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This study extends research on the impact of age-specific disability trends on long-term care needs to an
international framework. Detailed age and sex data for each country are combined with information
related to severe disability. Two projections were made: one assumes stable rates of disability, and the
other reflects the rate of decline based on available observations in each country separated by periods of 5
to 10 years. The gains mainly are found among the age groups 65 to 80 years, and are more striking for
males than for females. While international differences remain to be explained, these trends show a
significant decline in prevalence on the whole. The decline is more important in private households, but is
often partly offset by an increase in disability in the remaining institutionalised population. Trends are far
from homogeneous across countries as there are increases for specific age/gender age groups, particularly
older women in some countries. The economic impact of these trends depends on the institutional
arrangements for long-term care services. Public costs of forma home care differ widely between
countries, as does the balance between home-care and ingtitutional care. Hence, deinstitutionalisation,
with recourse to less expensive form of ingtitutions appearsto play alarger role than disability trends per s
in terms of public financee. While the health improvements of older populations are an important factor
in terms of welfare, they may have mixed effects on public finances. The study addresses the policy
implications of these health outcomes trends for health and long-term care policies.
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Cette étude prolonge les recherches sur l'impact des évolutions d'incapacité par tranche d'age sur les
besoins en termes de dépendance a un niveau international. Des données détaillées par dge et sexe pour
chaque pays sont combinées avec de l'information relative a l'incapacité sévere. Deux projections sont
effectuées : l'une supposant des taux constants d'incapacité, et l'autre reflétant une décroissance en
fonction des tendances passées par périodes de 5 a 10 ans. Les gains sont observés principalement parmi
les groupes d'age de 65 a 80 ans, et sont plus significatifs pour les hommes que pour les femmes. Alors
que les différences internationales restent a expliquer, ces tendances montrent une décroissance
significative de la prévalence dans l'ensemble. La décroissance est plus importante au niveau des
meénages, mais est en partie compensée par un accroissement de l'incapacité au niveau des populations
institutionnalisées. Ces tendances sont loin d'étre homogénes pour tous les pays, alors qu'il existe des
accroissements pour certains groupes spécifiqgues par age et sexe, en particulier les femmes les plus agées
dans certains pays. L'impact économique de ces tendances dépend des méchanismes institutionnels
procurant les soins dépendance. Les codts publics de l'aide formelle a domicile different fortement entre
les pays, ainsi que I'équilibre entre les soins & domicile et en institution. Ainsi, la désinstitutionnalisation,
avec le recours a des formes moins colteuses d'hébergement apparait jouer un rble économique plus
important que l'incapacité en soi en termes de finances publiques. Alors que les gains d'incapacité au sein
des populations dgées sont un facteur important en termes de bien-étre, ils peuvent n‘avoir que des effets
mitigés en termes de finances publiques. L'étude aborde les implication de ces résultats en termes d'état de
santé, pour la mise en place des politiques de santé et de la dépendance.
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1. INTRODUCTION

1 The issue of international trends of disability has been a subject of keen interest for both
economists and demographers (Manton 1997, Waidman Manton 1998). A wealth of results has been
produced, both in the US and in other countries, sometimes with puzzling and contradictory implications.
Disahility trends are one of the key elements in the economics of ageing, as they sustain the underlying
explanations for ng the impact of the ageing process.

2. Intense discussions among epidemiologists and demographers led to the debate over the
"expansion or compression of morbidity" (Fries 1989, Waidmann Bound Schoenboem 1995, Mormiche
1996). Many studies from the 1970s presented a rather gloomy view of the future, with evidence of
growing prevalence of disease, deteriorating health and increasing disability among older populations.
Such views served to reinforce the conventional wisdom in the field of ageing, which leads to catastrophic
scenarios, presenting demographic projections as exogenous constraints for which few social solutions
will be available, other than a huge increase in public expenditures.

3. On the other hand, some recent studies (Manton 1997) have investigated the impact of age-
specific disability trends on long-term care needs from arather different perspective, and give rise to more
optimistic conclusions. In spite of some data difficulties being unsolved, Manton Waidman (1998) show
that other US sources could also provide similar conclusions. While discussions about the magnitude of
health improvements are ongoing, most other recent US work (Mc Clellan Newhouse Cutler 1997, Cutler
Richardson 1997) illustrates gains in health in general terms for the older part of the US population. Some
authors (Manton 1997) have even argued that such an improving health could generate savings high
enough to counteract the potential impact of ageing.

4, This study extends this investigation to an international framework. It focuses on changing
patterns of disability in populations over 65 for a set of OECD countries for which consistent cross-
sectional estimates are available for at least two points in time five years or more apart. (Australia,
Canada, France, Germany, Japan, the Netherlands, Sweden, the United Kingdom and the United States').
This alows broader issues to be addressed:

» Havethere been significant health improvements among older personsin OECD countries?
»  What might their consequences be in terms of care for frail older persons?

* What isthe likely impact of these trends for long-term care services? Are savings likely to
be as high as expected?

» From an economic standpoint, which is the implicit balance of care across countriesin terms
of relative costs of either institutional or home care for the public purse?

