CHAPTER 4.

HEALTH SERVICES FOR OLDER PEOPLE IN THE EU.

“Ultimately the issue of health services relates to political and moral values and the priority given to social justice and equity.” (Saltman, Figueras 1997).

Introduction
This chapter is  designed to indicate some of the major issues  in  health services as they apply to  older people in the coming decades. Reforms in the organization of  health services in the European Union have been underway for a number of years primarily as a result of attempts to contain growing health expenditure fueled by the introduction of more expensive technologies,  larger numbers of older people with health problems, and patient and professional demands for a better quality service. The question arises as to how far such health expenditures can be controlled and limited without affecting older people’s health? How far can we use the projections for demographic ageing and trends in morbidity and disability  to examine the future needs for health services? Can we make a better allocation of health resources in line with the needs of the older populations in the Member States? Can we obtain better allocative efficiency in health  services without reducing access? 

Specific national  socio-political and economic  factors have defined the availability and organization of health care services in the various Member States. The two main funding principles behind the health service systems are roughly divisible into that of the  social insurance model, as implemented in France and Germany , based on sickness funds, and the national health models, as found in Sweden and  the UK, funded on taxation. Spain  and Greece have  health systems based on the NHS model though these are at present only partially achieved. Yet even between countries within the same funding model there are still considerable variations.  Thus the role of general practitioners, primary care, regional centres of excellence and management capacity to cite just a few areas involved in health services, vary substantively. As a result the actual experiences of older people with health services in terms of use and access, of quality and satisfaction, and indeed of outcomes, is not standard. The presence or  absence of  specialist geriatric services or geriatricians in Member States does not have any obvious effects on morbidity, given that many other variables intervene in health outcomes. There are also large differentials between MS in  terms of personnel, specifically the oversupply of doctors and under supply of nurses in the Southern Member States   and in the availability of general practitioners and primary care staff to provide continuity of care,  important in the management of health and illness in old age, although there is little consistent evidence to justify this widely held opinion.

Trends in resource allocation, service use and health outcomes.
The  main demographic trend towards population ageing  in Europe (see Appendix 1)  has been the concern of European governments for the past twenty years and has led many countries to review the organization of health services with the aim of improving efficiency in  service delivery and containing health expenditure. However OECD data indicate that the increase in health expenditure that has occurred in the past three decades is more closely related to increases in national income per person  than to other demographic factors such as population ageing (OECD 1993). Thus the less well off countries now spend amounts on health that are broadly in line with the amounts spent by the better off countries when they were at similar levels of national income (Fahey 1995).  Moreover it should be noted that  high health service costs, especially for acute care,  occurs mainly in the last 12 months of life (Scitovsky 1988, Garber et al. 1998) irrespective of the actual age of death. However given the increased longevity in Member Sates, this high cost is incurred predominantly at increasingly older ages. Thus the greater health expenditure associated with the increase in life expectancy  occurs because people use  health services for a longer period although not necessarily with any increased intensity especially in relation to expensive hospital care. In Member States which experienced the baby boom (see Appendix 1) there will also be an age cohort effect as the larger numbers will lead to an increase in overall service use. In a USA study on the effects of future demographic changes on Medicare expenditures the authors (Lubitz, et al 1995) noted that the expected increase in expenditure on Medicare arose not so much because of the greater longevity of those aged 65 and over but far more because of the substantial increase in the absolute numbers of elderly i.e. the baby boomers.      

The relationship between health care spending, health needs and health outcomes is dependent upon many factors other than simply supply and demand. In a recent OECD report (Hemmings 1998) the authors underline that caution has to be paid to the assumption that there is any correlation between improvements in health and health care spending since improved health may be obtainable through better life styles and access to appropriate technologies. A study by Skinner and Wennberg (1998 ) compared inpatient Medicare spending in their last 6 months of life in 306 hospital referral regions in the USA and found that the considerable spending differences between regions were unrelated to any underlying variation in health levels in the different regions. There was no evidence that higher health care spending levels increased regional survival rates following acute conditions like stroke, (see however Chapter 3) heart attacks and gastrointestinal bleeding. Nor does it appear that increasing expenditure on health care  is associated with corresponding increases in longevity,  based on USA evidence on spending in the different states (Cutler et al. 1998).

