limited mobility, personal care or household help), but peo-
ple can also be admitted on social grounds (for example, if they are seriously confused or suffering from acute
loneliness). The criteria have been continually tightened up in recent years, which means that the care which
has to be provided has become more intensive.

Married couples can also be admitted to a home if one of them requires care which the other is unable to pro-
vide. Generally, single persons have one room with a simple cooking niche and a bathroom. Married couples
have two rooms.

At the turn of the millennium, there were about 1 380 rest homes with a combined capacity of 114 250 beds
and about 108 000 residents (renovation work accounts for the difference between the two figures). Only 450
of the residents were under 65.

A nursing home is a health care institution which provides nursing, medical and para-medical care to persons
who can no longer be given adequate help in their own home or in a rest home. The care provided by nursing
homes is continuous, systematic and often long-term multidisciplinary care.

There are three types of nursing home: those for persons with somatic illnesses, those for psychogeriatric pa-
tients and those catering for both groups. Unlike rest homes, nursing homes do not admit married couples. Pri-
vacy in nursing homes has been in the spotlight in recent years, but many residents still have to share a room
with other people. Many residents often have no more than a cupboard in which to keep their personal posses-
sions.

There are currently more than 55 000 beds in 120 nursing homes for patients with somatic illnesses, 78 psy-
cho-geriatric and 123 combined nursing homes. About 93% of the capacity of nursing homes (52 000 patients)
is occupied by elderly patients.

Apart from rest homes and nursing homes, there are other forms of serviced accommodation, mostly self-con-
tained flats (each with its own front door and separate address), whose occupants benefit from services such as
alarm systems or meals-on-wheels, and other forms of sheltered accommodation (often located in the vicinity
of a home). 
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ANNEX B: STRUCTURE OF THE QUESTIONNAIRES

Annex B shows the topics which are dealt with in the various questionnaires. The numbers in the cells repre-
sent the number of questions in the relevant questionnaire. The topics are arranged in the order in which they
appear in the questionnaire.
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Table B1 Topics and number of questions in the OII2000 questionnaires

Topic Rest homes Nursing homes Staff Family
(info. provided (info. provided questionnaire questionnaire

by residents by residents
themselves) themselves)

Demographic data (age, sex, marital status, partner) 9 9 – 14
Accommodation (period of residence, type and size of 
accommodation, facilities) 15 15 6 8
Health (pains, chronic diseases, psychiatric illnesses) 30 30 30 1
Cognitive disorders 3 3 – –
Vision and hearing 9 9 9 –
Physical limitations (day-to-day life, mobility, household) 
and help received 38 30 35 –
Helping others 2 2 – –
Social networking (scope of social networks, frequency of visits) 10 9 2 6
Sport, physical exercise 5 1 – –
Use of recreational and cultural facilities (outside and 
within the home) 10 10 10
Loneliness 6 6 –
Holidays 3 1 – 1
Use of media(television, radio, newspapers) 6 1 – 3
Educational attainment 4 4 – 4
Religion and religious practice 13 13 – 5
Nationality 3 3 – 3
Membership of association or organisation 6 6 – –
Transport (use of transport, suitable means of transport) 24 11 – 5
Personal wellbeing 5 5 – –
Use of medical services (doctor, hospital, medicines) 17 17 12 7
Health insurance 7 3 – 7
Financial position (income, own contribution , fixed expenditure) 41 41 – 26
Mental depression 20 20 14 –
Reasons for moving 9 9 – –
Quality of care 32 32 – 15
Alternative provisions, reasons for moving, experience 
of living in a home 14 14 – 1

Total 340 304 118 106

Type of survey verbal verbal Written Telephone
Average duration of survey 60 min 60 min 45 min 20 min

Source: SCP (OII2000)



ACTIVE PARTICIPATION IN SOCIO-ECONOMIC LIFE: USERS VIEW

DARÒCZI Etelka
Senior Researcher
Demographic Research Institute
H-1149 Angol u.77
Budapest, HUNGARY
Daroczi@mailop.ksh.hu

Background

The present paper draws on contributions made to the NIEPS workshop on Ageing, Intergenerational Solidar-
ity and Age-Specific Vulnerability held in Rome on 20–21 April 2001.1

NIEPS (Network for Integrated European Population Studies) is a thematic network. Its task is to bring together
major national demographic centres which, inter alia, have as their mandate to carry out research, assess poli-
cy implication of research results and which are called upon by their national authorities to provide recom-
mendations regarding population related policies and measures.

NIEPS is funded by the European Commission in the Fifth Framework Programme Improving the Human Re-
search Potential and the Socio-Economic Knowledge Base, thematic frameworks Societal Trends and Struc-
tural Changes, under Contract No. HPSE-CT-1999-00005.

Three themes constitute the content of the activity of the thematic network:

• gender-relations, family-building and patterns of work;
• ageing, intergenerational solidarity and age-specific vulnerabilities;
• demographic and cultural specificity and integration of migrants.

These themes and their interdependence is discussed in two dimensions:

• retrospective, which comprises the review of the state-of-art research undertaken in recent years by the net-
work members and pertinent research results obtained by other institutions;

• prospective, which will lay grounds for future policy relevant research comparable at the European level.

The starting date of the project is April 1, 2000 and is implemented over the period of 36 months, including,
inter alia, six thematic workshops and three technical meetings.

The work under the Network will be carried out by11 principal contractors:

• Bundesinsitut für Bevölkerungsforschung (BiB), Germany;
• Centre of Demography (COD), Latvia;
• Demographic Research Institute (DRI), Hungary;
• Department of Demography and Geo-Demography (KDGD), Czech Republic;
• Estonian Inter-University Population Research Centre (EKDK), Estonia;
• Institut für Demographie (IFD), Austria;
• Institute of Statistics and Demography (ISD), Poland;
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• Instituto di Richerche sulla Populazione (IRP), Italy;
• Netherlands Interdisciplinary Demographic Institute (NIDI), the Netherlands;
• Population and Family Study Centre (CBGS), Belgium;
• Population Research Institute (PRI), Finland.

Population and Family Study Centre (CBGS), Belgium is the co-ordinator in charge of the scientific, financial
and administrative co-ordination of the Network.

Research Experience in the Use of Hungarian Statistics on Ageing

Several specific surveys were made in connection with censuses and micro-censuses, household income sur-
veys etc. in order to have information on the demographic composition, economic activity, living arrangements
and housing conditions, health status, family relationships and social network of old people – the definition of
which varied. The threshold was either put at the age of retirement (which was, for a long period 55 for wom-
en and 60 for men) or at the ages of 60, 65, or 70. One specific study, focussing on the job market position of
people around the age of retirement, surveyed people from their fifties (Fóti–Lakatos 1996), while another con-
centrated on the oldest old (Klinger 1990).

The first social-statistical survey of the elderly population in Hungary was made in 1963 by the (that time) De-
mographic Research Group of the Central Statistical Office (CSO)2. The study was based on a national repre-
sentative sample of retired population. Hypotheses issued from the national sample survey were tested by in-
terviews with people on pension by own right and living in Budapest (Andorka–Cseh-Szombathy 1965). This
survey provided new information on the attitude of elderly population concerning retirement.

In 1965 a specific survey was made on people living in long-term residential social institutions (Heinz 1966).
The study aimed at revealing those circumstances in which there seemed to be no alternative to this type of care.

The above surveys only dealt with selected strata of the elderly. The first comprehensive study on the elderly
population was based on a secondary analysis of the 1968 micro-census and a representative sample survey of
the population of retirement age (women born in 1913 and earlier, men born in 1908 and earlier) conducted in
1969 (Andorka et al 1972). The secondary analysis provided background information for the detailed survey
which had two major and two minor topics:

Majors: economic and other activities (48+20 questions);
family and social network, isolation (15+16 questions).

Minors:economic situation (21 questions);
health (25 questions).

Personal data made up nine more questions. The size of the sample was 2147 persons with a only14,8% miss-
ing answers (6,6% due to deaths).

Findings of these first surveys will not be discussed here but it should be stressed that the well structured, de-
tailed questionnaire of the 1969 survey has been used as a point of reference in similar surveys ever since.