5. To answer these questions, detailed repeated cross-sectional age and sex data for each country
are combined with information related to severe disability as measured by the ability to carry out

Some data from Finland and Norway are also available, but could not be incorporated at this stage.
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Activities of Daily Living. Two projections have been made, one assuming stable rates of disability, and
the other reflecting the rate of decline seen from available observations in each country separated by
periods of 5to 10 years. The gains are mainly found in younger age groups (65-80), and are more striking
for men than for women. While international differences remain to be explained, these trends on the
whole show a significant decline in prevalence. The decline is more important in private households. As
deinstitutionalisation has removed the mildly disabled from institutions, there is often an increase in
disability in the remaining institutionalised population (where this information is available).

6. The economic impact of these trends depends on institutional arrangements for long-term care
services. Public costs of formal home care differ widely between countries, as does the balance between
home and institutions. While the improving health of older populations is important, its effects on public
finances, are much less clear cut. Finally, the study addresses the policy implications of trends in health
outcomes among older populations and their consequences for the formulation of long-term care policies.

7. Demographic and social issues (of which only some could be integrated into the model) are
presented in Section 2. In Section 3, trends in disability data are being presented and interpreted. Thisis
followed by the presentation of the results of the projection of disability in Section 4, and some brief
economic modelling in Section 5 concludes the paper.

2. THE DEMOGRAPHIC AND SOCIAL CONTEXT

2.1. Addressing the general context of ageing

8. Population ageing, one of the main manifestations of socio-economic transformations affecting
OECD countries, has been analysed in depth in the OECD (1998) report, Maintaining Prosperity in an
Ageing Society.

0. In the field of long-term care and socia policy towards older persons, the significance of the

ageing process is important, since it is primarily being fuelled by life expectancy gains at advanced ages.

These gains attest to the positive character of the general economic and social changes in the OECD
countries but they may also raise legitimate questions about social needs. The economist’s toolbox offers

several ways to illustrate and clarify this debate. Some build from a structural microeconomic model
integrating longevity, frailty, living arrangements, and the availability of spouse and children, to assess

needs in terms of formal care, either in the community or in institutions (Bérsch Supan 1996, Lakwadala
Philipson, 1998). Given optimistic views about male longevity, this leads to a first series of results
dampening the direct effects of ageing.

10. At the national level, researchers have tried to integrate all existing approaches in dynamic
micro-simulation modefs This rather heavy modelling does not always allow for sufficient flexibility in

Wiener 1997, for the United States, see the review in the United Kingdom, HM SO (1996). Models have
also been developed at Statistics Canada, the Netherlands and in France.
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stating a hypothesis, nor is it possible to carry out such modelling on the international level. The present
study chooses instead an intermediary way to illustrate this debate, with both a reduced schematic
demographic and socia framework, while using detailed data describing trends in the frail older
population.

2.2 The hypotheses behind the demogr aphic projections

11. In this study, central United Nations projections were used (1996 revision) as a common set of
hypotheses with a focus on mortality aspects and migration is assumed to have a neutral impact’. The
United Nations projections for OECD countries typically assume increases of between 3 and 4 years in
life expectancies between the base year and 2030, implying an average increase of about 1 year per
decade.

Table 1. Lifeexpectancy gainsimplicit in UN demographic projections

12. The United Nations, along with many other agencies, base their projections of life expectancy on
the assumption that death rates at advanced ages cannot be reduced substantially and that a life expectancy
of around 80 to 85 years is the highest that can be achieved. The implicit life expectancy gains in the
projections used in the present study are a little less than a year per decade on average for women (.94
year) and a little more than a year for men (1.02). These numbers are higher for the US (1 and 1.3) than
for Japan (.8 and .75), with an implicit convergence assumed over countries.

13. Until recently, common hypotheses about life expectancy have been that, if individuals reach the
age of 80, their life expectancy beyond that is not much more than about 5 years, thus justifying this
implicit convergence scenario. In fact, compared to recent observed trends, life expectancy gains could
have been expected for maost countries to have been around 1.2-2 months a year for men and 1.6-2 months
ayear for women, which is dlightly more”.

14. The general hypothesis is based on awidely received view that most deaths at advanced ages are
due to intrinsic and intractable ageing processes which would require fundamental and unforeseeable
breakthroughs in medical knowledge in order to be neutralised. This certainly alowed for a fall of
mortality rates at earlier ages, thusimplying a rectangularization in the survival curve.

15. An important literature also exists which argues that significant increases in life expectancy for

those aged over 80 are indeed possible, calling for a reconsideration of the whole ageing process (Vaupel
Lundstrom 1996, Vaupel 1998). In fact, there are of ageing-related deficiencies are due to specific

diseases (osteoporosis, Alzheimer's disease) for which medical research may offer continuous
improvement. Hence, current developments thus reflect not only an increased rectangularization of the
life expectancy curve and age pyramids but also a general trend towards gains in life expectancy at most
advanced agés

The central scenario was chosen with a neutral impact from migration.
“ For more details see chart 1 in DEEL SA/EL SA/WP1(98)10.

