 CHAPTER 2 

SOCIO-ECONOMIC TRENDS AND THEIR IMPLICATIONS FOR THE HEALTH OF OLDER PEOPLE


“The ways in which society regulates employment and economic cycles, provides education, assists its members in times of economic or other difficulties, sets up strategies to counteract poverty, crime, and drug abuse and to stimulate social and economic growth,  have just as much, if not more, impact on health than do the quantity and quality of resources being invested in the detection and care of illness”(Reynauld 1994) 


This statement helps set the agenda for the present chapter that is concerned with examining critical social and economic issues that have an impact on the health of older people. These may affect older people directly in terms of their life expectancy, health and well-being, or indirectly through the social funding and service support received by older people. Thus the perspective presented in this chapter looks beyond biological and individual factors in health status to examine the ways in which socioeconomic factors affect older peoples’ health. This perspective has direct implications for health promotion and health policy since it clearly implies that the social context is one of the most critical levels for effective health interventions. Whatever the different theoretical frameworks and paradigms used - actuarial, employment economics, demographic, social policy, social insurance, sociological, there is agreement not only concerning the facts of widely varying socioeconomic situations in different Member States but also that there is considerable room for flexibility and change in  social and economic structures and policies  affecting  older people. Political decisions within each Member State and at a European level, based on varying ideological assumptions and power interests, affect the income and the services that will be offered to the older generations. Current social policies are constantly debated and under review and revision. Thus making predictions based on sociopolitical trends that will have a direct impact on the health status of older people in Europe is fraught with limitations but is of central importance in  this chapter..  

Socioeconomic Inequalities and Health

Increasing standards of living throughout Europe in the last fifty years have been associated with a significant increase in life expectancy at all ages, with those in the oldest age groups having experienced unprecedented increases in both their numbers and percentage in the population . Yet the same figures indicate that this increase in both life expectancy and also  disability free life expectancy has not been shared equally amongst all sections of the European population. Despite real increases in standards of living and in longevity, those at the bottom of the social and economic ladder continue to have much worse health and life expectancy and there is evidence that in several European countries and in the USA these differentials have been widening (Davey Smith et al. 1998, Arber 1997, Whitehead et al. 1997, Kawachi, Kennedy 1997 ). These inequalities in mortality and morbidity and in healthy life expectancy between sections of populations both within and between European countries need to be examined with special reference to older age groups.  Are there any indications that inequalities in older age groups are declining or increasing and if so what are the health consequences of this for older people? Could social, political and economic interventions make a difference to their health status? 


Within the last century and a half the Member States went through an epidemiological transition whereby the diseases of affluence came to replace the diseases of poverty in the causation of mortality and morbidity (see Chapter 2 and Appendix 2). This transition was the result of a rise in the standard of living, combined with much improved public health measures and physical environment. The vast majority of individuals no longer live in absolute poverty and have an income sufficient to ensure a basic standard of living. Nonetheless data on the health status of different population groups within each country show wide variations in mortality and morbidity rates that are strongly associated with social class and income, with richer groups having better health indicators than poorer groups. (Kunst et al 1998)  There are significant differences in life expectancy of 2-3 years between East and West Germany (Deutscher Bundestag 1998). The UK OPCS population data over the decades of the 20th Century shows the stability of this gradient despite improvements in health care (Black Report 1980, Townsend et al. 1990). The same findings are supported by studies from other countries (Hertzman et al. 1994, Kunst 1995, Baecker et al. 1999).

 The evidence appears overwhelming that socioeconomic disadvantage has a direct effect on mortality and morbidity and that it is cumulative over people’s life times i.e. in older groups there is a higher excess mortality and preventable morbidity and disability than for the rest of the population (Hudson 1993, Jefferys 1996) This has been carefully demonstrated for cardiovascular disease (Davey Smith et al 1997). 


In the USA, studies on differential mortality and wealth accumulation (Attanasio, Hoynes 1995) found that mortality rates amongst those in the lowest wealth quartile are about three times as high as mortality rates among the highest quartile for households at 65 years of age and this disparity increases with age. Since wealthier individuals live longer, the average wealth level at increasing ages overstates the life cycle wealth pattern at older ages; thus the inequalities within any age cohort tend to increase with increasing age. In Germany the average length of time for which people receive pensions is longer for those in the social insurance fund for white collar workers (Angestelltenversicheruns) than for those in the blue collar social insurance fund (Arbeiterrentenversicheruns), indicating longer life expectancy of the former (Deutscher Bundestag 1998).


The improved survival of the better off and those who are more educated is reflected in their greater proportion in the  older age groups although, overall, older people are poorer and less educated than younger people. Over the next decades increasing incomes and educational levels amongst those coming into the older age cohorts should result in their better health (Robine, Romieu 1997, Kunst, Mackenbach 1994, Leigh, Fries 1994, Parker et al 1994, Boshuizen, van der Water 1994). (See Tables 2.1 and 2.2)   Evidence from the Berlin Ageing Study (BASE) also showed that among those over 70 years of age higher risk of dementia was related to lower levels of education (Mayer, Baltes 1996).