In 1987 the CSO published extensive quantitative and qualitative information on the elderly (retired popula-
tion) pooled together from various surveys (Kepecs–Dallos 1987). These surveys included the: 

• 1984 micro-census (demographic data, economic and other activities, economic situation, social allowances,
health, accidents, nutrition, smoking, alcohol consumption, housing conditions, family network, loneliness);

• 1983 income survey (sources of income: pension, paid work);

• 1985 household budget survey (composition of consumption, household equipment, durable goods);

• 1984 opinion poll on living standards (opinions on how their standards of living changed during 1978–83,
and on how they were expected to change in the forthcoming years, on the amount of income necessary to
maintain four different levels of living and its change in the near future).
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A new, public opinion poll-type, series of surveys started in 1982 in the co-operation of the Demographic Re-
search Institute and the Mass Communication Research Institute (S. Molnár–Pataki 1983). The inquiry con-
centrated on opinions and prejudices concerning old age. A sample of 1,000 people, representing the major (18
years and above) population of Hungary was selected and five topics were covered:

1. Knowledge about the size and proportion of retired population in Hungary;
2. Subjective definition of the most difficult age of life, opinions on the desirable age of retirement;
3. Opinions about the tasks and distribution of work between the state and the families in solving the problems

of the elderly;
4. Prejudices concerning old age and the elderly in the public opinion;
5. Preparations for the old age.

A block of similar questions was included in a 1989 public opinion poll on various population issues (S. Mol-
nár–Virágh 1990) and that permits comparison:

“It was seven years ago, in 1982 when we last time studied opinions about the elderly and the nature of preju-
dices concerning old age. Opinions have also changed in this respect. Financial loss as a result of retirement is
regarded to be much more serious today than earlier. This may explain the growing sympathy towards the el-
derly and that people are less willing to intensify or exaggerate the sometimes unpleasant features of old peo-
ple which are typical of their age. Nevertheless, within the circumstances which developed by the end of the
1980s, public opinion is, to some extent, becoming “harder”. Anxiety from unemployment, pressing career re-
quirements and last but not least, failures of the aged generation are motives for advocating for stricter mea-
sures when evaluating the accomplishment of people around the age of retirement. Compared to the survey of
seven years ago, today less people accept that – because of their accumulated experience – the work done by
the elderly is worthier than that of the young, and less people share the view that older people should be more
respected at work. People with higher education or non-manual workers – who earlier proved to be more toler-
ant towards the problems of the old generation in all respects – are the most determined in these opinions. It
seems that in the public opinion the just solution means more rigorous requirements at work and reasonable
pensions, acceptable living conditions following retirement.” (Op. cit. pp. 13–14).

S. Molnár and Virágh note that most people would have voted against raising the age of retirement in the 1980s.
In 1989 35% of the 18–54 year old respondents found the age of 55 too high for women’s retirement while only
19% of older respondents agreed with their opinion.3 Those who supported this view largely argued that “health
fails earlier”, “people need rest”. Young respondents also found it important that if parents retired earlier they
could help them in raising the children. Authors gave the following possible reasons behind the large difference
between the opinions of people in pre- and post-retirement ages: those who are still active can only see the ad-
vantages of retirement while many of those who had just retired (relatively young) find their lives aimless and
can only see the negative economic consequences of retirement. In 1982 50% and in 1989 only 33% of retired
people reported that they being on pension they spent their time more or less as envisaged. Lack of money
(42%) and poor health (20%) were basically the major answers given in 1989 for the questions of why their
plans, however modest, could not be realised. In 1982 the situation was reversed: more respondents mentioned
failing health than narrow means as an obstacle. Since the health status of old people did not at all improve dur-
ing the 1980s, this change in opinions resulted from the rapid deterioration of economic standards. Op. cit. pp.
100–104.

Retirement has become an attractive alternative to unemployment during the early 1990s. This issue was ad-
dressed by a specific survey on the job market position of people around the age of retirement.

“As a preparatory phase of the micro-census of April 1996, the HCSO carried out a pilot survey in … 1994 on
a representative national sample with approx. 25,000 dwellings. Simultaneously, on a smaller sample, supple-
mentary questionnaires were … filled in on persons born in 1944 or earlier … Both the pilot survey and its sup-
plement included questions concerning the possibilities for being employed, intention to work, working condi-
tions of persons aged 50 and more …” (Fóti–Lakatos 1996: 11.) Questions focussed on economic activity,
intentions to be employed, risks of unemployment, and planned activities following retirement.
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The most recent HCSO study on the elderly (population aged 60+) is based on the 1996 micro-census and the
1998 household survey (Szucs 2000 – with table of contents, preface, and summary in English). The publica-
tion summarising the results contains seven papers focussing on:

- demographic features;
- economic activity;
- housing;
- household and family;
- family relationships and physical activity;
- expenditures;
- economic situation.

Besides the surveys already mentioned (Andorka et al, Heinz, S. Molnár) the involvement of the Demograph-
ic Research Institute in elderly studies is demonstrated by three publications from the year 2000:

1. Dutch–Hungarian comparative study: Population ageing in Hungary and the Netherlands (Beets–Miltényi
2000). Most data refer to early 1990s but there are some retrospective time series. The structure of the book
follows good demographic traditions:

1. Introduction (with population histories of the two countries)
2. Demographic backgrounds: what is population ageing?
3. Demographic backgrounds: population ageing trends in Europe
4. Demographic backgrounds: population structures and ageing dynamics
5. Socio-demographic characteristics of aged population: nuptiality
6. Socio-demographic characteristics of aged population: marital status
7. Socio-demographic characteristics: individual living arrangements, households and dwellings
8. Socio-economic characteristics of aged population: educational level and urbanisation
9. Socio-economic characteristics of aged population: family composition and financial resources

10. Future population and household trends: projections and scenarios
11. Ageing and the family
12. Ageing and the labour force, social security, and retirement
13. Ageing, mortality, morbidity and health care
14. Population ageing: European convergence?

2. In 1999, the International Year of Elderly People, DRI organised a national conference entitled On Top of
the Age Pyramid (Daróczi–Spéder 2000). The book published as an outcome of this forum combines social
statistical and demographic approaches to the topic. Five papers deal with the economic, housing and fam-
ily situation of old people. Authors emphasise that in the 1990s there is much less variation within the in-
comes of pensioners than those of the active population4:

“[In 1996] Almost half of pensioners (44%) can be found within the three medium [income] deciles. They are
hardly represented (3,3%) in the lowest income group.” (Spéder 2000b: 13.)

“Old people live at a more even level of incomes than members of younger generations. Hungarian pension sys-
tem and the policy of pension corrections tend to level off incomes. According to household statistics, the na-
tional average difference between the first and the last income deciles is five-fold, while it is hardly three-fold
among the elderly.” (Havasi 2000: 30.)

“Among people aged 18–60 the maximum value of the ninths decile is 3,9 times higher than that of the first
decile, but among older people this ratio is only 2,4. … Other measures of inequality also show smaller income
variation within the elderly.” (Cserna–Szivós 2000: 48.)

Statements in the above, as well as earlier studies, on the relative improvements in the economic situation of
the elderly during the 1990s compared to families with children were met by doubts and sometimes by anger.
This happened in spite of emphasising that relative improvement often involved smaller than average deterio-
ration and that pensions, however modest, provide a safe financial resource, while families with dependent chil-
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dren, and/or unemployed adults may be much worse off. There is, however, a valid argument also on the other
side: retired people have less chance to find extra earnings or hide their income. 

The three demographic studies contained in the book are the following:

Notion, measurement and components of demographic ageing (Valkovics 2000);
Mortality in old age in Hungary, 1954–1999 (Daróczi 2000);
Population ageing (Hablicsek 2000).

3. Within the frameworks of an international co-operative comparative study across five European countries
on the economic well-being of the elderly Spéder (2000a) analysed

- the increasing number of Hungarian pensioners as an unintended consequence of transition: “It seems that
the almost 30% increase in the number of pensioners was an unplanned consequence of transition (more
precisely, of the restructuring of the economy).” 
(Op. cit. pp. 53–54.)
- differentiating and homogenizing processes among pensioners;
- the relative well-being of pensioners;
- factors differentiating the society of pensioners;
- living conditions of pensioners.

“While the Hungarian pension system has been constantly adapted since the mid-1980s, its pay-as-you-go
structure did not change until 1994. The separation of the pension system and the social assistance system start-
ed in 1989 and in 1991, the indexing of pensions underwent significant changes. In 1992, the system of social
insurance was split into two separate entities: health and pension system. Private insurance companies began
offering savings programmes aimed at old-age social security. Reliable macro statistics are available only from
1992 onwards; hence, data before and after 1992 are not always comparable.

The enormous increase in the number of inactive persons, and of pensioners among them is considered as an
important factor driving pension reform. The changes in the number of pensioners were caused by several fac-
tors, but the framework was set by demographic trends.” (Spéder 2000a: 56.)

The Act LIX of 1996 “On raising the retirement age for old age pension and the related legal modifications”
created a completely new situation. This act concerns women born between 1940-1944 and men born between
1938-1944.” (Fóti–Lakatos 1996:13–14.)

Recommendations for areas in need of development

The following recommendations were formulated at the NIEPS workshop on Ageing, Intergenerational Soli-
darity and Age-Specific Vulnerability held in Rome on 20–21 April 2001.