Moreover, the empirical analysis of life insurance and annuity contracts by Mullin and Philipson (1997)
shows that private markets expect mortality to fall further in the future at quite a high rate.
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16. Whilst the debate about life expectancy will only be resolved in the fullness of time, it would
seem that a cautious approach to projections regarding ageing populations should at least investigate the
implications of much greater increases in life-expectancy than those suggested in the current United
Nations projections, even though there may be varying degrees of scepticism about the likelihood of them
actually occurring. Alternative scenarios are presented by Lutz, Goldstein Prinz (1996). For most
international projections, the variants by mortality only slightly differ by 2020 (Lutz Sanderson Scherbov
Goujon 1996). Hence, by limiting this study to a rather short time period, it is possible to side-step this
issue, and to continue to use the UN projections which incorporate the “rectangularisation” assumption.

Table2. Femaleto male population ratios

17. For most countries, implicit longer life for males translates into a rebalancing of the female/male
ratios. These ratios are highest today in France, Japan, the United Kingdom and the United States. If this
does occur, it may dampen the overall demand for formal care in the future, as the number of ageing
couples is likely to increase. These effects are strongest for the oldest persons, as the female/male ratios
are the highest in the over 80 groups. However, it has not been possible to factor this effect into this
study.

18. Populations projections are available with a breakdown by gender and 5 year age’irifbevals

age intervals had to be later adjusted to the available disability data. The difficulty of presenting very
detailed results for the oldest age groups may also represent one shortcoming of such an exercise and call
for further research when corresponding data becomes available. It seems, however, that 80 (or 85 the
case being) represents a major breakdown, with both trends in disability and institutionalisation differing
above and below this age.

19. A brief look at the projections reveals three groups of countries:

* a moderate demographic increase of older populations: Germany, Sweden, and the United
Kingdom.

e areasonably strong demographic increase of older populations France, the Netherlands and
the United States.

This group presents a strong increase for the over 65 men populations and to a lesser
extent for women. The increase of the over 80 group is comparable to the first group of
countries.

e a deep and fast demographic increase of older populations including the oldest old:
Australia, Canada, Japan.

The increase of those over 65 is very strong, but comparable to the previous group.
Increases in the over 80 groups are particularly pronounced in those countries, with almost
a doubling in Japan.

Table 3. Underlying demographic projections

For Germany, specific adjustments had to be made to reconstitute the former Eastern and Western Lander,
by age and gender, with a global structure matching the UN projections. Rothgang Schmahl (1997) data
were used for the readjustment.
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20. In most countries, the share of those over 80 years old in the population aged 65 and over tend to
increase faster, and represents up to a quarter of this population by the year 2010. Later, the entry of the
"Baby Boom" generations tends to offset this, and the share of the very old population tends to stabilise
and even falsalittle in relative terms. Only Japan, which did not experience a clear Baby Boom, presents
adeep and continuous trend in terms of the ageing of its population.

2.4 Heter ogeneous socioeconomic contexts and mor e independent life styles of the elderly

21. The projections presented here have had to use a rather schematic framework. While other
qualitative factors may play a role, they cannot be incorporated directly. Two such factors are worth a
mention, the potential availability of informal care, and living choices of the older populations. The first
of these will not influence needs, but may play a role in transforming them eventually into a direct
demand for home help. Availability is likely to be more reduced in case of higher participation rates of
women in paid work and where female/male ratios are highly unbalanced. As far as living choices of
older persons are concerned, it seems likely that there will be continuous rise in the demand for living
alone among older persons in the future together with a greater emphasis of ageing in couple, due to a
joint risein life expectancy.

22. A whole variety of factors are likely to drive the demand for formal care. This study assumes a
direct trandation of trendsin disability to formal care needs. In fact, most of the empirical research on the
demand for formal care shows that disability levels in terms of ADLS’, (and IADLS) are the main factors
driving the demand either for forma care or institutionnalisation’. In policy formulation and
implementation however, attention should also be paid to other factors, such as various alternative forms
of support and resources availableto frail older persons.

3. THEDISABILITY DATA

23. Data describing "disability" both in institutions and in the community will be presented together.
Institutionalisation is fundamentally different, with respect to the health and policy implications from
disability and health in the community:

» Thefirst is more reflective of the evolution of health among older populations.

» The second depends on explicit or implicit institutionalisation policies, and the equilibrium
between supply and demand for beds.

B ADL : Activitiesof Daily Living. IADL: Instrumental Activities of Daily Living
A literature survey has been undertaken on the subject for the OECD by A. Gramain (1998).
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24, In theory, one should first attempt to project disability independently from the institutional
setting in which care will be provided (Kunkel Applebaum 1992). This is not feasible however at the
international level, given available data (see below). To give a general intuitive overview of underlying
trends, a typical OECD country would be a country with a stable or slowly increasing number of beds in
institutions, leading to a de facto deinstitutionalisation of the older population. At the same time, health
gains would generally be witnessed for the population living in the community. In the event that an
appropriate balance of care can be reached, access to institutions would be reserved to people with the
worst health, while those staying in institutions also tend to have a diminishing health capital. Hence,
health within institutions tends to deteriorate, due to persistence, selection and self-selection effects.