The diseases that cause death are frequently not those that are the most costly to the health services or to the individuals: chronic conditions or disabilities, even of a minor kind, cause much suffering and  substantially  affect the quality of people’s lives thus precipitating increased demands for health and care services. Thus in making decisions about the allocation of health care resources, information on the costs of chronic diseases to individuals and to health care systems have to be evaluated. Thus older people are known to “consume” a disproportionate amount of  health care services estimated as 3-4 times more than would be expected from their proportion in the total population (Gibson, Fisher,  1979, Gelfand, Olsen, 1980) although there are wide variations according to the services examined.  In Ireland over 65 year olds have more than twice as many GP visits as the population as a whole and the usage of health services generally tends to be particularly high among those aged over 75 years (Nolan 1991). In a study of the use of the accident and emergency department of a large Athenian general hospital by over 70 year olds, this age group was found to attend the department with over twice the frequency of other age groups and was also far more likely to be admitted and to be referred for another opinion (Triantafillou, Mestheneos 1994).  A large study of over 10,000 community living older people in 11 countries including 7 of the present Member States (Heikkinen et al. 1983, Waters et al.1989) showed, as might be expected, wide variations in patterns of service use between the areas, with women, non married people and older age groups reporting overall higher use of services. Lack of social support was also associated with increased service use in some age groups and areas. However comparisons between younger (60-74 years) and older (75-89 years) age groups in visits to and from  doctors and nurses showed only a small age related increase more marked for men, with older women in some areas reporting fewer visits than the younger age groups. Physiotherapy services were used more by the younger age groups. Rates of hospitalization were again only slightly higher in the older age groups and were higher in men than in women. Length of hospital stay varied between regions, with longer stays in some areas e.g. rural Greece, possibly reflecting lack of alternative long term facilities, but with no relation to sex or age. However there was a highly significantly increased use of services by those with poor self rated health and poor functional ability as compared with those having good self rated health and good functional ability. Thus age per se may be less useful in predicting service use than other factors such as self-rated health, number of diseases and functional ability. Nevertheless the availability and accessibility of health services influences their use by older people; for example the very sick may not be referred for services  or services may be physically inaccessible. More recent data from the OECD (OECD  1998) comparing average length of stay in hospitals of all kinds, gives a spectrum for the EU Member States ranging from approximately 7 days (Ireland) to just over 15 days (Luxembourg). This probably reflects the wide variety of establishments, both public and private, offering varied levels of medical care rather than actual differences in health status between Member States. The share of the population aged 65 years and over in formal long term care institutions varies between 2.9% (Spain)  to 7% (Finland ) although there are no reliable data for Greece and Portugal. Again the data must be interpreted with caution due to the wide variety of such institutions between countries (Jacobzone 1998).

The assumed relationship between higher service use and higher health care costs  for older people needs to be examined with great care since  most studies include the high costs incurred during the last year of life. Additionally high health care costs are disproportionately accounted for by those of all ages with certain chronic conditions needing long term care,  including long term mental disabilities and degenerative neurological conditions. The survival of more people with these conditions into old age will increase  health expenditure in the next decades.  A recent OECD study (Jacobzone et al 1998) suggests that there are selection effects in costs, with the “more expensive” deaths of more disabled older persons occurring in their 70s, while pure health care spending for the remaining very old population may not be as high as originally estimated and assumed.  One of the major problems is that people of all ages who have bad health, need and use higher levels of health services with an associated higher expenditure during their lives. Thus in a study of the Medicare system Garber et al. (1997) found that despite the higher mortality of those using medical services heavily in the USA, i.e. those with bad health, such people were also likely to have had higher than average expenditures in other years, even for up to  9 years prior to death. These findings indicate again that it is not old age per se that accounts for increasing health costs, but the increased survival of people with bad health into old age. 

One way of examining the allocation of health care is in relation to the burden  of disease. Meerding et al (1998) examined the determinants of the demand for health care resources caused by different types of illness in the Netherlands. They found that costs rose slowly throughout life and that from age 50 to 95 they rose exponentially with the top 5 areas of health costs being mental retardation (sic), musculoskeletal disease (arthritis and spinal disease), dementia, heterogeneous mental disorders, and ill defined conditions. Stroke, all cancers and coronary heart disease ranked 7th,8th and 10th respectively. In the oldest age group, 85 years and old, mental retardation or dementia is first  in terms of health costs, followed by stroke and accidental falls mainly due to the cost of hip fractures.  Thus a large part of the health care budget is spent on those in old age with mental disabilities who need long term nursing care. Despite the differences in health care spending in MS where many of those with mental disabilities are cared for in the community or their families, it could be argued,  given the improved survival rates of those with mental retardation (learning difficulties) into old age and the general increase in those with dementia and other mental disabilities,  that public and private costs will rise in the next decades as the population in the age cohorts 45 years and over grows older.
 The finding that there are higher economic costs for women arises  from their longer life expectancy and also the higher probability that they will develop  disabilities, including mental disabilities.  The fact that they outlive their husbands also means that the number of potential informal care givers is reduced; this is reflected in women’s  higher prevalence in nursing and residential homes  as well as their greater need for home support services throughout Europe. A British study by the Medical Research Council (MRC 1999) of the prevalence of physical and cognitive impairment in 10,377 over 65 year olds attempted to relate disability to care and support systems. It found that 11% of men and 19% of women were disabled with 38% of these being  cognitively impaired.
 Of the disabled group 3% were independent, 14% needed care less than once daily, 62% needed care at some time every day and 21% needed continuous care and supervision. 56% of institutional places for the disabled were filled by people over 85 years and 79% were filled by women. However even in the most dependent sub-groups the majority of disabled elderly people lived in the community supported by informal and formal caregivers. This study and others (Bonneux et al 1999) of the prevalence of cognitive impairment in older people indicate that these will rise for the next three decades substantially increasing the needs of this dependent  population for social and health care. Thus even if severe physical disability is reduced over the next three decades, which appears to be a general trend in the developed countries, overall health and social care needs will not be reduced unless effective treatments or interventions for cognitive impairments  become rapidly available.