Table 2.1. Life expectancy (LE) and general handicap-free life expectancy (HFLE) at age 25 in Finland by sex and level of education, 1986. 

	
	         Males   
	
	Females 
	

	Levels of Education
	LE
	HLFE
	LE
	HLFE

	Basic
	45.7
	26.0
	54.0
	28.7

	Secondary
	48.6
	30.3
	55.9
	32.0

	Higher
	51.9
	39.0
	54.6
	37.1

	Differences higher/basic
	6.3
	13.0
	0.6
	8.4


Source: Valkonen et al. (1994) quoted in Robine, Romieu (1997).

Table 2.2. Life expectancy (LE) and life expectancy in  good health (HLE)  for males at birth and at age 65 in the Netherlands by level of education (at age 18), 1990. 

	
	     At birth
	
	At age 
	65

	Levels of Education
	LE
	HLE
	LE
	HLE

	Low
	72.2
	51.6
	13.3
	7.2

	Medium
	74.7
	59.0
	15.0
	8.6

	High
	76.7
	64.2
	16.4
	10.6

	Differences high/low
	4.5
	12.6
	3.1
	3.4


Source : Boshuizen, van der Water (1994) quoted in Robine, Romieu (1997)

In the USA Kaplan et al. (1996) found similar results when examining income distribution and health outcomes in different states. Variations within states in the inequality of the distribution of income are significantly associated with variations between states in a large number of health outcomes and social indicators as well as mortality trends. They conclude that economic policies influence income and wealth inequalities. 

Yet, as indicated by the above study, it is not poverty in itself that leads to the much higher morbidity and mortality figures of those in the lowest income groups. Research by Wilkinson (1991, 1996, 1997), who also provides a review of much of the considerable data on inequality and its relationship to health, has shown that the relationship between income and health is not a direct one, otherwise it could be expected that richer countries, as measured by GNP per head of population, would have better health indicators than poorer ones. He argues that it is not poverty or wealth in themselves which explain the differences in mortality and morbidity rates between  those in the higher and lower income groups, but the degree or scale  of  inequalities i.e. the  relative differences between the highest and lowest  in  income and social position.  He suggests that the individual’s relative place with respect to income, social hierarchies and employment, constitutes a critical psychosocial variable helping to illuminate much of the cross country  as well as national differentiation in susceptibility to illness and stress. This would explain why a country  such as Spain has relatively better health indicators than more wealthy countries such  as the UK,  where income differentials are higher and are increasing. He also demonstrates that when inequalities get larger in a society, even when everyone increases their income proportionately, then the health of those at the bottom of the social and income hierarchy gets even worse, citing the case of the UK over the past 20 years. 

One well known longitudinal study by Marmot et al. (1978, 1987), of 10,000 British Whitehall civil servants, showed that there was an age-standardized mortality over a 10 year period amongst men 40-64 years of age which was three and a half times higher for those in the clerical and manual grades than for those in the senior administrative grade, In addition it was found that there was a consistent gradient in this mortality from the top to the bottom of the hierarchy.  Men who apparently worked in similar physical environments, who were neither poor nor deprived, had completely different risks of falling ill and dying that related directly to their position in the social hierarchy. Stress levels measured in the different groups of civil servants, were higher for those at the lower levels. This increased stress caused neurological and biological changes leading to decreased physiological resilience, damage to the arterial walls and the development of atherosclerosis, thrombosis and higher risks of CHD.  

In Japan, two socio-economic explanations have been forwarded for the rapid increase in life expectancy
; the first explanation (Wilkinson 1996) points to the smaller gradient in inequality between the richest and poorest sections of Japanese society compared to most of the industrial countries, while the other suggests that the world wide improved position of Japanese society also accounts for feelings of relative well being at a national population level. (Evans  et al. 1994 ) The arguments that these and other authors present is that there is a direct link between social status and health that results in pathological changes. Individuals react to their lower position in the social hierarchy by feeling stressed, which leads to a reduction in their immune function and other stress related biological changes. Clearly there are many different social hierarchies to which people may belong but, for those in the labour market, relative income and social position at work are critically important for their health. Whether such factors continue to affect people’s health after retirement is not clear. It might be that people who experienced high levels of occupational stress throughout their working life carry the negative effects of this on their health into old age. What is clear is that there are a number of different social mechanisms in operation that cause inequalities in health and poorer health outcomes for those who are in a less favourable position in the social and 

employment hierarchies, and that it is highly probable that these persist into old age. However, there is no direct research on the effects of income or previous employment status on morbidity and mortality amongst people in the older age cohorts (OECD House et al 1990).  