Areas mentioned at the workshop as being in need of development can be organised under three major titles:
(1) broadening and deepening the knowledge on the process of ageing and on the aged population; (2) devel-
oping research instruments; (3) assisting policy-making and analysing policy impacts.

Specific aspects of the process of ageing and the situation, problems and needs of the aged population for
which existing, documented scientific knowledge is insufficient

Ageing is an on-going process all over Europe but the relative importance of the driving forces behind ageing
(fertility, mortality and migration), its speed, prospects and the particular issues related to it show important na-
tional, regional and social variations. In aggregate terms the process of ageing is more or less well document-
ed (ageing from the bottom, ageing from the top). Nevertheless, there are specific aspects which need further
elaboration. The following list includes the problem areas mentioned as important and in need of deeper re-
search. It does not represent any order of importance or preference agreed upon by the participants. The topics
listed essentially cover three major dimensions: activity, well-being, and care.

Preparations for ageing and retirement;
Transition from work to retirement;
Uncertainty about increasing activity: will there be work for the elderly, are aged people really willing to
work?
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Long-term financial and economic problems in retirement, poverty;
Activity options, time budget, daily circumstances, kin and social network of the elderly/retired population;
Heterogeneity of the aged by generation, education, income, objective and subjective poverty, autonomy,
culture, ethnicity, place of birth (migration), etc.;
National, regional and urban–rural variations in selected aspects of ageing, with special regard to historical
and cultural differences (East–West, North–South);
Selective effects of transition on different groups of the elderly in ex-socialist countries;
Gender differences in ageing (ageing as a source of the construction or display of gender);
Individual expectations about and attitudes towards various types of activity, family and social contact, par-
ticipation, living arrangement, housing, type of care, etc.
Relationship between living arrangements, the need for privacy and housing costs;
Ageing as a social construct;
Various aspects of intergenerational solidarity (growing old in a new environment without a well established
social network, the functioning of multigenerational families in urban settings, family exchange, willing-
ness to pay taxes, etc.);
Separation of young and old family members by international migration;
Various dimensions of dependency of elderly people (e.g. loneliness, kin and social network, physical mo-
bility, migration, control of economic resources, etc.);
Progress in ageing;
Chronic and degenerative ailments associated with ageing;
Specific problems of the oldest old;
Implications of trends in mortality and morbidity;
Evaluation of the need and the effective demand of dependant population for medical and social care, its
level and amount, especially for formal services and institutional arrangements in comparison to effective
supply;
Sharing the responsibility of elderly care between the state, the family and the market;
Formal support to the family and the development of formal institutional care;
Transition of older adults in and out of institutions;
Pre-death mortality;
Attitudes towards the length of life, dying and death.

Areas in need of development in the field of scientific description and analysis of ageing

It was emphasised that the quantity and quality of scientific knowledge on ageing varies enormously from
country to country, even within the EU, or the former socialist countries. The lagging behind of the latter group
is, however, very distinct. Research on ageing in East-Central European countries badly needs support, both
scientific and financial, to keep up with its West-European counterpart. For their specific situation, New Inde-
pendent States represent a separate group of countries in this respect (e.g. because of the lack of national cen-
sus for many decades). Areas in need of development mentioned in the field of research cover three major
items: data, analyses, and research organisation.

As for data availability, quality, and comparability, the following needs were formulated:

More extensive use of existing national macro data sources, and international surveys like Labour Force
Survey, Health Survey, FFS I, FFS II (GGS), National Minority Survey;
Systematic collection of new information on the elderly;
Close monitoring of the phenomena of ageing;
Standardised definitions and comparative data, comparable questionnaires and systematic documentation;
Demographic projections;
Better statistics on care services, their clients and care expenditure. 

With regard to approaches and methods, as well as institutional and organisational aspects, developments were
urged concerning:

Micro-level studies, individual life cycle stages, behaviour, life-course patterns, experiences and prospects;
Employment histories;
Dynamic approach;
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Cohort approach;
Gender-aware research on ageing;
Long-term research and longitudinal data, cohort effects;
More cross-national projects on few selected research topics;
Sample surveys and panel surveys also in international projects;
Improvements in research methodology, application of research standards;
Multi-disciplinary approach;
Need for co-ordinated and institutionalised interdisciplinary scientific community.

Areas in need of development concerning elderly policy-making

There was a consensus on the need for more research to meet the requirements of policy-making, as well as
more impact analyses of elderly policies.

The most frequently mentioned topics included:

The need for long-term care insurance;
Politicians concentrate on the consequences of ageing on the pension fund, but the growing need form med-
ical and social care is less researched;
Not only the pension system but also the health system faces collapse;
Developments in research-based policy making and impact analyses;
A better insight into dependency patterning and the possible consequences of a multi-pillar system of pen-
sions;
The relationship between spending on pension and spending on unemployment.

Research methods and instruments

Macro data on population ageing are relatively easily accessible though the suggested use of flexible age
boundaries makes cross-national comparability difficult. The study of dynamic ageing (in which threshold ages
are not fixed but based on health, occupational and relational risks) faces similar methodological problems.

More problematic, it seems, is the collection, documentation, comparison and analyses of individual or micro
data, particularly in cohort or longitudinal perspective. The related problems are multi-faceted. One dimension
concerns the necessary time, money and professional expertise, since such studies are very expensive, time-
consuming and highly demanding in professional and organisational terms. The other dimension relates to pri-
vacy. Legislation on access to individual data, possibilities of linking various data bases varies from country to
country, some being rather restrictive. The third is concerned with the specific problems of surveying very old
and institutionalised people over time, due to the need of elaborating specific questions, the uncertainty of ob-
taining answers and the problem of drop-outs. It was suggested to treat drop-outs as specific a sub-population
which needs further analysis.

Increasing heterogeneity within the aged urges the use of both objective and subjective indicators on work, fi-
nancial situation, income, poverty, housing, health and leisure, etc. For this purpose quality measures of atti-
tudes, expectations, vulnerability and satisfaction are to be developed. A composite indicator of vulnerability
contrasting means (income, education, housing and satisfaction) and risks (age, gender, family and social con-
tacts) was suggested.

Due to the comprehensive nature of the ageing process which, at the same time, has a strong national and cul-
tural variance, international scientific co-operation is badly needed. The range of cross-national comparative
analysis should include macro and micro levels, cross-section and cohort analyses, national and regional vari-
ations, and co-operation in the field of measurement, description, modelling, projections and policy impact
analysis. In order to increase the efficacy of co-operation, cross-national research should focus on a few se-
lected topics. Examples mentioned included surveys (in-depth studies with comparable questionnaires) on el-
derly living arrangements, preparations for old age dependency, demographic projection of the dependency/ac-
tivity ratio, and comparative studies on the economic efficiency of pension schemes.

Effective co-operation between EU member states and transition countries represents specific challenges. In
transition countries researchers need to cope with the lack of individual information necessary for life course
analysis and for revealing the selective effects of transition on various elderly groups.
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Selected Bibliography on Ageing in Hungarian or on Hungary

Periodical Statistical Publications

A keresetek színvonala, szóródása és kapcsolata a családi jövedelemmel. Budapest, KSH, ötévenként: 1986,
1991 (The Level and Variation of Earnings and their Relationship to Family Income. Budapest, CSO, quin-
quennial: 1986, 1991).

A Magyar Szociálpolitikai Társaság hírlevele (Newsletter of the Hungarian Society for Social Policy).

Az ... havi nyugdíjas, járadékos állomány megoszlása a nyugdíjak összege és a nyugdíjasok életkora szerint.
Budapest, Országos Egészségbiztosítási Pénztár és Országos Nyugdíjfolyósító Foigazgatóság (Monthly Report
on Retired and Annuitant Population by Age and the Amount of Pension. Budapest, Central Administration of
Pension Insurance and Pension Reimbursement Directorate.

Egészségügyi Statisztikai Évkönyv. Budapest, KSH (Health Statistical Yearbook. Budapest, CSO).

Also available on CD.

Népjóléti Statisztikai Évkönyv. Budapest, KSH (Welfare Statistical Yearbook. Budapest, CSO).

Gyorsjelentés az egészségügyi és szociális ellátásokról ... évben. Budapest, Országos Kórház- és Orvostech-
nikai Intézet (Minute Sheet on Health- and Social Services in year…. Budapest, Institute for Medical and Hos-
pinat Engineering).

Statisztikai Évkönyv. Budapest, Országos Nyugdíjbiztosítási Foigazgatóság (Statistical Yearbook. Budapest,
Pension Reimbursement Directorate).

Szociális Statisztikai Évkönyv. Budapest, KSH (Social Statistical Yearbook. Budapest, CSO). Also available on
CD.

Occasional (Statistical) Reports

National Human Development Report for Hungary.

Future global capital shortages: Real threat or pure fiction. Paris, OECD, 1996.