The amount of the health budget spent on the main fatal diseases is relatively modest: all cardiovascular diseases and cancers, causing 67% of deaths, accounted for only 17% approximately of all healthcare costs.
 This study is more comprehensive than the various US Medicare studies, which show decreasing health costs at oldest ages, since the latter do not include long term home care costs for the elderly or costs of care in residential and nursing  homes. Studies in the UK,  Australia and Canada  show similar cost patterns to that in the Netherlands  but with lower shares for mental retardation and dementia - this is because they sometimes excluded long term psychiatric care. The incomparability of international data underlines again the point made in Chapter 1 that there is a need for specifically designed cross national health measures and indicators which must cover all the elderly population, both the community living and those in institutions of all kinds.  In general there are problems in taking accurate stock of health care and health care costs since informal health care still plays a major role in the support of the mentally and physically ill. Declines in family care or greater availability of public or private facilities could lead to the doubling of health related costs if care was done 

professionally (O’Shea, O’Reilly 1999).

Disability of all kinds is the main reason why people use health care services. Murray and Lopez (1996) made estimates in 1990 of the main causes of disability in the developed world;  they calculated that  mental disorders (including dementia and hereditary disorders of the central nervous systems) accounted for 35.5% of life years lived with disability. In the Netherlands the same disorders including congenital disorders accounted for 28.4% of all healthcare costs (Meerding et al.1998).  In an OECD study (1998) projections were made on the potential demand for long term care services   for the elderly in relation to the impact of age-specific disability trends in selected OECD countries for which some long term data was available.
 They made two projections, one based on the assumption that there will be stable rates of disability and the other reflecting the observable rate of decline in severe disability in these countries over 5-10 year periods. Gains in the second group were reported as being more striking for men and amongst those aged 65-80 years.
Health Service Reforms
Major aims in health service reforms include reviewing the relationship between the financiers of services  and the providers of care,  and the establishment of effective  incentives for achieving a better use of the available resources (European Commission 1995). Health service reforms across Europe began in the mid-1980’s. Policy debates and changes at the micro and macro levels in the various health systems reflect the differing values and culture across the countries of the European Union. Specific trends in each country’s sociopolitical and economic arenas in combination with global influences related to developments in technologies and consumer involvement in health, have steered health decision-makers to formulate national policy initiatives. In addition to all these forces shaping European health reforms the demographic trend of the aging of the population is proving to be one of the major concerns and challenges to policy makers in terms of the potential increased  demand on health services. 

According to a study completed recently by the World Health Organization’s  Regional Office for Europe (WHO 1997) reviewing health reforms across the European region, the policy responses  consist of four broad themes. These do not necessarily reflect completed reforms in every country but they do underline common challenges for policy makers and  include 

· the roles of state and market, 

· decentralization ,

· patients’ rights, 

· the role of public health

Each one of these main themes and related sub-themes affect current and future strategies with respect to the health needs of older people. It is important to highlight and comment on some of the components of these main themes since they will  be influential factors in shaping health services for older people during the next 25 years.

The first theme, on the role of the public, private and not-for-profit sectors, concerns the funding, operation and overall management of the health services. There appears to be some agreement that the private sector should play a role in health care but indecision as to the extent of this role and the organizational and funding schemes to be instigated. The issue of resource allocation is central to the planning of such schemes. Effective and efficient allocation of scarce resources is an integral part of the debate “state versus market”. Though there is no single concept of a market , a variety of market-style mechanisms are used to introduce components of a private sector. To what extent these changes in the provision and delivery of health services will meet the increasing demands for health services  of the elderly is unknown. With the growth of the private sector and increasing patient choice for services,  it is clear that older affluent Europeans will play a central role in the purchasing and utilization of such services. Older Europeans with limited income will have to be protected through schemes requiring no additional out of pocket expenditures for their health care. The part played by Non Governmental organizations (NGOs) in the provision of both health and social services for older people varies widely between Member States but may be an increasing element. Voluntary services may be  supplementing inadequate services or may provide  innovative forms of health and social care e.g. the hospice movement in the UK.  The development and future funding of relevant voluntary services and their collaboration with the state health and social services  is likely to be a significant factor in the future management of health services. 

The second main theme in current European health policy reform is decentralization, with the aim of improving  efficiency in service provision.  This involves decision making for the planning and delivery of health services being undertaken at lower levels of administrative authority. Regions, local governments, service providers, consumers and the general public are called upon to participate in setting priorities and making decisions about the best mechanisms for the provision of health services. The setting of health targets helps to realign health service provision to suit local needs, taking into account  efficiency, standards of care, relevant costs and patient choices. This may involve reassignment of many services from the large acute hospital setting to primary health care centres or other intermediate care facilities; however larger business and professional interests may limit developments in this direction.  
The third theme of health system reform is related to patients’ rights and its key element of citizen empowerment. Throughout Europe the voice of the patient is getting louder in making decisions about choice of provider, clinical regimes, and policy debates. Issues of accountability of  service providers and the confidentiality of information are central to patients’ rights. The increasing numbers of the elderly may mean their greater representation in the decision making process. In the USA a major lobby group for  the elderly population,  the Gray Panthers, has significant influence on health policy makers in promoting the health needs of the elderly. In Europe similar groups are slowly coming together to represent their needs, although with little evidence of their effectiveness at present. It is unclear whether  the voice of older people in Europe will become stronger in the future and thus able to affect decisions in both the  public and private sector.