There are considerable debates on the subject of the exact nature of and explanations for the relationship between health and social inequality (Judge 1995, Gravelle 1998) particularly given the variations in the patterns of mortality and morbidity in different European countries (Kunst et al 1998, Mackenbach et al. 1997). Difficulties associated with the standardisation of data at a European level means that it is often not up to date (Leon 1998), while measuring the effects of social and economic policy and health interventions on health status over time, especially for those in the older age groups, is still rare (Mackenbach, Gunning-Schepers 1997). Some authors (Bosma et al. 1999) have suggested that it is the personality of poorer people that accounts for their unhealthy life styles and poorer health expectancy. The evidence from the Whitehall study and other researchers (Wolfson et al. 1999) challenges such a perspective and supports Wilkinson’s view that it is stress, perceived powerlessness and pessimism about the future that are sensitive markers of social position which become translated into health differentials  (Wilkinson 1996, Brunner 1996). Table 2.3 indicates the major conditions affecting older peoples’ health and their relationship to social class.

Table 2.3. Morbidity and mortality in relation to social class

	Inverse social class  correlation                                       
(up to 80% higher in lowest socio-economic groups)

	Direct social class  correlation

	infections




cancers





cardiovascular diseases i.e. stroke,

hypertension/ coronary heart disease

nutritional and metabolic diseases

respiratory diseases

accidents

alcohol related deaths

nervous and mental illness

homicide
	breast cancer

skin cancer


(adapted from Wilkinson 1996) 

Recognition of the importance to health of reducing social inequalities has been exemplified in Target 2 of the WHO’s European Region’s Health 21 Strategy (WHO Europe1999) which states that “by the year 2020, the health gap between socioeconomic groups within countries should be reduced by at least one quarter in all Member States, by substantially improving the level of health of disadvantaged groups”. Many countries have already adopted strategies designed to reduce inequalities in health (Dahlgren, Whitehead 1992); how far they will be able to achieve such targets through health related policies alone is open to debate since, as already discussed, in great part it is socioeconomic inequalities in themselves which create differentials in health status between population groups. Thus the achievement of such targets require actions on a broad front and there is no evidence that such actions would have a significant impact on the health of older people within the next 20 years.    

Occupational and Employment Inequalities
Changes in the structure of employment, both in past and future decades, are likely to have significant effects on health. The decline in hard manual work and in dangerous and dirty occupations, which has characterised many modern industrial societies over the past 30 years, may not yet have made itself fully felt in the health status of older age cohorts. Costa (1998)  in a study of Union Army veterans in the USA  suggested that occupational shifts accounted for over 75% of the decline in back troubles, 25% of the decline in infectious diseases and  15% of the decline in joint problems  since 1900. Reduced exposure to infectious disease accounted for at least 10-25% of the decline in chronic conditions. Though the prevalence of chronic conditions remained unchanged since 1900, men with chronic conditions are now less disabled than in the past, when measuring disability in terms of difficulty in walking. This research provides some evidence that occupational changes associated with the decline in hard physical labour will continue to affect morbidity and mortality positively over the coming decades
. New forms of occupation related disease and disability may partly counteract these improvements e.g. work related stress, sedentary or repetitive strain syndromes. There is no current information on the longer-term effects of these conditions.

A contrary indicator affecting the present health of older people may be their earlier experiences of insecurity and unemployment in the labour market. Economic downturns are 

known to cause stress which in turn  increases the incidence of alcoholism,  cardiovascular disease  ( tripling the  risk of stroke)  and mental disorders including depression. It is not clear whether such previous experiences of stress and related physical ailments continue to affect the incidence of  depression amongst those aged 65 and older although stressful life events such as early loss of mother (especially for men) or father (especially for women) have been shown to predict depression in old age (Kivela et al. 1998). 

Race, Ethnicity and Minority Status 

The effect of minority status on health amongst older people has been poorly researched in Europe. While specific studies show the health problems associated with particular migrant, ethnic or minority groups (Hawker et al. 1999, Lloyd 1998), the causation for these differences is not always well elucidated. Dietary intake, morbidity and disability associated with their concentration in less healthy occupations and hereditary factors could all play a role in the generally worse health of minorities. However, another view suggests that it is not race or ethnicity per se which explain health differences e.g. between black and white Europeans, but rather the social inequalities associated with colour and institutionalised racism, which affect the types of diagnosis and treatment assigned to black people  (Westwood 1994) Following the argument outlined earlier by Wilkinson and others, the experience of being discriminated against and of having a poorer relative position in the social hierarchy could  result in higher rates of morbidity and mortality in this section of the population.  Thus a higher degree of social integration of minorities within European society should be reflected in lower rates of poor health. In Germany studies of the health status of migrants show that they work in objectively worse conditions and for longer hours than German workers, particularly outstanding in the case of Turks. What is unclear is the effect on actual mortality rates; those migrants remaining in Germany die earlier but, since many return home once retired, there is no data on their mortality rates there (Deutscher Bundestag 1998). 