A legidosebb korúak körülményeinek összefoglaló ismertetése. Budapest, KSH, 1988 (Summary Report on the
Oldest Old. Budapest, CSO).

Az idoskorúak helyzetének összefoglaló ismertetése. Budapest, KSH, 1986 (Summary Report on the Elderly.
Budapest, CSO).

A nyugdíjaskorúak és a nyugdíjasok helyzete az 1984. évi mikrocenzus alapján. Budapest, KSH (Report on the
Population of Retirement Age and the Retired Population Based on the 1984 Microcensus. Budapest, CSO).

Nyugdíjasok, nyugdíjformák a fejlett piacgazdaságokban és Magyarországon. Budapest, KSH (Retired Popu-
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1 – The characteristics of the necessary “capital formation” to pursue an effective active ageing
in the technologically advanced countries

As has already been stressed in the past (cfr. brochure entitled Il benessere degli anziani No 4, April 2000), to
mark the end of the UN International Year of Older Persons (1999) the European Commission’s DG V published
a document entitled Active ageing: promoting a European society for all ages, which pointed out that the
marked growth in longevity over the last five decades, with an increase in life expectancy of about ten years,
was “one of the outstanding achievements of the 20th century”. This has evidently been a major factor, togeth-
er with a cut in fertility rates, in the increasing ageing of the structure of population in Europe.

On this basis, the document points out that demographic ageing emphasises “the need for European society to
adapt” and for “an active society for all ages”. This is a fundamental challenge requiring “a strategy which both
enables and motivates older persons to stay involved in working and social life”.

This means, above all, putting a definite stop (without a negative impact on unemployment) to the trend towards
the early retirement schemes that have been a feature in various European countries until fairly recently, with
the related reduction in the activity rates of relatively elderly workers (OECD, 2001), as well as increasing the
employment rates of adult or elderly persons of both sexes, especially those living in central and southern Eu-
rope (Eurostat, 2001a).

In addition, it means promoting active ageing, which is not “simply a question of keeping older workers at
work”, but should involve all those concerned (public bodies, firms, families and individuals) in adopting “life-
cycle strategies enabling workers of all ages (of both sexes) to stay longer in employment”.

What this means is that promoting the active ageing of all, as they grow older with time, goes way beyond tak-
ing a broader view of structural policies on employment and labour and has to impact in the broadest sense on
social and economic policies in general.

Furthermore, as was clearly highlighted in a document put out by the United Nations programme on ageing
(UN, 2001) and reviewing what was learnt from the International Year of Older Persons, our job is not simply
to acknowledge that ageing processes constitute a fundamental challenge to the world as it moves from the 20th
to the 21st century, but above all to provide ourselves and future generations with the wherewithal to offer an
adequate response to such a challenge.

Building a society for all ages would seem to be based on four components: 1) efforts by the elderly; 2) devel-
opment of skills as they increase throughout life; 3) mutual enrichment between generations within families
and in the community; 4) creation of institutions and structures designed to provide an adequate response to
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demographic change in conjunction with other features of change that are likely to affect circumstances in the
future.

These four components could be expressed in dynamic terms by thinking of them as capital formation in four
areas: human, sociocultural, environmental and economic.

Figure 1 shows how the subjects to which the four components refer (the four boxes in the centre) can gener-
ate capital in the four areas and, in a circular fashion, provide flows of capital (human, social, etc) resulting in
processes of accumulation which make it easier to tackle and manage ageing processes in the population.

The chart in Figure 1 shows how the subjects (people of various ages, families, communities, centres of inter-
est, firms, public bodies in general, local authorities, planners, development agents), operating and interacting
in and between the various areas, work together in forming “capital”, leading to the acquisition of capacities
and skills (components of “capital”) which comprise the “capital” that is accumulated in the human, sociocul-
tural, environmental and economic areas.

The activity of the various subjects seems effective with regard to the active ageing of the population if it is
conducted in line with some basic operating principles that make it possible to pursue economic development
in terms of sustainable growth,  to construct a living environment allowing choice and interaction, to aim for a
society based on mutual interdependence, to obtain for everyone civilised conditions of independence and abil-
ity to adapt to constant change with the ultimate aim of securing wellbeing (Sen, 1999) for all.

These activities should be aimed at achieving for all, regardless of age but especially for those who have
reached or who will reach an increasingly advanced age, suitable “capital components” in terms of health,
knowledge/skills/ability to understand and decide, personal interrelations and intercommunication, trust, mu-
tual help, freedom from barriers, compatibility between generations, quality of human resources, living and
working conditions.

The accumulation of these “capital components” would lead the elderly, thanks to societies (tolerant, pluralis-
tic, etc) towards a living environment (flexible, accessible, with various generations integrated, etc) and to an
economic system (safe, open, reactive, etc) with features that were increasingly suitable for effectively pursu-
ing individual wellbeing through (at the same time) active and accountable involvement in the process of “cap-
ital” formation and thus in the pursuit of collective wellbeing.

It is obvious that such a process of accumulation requires an active and ongoing contribution on the part of ev-
eryone (individuals, families, communities, firms, other private and public institutions), using strategies that
are deliberately pursued on various individual and collective levels.

In developing countries this means first of all combating economic and human poverty, in the awareness that
the prevalence of poverty among the elderly is to a large extent the legacy over time of increasingly inadequate
“capital accumulation” as described above (Randel, German and Ewing, eds., 1999).

In technologically advanced countries, such as those in Europe, apart from narrowing the poverty gap and re-
ducing the social exclusion that affect the elderly in particular (Eurostat, 2000), it becomes more and more vi-
tal to ensure that everyone, and especially the elderly, has the opportunity to improve his conditions with regard
to health, knowledge and skills, ability to understand and take decisions, interpersonal relations and commu-
nication, trust and mutual help, freedom from barriers of every kind, compatibility between generations and
work and life in the economic and more general sense.

The various subjects mentioned above, and especially those whose jobs involve groups of people or public and
private communities/institutions, will have to play an active role in the processes for the formation of such “cap-
ital components”.

However, these strategies will need to have the information that is essential to formulate, introduce, assess (dur-
ing the “accumulation” process and also subsequently) the particular strategies for achieving these “compo-
nents” and, more generally, the wellbeing of all, with special reference to the elderly.

What this means is that there is a need for quantitative information that can be converted to more or less com-
posite indicators that are useful for stating in advance the intermediate and final objectives to be achieved, as
well as for measuring impact during the processes and afterwards, when the level of achievement/attainment of
the objectives needs to be checked.
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2 – The need for quantitative information: health and learning statistics

As was pointed out many times in Il benessere degli anziani, since it is important for the wellbeing of the el-
derly to live a long but healthy life, it is vital to have suitable quantitative indicators on people’s health.

This has been clearly realised at both the national (or even local) and the international level. Where Italy is con-
cerned, for example, there is no shortage of quantitative information derived from sample surveys such as the
multipurpose survey1 or from administrative sources. The use of this information to illustrate and clarify the
problems of wellbeing that need to be tackled, and also to formulate/introduce/assess the best strategies for
dealing with them, has led to attention focusing on a significant methodological problem, concerning the sub-
jective or objective nature of the information that is collected and processed.

Household sample surveys collect information on the respondents’ opinions about their health, with details
about some of the conditions they claim to suffer from, on their attitudes and habits in relation to their use of
the facilities, the human and material resources (including pharmacies) and the structure of health care, with
consideration also given to behaviour affecting health as a result of life style. This information is essentially
subjective, and its significance in information terms on respondents’ objective state of health seems limited un-
less they are subjected to longitudinal surveys, possibly in conjunction with careful health checks2. In addition,
the “objective” significance of the information on the use of health care facilities/resources/structure (with spe-
cial reference to the elderly) could actually be backed up in Italy, to the extent that the information collected
via household surveys could be supplemented by information from administrative sources, with regard not only
to expenditure on health care and the subsequent monitoring of the use of health goods and services, but also
to the quantitative and qualitative features of the production and productive capacity of such goods and ser-
vices. ISTAT has made a definite move along the path of combining information collected from households
with information that could be derived from the administrative records of the various bodies producing and
providing health services3.

At international level, there seem to be similar efforts to merge subjective and objective information, with the
aim of arriving at a set of information that on the one hand makes it possible to determine significant aspects
of individual wellbeing, while on the other hand revealing objective features (properly classified in relation to
the qualitative features of those involved) of the level of accumulation acquired in terms of “human capital” in
the case of health. An effort of this kind has definitely been made by Eurostat which, especially after the dis-
cussions by the European Parliament and the Council at the end of June 1997, initiated a process designed to
confirm the results of surveys that had collected “subjective” information, such as the various instalments from
1994 onwards of the European Community Household Panel (ECHP), together with various information from
national administrative sources, including information collected and compiled by other international bodies
and agencies (OECD, WHO, FAO, AIDS Surveillance Centre, International Agency for Cancer, Human De-
velopment Network). This resulted in a recent publication (Eurostat, 2001b) that is intended to be the first step
towards the construction of a system of health information that is comparable at international level and can be
combined with other information systems of varying levels of refinement on the major social and economic as-
pects concerning the pursuit of individual and collective wellbeing.