 
The fourth theme concerns increasing the role of public health. It has long been established that the level of spending on health services is unrelated to the  health status of the population.  The health service sector is only one contributory factor in health status  (Evans, Stoddart 1994);   significant contributions are made by other sectors including education, housing, employment, and agriculture (see Chapter 2). Initiatives in intersectoral participation in health policy reforms may be significant in the health of older people (WHO 1991). For example, changes in employment practices such as part time work and early or late retirement schemes could have an effect on the health status of the elderly. Innovative developments to promote self sufficiency in the homes of older people and easy access to home health services and community needs such as shopping,  entertainment and exercise centers could also enhance health status. 

Trends in Health Service Reorganization. 

a.  Primary health care services

The principles of primary health care, as defined in the 1972 WHO Declaration of Alma Ata,  have gained support across the European Region as reflected in the incorporation of key elements of primary health care in the health care system. These elements, which include intersectoral collaboration, health promotion, community participation, and appropriate technology and cost effectiveness,  are very important in the planning and delivery of health services for older people. Many countries across Europe have taken decisions to strengthen their primary health care services. Even though many strides have been made in developing the primary health care approach to the provision of services (Heikkinen 1989), a reorientation of health services so that primary health care is at the core of the health system is still the challenge in the continuing process of health care reform in Europe. This is evident in many countries in Europe when looking at the limited contribution primary health care services have in providing care for the elderly when compared with secondary and tertiary care services.

Countries which have given control of health delivery resources (United Kingdom, Finland, Sweden) to primary health care are seeking to give PHC the lead in the decision making process in the appropriate provision of services. Though these efforts are being met with resistance within the health care community it is important to critically assess their contribution to equity in service delivery, quality and satisfaction  with care, and the continuity of care, a particular need in the health care of the elderly.  The integration of services is the key to the primary health care approach in the provision of care and constitutes the fundamental element in providing quality care for the elderly.

Key interventions for maintaining good health in old age, discussed in other chapters, are the cornerstones of primary health care services. These include health promotion  and prevention, and health education. Success in such interventions is highly dependent on the primary health care approach in which health professionals are called upon to work in collaborative teams, providing a multiprofessional approach to health. It is such a combination of knowledge and skills provided by a variety of professionals which is essential to changing health behaviour. The primary health care setting is conducive to such professional interactions and the elderly are able to benefit considerably from such services. Since primary services are normally provided in a highly decentralised way there is a danger that they can lead to other kinds of inequalities in the care of older people. Hence there is a need for standards in service provision and careful and comparable data exchange.

b. Secondary  health care services -  acute hospital care

In all Member States there has been a discernible trend for the numbers using acute hospitals to rise  while at the same time the number of beds and the  length of stay in acute hospitals  declined between 1980 and 1993  (WHO 1998). The reasons for this relate to a number of factors such as  cost containment measures, new anaesthetics and operative techniques. Nonetheless hospitals still  consume between 45%-75% of all resources for health care in the WHO European region, though this also has to take into consideration that the total expenditure on health varies from over 5% to nearly 10% of GNP in the Member States.  However  acute hospital care for the elderly constitutes only a relatively small part of overall healthcare costs for the elderly ( OECD 1998) . 

In many Member States the controls instituted on hospital budgets in an attempt to deal with rising health care costs, has been partly responsible for the move towards the deinstitutionalisation of care for the elderly and a reorientation of medical services  to the home. Thus there was a  reduction of somatic (sic) hospital beds (excluding mental illness) in Sweden by 25% over a five year  time period (Cates 1993).  In making any cost evaluation of the gains from the reduction of hospital beds, it should be noted however that home care services, specifically for those needing considerable amounts of home health care, do not necessarily work out as a cheap option. 

There is evidence that those with dementia are more likely to use acute hospital facilities even if they subsequently go  into other forms of care, while additionally they  spend more time in hospital  and consume more hospital care resources than people without dementia for comparable treatments (Lee, Harris, 1993).

In terms of  future trends in health care, the growth of day care surgery, the relocation of nursing care back into the home, the introduction of new technologies both in the home and the hospital, will radically change the structure of the hospital away from its mainly 19th century foundations. 
c. Tertiary health  care - long term care and rehabilitation

The cost of long term care depends on the degree to which intensive and expensive medical facilities are required or provided. In most cases, except for those with very high levels of disability, home care services tend to be both cheaper and preferred by older people. Denmark and Sweden developed a high rate of  nursing home use by elderly people, but have accompanied this  in more recent years by increasing the provision of full home care services or adapted, special housing. Since the latter have not proved less costly, increasing attention has been paid to  other methods of supporting self-care and independent living (Cates 1993); this is what many older people desire and  is a more satisfactory policy choice  in terms of quality of life (Hughes et al. 1987). However the  variation in the percentage  of older people using  long term care facilities (from 0.6% to 6% of those aged 65 years and over in Member States ) as well as the level of mental and physical dependency  in the older population explains many of the variations in the overall costs of  care. Only for a few dependent persons is the cost of community care greater than the average cost of residential care (Snell 1985). 