Sociability and Loneliness


“Don’t be alone, even in paradise” Greek folk saying.

Another aspect of social life with a strong effect on health and wellbeing amongst older people is that concerned with sociability and loneliness. A survey of older people in 10 European countries found a positive association between social activity and levels of life satisfaction whereas the latter was negatively associated with feelings of loneliness (Heikkinen E. 1989). The negative effect of loneliness on health in old age has been reported by other researchers (Heikkinen R. et al.1995). The death of spouse and friends and social disengagement after leaving work or a familiar neighbourhood are some of the ubiquitous life changing events contributing to loneliness in older people. Those in the oldest age cohort are most likely to report the highest rates of loneliness reflecting their increased probability of such losses. In a longitudinal study (Abrams 1982) of elderly people in the UK, one of the predictors of higher mortality was loneliness, particularly the feeling of uselessness to others. Social participation and activity is also associated with better health in old age. A prospective population based study of over 65 year olds in the US showed that social and productive activities involving little or no enhancement of physical fitness lowered the risk of all cause mortality as much as fitness activities did (Glass et al. 1999). 


Reciprocity appears to be central in daily living, the give and take of meaningful social relationships. In a study of heart attack victims (Case et al. 1992), those living alone were nearly twice as likely to die within 6 months as those living with someone, not so much as the result of having no one to care for them, but as a result of lack of social support. Andersson (1984) undertook an experimental controlled intervention study with older women in Sweden and found that those who participated in the intervention groups reported a decrease in feelings of loneliness and meaninglessness and had lower blood pressure than those not participating. The intervention appeared to account for a decline in emotional estrangement and involved reciprocal-help (see also Chapter 3 concerning preventive strategies for depression.). 

In Germany it has been noted that the number of households containing single adults is increasing with the prediction that the proportions will also increase amongst the older population as a result of rising divorce rates (Reichert, Naegele (1999). This finding is likely to hold for many other Member States.

In discussing relational human capital i.e. personal social networks, Posner (1995) points out that older people tend to make friendships predominantly with those within the same age cohort. Thus with advancing age it is inevitable that people lose their friendship networks and that they find it more difficult to initiate new friendships and to belong to new networks. However, those with more physical, material and intellectual resources also have more social  “capital” which allows them to continue to seek out new relationships and forms of social involvement. 

At a societal level reciprocity, involvement, participation and ties of social solidarity vary between Member States, and also within regions and communities within each society (Jylha, Jokela 1990).  Feelings of egalitarianism and democratic participation in decision making and the life of the local community or the wider society are both expressed and confirmed in the work place  and everyday social life. Social hierarchies and inequalities are by no means a simple matter of income or educational inequalities.  They may be experienced in terms of the individual’s contentment with the level of democratic participation in civic life (Putnam et al 1993) and with the sense of partnership and familiarity engendered in work places or when undertaking common endeavors when the relationships are democratic and egalitarian. The post war success of modern Japanese industry has sometimes been laid at the door of egalitarian worker-management relationships (Dore 1973). However, perhaps the old rule of commensality, as both an indicator and a promoter of social solidarity, i.e. can and do people of different social or income backgrounds and of different ages eat together and share the same food, is still valid as a way of understanding and possibly even measuring social inequalities in Europe. 


The involvement of families with care and social support of the elderly differs widely amongst the Member States. EuroBarometer data for 1993 show that 65% of older people in Greece and 71% in Italy saw a member of their family every day compared with 14% in Denmark (CEC 1993); nonetheless older people in the Southern states reported higher rates of loneliness. The social expectations with which people grow up, the emphasis on individualism and self-sufficiency in many Northern European countries compared with the importance attached to sociability and interdependency in Southern Europe may partly explain these apparently conflicting results. 

New forms of social solidarity in the form of associations for and of older people have emerged strongly over the past 15 years in Europe
. Working at local, regional, national and European levels they have promoted the cause of older people. Though there have been debates on the degree to which such associations might act as a political force, a Gray Panther movement similar to that in the USA supporting the interests of older people against those of 

the younger generations has not yet emerged and there is  little evidence of this in voting patterns or in their representation within the established political and institutional bodies.(Walker, Naegle 1999)  However, these new associations are working in several ways to increase the participation of older people in society such as by  supporting  policies and activities that encourage the active participation of older people in  healthy ageing, volunteering, education and self determination. The problem lies in the membership of such organizations since there is a high probability that those with the least income, education and social contacts will be less involved in these forms of sociability. 