However, it can already be said that the effort made by Eurostat has revealed two important pointers. First of
all, the international comparison of information is definitely affected by the tremendous institutional and so-
ciocultural differences that typify the various national systems. The information that the Eurostat experts col-
lect and bring together on the major features of the various national health systems clearly reveal the very con-
siderable differences that exist among the 15 Member States of the European Union. Secondly, especially when
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1 This is an ISTAT sample survey of the resident population (excluding permanent members of institutions). It has been conducted once a year, cover-
ing a reference week in November, since 1993 to collect information on the previous 12 months by means of direct interviews with all members of the
selected households. The sampling plan covers 29 000 households and just under 78 000 individuals. Since 1999 the survey has resulted in the regu-
lar publication of four volumes, including one on living conditions and health which provides a breakdown of data by age group.

2 An interesting example in this regard is the Italian Longitudinal Study on Ageing based on a sample of 5 632 people aged 65-84 of both sexes living
in eight Italian cities. The results were published in the paper: Amaducci L., Scarlato G., “Salute e malattia sugli anziani: risultati a confronto.
L’indagine ILSA” contained in ISTAT-CNR, 1995.

3 The results of this effort are clearly shown by ISTAT publications, e.g. the recent Annuario Statistico Italiano (ISTAT, Rome, November 2001), in which
administrative data on the structure and activities of health care institutes are accompanied by the results of the ISTAT annual multipurpose surveys
and the results of other ISTAT surveys of the population.



it comes to using the results of sample surveys in an attempt to compile internationally comparable informa-
tion, there are some tricky problems with regard to breaking down the information, particularly with regard to
what is needed for understanding and tackling issues affecting the elderly.

This also applies to some extent to the “human capital” component in connection with learning. Lifelong learn-
ing for all is an essential part of the processes of accumulating “capital” in the sense defined earlier, both for
its intrinsic value as a component of human and sociocultural “capital” and also for the noticeable indirect im-
pact that it has - especially in a dynamic sense over the medium and long term - on the other components of
“capital”.

Compilation of suitable quantitative information on lifelong learning was the topic of the 14th International
Seminar of the CEIES (European Advisory Committee on Statistical Information in the Economic and Social
Spheres) held in Parma on 25-26 June 2001 in collaboration with the European Commission’s DG EAC (Di-
rectorate-General Education and Culture) and the local university (Eurostat, 2002). Even before the seminar,
European interest in quantitative information on lifelong learning had grown to such an extent that Eurostat had
been prompted to set up a relevant task force comprising, apart from Eurostat, representatives of the European
Commission’s directorates-general for education and culture, employment and social affairs and research, to-
gether with representatives from the CEIES and the European agencies, CEDEFOP and Eurydice, as well as
the OECD and UNESCO. Their report in February 2001 (Eurostat, 2001c) provided the basis for the meeting
between statistical producers and users at the Parma seminar.

The meeting dwelt on: 1) problems of definition and classification and other basic methodological aspects; 2)
problems of relating information supply to demand by users, as shown by recent experiences; 3) future re-
quirements and the possibilities of getting a suitable response from producers of statistical information.

The definition of lifelong learning that was adopted covers all learning activities, formal and informal, that are
intended to improve individual knowledge, skills and abilities and that are conducted on the (ongoing) basis of
duration and continuity (with no lower limit on duration) as well as by any method of financing (private or pub-
lic) and by any means (traditional or modern).

It is a definition which has a chronological dimension referring to learning activities throughout life from child-
hood to old age, and a spatial dimension referring to the location/arrangements, etc, of the various methods by
which learning activities can in fact be undertaken.

The second dimension recalls the traditional distinction between formal education (meeting all the criteria laid
down in the UNESCO manual of 1996), non-formal education (referring to learning activities intentionally or-
ganised in specific institutional settings and locations, without showing other features in terms of structure and
content that are typical of the training provided by training establishments issuing qualifications on the basis
of results) and informal learning which is apparently in line with the criterion of being intended (individually
or by means of families, firms or other social institutions) to improve individual knowledge, skills and abilities
in a way that is much less organised/structured than other learning methods.

The distinction was used to compile classifications for each type of education/learning that would serve, in a
learner-based approach (which is essential in dealing with individual wellbeing for the elderly as well), to pro-
vide quantitative information on access to and involvement in available learning opportunities, on the charac-
teristics of learning processes, and on the results and effects of such processes.

The classification that is most commonly used, in Europe as well, is UNESCO’s ISCED97 (OECD, 1999),
which was compiled with the aim of providing an integrated and consistent statistical framework for the col-
lection and presentation of statistics on supply and demand in education that are taken from national sources
but are internationally comparable.

Formal education can fairly easily come under the classification, although necessary attention must be paid to
the particular features of each institutional context because of the radical historical and institutional differences
among the various national (and often local) systems, especially when this kind of education is not restricted
to the “initial training” given to young people but also includes training/learning programmes designed for
adults.
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In any case, the major problems in applying the classification have been encountered in the case of non-formal
training programmes, and even more so in the case of the wide variety of arrangements - which are constantly
changing - for informal learning, which are particularly useful for the wellbeing of the elderly.

However, the producers of statistics have endeavoured to provide quantitative information collected from var-
ious sources, both institutional (solely for formal and non-formal education) and individual (for informal edu-
cation as well).

In the particular case of Italy, the information on formal education (essentially limited to young people and
young adults on account of the shortcomings that still exist in the Italian education system - Frey and Ghignoni,
2000) comes primarily from administrative sources, especially (at the moment) the Ministry of Education, the
Universities and Research and regional authorities (for vocational training). This is objective information. Also
basically objective is the information on qualifications obtained that is collected by means of ISTAT censuses
or household sample surveys (with the labour force surveys being particularly important here). Subjective in-
formation on individual views and attitudes comes mainly from sample surveys on the transition from school
to work by those with higher secondary school qualifications (ISTAT, 1999) and by university graduates (IS-
TAT, 2000). However, this information does not yet systematically include all administrative data and is con-
sidered by users (institutions and individuals) to fall short of their needs. As a result, there are lots of unofficial
sample surveys in an attempt to fill the gaps (see, for example: Frey and Livraghi, eds., 2001). As far as pro-
moting active ageing is concerned - and that is the main topic here - the official information set-up in Italy
seems to be decidedly lacking. The administrative data offer scant information on the formal and non-formal
education of adults and almost nothing on the elderly, who are also virtually neglected by non-formal educa-
tion. The most important “subjective” source of information could have been the “multipurpose” household
survey, but when it comes to education the information it provides cannot be compared with that on health.  Fur-
thermore, the quantitative and especially qualitative information provided by research on adult education in
Italy has revealed (Frey, 1997) that the training of the elderly still follows methods that can be classified as “in-
formal”, and thus it is difficult to assess so that it can be properly incorporated in the system of education statis-
tics that we are trying to set up in Italy.

The Parma seminar was not lacking in references to significant experiences with regard to collecting and com-
piling information on adult learning, for the elderly as well, and the Canadian experience was particularly in-
structive.

The various national experiences have, however, been considered in order to arrive at ideas and suggestions on
how to organise an international framework that is comparable at international level and deals adequately with
some tricky problems: not only of definition and classification but also of providing sufficient coverage of all
the individual fields involved, of invaluable linking of information on lifelong learning processes with other in-
formation taken from the same sources, and of efficiency, compatibility and actual comparability at interna-
tional level.

Among the comparable information that already exists at international level, the following were mentioned by
Eurostat’s experts (Eurostat, 2001c):

a) information collected every year from administrative sources (persons enrolled and attending, teaching staff
and expenditure per training) by means of the joint UNESCO-OECD-Eurostat (UOE) questionnaire;

b) information collected every year from administrative sources (with regard to participants, access require-
ments, opportunities for further study, links with job during training, teaching staff) on vocational education
and training (VET);

c) information collected (on undertakings, with or without relevant programmes, and on participants, hours of
training and costs) by means of the regular ad hoc sample survey at Community level on continuing voca-
tional training (CVTS) and carried out ̀ with substantial organisational effort on the part of Eurostat (the first
survey was in 1994 and the most recent in 2000, with results that should have been available at the end of
2001 but which are not yet ready;

d) information (quarterly since 1999) taken from the labour force sample survey (LFS) on participation in train-
ing schemes, level of training achieved by the population (broken down by particular main characteristics
relating to work and with reference to the level of education attained by parents);
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e) limited information obtained each year from the European Community Household Panel (ECHP) sample
survey on learning and training results.

