CHAPTER 6

INCREASING HEALTHY LIFE EXPECTANCY

Questions that this report has sought to address are:

·  Is healthy life expectancy increasing?
· If so, what are the factors contributing to this?
· Are these likely to continue to affect the health of older people in the coming decades?
· What other measures or interventions might be effective in increasing healthy life expectancy?  
· How can  health costs be contained given the projected demographic  growth in the numbers of old people?    
The Role of Research


The demographic data have shown large increases in life expectancy at birth and particularly at age 65 years and there is no evidence to suggest that this trend will not continue over the next three decades. There is evidence for improvements in the health status of over 65 year olds during the past decades, with some apparently contradictory findings regarding the extent of disability. 

As noted in several chapters there is a lack of comparable data in many fields, which leads to problems in making predictions as only some of the elements in the health equation are available. The standardization of health indicators throughout Europe (as discussed in Chapter 1) will improve health comparisons and help identify causes of disease and disability.  Attempts have been made (Bonneux 1998,  Murray & Lopez 1996) to estimate the burden of disease in different countries and the implications of this for future health needs.  However, unpredictable factors such as significant changes in public policy (e.g. more flexible working, recreation and retirement patterns), or radical scientific breakthroughs (e.g. preventive interventions for dementia and arthritis), could alter existing paradigms and change many health projections concerning older people. In the USA recent work on declines in morbidity and specifically levels of disability has altered predictions so that  Manton  argues (Manton et al.1997)  that this improving  health situation could generate savings high enough to counteract the potential impact of ageing (Jacobzone et al. 1998). Specific forms of investment in health, health services, health related technologies  and long-term care may also alter  existing epidemiological projections for  ageing in the Member States. However, as the OECD  study  noted (Mathiasen 1998), on a complex subject such as  ageing and health,  governments and researchers find it very difficult to bring together and make relative evaluations of the many elements that have to be considered when making projections about the future. At the European level attempts are being made to co-ordinate existing research e.g. on cancer and Alzheimer’s disease, and to improve interdisciplinary cooperation such as the promotion of  exercise through “Europe on the move”.  The effects that such programmes will have  on the health of middle aged and   older people  in the next decades, while difficult to predict, may be substantial..

Longitudinal studies on the basis of representative age cohorts help to identify the factors affecting disease, disability, morbidity and mortality. They examine the effects of the particular social, political, historical and economic circumstances of each generation’s life course and the implications for their attitudes and beliefs, their life style and patterns of behaviour, the choices and experiences they had in their educational, working and private lives.  Such studies also help interpret the  very large differences between individuals of the same age cohort both locally and cross-culturally (Ilmarinen 1999). Local and European longitudinal studies of ageing complement more traditional statistical and cross-sectional population studies and are vital  if effective policies are to be designed and implemented. However there are many problems in the planning, funding and implementation of   cross-national studies, particularly longitudinal studies, on ageing in Europe (Ferrucci et al. 1995). Much of the data referred to in this report draws upon USA studies, reflecting its ready availability and the paucity of equivalent work at a European level, although there are  local longitudinal studies of  significant magnitude e.g. Berlin Ageing Study (BASE), Gothenburg, Amsterdam, Finland (the Evergreen project), UK (Whitehall study), some of which have been referred to in this report. 

Effectiveness of preventive strategies and interventions
There are very few research studies of interventions to improve health with long term follow up into old age. The implementation of existing or already evaluated interventions at the social policy, health promotion and prevention levels could make a difference in health outcomes amongst older people in the next decades. Musculoskeletal disease and visual and hearing problems are main causes of morbidity;  although there is much evidence for the effectiveness of appropriate interventions they appear to be   insufficiently implemented. There is a particular need for targetted actions to deal with these by continuous education and updating of health professionals. Public information on healthy life styles, backed by healthy public policies, aided by rising education levels and IT, will lead to improved health related behaviour and better health in old age. 
Particularly important are research and actions on major conditions affecting the health and well being of older people for which for there are currently no effective interventions. As stated by the OECD (1998) 


“.. treatments for senile dementia, arthritis or migraine, may lead to a much greater reduction in functional limitation than  decreasing morbidity from other conditions.” 