Gender Differences in Health

Gender differences as reflected in working patterns, sociability and life style patterns, in addition to physiological differences, have an effect on mortality and morbidity rates. (Arber, Ginn 1991) The higher life expectancy of women over men, varying in Europe from 4 to 8 years, has been attributed partly at least to the protective role of oestrogen during a woman’s reproductive life. Postmenopausal hormone replacement therapy  (HRT) for women helps prevent or reduce health problems such as osteoporosis and cardiovascular disease, although rates of use of HRT vary widely between Member States (European Commission 1997b). Of more interest is that, given the variations between countries, perhaps half of the difference in life expectancy may lie in social explanations involving the social roles of the two genders with older men having traditionally been the wage earners. However, in Germany there is no evidence that the double burden on women leads to earlier mortality in women who also worked outside the home (Deutscher Bundestag 1998).  Men’s higher rates of participation in the labour force, long working hours, an increasingly sedentary life style and the fact that they are more likely to indulge in risky behaviour such as smoking, may account for their higher mortality rates. However men report better health throughout life than women and experience lower levels of disability in old age in all Member States, though there are considerable variations (Kosarevic et al.1989). 

While married people live longer than those who are single, divorced or widowed,  married men’s  survival rates are relatively higher than married women’s (Hess, Soldo 1985). One explanation for the greater protective role that marriage has for men relates to the fact that in many societies men are more dependent on their marital relationship for friendship than are women  (Jerrome 1990). The greater poverty of older widowed women, given that the large majority has not earned their own pension, may partly account for their worse health status.  Over the coming decades, women entering retirement will have had more education than those in the oldest age groups now, while an increase in the numbers of older women with their own pension deriving from their labour market participation, may improve their income in retirement. Additionally, if more men survive for a longer period of time, then more, older, married women could have a better income in old age. Both these factors should act to improve women’s health and reduce disability. The mortality rate of older men may improve with better education and a decline in the numbers previously employed in hard physical labour. This has been assumed in projections (Jacobzone et al 1998) with reference to the need for home care since if men live longer this will help re-balance the female/male ratios, which are particularly high in some of the Member States e.g. France, Germany, the United Kingdom.  A greater number of ageing couples may translate into a decline in the demand for home care or institutional support services, especially amongst the oldest age cohorts, while also helping add to the quality of life for women currently deprived of companionship. An alternative perspective might query whether the increase in men’s survival will necessarily increase the proportions living as elderly couples or whether current trends in divorce and remarriage of men to younger women will increase the proportions of older women alone in old age. 
Carers


As already indicated, the changing nature of social institutions and social relationships, including the prevalence of smaller families and households, greater individualism and the changing roles of women, leads to questions about the future of informal family care of older people with substantial health and disability problems, particularly since the numbers in the oldest age group show the most rapid increase (Savage 1995). The reliance in many Member States on informal carers for substantial amounts of health and social care for the dependent elderly and the fear that social changes may lead to a decline in this support, has led to various efforts by some Member States to support family carers. Reference is made to this in Chapter 4. Within the coming decades the needs of those older people requiring substantial amounts of support from those of a younger generation will come up against such issues as changing gender roles, the unwillingness or inability of employed women to be full time carers and the  greater independence of older people themselves. On the other hand the increase in life expectancy of older men, the possible decline in disabilities amongst older women and  increasing incomes and educational levels  could also influence the demand for care and the supply of carers. The need to monitor the effects of social policies that support family carers, for example tax and insurance incentives, relief care and training, as well as the effects of other policies that support dependent older people, such as home care services and sheltered housing, will be important in defining the degree to which health and social care can be delivered in the community (Jani le Bris 1993).

Migration in Europe
 The issue of migration into Europe, whether legal or illegal, has two main impacts relating to the health of older people. Firstly, many migrants are now themselves ageing and require special services adapted to their cultural and social needs (Askham et al. 1993) and, secondly, many migrants are involved in the provision of care to the dependent elderly. 

The wealth and relative political and social stability of Europe have in the past decades attracted migrants from less fortunate parts of the world. Many of those who came in the earlier decades, mainly the 1960s, are themselves ageing. Countries such as France, the UK, the Netherlands, Germany and Belgium have considerable numbers of ageing migrants in their populations. Restrictions on further migration of non EU nationals into the Member States has been a policy of the past years in several countries, though very difficult to enforce. Nonetheless there are considerable variations in the numbers of migrants in each Member State, their legal and work status, and a substantive debate on whether or not Europe should exclude further migrants
. 

Yet in examining the situation of health care services for older people in Europe, migrant workers are precisely those who are most likely to be involved in service provision for the dependent elderly, whether legally or not. Such care is disproportionately provided by legal migrant doctors and nurses in geriatric units in the UK, or by illegal migrants as providers of home cares in Greece, Spain and Italy (Mestheneos 1998).  

The EU and Member State governments have been examining solutions for the provision of health and social care based on new technologies supporting independent living, e.g. robots, smart houses. (discussed in Chapter 5) This is a solution that has the benefit of supporting European industry and promoting research and development. Over the long term, in so far as this can be built into the normal life of older people, such technologies can be highly adaptive, supporting participation in society and independent living. However they do not solve the problems of loneliness and social exclusion experienced by many older people, which to some extent are alleviated by the use of personal domestic care workers.  Whether the use of migrant labour is a satisfactory solution to this problem is open to debate.  