The cost impact of any changing trends in disability rates among the elderly will depend on national and local institutional arrangements for long-term care  services and the balance between  public spending on formal home care and institutional care, which already  differs widely between countries. Thus while the improving health of older populations is important, its effects on public finances is much less clear cut. The expenditure on care provision for the dependent elderly is estimated to vary between 1 and 3 per cent of  GDP in OECD countries for which data is available (Jacobzone 1998), public expenditure accounting for between 0.6 to 2-3 %. Lower levels of expenditure are found in southern Europe and higher levels in Scandinavian countries and the United Kingdom. Expenditure is difficult to estimate for organized in-home help services, since many are paid for privately and in addition such forms of support represent only  one fifth of total care resources available to and used by  the frail non-institutionalized elderly (Jacobzone et al 1998). In the same OECD report they suggest that the interplay between demographic changes, changes in rates of  serious disability, existing provisions and spending levels and trends in deinstitutionalisation make it very difficult to provide a clear cut answer as to the long-term care spending share of GDP that will be incurred in OECD countries over  the coming three decades. For example, in the  US, excluding the possible marginal costs incurred as a result of heavier levels of disability in nursing homes, costs are projected to remain stable or decline slightly. In contrast, because of less favourable trends in disability,  Canada will  experience only a moderate reduction in health care related costs. Given the relatively  high proportion (3%) of GDP currently being spent in Sweden,  expenditure increases will probably  remain moderate, due to falls in disability and to deinstitutionalisation . Cost increases in the UK  may  be limited  as a result of only moderate demographic increases in the ageing population. In contrast France will probably  experience a large  increase in long-term care spending given an increase in disability in the institutionalized population combined with no measures towards deinstitutionalisation and few subsidies for cheaper  home care services. They are also  cautious in  making inferences on  the way that improvements in health, obtained through spending on new technologies, will affect future costs (Jacobzone et al. 1998). 
 In the USA, empirical work by  Lakdawalla  and Philipson (1998, 1999) examined the interaction between economic forces and the stocks of healthy and frail persons in a population and how these govern the supply and demand  for care. They suggest that the increase in healthy old people and in particular healthy males, may help reduce the demand for market care e.g. long term care in nursing homes, which is disproportionately used by older women,  since it increases the supply of family care-givers which substitutes for market care. The availability of  informal carers represents a major factor in making projections on  needs for home care services (Beland 1985) . However work in the UK on trends in institutional residence among older people 1971-1991 noted that despite the progressive contraction of publicly funded residential and community services between 1985 and 1993 in what appeared to be an attempt to encourage informal home care, in fact there was a huge increase in publicly funded places in private nursing and residential homes. As a result  7% of those aged 65 years and over are now in institutions of all kinds with no reduction in costs to the public budget (Impallomeni, Starr 1995). As suggested in Chapters 1 and 3,  the increasing numbers of those with cognitive impairments over  the next decades makes it important that accurate projections are made on the probable needs for institutional care and health service support for this group of older people. However since the basis for sampling  taken in different studies has varied widely, projected  rates of institutionalization  have also varied  from 20% institutionalization after 1 year  rising to 70% over a longer period. The availability  of facilities in any case strongly influences rates of institutionalization. 

The relatively high costs to public expenditure of long term care, which  in the UK is estimated to account for 3.6% of  GDP (Bone 1995)  with projections reaching as much as 10.8% by 2030 (Nuttall et al. 1994), has led to a debate on whether this kind of expenditure can be reduced without increasing the risk to older, dependent people . As Melzer D. et al. (1999) point out,  even amongst the most dependent subgroups the majority live in the community supported by formal and informal caregivers. Thus which policies are adopted on public funding could influence the choices made by older dependent people and/or their carers, such as  whether to go into long term care, to stay at home alone, to move in with others, or to move into various  forms of sheltered accommodation.

d. Community health and social care services and informal care. 
As already outlined above there are significant variations in community health and social care services both within and between Member States. The availability of choices in the provision of care as well as cultural and economic factors affect patterns and the willingness  of  family members to provide  informal care (Savage 1995). Demographic data show that there are fewer children and  siblings available in successive generations to care, that women’s greater participation in the paid labour force means that caring carries a higher opportunity cost, that  the age of those needing care is increasing and so too is the age of those who can provide the care. These facts  have implications for the substitutability of family care by or with public and private care services. Evidence suggests that higher incomes or a better supply of public services for the elderly can permit some family members to choose not to supply full care for their elderly relatives (Maeda 1987, Jani-Le Bris 1993). Longitudinal data from a sample of disabled elderly people in the USA, which investigated the substitution of formal services for informal care over a seven year period, found that substitution was related to the limited availability of informal carers or  temporary substitutes, but the net effect was to allow older people to remain in the community (Tennstedt et al 1993). The large differences at both regional and inter country levels in  the provision of residential care services, home care services or alternative housing facilities makes the reality of choice for family carers dubious. In many Member States the move  to government support for family carers may be considered positive. The UK  in 1975 started  providing benefits for single carers which were  extended to married women in 1986. Similar rights were given in  Ireland in 1990, Germany in 1995, Finland in 1989 while   in Sweden, Denmark,   Italy, Greece and France  more limited benefits were conferred. There is still no provision for the public support of informal family carers  in Spain, Luxembourg, Portugal, Netherlands and Austria. The effects of government financial support, including social security benefits, on decisions to care by informal family carers is not clear but is most likely to  have a positive influence on poorer sections of the population and the unemployed.   

e. Health and social care divisions. 