This information is not properly linked, however, at either national or international level, with other informa-
tion on formal and non-formal education.

Apart from the need for systematic integration, the Parma seminar also revealed the need to improve and focus
specific surveys that are especially useful for compiling suitable quantitative information on lifelong learning.

Above all, it was suggested that the type of information collected from administrative sources, such as those
collected at European level in connection with the UOE and Eurostat/VET questionnaire, should be updated.

During the seminar there was repeated mention of the information potential of the labour force sample surveys,
which are increasingly becoming one of the keystones of the European social statistics system.

It was mentioned it would be useful to improve that source, by adding to the survey’s core questions (central
questions that are repeated from survey to survey) some questions on vocational education and training. There
was also a favourable response to the proposal of including an ad hoc module on lifelong learning in the 2003
survey.

It emerged that there was a possibility that the revision of the ECHP (to be known henceforth as the EU-SILC
(EU Statistics on Income and Living Conditions), which was to be completed in 2002 and lead to a new annu-
al survey starting in 2003, could provide regular information on self-reported skills, with the further possibili-
ty of detailed information on vocational training by means of ad hoc modules every three years, or at any rate
at regular intervals.

There would still be some tricky methodological problems further up the system, including a classification suit-
able for the growing and prevalent existence of non-formal and informal learning activities. In order to solve
problems of this kind, at least in part, mention was made of the possibility of using the time use surveys (TUS)
to improve classifications of such activities. A better classification would also improve the information poten-
tial concerning the funding and cost of individual learning in the household budget surveys (HBS).

Better classifications suitably combined with a revised version of ISCED97, covering a range of educational
and cultural activities (such as distance learning using electronic media, educational trips, various cultural ac-
tivities), would also be invaluable for developing the information potential of further continuing vocational
training surveys in firms (after the 2000 survey). These are unfortunately costly for firms and should therefore
be improved, in the view of experts in the business world, with the inclusion of information useful for assess-
ing the effectiveness of company investment to improve workers’ knowledge/skills.

In addition, it was stressed that in future the learner must be the focus of information on lifelong learning. This
calls for a proper link between administrative information, often subject to concerns in relation to the institu-
tional agents involved, and the information collected via household sample surveys.

This link is vital for understanding and analysing the resulting economic and social problems and for formu-
lating/introducing the strategies that are best suited to achieving the wellbeing of all. In this sense, the effort to
integrate data cannot stop  at information on learning. On the one hand, it is useful to move gradually towards
an increasingly integrated system of information on social statistics in Europe, under the guidance and coordi-
nation of Eurostat and with the active involvement of various European agencies (such as CEDEFOP and EU-
RYDICE, with specific reference to learning), as well as the producers of national statistics and users at vari-
ous territorial levels. On the other hand, there needs to be a decisive move towards increasingly close methods
of collaboration between what is being done with the European system and what is emerging in the wider in-
ternational context as a result of initiatives like those launched by the OECD and various UN bodies or agen-
cies.

3 – The need for quantitative information: information on interpersonal and
intergenerational relationships

Learning is a process which, apart from contributing to the accumulation of “human” capital, also provides a
notable contribution to the accumulation of “social” capital.
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According to a definition referred to by the Australian Bureau of Statistics (Trewin, 2001, p. 20), social capi-
tal can be understood as the set of values, beliefs and attitudes which condition the behaviour of individuals and
have an influence on the interrelations between people with important repercussions for the pursuit of individ-
ual and collective wellbeing. This capital can be increased or reduced, depending on how people interact thanks
to the social structures (families, communities, institutions, etc) of which they are a part. The various systems
of connection and interaction among the members of these structures, and among the various groups of indi-
viduals which are formed on the basis of a wide variety of characteristics (among which there must be special
emphasis here on relations between the generations), contribute - adversely as well - in the broadest sense of
learning to the process of accumulation and to its effects on the components of “capital”.

The fact is that international and national statistics (including those produced in Italy) provide plenty of quan-
titative information on family structures, which is derived from population censuses and, more frequently, from
household sample surveys, such as those mentioned earlier that provide quantitative information on health
and/or training processes.

This information is capable of indicating, for instance, very significant structural aspects with regard to the pur-
suit of wellbeing for all, with special regard to the elderly, such as whether they live alone or with relatives,
whether or not they have dependent children, how often they have contact with other relatives, friends, etc.

It is also well known that the fact of being alone, especially if it becomes isolation (i.e. being alone without fair-
ly frequent contact with relatives, friends or acquaintances), is a very important circumstance when it comes to
the inadequate pursuit of wellbeing among the elderly. It can be considered a basic indicator of human pover-
ty and even of social exclusion. This has been shown by “subjective” sample surveys such as the CERC survey
in France at the end of the 1980s (CERC, 1996). It has also been shown by sample surveys such as the multi-
purpose household survey in Italy or - at international level - the ECHP survey, especially if the information on
these structural aspects is cross-referenced against information on subjective opinions/assessments on the lev-
el of satisfaction/dissatisfaction with regard to interpersonal/intergenerational relations.

It has to be said on the one hand, however, that this kind of cross-referencing may occur only infrequently and
may not appear as published quantitative information, which means that there is a significant problem of ac-
cessing the microdata (under reasonable conditions for users) with a view to compiling results of sample sur-
veys that can throw light on the living conditions of the elderly. On the other hand - especially if the desire is
to compile information that will be useful for formulating/introducing/assessing strategies for active ageing -
such cross-referencing should highlight the various circumstances of people’s wellbeing/problems, in the light
of various stages of life (it not enough to make a simple distinction between those under and over 65, as occurs
in some published information), of gender and of other important qualitative features of those involved.

This raises the tricky problem of how to break down the individuals included in the sample, which often runs
into insurmountable restrictions in sample sizes and related sampling plans. It is not surprising that special sur-
veys are common when the desire is for comprehensive but fairly disaggregated data on the population most
closely involved with the problems of active ageing, i.e. those above a certain age. One striking example is a
survey conducted in Finland on behalf of the Population Activities Unit (PAU) of the UN Commission for Eu-
rope, in connection with the International Year of Older Persons (Lindgren, Miettinen and Nieminen, 1999),
and using a fairly broad sample - based on the census population of 1990 and covering between 60% and 100%
of the respective group, depending on age - on Finns over 50, divided into three age groups (50-64, 65-79 and
80 and over) according to sex.

The Finnish survey also made a distinction between those living at home and those living in institutions and
was able to focus special attention on the conditions of respondents’ accommodation. These conditions are con-
sidered a fairly important component of “environmental capital” in the case of the elderly.

Sample surveys on the living conditions of individuals and households in the country usually provide infor-
mation on accommodation features, with particular reference to those - lack or inadequacy of essential “facil-
ities” - which can represent particularly significant barriers or obstacles for the elderly, especially those with
some disability.

The issue of barriers and obstacles is definitely much wider, however. It involves various conditions (physical,
but also psychological/social and economic) of the environment in which the elderly live. National sample sur-
veys on households provide a wide range of information about various aspects of the physical obstacles. For in-

eurostat

18th CEIES seminar: Active ageing statistics 173



stance, the multipurpose survey in Italy offers plenty of information on the inadequate protection of people in
various age groups against traffic/noise/dampness in the area where they live; on inadequate access to services
(apart from health) with regard to transport and post and public services in general; on the level of exposure to
risks of pollution and crime. But there is little quantitative information from official sources, even at national
level, on the presence of psychological and social barriers like those reported in studies carried out by experts
and by private or semi-private research centres. There is a particular lack of information, whether subjective or
objective, on relations between generations apart from those referring specifically to relatives. The very close
link between the existence of such barriers and obstacles and the social, cultural and institutional features of
each country, or even region, has made it very difficult to create satisfactory systems of internationally com-
parable and quantitative information on the matter.

The situation seems to be better in the case of economic barriers and obstacles. There is no lack of quantitative
national information on disposable income for individuals and households, as well as assessments of whether
income is adequate or not in relation to the needs that are considered essential by people with differing quali-
tative characteristics (including those of a certain age). Nor is there any lack of information on the availabili-
ty/accessibility of certain consumer items and other goods and services that are relevant for individual living
conditions. Some of these data also seem to be comparable at international level thanks to harmonised house-
hold surveys such as the ECHP.

Among the significant barriers and obstacles, there seems to be growing attention on the part of producers of
national and international quantitative information on access to work and the circumstances of the availability
of work for the elderly, even if there is still a lack of quantitative information from official sources on the bar-
riers and obstacles (economic, if not social and cultural) caused by attitudes and behaviour that discriminate
against older workers (e.g. Gregory, 2000).