3.1 Theinsgtitutionalised population

3.1.1 Sources and methods of data

25. In Nordic countries, such as Netherlands and Sweden, data stem mainly from administrative
sources describing ingtitutionalised populations. For some countries (Australia, Canada, Sweden) it was
necessary to homogenise different sources over different years. For trends, data were generally selected
which allowed for the longest time interval (Germany, Japan, the Netherlands and the United Kingdom do
not include trends of ingtitutionalisation). For levels, the most precise and consistent data was selected in
the most recent year. In general, institutions were selected which were at least partly medicalized for
nursing activities, or specifically dedicated to older persons, but avoided acute care hospitals. Thisleadsto
a more restricted definition for countries such as Sweden but does alow for the inclusion of long-term
care hospital beds in Japan.

26. Annual growth rates are estimated using end points’ for each age/gender cell. These methods are
elementary, compared with other structural models (Manton 1998). But this parsimonious procedure
alowed alarger number of countries to be included.

Table4. Sourcesof data for institutionalisation

3.1.2 A brief overview of past trends

27. Deingtitutionalisation is occuring in most countries particularly at younger ages, except in
France. The decrease is significant in Australia, but less for older women. The decrease in Japan was too
strong to be projected due to poor data comparability over the years®. In Canada, trends are stronger for

Simple log-linear regressions were performed in afew cases when many points were available.

0 For this country, data needs reprocessing in order to be comparable, due to the key role hospitals play in

providing de facto long-term care, see Ikegami Campbell (1995), International Longevity Center (1994,
1995a 1995b, 1996).
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the youngest age groups, and hardly perceptible for the very old. Trends are quite noticeable in both
Sweden and the Netherlands™. In the United States®, deinstitutionalisation is also pronounced®.

Table5. Evolution of institutionalisation rates for the countries studied.

28. These trends reflect the changing equilibrium between supply and demand for long-term care
"markets" (or "activities', when allocated through the public sector). Due to the very decentralised nature
of long-term care systems, it is often hard to obtain generalisations but afew key elements may still be put
forward:

» explicit deinstitutionalisation policies are at work.

Explicit policies exist in a certain number of countries such as in Australia at the federal
level, following the Aged Care Reform strategy implemented in 1988-1993 (See
Australian Department of Health 1993, Halton 1998). This led to a freeze in nursing
home beds, which are reserved for the most disabled older persons. This process which is
valid also for other countries, is the result of the "community care" trend, that was very
strong over the 1970s and 1980s. It may reflect the preferences of both the older persons
and decision makers, but it may also be the case that countries have experienced different
ingtitutionalisation cycles:

* In Nordic Scandinavian countries, where social systems were highly developed early, the
need for deinstitutionalisation has been felt earliest. Thisis true for Sweden and is also true
for the Netherlands. (It would also hold for Finland and Norway).

* In countries which have experienced slower developments such as Canada or the United
Kingdom, this came later.

In the United States, there are Certificates of Needs (CONSs) for Nursing Homes in some
States, and a general desire to turn towards more community care. The magnitude of the
trend may be unclear for this country given the heterogeneity of sources, but both
dedicated statistical instruments -- (National Nursing Home Survey (NNHS) and the
National Long-Term Care Survey (NLTCS)) -- offer converging results about
deinstitutionalisation trends.

» implicit deinstitutionalisation policies are at work.

. However, the dynamic projection could not be conducted for the Netherlands due to the absence of reliable

data on changesin disability rates.

12

For the United States, the data presented in the main tables comes essentialy from the NLTCS. Results
from other surveys and statistical tools are presented in table 10d and 10e.

L For the United States it is unclear what is the best instrument to measure institutionalisation trends. Census

data would also indicate deinstitutionalisation, but not for those over 80, perhaps due to a change in the
population structure within this age group which is difficult to detect (Table 8c). For younger age groups,
trends from different surveys are similar . Trends similar to those shown here are obtained from NNHS
1977-1985, and in spite of some comparison difficulties, NNHS 1995-1985. (Table 8d).
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In countries like France or Germany, no explicit national policy existed until recently. It
maybe that a slow rate of in transformation and updating of acute care hospital beds into
proper nursing homes, together with restrictions in supply, led to a shortage of nursing
home beds in France, and hence to a de facto deinstitutionalisation over the long term.
However, the French data available from 1990 through 1994 show a slight increase which
will be used in this study as an example of possible implications of further
institutionalisation. In Germany, the number of beds has certainly increased over the
years, and there seems to be some stability of institutionalisation rates. The incentives
towards community care and help in kind offered by the 1991 long-term care bill should
contribute to a further stabilisation.

29. Japan suffers from an extreme shortage rather than an undersupply of nursing home beds, and
the Government has planned to vastly expand facilities under its "Gold Plan", with some extensions in
1998 (the same would hold for Korea). If some de facto deinstitutionalisation has occurred in this country

between 1989 and 1996, it might more reflect ingtitutional disequilibriain this market rather than a clear
trend which can be projected into the future.

3.2 Disability in households

3.2.1 Sources and methods of data
30. Research involving international comparisons of population health (Cambois Robine 1996,
Freedman Soldo 1994, Manton Waidman 1998, REVES 1995, 1997) has produced several types of
indicators involving multiple definitions of disability. Usually, the distinction is between:

» Severedisability, which includes those individuals with at least 1 ADL restriction (or more).