As suggested earlier in discussing the allocation of costs, public policy and services which make an administrative and financial   distinction between health and welfare services may lead to sub-optimal decisions in care based on cost transfers rather than patient needs; more seriously there can be a lack of coordination between social and health services. This frequent division between health and social care sectors which varies widely both between and within Member States, is a major problem in discussing health care services for older people. It has significant implications for the organization and funding of services as well as for the costs to dependent older people themselves. Thus in countries such as the UK the care of dependent older people may be covered entirely by the state health services or by the Local Authorities or by personal contributions, depending on local care arrangements, the assessment of care needs, and the older person’s ability to pay. This can lead to a situation where there are financial incentives to increased dependency and disincentives to improving the level of autonomy in the older person. To address this problem some countries e.g. Scandinavian countries and Austria, have organized their social and health services to meet the needs for care of their dependent elderly and only a few countries e.g. Germany, have chosen to develop a specific social insurance program of care (Jacobzone et al 1998) although this has recently been proposed also in Ireland for the funding of services for dementia care (O’Shea, O’Reilly 1999). There could also be a case in the future for funding services to the elderly in three parts:

· health care proper

· pension expenditure

· expenditure to allow the elderly to remain independent in their daily lives

Thus modest savings on health spending would make it possible to increase substantially the spending on day to day care for the elderly. Likewise an adjustment to pension systems could be perceived as being less painful if it made it possible to preserve a satisfactory level of care, eliminating a potential risk against which older people would no longer have to self insure. Long term care policy should also be harmonized with health reforms in order to support the best mix of health and care giving elements (Jacobzone et al. 1998).

Cost containment 

Health service reforms during the last two decades are a response to the escalating costs of health care,  developments in health technologies, changes in disease patterns, and the ageing of the population. Resource scarcity is a global concern with its implications for the health sector. European health reforms have adopted a variety of cost-containment strategies to restrict health care spending to predefined limits. Such strategies seek to have an impact either on the supply or demand side of health care (Abel-Smith, Mossialos, 1994.)

i) Demand measures
Though there has been a degree of convergence in the cost containing measures each European country has adopted, the specific methods used vary according to the organization and funding mechanisms of each countries’ health care system.  Nevertheless there is no apparent trend in any European country to stop the public provision of basic health care for those in need. This is important since cost sharing is the main measure of demand oriented  interventions with its self-evident implications for the low income older populations.

If there are no significant changes in reducing costs incurred in giving care to patients with mental disorders (dementia and other mental disabilities), as the population in the age cohorts 45+ years and over increases,  it can be projected that health care costs will increase for this population group. Cost containment measures tailored to this segment of the population, along with developments in heath care technologies (See Chapter 5) which reduce the cost burden of these diseases, are approaches which may help to contain overall health   costs. 

ii.) Supply measures
Supply oriented measures have been more successful in making an impact in containing costs. Such measures include the introduction of competition, setting global budgets and  introducing more effective delivery patterns. Supply side measures though more successful in containing costs, have specific effects  on  health services for older people. These so called substitution policies involve  a reduction in the number of hospital beds which is compensated for by the development of other health services for the elderly. Such substitutions include increasing  day surgery, expanding home care services instead of expensive inpatient care, developing innovative less costly units for the chronically sick or for convalescent patients. Thus cost containment measures instituted in hospital care in several countries have helped to deinstitutionalize the care for the elderly and to reorient medical services to the home. 

 Cost containment through improving healthy ageing 
There are indications that the elimination of fatal diseases could  increase healthcare costs; Bonneux et al. (1998) examined the population of the Netherlands and devised a synthetic life table cohort, expressed as lifetime expected health care costs. They showed that the elimination of fatal disease such as coronary heart disease, cancer or chronic obstructive lung disease would increase health care costs and that only the elimination of  non-fatal disease e.g. musculoskeletal diseases and mental disease, would see any major savings in health care costs. However as suggested in Chapter 3  while there is much evidence for the effectiveness of prevention in reducing cardiovascular disease  and some cancers, only a few non fatal diseases e.g. osteoporosis, are potentially preventable or treatable. As yet “expensive” diseases  such as arthritis and mental disorders remain non preventable and largely untreatable, with negative effects on  quality of life. 

 Future strategies for health cost containment 

Thus there  are four possible   strategies which can be used by governments  in dealing with the currently increasing costs of health care in the public sector:

· by increasing financial resources through higher taxation or social insurance contributions;

· by decreasing the demand for or access to services  e.g. through rationing, making people pay some of the costs,

· by improving technical or distributive efficiency i.e. influencing the supply of services 

· by increasing basic research  on major disabling conditions. 