  Labour Market Participation and Social Insurance
The two main issues reviewed in this section concern the projected trends with regard to labour market participation rates amongst those aged 45 and over, and trends in social insurance, including health insurance. Both of these issues have implications with respect to the projected adequacy of older people’s incomes over the next decades as well as to the adequacy of the health care systems operating in the Member States to meet the health needs of the elderly. As shown in Appendix 2, one way frequently used to make predictions with respect to the effects of the growing numbers of older people, is to examine the ratio between those who are working in the labour market and paying tax and social insurance contributions and those who are dependent on such contributions. This so called “dependency ratio” - whether it be of children, retired people or those not working - is a device enabling planners to discern trends and to examine the consequences if these trends continue. These projections have been used both to alarm governments and also to set in motion changes in the systems of financing social and health insurance (Walker, Maltby 1997, European Commission 1997a, Kyriopoulos et al 1994). 

The development of welfare states, to varying degrees, throughout Europe since the 2nd World War, has been seen as part of the social contract between the state and its citizens. Most national-insurance schemes have been run on a pay-as-you-earn basis with the currently employed generation funding the needs of those no longer in the labour market. The increasing numbers of those in receipt of pensions and health services and the level of insurance benefits,  in addition to escalating health care costs, are seen as factors forcing an increase in taxation and in the insurance contributions of employers and employees thus possibly contributing to the problem of competitiveness in the world markets for European products and services. The growth of both supplementary social insurance schemes and privatisation, through the support of private health and pension insurance and an increase in patients’ own contributions to health care coverage, have been significant trends in many European countries over the past twenty years. European governments have encouraged such developments as a response to the fears that the ratio of workers to non-workers will worsen considerably over the next decades (European Commission 1995). This is also discussed in Chapter 4.

A major problem lies in the employment of existing workers in the European labour market at a time of radical restructuring brought about by new technology, global forms of production in manufacturing and services and increased competitiveness. Many private and public employers have “solved” the problems of the large surplus of workers and the restructuring of labour force demand by pushing older workers out of the labour market, whether through redundancies or, for the more fortunate, through early retirement schemes. The norm of early retirement has taken hold in many European countries and there is a significant gap of 7-8 years between the de facto age at which people are leaving formal employment and the official retirement age (Walker 1997a). Individuals able to obtain adequate financial resources are seeking to leave their jobs at earlier ages, supported by professional and trades union bodies, public policies and through private insurance schemes. Despite an increase in the official retirement age in many countries, the labour market participation rate of older men (50+) has been declining
, and only since the mid 1990s did governments begin to question the wisdom of supporting early retirement schemes, with countries like Germany and Finland taking actions to halt early retirement (Ruland 1997). In contrast to the situation of male employment, in many of the Member States, women’s participation rate in the labour market has been increasing steadily (European Commission 1999b), a tendency that has partly and may continue to balance out that of men leaving the labour market early. 

 The necessity for re-thinking the current structure of employment is being pursued by various expert bodies with recommendations by European governmental and policy making organizations (Naegle 1999, Schumacher, Stiehr 1996) made concerning the necessity for promoting policies allowing flexible forms of work organization and retirement e.g. telework and part time work
, training and career opportunities for older workers, the support of self-employment or voluntary employment, in order to alter the existing trends in  retirement and encourage people to participate for longer in the labour force. Clearly such forms of policy intervention could signal a rethinking about the division between work and retirement, allowing people to work longer and to retire later in life.  While this would help the so called “dependency ratio”, another benefit would be the continued participation of older people in the work force - whether paid or voluntary. As discussed above the problem of loneliness amongst older people partly reflects the fact that they are cut off from a major aspect of social life, normally work.   It is the rigidity of current policies and systems for employment that reinforces the division between the retired and those in work. The stress and boredom experienced by many in work, the assumptions that have grown up about the desirability of early retirement and the scale of unemployment in Europe are separate issues that need to be addressed in public and employment policies and practices. Data from Germany suggest that early retirement may improve life expectancy, though not when this is preceded by long term unemployment. Thus the conditions under which people leave the labour market may be critical for health outcomes. (Deutscher Bundestag 1998).

However, in light of the increasing numbers of people aged 65 and over, declining male labour market participation rates are not the essential element in making population projections of future dependency ratios. (see Appendix 1 for population projections of dependency ratios). A decrease in unemployment rates, an increased participation of women or legal migrants in the labour force
 and acceptance of part time work and analogous tax or insurance contributions, could all radically alter the number of contributors to the tax and insurance systems, thus changing dependency ratios and solving many of the problems of the public financing of pensions and health. 