* Moderate disability, which includes those individuals experiencing no ADL restriction but
IADL limitations. This does not usually lead to institutionalisation.

e Little or no disability, which includes individuals with no major functional limitations
(either ADL or IADL).

3L To best ensure international comparability, this study focuses on severe disability as measured
by ADL. This concept is usually less heterogeneous across countries. The key assumption is that this sort
of disability is both:

» linked with health status in a measurable way, as an "outcome” of both past life and health
care.

* anobjective reason to seek help with personal care, in either form.
32. Such disability may well result from a combination of factors, including an older person’s access

to health care and other resources. No link to causal diseases can be made explicitly, even if major causes
of disability can beinferred. Severe disability is areasonable proxy for need for long-term care.

Table 6. Sourcesof datafor disability in households and general population

10
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33. Severe disability as presented here refers to persons with at least 1 ADL, or who would be in
potential need of persona care. Annual growth rates were estimated for each age/gender cell, using
methods similar to those above. In the following projections and tables, levels should not directly be
compared across countries. On the other hand, particular care was taken to ensure that trends could be as
comparable as possible, with consistent definitions over time™.

34. For most countries data comes from household surveys, except for Canada and Australia where
the surveys also cover the institutionalised population. The American case is hybrid, with the NLTCS on
the one hand, and the combination of other statistical surveys on the other hand (NNHS/Census/NHIS).
American results remain very complex due to the multiple number of surveys, which generates data
discrepancies (Wiener et al 1990, Manton Waidman 1998). In this study, results rely primarily on NLTCS
data. On the whole, the balance of evidence suggests that the current presented NLTCS findings still
reflect the main trends for this country.

35. As a caveat, one should note that this cut-off of "severe disability" was more appropriate for
private households than for institutions as:

* quite afew countries do not measure the health of institutionalised persons.

» asimple "severe disability" criteria might not be sufficient to fully describe the health status
of the institutionalised population (more severe criteria should be examined, i.e. 5-6 ADLS,
Dementia).

36. For this reason, the assumption had to be made that institutionalised persons are disabled for
several of countries: thisisthe so called "Sullivan" hypothesis used by demographers. For some countries
for which data are available including the US, no trend could be detected within institutions, as disability
levelsin terms of at least 1-2 ADLs were already close to 100 % for the institutionalised population.

3.2.2 A brief look at past trends

37. General results of prevalence data broken down by age and gender are displayed in Chart 1. The
lower the general level of severe disability the looser the concepts. It appears that concepts chosen for
France and Japan were rather restrictive. For Australia and Canada, figures include the institutionalised
population. In most countries, the trends are statistically significant for the youngest age groups, but are
not straightforward in the charts. Compared with other countries, the US displays a large gender gap.
Disability trends are more difficult to assess for the oldest groups, where gains are smaller and are even
replaced by an increase”.

Chart 1. Prevalence of severedisability by age groups and gender in OECD countries

14

In afew cases, this led to the selection of a different concept of disability to compute the trends, than was
chosen for comparing levelsin the base year.

15

Which may well be due to a shift to older groups not captured by the data because of the 80 breakdown.
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38. Table 7 dlows for a direct comparison of trends. Countries can tentatively be grouped in the
following manner:

e Countries with very moderate, or no gains in disability on the whole. (Austraia, the
Netherlands and the United Kingdom)

In the UK, there has been a dight decrease in disability for men, even at older ages. On
the other hand, disability increased for younger women (65-74). In the population as a
whole, there is amaost no change in disability given evolving structures.

In Australia, disability mainly worsened for older males. Overall, gains are rather modest
when they exist.

In the Netherlands, no trend could be computed with certainty.

e Countries with mixed or moderate results (Canada, Sweden).

Canada has a very mixed pattern, with clear gains for younger older persons, 65-74, at a
fast rate between 1986-1991. On the other hand, there are amost no gains and even an
increase for both genders and most age groups over 75. The globa effect is very
ambiguous.

Gains exist but are rather moderate in Sweden, and are larger for men than for women.
The health of those over 85 has not been measured over time.

»  Countries with significant gains (Germany, France, Japan, the United States).

39. The American situation needs further examination, given the variety and quality of available
sources. First, the evolution of disability rates has been controversial, as corresponding evidence from
NHIS® (table 8e), does not show any significant reductions for severe disability. The 1993 National
Research Council workshop (Freedman Soldo 1994) reached something of an agreement about the decline
of IADL disability, but views for severe disability were more mixed. From NLTCS (Manton 1998), there

The concepts may be a little distorted for France and Japan. At least, these trends are
consistent with other national data (CREDES INSERM 1998). This aso seems to be the
case for Japan, even if the evidence is scanty.

The data are still rather recent for Germany and they are only valid for Western Lander.
Gains exist for all age groups, but are comparatively smaller for very old persons of both

gender. They are very similar by gender.

In the US, if one considers NLTCS, there are significant gains for men in all age groups,

and only moderate gains for women, but these gains exist for all age groups.