4 – The need for quantitative information: labour and working conditions statistics

The information on labour is especially important for the formation processes of the various components - not
only economic - of human, social, environmental and economic capital.

There is plenty of information on labour, whether coming from official sources or taken from sample surveys,
and there has been a considerable improvement in the last decade at both national and international level, es-
pecially in the case of technologically advanced nations.

As for the Member States of the European Union, including Italy, the improvements that have been made are
obvious in terms of the efforts towards integration and harmonisation with a view to creating a system of in-
ternationally comparable information.

The results seem considerable with regard to the data that can be obtained from the labour force surveys, which
- as has been said - have become the keystone on which the system of labour statistics in the European Union
is based, increasingly so in the future. As for the work of older persons, the improvement that is apparently
needed in that area concerns not so much the collection of information as the methods for compiling and pre-
senting the figures. The assumption should be that while there is a minimum for the working age - which should
gradually move to 18, so that a thorough but broad enough range of basic skills can be acquired by all young
people with a view to lifelong learning that starts with the young generations in order to lay the basis for future
active ageing (Centre for Educational Research and Innovation, 2000) - there can be no preset maximum, be-
cause there should be acceptance of the general idea that in pursuing his own wellbeing the older worker should
be free to choose how he wants to play an active and responsible role in the development of the economic and
social system. This also means that data on work - compiled for information or for the construction of indica-
tors (such as employment rates, indicating the ratios of those in employment to the active population) that are
useful for defining employment and labour policy objectives, as well as for monitoring and assessing the re-
sults of such policies - should do away with the tradition of limiting working life to 65 years of age.

When it comes to active ageing, it is also very important to have information on working conditions (both mon-
etary and non-monetary) occurring throughout working life, i.e. not only at a later stage, since the conditions
attained by a worker as a young person or adult usually have a very significant impact on the same person’s
working (and living) conditions in old age.
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The information available on working conditions in Italy and other Member States of the European Union is
taken to only a very limited extent from labour force sample surveys.

In addition, when CEIES seminars attended by producers and users of statistics have tackled the problems of
collecting and compiling suitable quantitative data on the monetary and non-monetary conditions of labour, it
has been pointed out that at both national and international level there exist household sample surveys (such
as, again, the multipurpose survey in Italy and the ECHP for all EU Member States) offering subjective and ob-
jective information, albeit fairly limited, on some aspects of working conditions.

There have been a number of efforts at European level when it comes to conducting (such as for accidents at
work and occupational diseases in 1999) or devising (as for working time in 2001) ad hoc modules in the labour
force surveys with the aim of getting more detailed information on particular working conditions.

The most significant efforts were made in an attempt to combine such information with data from administra-
tive sources.

A particularly interesting example came out of the seminar on Health and Safety at Work that was organised in
Dublin on 10-11 May 2001 in collaboration with the European Foundation on Working and Living Conditions.

This example has shown that it is possible - as in the case of the developments planned by ESAW (European
Statistics on Accidents at Work) and EODS (European Occupational Diseases Statistics) - to coordinate sig-
nificant efforts at involving the statistical institutes and institutions providing administrative data at national
level in a systematic attempt geared to considerably improving the availability and quality (also for interna-
tional comparability) of the quantitative information relating to important working conditions.

Steps forward in this direction seem to be very important from the point of view of monitoring working con-
ditions at various stages of working life that are particularly important from the viewpoint of growing old in
good health and of the general living conditions of the elderly.

In addition, other working conditions (concerning various aspects of the working environment, job mobility,
social protection and welfare, etc) can be considered of significance in this context. Once again, the need is for
the harmonious construction of social statistics systems, at national and international level, which combine
“subjective” and “objective” information (from surveys and/or administrative sources) on work, health and
learning with better and better information on the various aspects of employees’ working and living conditions,
with special focus on those that have a direct effect - or will do so as time passes - on the wellbeing of the el-
derly.
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Graph. 1 – Flows of human, socio-cultural, environmental, economic “capital” formation.
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Table.1 – Matrix of human, socio-cultural, environmental, economic “capital” formation to pursue active ageing of
population.

Capital Human Social-cultural Environmental Economic

Primary investors Individuals Families Local government Individuals
Families Local communities Planners Families
Schools etc. Communities Developers (urban Communities

of interest and rural) etc. Private sector
Media etc. Governments

Principles Independence Interdependence Enablement Growth
Resilience Reciprocity Connectivity Sustenance

Assets Health Networks Barrier-free Formal/informal
Knowledge, skills Trust All-age compatible Work skills, 
Understanding Communication assets, security 
Capabilities, will Mutual supports sistems etc.

Capital outcomes Long-lived Societies that are: An environmental An economy 
individuals who are: Caring, supportive that is: that is:
Skilled Tolerant, pluralist Livable Secure
Resilient Integrated Flexible Open
Reflective Learning and capable Accessible Equitable
Adapted of blending Adaptable Responsive
Flourishing innovation and Age-integrated Competitive
throughout life tradition in Adapted to an

appropriate balance ageing Society

Source: UN, The World Ageing Situation. Exploring a Society for All Ages, New York, 2001, p.11.
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18TH CEIES SEMINAR “ACTIVE AGEING STATISTICS”

Summing up

The 18th CEIES seminar took place in the Hague in May 2002 and was attended by approximately 80 partici-
pants from 26 countries. So, even if this seminar did not cover enlargement itself, CEIES seminars are highly
visible among EU-countries, candidate countries and non-EU European countries.

The seminar on Active Ageing followed a trend set in earlier seminars organised by the subcommittee on So-
cial Statistics to discuss in depth social issues that require input from varied statistical fields. Precursors are the
seminar on Social Exclusion (London, 1999) and the seminar on Life-Long Learning (Parma, 2001). The so-
cial issue in question was, of course, the demographic challenge facing us, namely the increasing ageing of Eu-
ropean societies, which calls for more detailed information on the situation of older people. The seminar main-
ly concentrated on demographic developments, health, participation and living conditions and also went into
the financial consequences of an ageing population.

From the contributions to the seminar and the discussions at the seminar it is abundantly clear that The Ageing
Population of Europe does not exist. In contrary, The Ageing Population is an amalgam of divergent groups,
differing in chronological age, functional age, region and country, gender, and health and social involvement
even within the same age groups. Secondly, data needs related to ageing require not so much new statistics, but
making statistics fit for this purpose. To do this a wide variety of measures can be taken, ranging from pub-
lishing statistics on the elderly per year, instead of broad age groups, to collecting specific information that is
relevant for elderly people only. Analogous to the concept of engendering statistics, one might summarize the
data needs from active ageing policy making and research under the concept of enageing statistics.

What makes statistics qualified for research into an ageing population? Firstly, we need better coverage and
more than single, cross-sectional surveys. The situation of people in retirement and nursing homes must not be
ignored in surveys, as has often been the case in the past. At the seminar an example was presented of a survey
among inhabitants of these institutions, which yielded valuable information on, for instance, the health of the
ageing population. It is also essential not to exclude very old people from surveys, as happens fairly often. In-
clusion of elderly people in surveys may imply adapted fieldwork methods and adapted questionnaires. 

Secondly, longitudinal studies are needed to distinguish between effects of age and effects of certain age co-
horts, and to document the transition between various states of health. Based on a US example a longitudinal
survey has been mounted in the UK (ELSA), other EU countries are expected to follow as part of the SHARE
project. 

Thirdly, time use data are needed to measure the social participation and participation in all kind of informal
activities by an elderly population. How older people spend the time at their disposal after they retire from the
production process is of central importance. Time use surveys are not conducted in all Member States at pre-
sent, one reason being the high cost of such measures. To make such studies easier, a “light diary” covering
only some 30 time use categories is now being developed as an adjunct to exhaustive surveys.

Fourthly, research into active ageing requires microdata that cover different aspects of life, as does the ELSA-
project mentioned earlier, or the ECHP. Financial security is closely connected with health, family circum-
stances and social networks. The participation in paid work might influence the health of an ageing population.
Poor health, on the other hand, might be a reason for early retirement. Additionally, to obtain a comprehensive
picture of the living conditions of older people, it is essential to combine objective and subjective character-
istics and to investigate the physical and economic circumstances of older people as well as their psycho-social
situation and their social life. From both points of view the solidarity between the generations is highly rele-
vant, economically and as in indication of social networks.

Apart from these general issues a lot of data needs were raised at the seminar. Just to give an impression:
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• Nothing is so far known about the prosperity and savings habits of older people. The distribution of wealth
needs new investigation.

• Statistics on health care expenditure currently tell us neither who receives health care nor what illnesses are
treated. The development of expenditure profiles by type of care, related to age, might help. 

• How is care for older people divided between State, family and market?
• Information is needed on the demand for staff in the various health professions and on future trends in this

demand.
• Access to health services, for example, cannot be assessed at all at European level for lack of suitable data.