“Indeed, a return to the levels of unemployment prevailing across the Union before the oil price crisis in the mid-1970s (-3% of the labour force), allied to a continuing upward trend in the participation of women in the labour force, would more than offset the rise in the numbers of people aged 65 and over and make it easier to finance pensions in 20 or 30 years than now.”(European Commission 1995)
Within 10-15 years the retirement of significant numbers of those in the age cohorts 45-55 (baby boomers) in several Member States will also reduce the availability of labour and this could act to make employers less willing to replace older workers. (Walker 1997a and b)

Many governments have been looking for ways of reducing expenditure for social protection by adopting measures that will limit expenditure on older people - whether in the form of pensions, or health and social services. A number of countries (Sweden, Italy, France and Finland (Reday-Moulvey 1997) and the UK and Germany) have instigated reforms in their social insurance schemes which are primarily designed to ensure their viability in light of the demographic trends. A significant danger lies in the inadequate provision of health and income protection for all those who are already, and who will be, in the older age cohorts in the coming three decades. This applies particularly to those who have been unable to obtain or pay for supplementary pensions or cannot even complete their regular pension contribution years.  The role of public policy in ensuring adequate incomes for those who are retired is critical in terms of health. 

Until recently, there was no agreement amongst Member States as to the feasibility of stopping the trend towards early retirement independently of other labour market developments such as the overall demand for labour. However, the recent Communication from the European Commission (European Commission 1999a) clearly states the necessity of removing barriers to continued employment of older people and of reversing the trend towards early retirement. It can be expected that the introduction of new social and employment policies encouraging labour market participation through reforms in pension and tax systems, training and flexible working arrangements will have a major impact within the next decade on individuals  in their 40s and 50s, and to a much lesser extent on those in their 60s.

Nonetheless, the type of employment that people have may strongly influence their wish to continue working. Artists, politicians, judges, academics, administrators and others, may want to continue to work because of its intrinsic interest and their continued abilities that allow them to use their maturity to function productively and creatively into old age (Posner 1995). Other forms of work and career may require strength, new forms of creativity, speed, flexibility and high productivity, skills that are more prevalent in younger people. Additionally many older people are bored by their work and retirement offers the opportunity for them to try other forms of life style. The actual numbers and the characteristics of older people working voluntarily or part time after retirement are not generally known. 

Education, Ageing and Health
Another major issue is the lower educational levels of those currently in the older age groups in the labour force compared to those in the younger age groups. In virtually all Member States employers in both the public and private sectors are far less likely to invest the same amount of time and effort in retraining and educating their older workers as their younger workers. Thus apart from suffering from a growing relative disadvantage in a more trained and educated labour force, older workers also receive less compensation in the form of training or continuing education. If one of the keys to healthy ageing is educational level (see Tables 2.1 and 2.2), then it would seem that investing in the education of older workers would not only be productive for those still in the labour force but also for their retirement. It is true that those in the older age groups may be less motivated to learn or find learning less easy, yet  the results of investment in education may still be high if the cost benefits accruing from a reduction in disability and dependency are calculated. Despite statements by the European Parliament and the European Commission, investment in the education of older workers is still low though likely to become a political and policy priority within the coming decade (European Commission 1999a).  

Not only is investment in the education of older workers minimal, but additionally older people out of the work force with access to continuing education are few. Despite the efforts of “educational gerontology” to improve educational opportunities for older people,  through initiatives such as the University of the Third Age and the Open University, in many European countries it is still a minority that have access to, or are actively involved in any form of education after the age of 50 (Carlton, Soulsby, 1999, Glendenning, 1997). Apart from reports on pilot projects and anecdotal evidence, little systematic research exists on the feasibility of making systematic educational interventions with older people who are socially disadvantaged and excluded and subsequently measuring health benefits. 

Social Discrimination
The social status assigned to the  “arrival” of the individual in the older age groups varies tremendously within societies. It is not only modern societies which have sometimes been accused of bias towards youth; societies which have emphasized the ability to fight, to give birth and to possess a youthful appearance have also devalued the roles and status of older people (Posner 1995). It could well be argued that it is not older age, alone, which is the basis for discrimination, but this aligned with poverty, low social status and / or low educational level. While old age is associated with some degree of physical and cognitive decline, the variance within the population of older people is so great that this statement cannot be generalized.   Certainly in modern European societies few older people want to appear old. Postponement of old age and death and the retention of youthful looks and abilities has progressed in the past decades so that the social definition of old age for many people has been pushed back from the 60s and 70s towards the 80s. Being 70 years of age today is counted as “not really old” unless bad health and disability have occurred. The ageing of the whole population and the greater numbers of older people are changing the perceptions of organizations, manufacturers and commercial companies. The development of a substantive group of older people who have a high disposable income has begun to make them the targets of advertising and special services designed for them
 including recreational, medical and health services. 