Table 7. Evolution of severedisability rates

16

The criterion of "Personal care activities' was selected to avoid the 65-69 cut off with ordinary questions on

disability in the survey. They also seem to best represent the difficulty with ADLs given the characteristics
of the survey.
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seems to be significant gains in severe disability, together with a shift from higher levels of disability
towards lower levels. Another important source of information has been the LSOA (Longitudinal Study
On Aging), which is coupled with NHIS for those individuals aged 70 or more (Crimmins Saito Reynolds
1997). Thissource indicates only minor gains but could not be used in the course of this study asit refers
only to the population 70 and above. Recently however, awide variety of sources have converged towards
indicating some gains in severe disability for the US older population (Survey of Income and Program
Participation SIPP, Medicare Current Beneficiary Survey, MCBS). Freedman and Martin's (1997) analysis
of SIPP data suggests real improvements in health have caused declines in disability rates.

40. Possible transfers from Nursing Homes into the community have been pointed out as possibly
explaining these trends. In fact, a close look at disability levels both within institutions and in the
community reveals no direct measurable effects of the deinstitutionalisation process on the average health
of people living in the community (Table 8a and 8b). There seems to be a transfer from lower to higher
levels of disability in institutions for both genders. In the community, the declines of overall prevalence
seem to occur at almost all levels of disability, even if trends seemed to be worse for women over the
period 1982-1989.

Table 8a, 8b. Evolution of disability levelswithin institutions and in the community

4. THE PROJECTION OF DISABILITY

4.1 A general overview of the methods

41. The projections combine care probabilities with the population projection as do much other
national work in the field (Schmahl Rothgang 1996 for Germany for a detailed example). This study
provides a comparison between a dynamic approach and a static one:

» the dynamic approach projects past trends into the future, be they institutionalisation rates or
disability rates.

» the static approach presents the results of pure demographic change, assuming no change in
institutionalisation or disability rates in coming years.

42. This process allows the separation of policy, epidemiological and demographic trends.

Table9. Methodsfor the projections

43. For all countries, the dynamic exercise provides for a dynamic projection of disability rates in
households. Since there was no clear trend in disability for the Netherlands, the dynamic exercise could
not be performed. For Germany it is valid only for the Western Lander. Since no trend was available for

13
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the Eastern Lander, prevalence levels are assumed to be constant, even in the dynamic'prdiection
would have been inappropriate to make the same assumptions for the Eastern Lander as the Western ones,
as other socio-economic trends are still rather different. Other eastern European countries, with a similar
history and industry structure, have experienced rather less favourable trends in health in recent years. As
far as the United States are concerned, the exercise mainly shows the results performed with the NLTCS.
There seem to be almost no trends from the NHIS observations. While not precluding further work on
this issue, a US exercise using NHIS would have been in fact very close to a static disability exercise for
households and would have only been a dynamic one for institutionalisation. This could easily be done by
recombining existing scenarios. In the event that statistical tools simultaneously covered households and
institutions, as in Canada and Australia, global trends of disabled older persons were first computed. For
community care disability, institutionalisation information was considered as exogenous and household
trends were estimated by subtraction, using total trends in disability.

44, Four years are displayed to present the results. The first is the base year, for which care
probabilities and institutionalisation rates were gathered together. This baseline year may differ a little
across countries and is usually around 1995. Results are then presented for three other years: 2000, 2010
and 2020. This allows to capture most of the impact of the baby-boom in a reduced form and is largely
sufficient for public medium-term planning. Trends are given in three columns as follows:

* cumulated evolution from the baseline year up to 2000,
» evolution from 2000 up to 2010,
» evolution from 2000 up to 2020.

45, To a first order, aggregate change from the baseline year to 2020 can be obtained by adding the
results from the first and the third columns.

4.2 The projection of the institutionalised population

46. For Germany, Japan, and the UK, no trend could be included for institutionalisation. Disability
within institutions could only be described for, Canada, France and the United States. In general,
projections were made separately for households and for institutions, except for Australia and Canada.

Table 10. Projection of the number of the ingtitutionalised population

47. The pure demographic effect is strongest for countries with a strong demographic increase for
the very old, mainly Canada and Japan, which experience growth rates of around 75-90 % over 25 years,
or a yearly growth rate of the institutionalised population over 2.5 % (see H2 column). After increasing
slightly up to 2010, prevalence of disability actually falls in those countries by the year 2020, due to the
very strong increase in the population aged 65 and over. Similar trends are observed for the US, with a
smaller increase in the institutionalised population (43 %) and a stronger decline in prevalence. European
countries usually experience trends more slowly, except for the Netherlands.

v This was an implicit rule when no other trend information was available, as for over 85 years persons in

Sweden.
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48. Taking institutionalisation trends into account has a profound impact on projected numbers.
Under the dynamic hypothesis, France would experience the strongest increase in institutionalised
population, while the ingtitutionalised population would remain stable in the US and amost stable until
2010 in Sweden. In Australia, the number of institutionalised persons still increases significantly in spite
of the deingtitutionalisation process. This is true to a lesser extent in Canada. In terms of levels, the
prevalence of institutionalisation would be in the range of between 3 and 8 % in this second scenario, with
amean around 5-5.5 % by the year 2020.