The role of  public policy in maintaining older people’s autonomy  within the community has been indicated in Chapter 4. This is usually desired not only by older people and their families but also by health authorities seeking savings to the health care system. The OECD report (1998) also underlines this:

  “Reimbursement mechanisms designed to encourage technologies and services that maintain functional independence and avoid hospitalization are the most important policy change that could be made concerning the elderly.”
This statement could equally apply to the avoidance of institutionalization of older people for as long as possible.


Evidence indicates that it is not old age per se that is responsible for the higher health costs associated with increased life expectancy, but bad mental and physical health earlier in life that results in dependency and disabilities of all kinds in old age. This suggests that interventions to improve health earlier in the life course targetted at the vulnerable would be more effective in reducing costs than indiscriminate health promotion. 

The Costs of Health and Informal Care

There is considerable room for saving money in the health system simply by making proper evaluations of current medical interventions and procedures (Chapter 4). Evidence based medicine may not be a total  panacea but makes a  valuable contribution to eliminating expensive  treatments of uncertain and unproved efficacy and identifying best practice strategies in the rapidly expanding field of medical and health care for older people. Nevertheless  “the gap between reality and best practice seems vast” (BMJ 1999). 

Attempts to make predictions about the costs of health care for the older age cohorts is extremely difficult and even contradictory as illustrated by the complex relationship between health care spending and disability among the elderly (Chapter 4). Thus increasing numbers of  older people without disabilities might seem to  imply  lower health expenditure on average. However this could be counteracted by the higher expenditure needed to maintain good health and prevent disability (OECD 1998) as well as increasing demand for health maintenance services by older people with higher expectations (Blaikie 1999).

Increasing mortality from cancer amongst older people may be reduced by early detection and treatment but overall cost benefit is currently impossible to quantify. There is a need for evidence of benefits of all forms of treatment on quality of life for older people and their carers, as well as costs.
Mental illness and cognitive impairments are major current problems in all Member States and are predicted to rise in the coming decades (Chapters 1 and 3) . They involve high health care costs which are likely to be exacerbated if the numbers willing to offer informal, family care decreases. Evaluation of the real financial and social costs to informal family carers would enable adequate financial and support services to be implemented which could  offset some of the predicted rise in formal health care costs.  The Irish Action Plan for Dementia (O’Shea, O’Reilly 1999) is an excellent example of a co-ordinated response to the health and social care issues involved in the management of a major health problem for older people and their carers.

Quality of life
 


Socio-economic inequalities affect both life expectancy and healthy life expectancy. Social inequalities have been growing in several Member States with associated negative effects on population health including older people (see Chapter 2). Reductions in these inequalities by interventions to improve the quality of working life, housing, social cohesion, more equitable taxation,  would lead to better health and less disease and disability for the whole population, including future generations of older people. 


As discussed in Chapter 2 educational level is closely related to health status throughout life. Little research work appears to have been done on the potential for improving health in old age by educational interventions in mid and later life. Such evaluations are needed on existing voluntary educational programmes for older people and work linked education and training for older workers. The improvement in educational and income levels of those in the younger age cohorts of older people should however lead to an improvement in healthy life expectancy especially  for  women. 

The evaluation of the quality of life amongst older Europeans is an important dimension of health. The incorporation of such assessments into health outcome measures  at all levels of health care will ensure that health interventions are appropriate as well as cost effective.   

 Figure 6.1 indicates the interrelationships between the individual and social factors that generate good health and improve quality of life.   

FIGURE 6.1. FEEDBACK LOOP FOR HUMAN WELL-BEING AND ECONOMIC COSTS AFFECTING  QUALITY OF LIFE.
                  















                                


Adapted from Evans & Stoddart (1994).
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