While the first is a matter of political and social decision, fears about European international competitiveness make the solution of higher insurance contributions an unlikely one (EC 1999). In the second strategy there is already evidence that cost sharing for those on low incomes is a real deterrent in using health care services and thus, on the basis of equity, not a preferred solution (Pownall 1999). The fourth strategy involves higher short term investment in basic research as a way of providing scientific understanding of causation of chronic disabling diseases with the aim of formulating effective prevention and intervention strategies. However the unknown time scale involved in this  form of investment makes it difficult for governments to rely on scientific solutions in the immediate future. (see also Chapter 5)   

A more immediately attractive strategy appears to be the third option i.e. establishing budgets for the health system and each subsystem based on health targets and resource limits. There are various  difficulties that arise with this however. 

· There are problems in allocating expenditures rationally since  only 20% of medical interventions have been evaluated in clinical trials (WHO 1997). Additionally some clinical interventions result in poor health outcomes.  This has led to a variety of activities related to trying to develop rational evaluation mechanisms, including health care technology assessment, evidence-based medicine, outcomes research and quality assurance (Sackett et al. 1996); these have been termed the  Outcomes Movement whose activities also include  the dissemination of evaluation results and a research agenda to examine the gaps. However it is still true to say that  currently there is  no systematic  way in many Member States of  monitoring the types and varieties of treatment and interventions provided by clinicians (House of Commons 1995, Jenkins 1994).  Quality is measured in different ways - from structure and facilities, (trained staff) to process (adherence to good practice) and outcome (the extent of achieving the treatment’s objectives including quality of life measures). 
· Evidence already exists that  cost increases in health care may derive from the use of more expensive technologies which are promoted by professionals and by the systems of  health care funding. McLellan et al (1994) in their work in the USA on the effectiveness of more technologically intensive procedures (cardiac catheterization, angioplasty and by-pass surgery) for coronary heart disease  Medicare patients, suggested  their use could be reduced by about one fourth without any adverse consequences for mortality. 

· Pharmaceutical expenditure in Western Europe represents between 10-20% of total health care expenditure - a figure that has been increasing more rapidly than total health expenditures  during the  1980s and early 1990s; this rising expenditure is accounted for by  increases in volume and more expensive treatments. Though the higher costs of pharmaceuticals may be the result of better treatments that are available to larger numbers of people with health problems e.g. depression (Chapters 1 and 3), the intensive promotion of new expensive drugs, with various “incentives” to doctors to prescribe these, does lead to inappropriate and over prescription. There is resistance to the wider adoption of  Recommended Drug lists, but this appears to be one of the only ways in which governments can deal with the pharmaceutical companies and control prescribing habits without deterioration  in   health care outcomes. In some cases greater control over prescription could reduce the incidence of iatrogenic disease. (see Chapter 3) 

· There are problems in measuring the effectiveness of health care outcomes and medical productivity. While it is known that CV mortality has declined over the past decades and that the health of survivors is better, the costs of achieving this improvement have been very high e.g. in the US there is a 4% annual  increase in the amount spent on cardiovascular disease for  Medicare patients. Cutler et al (1998) reviewing studies done over the past 15 years indicate that the interventions most responsible for reducing mortality for heart attack patients are mainly pharmacological  (aspirin, beta blockers and thrombolytic drugs) and to a lesser degree due to invasive procedures (by-pass surgery, angioplasty).
 They also note that “secondary” prevention and individual risk reduction are significant factors in reducing mortality. However more intensive medical treatment has seen increased costs. Life expectancy after a heart attack rose by 8 months between 1984 and 1991 while the cost of treatment rose from $11,000 to $15,000; the authors calculate on the basis of the dollar value of a year of life, that there was a significant economic gain when money was spent on heart attack care as opposed to spending the money on other interventions. They also demonstrated that the introduction of cost conscious managed care in Health Management Organizations did not mean worse care for patients but simply that the costs were less  than those incurred  under traditional insurance indemnities. Although these results pertain to heart attack care, it does provide some insight into how productivity and costs in medical care  can be managed. 

· The reallocation of costs between different sections of the health and welfare services does not necessarily reduce overall expenditure. Garber et al (1998)  examined the use of different services by dying Medicare patients, who are known to have the highest health care costs. (see earlier discussion on the high expenditures on health services in the last year of life). In particular they wanted to see if hospice care and home health care, whose use grew rapidly over the 8 year study period (1988-1995) among the terminally ill,  displaced the demand for more costly hospital services. While amongst the elderly who were terminally ill there was a decline in demand for hospital services, and associated reduction in the proportion of deaths occurring in acute care hospitals,  the reduction in Medicare expenditure for hospital services at the end of life did not slow appreciably nor was there any significant change in the intensity of end of life treatment for Medicare beneficiaries dying of more acute illnesses or requiring substantive supportive care. 

Problems in reorienting and developing cost effective health services
While there is  considerable agreement that there needs to be  a shift from curative to preventive care (WHO 1997, 1991) and from secondary and tertiary care to primary care, there are real difficulties in changing health services and public expectations to accept this shift in orientation and the necessary funding that should follow. For example, as outlined in Chapter 3, despite evidence of the effectiveness of interventions to treat osteoporosis which can reduce fracture rate by a half, both patients and doctors often seem unaware of this. As a result the costs of the complications  of osteoporosis  are enormous and will increase without appropriate preventive strategies and interventions (Johnell 1997).