4.3 The projection of disability in households

49, The static exercise shows increase in disability associated with the ageing process. Naturaly,
this is fastest where ageing is more pronounced, such as in Japan (with over 99 % growth from 1996-
2020, or 2.9 % a year) and Canada. The number of disabled older persons would also rise very
significantly in Australia and France. The overall growth is more modest in Germany and Sweden. The
rise in the US appears to be in the middle, at around 50 % over 1994-2020, or 1.5 % a year. Due to the
very strong growth in the population just over 65, under the static hypothesis global prevalence would in
fact fall in the population aged 65 and over, over the projection period to 2020 in Australia, Canada, the
Netherlands, Sweden, the United Kingdom and the United States

Table 11. Projection of the number of disabled older personsliving in the community

50. If one factors trends into account, the number of disabled older persons in Japan would increase
by only 25 %, or alittle lessthan 1 % ayear. The influence of the trend would also be strong in France”,
in Germany, Sweden and the United States. The total number of disabled persons would rise only slightly
in France, Germany, and in Sweden. In the US, the number of disabled older persons in the community
would only increase by 25 % over 1994-2020, or 0.9 % ayear. On the other hand, countries such as the
UK or Canada, would not see such a large difference as they are experiencing fewer reductions in the
prevalence of disability, and even an increases for some age/gender groups.

51. It hence appears that health changes could make a large difference for potential future numbers
of disabled persons living in the community. There would be a significant impact if current trends were to
continue.

4.4 The evolution in total number of disabled older persons

52. This sums up the two previous trends: growth of disability in private households and growth in
the ingtitutionalised population (all of whom are assumed to be disabled). Taking into account the
dynamic hypothesis, Japan’s adjusted trends, though already strong, would become closer to those of
Audtralia and Canada. Germany and Sweden would have a stable disabled older population over the
period 2010-2020. Under the dynamic hypothesis, the trends would be only moderate in the US, and, in
fact, are close to the one experienced in the UK. France would be in an intermediate position. In fact, in
al countries, the combined effects of health gains and a strong increase of the population just over 65 lead
to an actual decline in prevalence by the year 2020.

18

Although here the trend appears to be overstated.
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Table 12. Projection of the total number of disabled older persons

53. These projection results should not be regarded as forecasts, but rather as a way of locating the
importance of dynamic factors in evaluating the ageing process. It seems that demographic change per se
is not enough to account for transforming the pure demographic by potential future social needs. Here,
health and long-term care policies can certainly make a difference in transforming the pure demographic
effect of ageing into very different social outcomes. Actual future results might be somewhere in
between, as the strong trends observed in some countries over a relatively short period may not be
sustainable in the long-term. On the other hand, one should not underestimate the potential for innovation
and adaptation in human societies. Such results at |east have the merit of allowing to consider a point of
view different from the one that often prevailsin the field of ageing.

5. ECONOMIC IMPLICATIONS

5.1 A broad discussion of economic implications
54, The economic implications of these trends may be assessed in two different ways:

» from the point of view of people s utility, valuing the implicit health gains.

» from the point of view of public finances in terms of the costs of health and long-term care.
55. Although ADL disability may impair someone's quality of life, it was not possible to use for this
international data a matrix such as the one developed for the United States, for example, by Cutler and
Richardson (1998). Gains in active life expectancy entail some welfare gains, which could possibly be
expressed in economic terms. However, it did not seem possible to place a value on these health gainsin a
consistent way at the international level dueto the high uncertainty in the orders of magnitude.
56. Asfar as public finances are concerned, two separate €l ements are of possible relevance:

» health care spending

* long-term care spending
57. Contrary to Manton (1997), this study explicitly restrains from formulating any aggregate health
spending implications. In fact, the relationship between health care spending and disability among the

elderly is puzzling. People without disabilities may need less expenditure on average but there may also
be a need for higher expenditure to maintain good health and prevent disability . The patterns of spending
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at the end of life suggests selection effects, with 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 one would have thought. Evidence at the international level in this field is, in any event, so
scanty that it would have been premature to perform an exercise in the absence of any link with detailed
micro-medical data.

58. As the relationship between disability and level of care provided is quite linear, the narrower
long-term care implications, in terms of nursing and personal care, can be addressed. This would require
examination of the trade offs which occur between formal and informal care. Currently most international
data show that informal care could account for up to 80 % of total care. Choices are mainly driven by:

» theavailability of informal care, primarily from the spouse and children.

— the availability of a spouse is influenced by both the female to male population ratio and
also by the average rate of decomposition and recomposition of households.

— the availahility of children may be driven partly by their distance from their parents but
also by their degree of participation in the labour market.

» theliving choices of older populations

— demand for privacy increases with income,
- relative demand for nursing homes decreases with both incomes and perceived prices.

» the perceived price of care in the community

- physical constraintsin access.
- financia dimension.

59. In most countries, current arrangements, both at home and in institutions, reflect a certain
constrained equilibrium, depending on local conditions and relative prices. However, there are a number
of trends which could lead to a greater demand for formal in-home care. The demand for privacy is still
likely to rise if the income of older persons continues to grow -- although at the same time, a rising
number of older persons may be able to grow old while staying at home together. In most countries, the
availability of informal care is reduced by modern living choices, more independent life styles and
participation by women in paid work in the labour market. These trends may largely explain the pressure
observed in many Western countries towards long-term care insurance, involving public subsidies.