From the seminar one might conclude that, whereas EU statistics in general provide a comprehensive picture
of the population, they fall short in describing an ageing population. To fully cover the situation of elderly peo-
ple they should be fully covered in surveys and questionnaires ideally should be adapted. Longitudinal studies
are required to analyse transitions between states (work to retirement), multi-aspect surveys are required to
study the relationships between different conditions of living (health, participation in the labour market, social
participation and the financial situation). Several of these studies have been set up recently. What official statis-
tics should do is refrain from providing information on the elderly as a single age group. If the seminar on ac-
tive ageing has made one thing clear, it is that the ageing population is a heterogeneous group within and among
countries.
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18TH CEIES SEMINAR

Reaction from Eurostat
By Marleen De Smedt

Question from Romanian participant:

So the question was what about in the future having something as a European Health Survey. I would like to
give you some more information about health and health data which we collect in the ESS In the same way as
ageing is a horizontal issue that crosses a lot of policies, of course also health is something that is linked with
determinants of health and all kinds of policies in the EU. There is an increased requirement for comparable
data on health, on health status, on health determinants, and on health care services not only for elderly people
but in general. We see also that in most cases the Member States have National surveys on health or modules
on health in a more general survey. And there is a wish at EU level but also at national level to come towards
better comparability at EU level and between countries on health. We do have our own statistical work in the
area of health and the issue of health information will become even more important in the future because as I
mentioned in my first speech on the first day, there will be a new Community action programme in the field of
public health and one of the 3 main areas in that new action programme is health information. Now we know
that statistics is an important part of that information and in the future, there will be even more actions for com-
parable data on health in the EU. Now how can we achieve that? We can achieve that by having the data com-
ing from the national surveys on a number of issues and that is what we already do through ex-post harmoni-
sation. So with the Members States we have agreed on a couple of items. We agree on the concept on which we
want to have information and on a reference definition. While this works well for some areas, it is more diffi-
cult for other topics. At the same time, we look at common instruments which the Member States could use:
input harmonisation.. Gradually we are getting more and more advanced in preparing reference instruments and
even common modules which Member States could use in their national surveys. And already the question has
come up what about a European Health Survey. Now in that discussion, we always have to see what is the most
effective way of having our comparable data. Because a new survey will involve a lot of resources – financial
resources and human resources - we have to look at the various options but it is not excluded that in the future
we may have to think about something as European health survey or at least a module. Within our work on
health statistics, we have a specific group (the Task Force on Health Interview Survey data TF/HIS) looking at
health surveys and looking at all these different options and that discussion will certainly continue and even be
intensified in the future. So I cannot directly respond to your question but I can say that a lot of activities are
ongoing and a number of scenarios are being examined with respect to coming towards better comparability of
data on health but also on life style and other elements which contribute to the health status.

What about parts on health already existing in EU-wide surveys?

I am very glad that you mentioned that. Because of course the first thing that we have to do is to look at what
we already have as European surveys in the Community and indeed in the EU SILC but also in the ECHB we
had a couple of variables on health. In the SILC we have 3 very important but general questions on health that
will hopefully provide us a lot of information. Why, because it is a multi-purpose survey? At the same time we
have indeed information on income, labour, education, housing, social relations etc, so it is a gold mine for in-
formation. But with respect to the more detailed and specific issues of health and maybe specific questions on
health determinants, this instrument may not give all the answers to what we may need in the future for health
policy as such and at that moment we have to think together with the Members States – we never do this alone
because the European Statistical System is the statistical authorities together with Eurostat – we have to see
what do we need and what is the most effective way to come towards EU-wide comparable data .. A module
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could be a solution, introducing common instruments could be a way and even a common survey could be ar-
ranged. Before we decide on this there has to be a lot of debate, but you are quite right to mention that the SILC
already has this element of health with a lot of other variables. In addition, in the Labour Force Survey 2002,
there was a module on employment of disabled people. 

Another question about the possibility to include more health topics in the SILC.

It depends of course on what you are looking at. I think that it has been discussed thoroughly with all the Mem-
ber States that the method of the EU SILC corresponds to the purposes it was meant for. We know that surveys
are expensive but through discussions with the users (in and outside the Commission) and with producers with-
in the ESS one could find the best balance towards what type of instrument do we need and for which purpos-
es. EU surveys are in a way complementary to what you may need at national level..

The main focus for us is to ensure that we all use the same concept in collecting statistics on a particular topic
area. Once everybody agrees on the same concept, for which also a general reference instrument could be de-
veloped, countries could then prepare their national instruments. This is a important and challenging objective
but it is proven that it is possible to do that. So that is also a reflection that I wanted to leave with you. And about
involving ageing people: it was suggested to involve ageing people already in the work. We have indeed to take
account of the huge knowledge and the experience available but also of the reality of the day to day activities
from elderly people when we prepare a methodology for collecting statistics on health and disability. And I can
only agree with what was said earlier – it was a good suggestion – that we take that back to Eurostat and the
European Statistical System. Looking at my papers, I hope I have covered the most important things. I would
like to say that it was a most interesting discussion, it is certainly not the end, it is only the start of initiatives
on which we all have to pay attention in our work being researchers, policy makers or statisticians.
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Czech Republic MEJSTŘÍK Bohuslav, Czech Statistical Office

Cyprus CHAPPA Ioanna, Statistical Service of Cyprus

Denmark NIELSEN Johannes, NOSOSCO

Estonia KASK Urve, Statistical Office of Estonia
KRISTJUHAN Ulo, Tallium Technical University

Finland JÄRNEFELT Noora, Statistics Finland
NIEMI Iiris, Statistics Finland

France CASEY Bernard, Senior research fellow, London School of Economics
OECD
MARCHAND Olivier, DARES, Ministère de l’emploi et de la Solidarité
ROBINE Jean-Marie, Equipe INSERM

Germany BOERSCH-SUPAN Axel, University of Mannheim
FAIK Juergen
FRITZ Joachim, Statistical Office of Germany
SCHNEIDER Markus, BASYS GmbH

Hungary DARÒCZI Etelka, Demographic Research Institute

Ireland ANDERSON Robert, European Foundation
DONNELLY Thomas, Health and Safety Authority

eurostat

18th CEIES seminar: Active ageing statistics 183



Italy BELLONI Michele, Centre for Research on Pensions and Welfare Policy
BURGIO Alessandra, ISTAT
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Slovak Republic JURCǑVÁ Danuša, Demographic Research Centre
OLEXA Milan, Statistical Office of the Slovak Republic

Slovenia APOLONIJA Oblak, Statistical Office of the Republic of Slovenia

Spain ALCALDE Mercedes, Ministerio de Trabajo Y Asuntos Sociales

Switzerland FORTUNY Mariangels, International Labour Office
KELLER Ingrid, Ageing & Life Course, WHO

United Kingdom GRUNDY Emily, London School of Hygiene & Tropical Medicine
JOHNSON Fred
LESSOF Carli, National Centre for Social Research

eurostat

184 18th CEIES seminar: Active ageing statistics


	18th CEIES seminar Active ageing statistics — The Hague, 23 and 24 May 2002
	Contents
	Ms M. De Smedt, European Commission, Eurostat
	Mr W. Lutz, International Institute for Applied Systems Analysis, Austria
	Paper: Ms M. Fortuny, International Labour Organisation
	Paper: Mr A. Boersch-Supan, Mannheim Research Institute for the Economics of Aging (MEA)University of Mannheim,Germany
	Paper: Mr A. Laihonen, European Commission, Eurostat
	Paper: Ms I. Keller, World Health Organisation
	Paper: Mr G. Bruckner, European Commission, Eurostat
	Paper: Ms A. Burgio, Istat, Italy
	Paper: Ms C. Lessof, National Centre for Social Research, United Kingdom
	Paper: Mr M. Schneider, Beratungsgesellschaft für angewandte Systemforschung, BASYS, Germany
	Paper: Mr C. Fotakis, European Commission, Directorate General Employment and Social Affairs
	Paper: Mr C. Silva Santos, Centro Regional de Saúde Pública de Lisboa do Ministério da Saúde, Portugal
	Paper: Ms I. Niemi, Statistics Finland
	Paper: Mr M. Olexa, Statistics Slovakia
	Paper: Mr A. Heyma, University of Amsterdam, The Netherlands
	Paper: Ms M. De Klerk, Social and Cultural Planning Office, The Netherlands
	Paper: Ms E. Daróczi, Demographic Research Institute, HCSO, Hungary
	Paper: Mr L. Frey, Università La Sapienza, Italy
	Ms M. Epler
	Ms M. De Smedt, European Commission, Eurostat
	LIST OF PARTICIPANTS



	Copyright: 
	Icono: 