One of the major difficulties in the organization of health care services in a rational manner arises from problems in recognizing and adjusting to the changing needs for health care and the changing technologies available. Many health care services are still run on out of date assumptions as to allocative efficiency. Thus health care management, which reviews health care outcomes, has to be a critical issue in the coming decades.

Given that little work has been done on cost-effectiveness of health interventions and even less on identifying social preferences for health outcomes (Saltman, Figueras 1997), predictions about whether or not health costs will inevitably rise because of the increase in the numbers of older people are impossible to make. There are too many other factors intervening in the allocation of health service budgets. Given the growing proportions of older people there is a need to review the kinds of illnesses from which people now suffer, especially in the older age groups, and reorient services accordingly e.g. towards more rehabilitation units. It was found however that even where rehabilitation services were available, physicians appeared to underuse them for potentially remediable functional problems in their older patients (Kennie (1983). The WHO Health 21 Strategy emphasizes the need for improved access of older people to preventive and rehabilitative services in increasing their autonomy and quality of life, together with the appropriate reorientation of training of health professionals. They also point out that such strategies are cost effective, especially with regard to rehabilitation, reducing the need for long term care(WHO 1999). This will involve a reassessment of  current training policies for health care staff and a re-evaluation of the numbers and mix of staff  required in the various kinds of health care services. 

New technologies in genetics, imaging, miniaturization, pharmaceuticals and information have had a large impact on preventive, diagnostic and treatment practices and as a result health service reorganization is needed to take these into account- This again requires the reorganization of health sector staff, skills, equipment, information and facilities.

Consumer participation
Though there is much discussion on the benefits of allowing consumer/patient  involvement in the planning of services and the accountability of service providers (Ruddle et al 1998) the reality of  participation varies between Member States. The European Union, through such programmes as Telematics,  is supporting information and communication technologies (ICT) that provide and distribute  information to health promotion, primary health care, hospital services, rehabilitation, home care and other relevant service modalities. They are also supporting programmes which will enable community health services to be directly accessible to  citizens and allow direct access to specialized national or European health and medical knowledge and information. They believe that ICT will permit the development of  new models of healthcare enabling authorities to provide more services for the ageing population with the available resources. 

The role of  NGOs for and of older people in acting as advocates on a wide range of health issues has already begun to emerge.

The effects on health care of membership of the EU 

The wide differentials in many aspects of both health and health care amongst and within  the current Member States has already begun to stimulate research and actions in this field. Improved communications amongst service providers and planners  in Member States and within regions is likely to widen an appreciation of  the causation of disease  and the different solutions to health care for older people. Several developments are already starting to  affect the health care of older people in Europe. 

Firstly the harmonization of standards of training for health care personnel and  the recognition of qualifications may lead to improved  labour mobility of health care workers. Secondly the increasing incomes of many older people in the EU may lead to larger numbers retiring to other countries and demanding equivalent standards of health care provision, not only the nominal reciprocity of health care currently agreed upon by governments and social insurance funds.  Higher incomes amongst a substantial section of the older population  are already leading to an increase in inter European  tourism with its associated  problems of  adequate health care cover. Another development with  implications for older people is  health tourism within the EU i.e. the mainly  privately funded consumption of health care services in other EU countries in line with quality and value for money. 

 Finally, the likely extension of EU membership over the coming decades will radically and adversely alter the population projections for the health of older people in the European Union from those set out in this report on the current 15 Member States given the generally worse mortality and morbidity  rates in many of the countries seeking accession.  

Key Points
	1. It does not appear inevitable that longer life leads to higher health costs. The health system is largely oriented to preventing death: more attention needs to be paid to morbidity and disability, targeting the development of technology and services to the prevention of diseases that are incapacitating thus  maintaining and extending  functional independence.

2. Even if severe physical disability is reduced over the next three decades, which appears to be a general trend in the developed countries, overall health and social care needs will not be reduced unless effective treatments or interventions for cognitive impairments  become rapidly available.

3. It is not old age per se that accounts for increasing health costs, but the increased survival of people with bad health into old age. 

4.  Only the elimination or reduction of non-fatal diseases e.g. musculoskeletal  and mental diseases would result in  major savings in health care costs.

5. The use of evidence based medicine and the routine  measurement of health care outcomes, including  quality of life and quality of care, is likely to become a major factor in service evaluation and the allocation of resources both within and between  countries.

6. The harmonization of long term care policy with health service reforms provides the optimal  combination of health and social care support for dependent older people and their family carers..
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� Increases in costs may be incurred more by the social services than health services; this is discussed later in the chapter.


� Of the disabled group 72% were women, the preponderance increasing with age, and 38% were aged over  85 years. Disability was related to dependency by classifying the disabled group into four categories according to time intervals in need for care and on the basis of ADL functions and Mini Mental State score.


� Meerding et al  acknowledge that there is some under registration of secondary diagnoses e.g. diabetes, which are the underlying cause of illness and death


� Australia, Canada, France, Germany, Japan, the Netherlands, Sweden, the UK and the USA. See also studies by Lakdawalla, Philipson 1998, 1999)





� It should noted that  effective treatments are often inexpensive and yet not fully exploited in any country. 
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