 Older people are more likely to suffer from various disabilities, which may or may not lead to impairments. There is increasing evidence that it is not so much the medical condition per se but the social restrictions or handicaps placed on those with disabilities that confines, labels and excludes them socially within a deficiency model of health (see Chapter 1). While people may learn to live with their disabilities, they are often treated as ill when in fact they may be in relatively good health. One consequence is that they come to suffer from the social exclusion experienced by many disabled people; even the positivistic, medical mode of interventions associated with their disabling conditions, may not be pursued with the keenness that other forms of illness generate
 because of various forms of age discrimination (see Chapter 4). 

“Good health is then not just a matter of life style. A modern Hygeia
 would not only advise her people to be cautious of her sister Panakeia and to adopt a hygienic life-style but she would also see to it that life in the city was as creative, convivial and fair as possible.”       

                                                                                                          ( Reynauld 1994)

Key Points

	1. Social inequalities have been growing in several Member States with associated negative effects on population health. A reduction in socio-economic inequalities within Member States through the adoption of appropriate policies e.g. progressive taxation, would lead to better health and less disease and disability for the whole population, although not necessarily having an impact on the health of older people before 2020.

2. The improvement in educational and income levels of those in the younger age cohorts of older people will lead to an improvement in healthy life expectancy especially for women. 

3. Current gender differences in mortality, morbidity and disability rates will probably begin to narrow over the next decades but more research is needed into the causes of gender inequalities in health.

4. Policies to improve labour market participation amongst older people could contribute to improving their health by increasing incomes and social involvement. Since such policies are unlikely to be accepted on economic or social grounds by employers or employees within the next two decades, the promotion of alternatives to full time employment, such as part time employment, self -employment and voluntary work, should be considered.   

5.  Decreasing labour force participation for men in occupations with a high health risk will probably increase male healthy life expectancy and longevity.

6.  Increasing unemployment, job insecurity and stress at work may have long term negative effects on the future health of older people exposed to these risks. 

7. Social involvement in the life of the community and productive activities of all kinds, are important for increasing life expectancy and improving QOL in old age.  

8.  The increase in the numbers of older people with high disposable incomes, will                            stimulate the growth of  private  health related industries and services with unknown effects on their  health status. 

9.  The actual numbers and characteristics of older people working voluntarily or part time after retirement are not generally known. Research on this would help to provide a more balanced picture of the meaning and content of formal “retirement”.
10.  Little systematic research exists on the feasibility of making systematic educational interventions with older people who are socially disadvantaged and excluded and subsequently measuring health benefits. 
11.  Research is needed to monitor the effects of  social policies supporting family carers e.g. tax and insurance incentives, relief care, training, as well as the effects and cost effectiveness of other policies that support dependent older people e.g. home care services, sheltered housing,
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� Between 1965 and 1986 Japanese life expectancy increased by 7.5 years for men and 8 years for women to the highest in the world. It appears that these improvements cannot be explained by changes in nutrition, health care, preventive health policies or any of the obvious factors to emerge from individual studies (Wilkinson 1996).


� There are wide variations between Member States in terms of occupationally related morbidity e.g. farmers in Sweden and Greece have a higher life expectancy than men in many other occupations in the same country. In Greece their relatively large percentage in the population could be a major contributory factor to the relative longevity of Greek men compared with other Member States, despite high income inequalities and  relative poverty. If this is the case, then the decline in agricultural employment amongst men coming into these older age groups could be reflected in worsening mortality in the next decades.  


� Examples include Age Concern and Help the Aged  in the UK; in Denmark a third of all those aged 60 years and over are members of DaneAge, while EuroLink Age has member organizations representing all the Member States. 


� The rise in the numbers of people applying for asylum is not only an indication of the political violence and instability in their home countries, but also of the lack of other ways of seeking an alternative future by emigration from their home countries marked by poverty and insecurity. 


� The participation rate of those aged 50-64 declined from 51.3% in 1980 to 47.1% in 1994.


� Evidence exists that in France those benefiting from part time work are particularly the oldest and youngest French women: in 1995 39% of women aged 60 and over worked part time, while the increasing availability of early retirement schemes with part time work is leading to more part-time work for older men. (Global Ageing Report,1998, 4(1),4.) 


� Countries that traditionally  have accepted migrants (USA, Canada, Australia), are geographically large enough to make periodic policy decisions to accept more young adult migrant workers into the legal labour force, thus “improving” the dependency ratio. 


� Though perhaps it is realistic of skin care product manufacturers of  antiwrinke creams never demonstrate them on models over 65 years of age.


� Deafness, for example, which is prevalent amongst older people is often managed  by poor quality hearing aids. More general  forms of social support such as TV teletext, written telephone text, vibrating phones are also not fully developed. 


�  Asklepios the ancient Greek god of health had 2 daughters - Hygeia  taught the Greeks that they should live moderately in all things to remain in good health which was the natural order, while her sister Panakeia,  was the healing goddess using drugs to cure.
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