5.2 Implicit demographic growth rates
60. The cost of providing care to disabled older persons may be written:

Ca =Ny R

where  n, isthe number of disabled older persons
P_isthe unit price/cost of care giving

. A few studies document this pattern at the end of life. These include for example Mc Clellan Skinner 1997.

Data on spending by broad age group are available, but they are not suited for detailed examination of
spending for the very old.
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GDP is summarised as follows, from the income side™:
GDP = ng.wg

where  n_isthe number of wage earners
w_ isthe level of wages

The share of long-term care in GDP may be written LTC Ny P Q)
GD Ne. W
where P, = Wele P_isthe unit price of care, equals the wage of carers, times the number of carers divided
Ny
by the number of disabled older persons. P, may be rearranged the following way:
P, =w,*I,
n
n,=—=%
Ny

M, is the unit productivity of care (numbers of carers per disabled older person). The share of GDP
becomes:
LTC = n_d* M *&

GDP n. ° w

— I_isassumed to be constant. In the long run, it is assumed that there are no productivity
gains in long-term care activities. This strong assumption has not been adopted in some
national studies. For example, in the United Kingdom (HMSO 1996, Wittemberg 1998),
analysts have proposed up to 1 % ayear of productivity, which would mean gains of around
30 % for the projection period. However, the view was held that productivity in long-term
care does not mean anything other than carers spending time with patients, and that high
productivity gains could not be achieved without damaging quality in the long run.

- w/w_isassumed to be constant. It represents the wage of carers relative to average wagesin
the economy. This means that the general productivity gains will be channelled into wage
increases, themselves redistributed into the "caring economy”.

61. The growth of GDP can be decomposed into demographic growth ), and various productivity
factors (g=n*7n,*7n *TFP). Once productivity gains are neutralised and transformed into wage

growth, the only factors left influencing the evolution of LTC/GDP are the growth rate of the number of
potential wage earners (n.) and the number of personsin need of care (n,).

62. Coming back to the first expression (1), P/w, equalsin fact the average unit cost of care divided
by the average wage. It can be approximated by the annual unit cost of care divided by GDP per capitain
agiven country. Thisleadsfinaly to:

1

LTC LTC Ny

e O
DPO ~ Hopp *HT:-*%E%

Capital income has been assumed to be incorporated in wages for simplicity in the presentation.

20
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Hence, for the projection, baseline year were first estimated for the share of long-term care expenditure in
GDP. Afterwards, they were multiplied by trends in the number of disabled older persons, and divided by
trends in the number of wage earners™. This was done separately for community care and institutional
care.

63. As a proxy for trends in the number of wage earners, the number of 15-64 people was used for
all countries over the corresponding time periods”. The main observation from Table 13, is that, the US
and Canada both enjoy a much stronger demographic increase, while the European countries have
stagnating populations and Japan experiences a staggering decline in its active population. The US
Japanese gap reaches 33 % by 2020, which makes a significant difference in the ability to accommodate
frail ageing populations.

Table 13. Projection of the 15-64 year-old population
5.3 The costing exer cise hypotheses

64. Baseline estimates, largely based on OECD (1998) work, are presented in Table 14. Total
expenditure on care provision for the dependent elderly is estimated to vary between 1 and 3 per cent of
GDP (Table 14). To estimate public expenditures, local/national data were aggregated from different
sources in a way that ensured better international comparability. The data presented are, however,
indicative”. The public expenditure share of GDP is mostly between 0.6 to 2-3 %. Lower levels of
expenditure are found in southern Europe. Proportionally, there is a relation between the share of private
financing for health and for long-term care, which may reveal nationa preferences about the extent of
public intervention in thisfield. The share of public spending isrelatively lower in the United States. Itis
higher in Scandinavian countries and also in Australia and the United Kingdom. Note that formal in-
home help (difference between columns (1) and (2)) is particularly difficult to measure, especially direct
out-of-pocket payments. Moreover, in most countries, formal help represents only a small part of total
help: it represents one fifth of total care resources available to the frail non-institutionalised elderly .

Table 14. Comparison of care systems

65. From these results, baseline year estimates were derived for the cost of home help and in-patient
care. Hypotheses about costing are presented in Table 15%.

Table 15. Cost hypotheses

= Except for the costs, thisis not too different from the ratios estimated by Manton (1997).

z Constant labour market participation rates are assumed.

23

Many EU results were derived from country reports provided by a project co-ordinated by Pr. Pacolet,
Universiteit Leuven.

24 Monetary values were attributed to informal help, dependency would represent a more important

macroeconomic burden, closer to 4 or 5 % of GDP, as informal care represents around four fifth of total
care (Kalish Aman Buchele 1998).

® see Marino Tessier Werle (1998) for more details on the cost information. (Socia Policy Division internal

note).
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66. Average public unit spending for home care is highly variable. It is highest in Scandinavian
countries, which rely upon highly developed formal long-term care systems. It isintermediate in Canada,
Germany, Netherlands and the U.K. It islower in Australia, France, Japan and the United States. The data
presented are as of 1996. Japan is currently implementing an important package to develop home care
services. Austraia also is experiencing a major policy change at the moment with a shift towards
community care. Global per unit costs of institutions are usually close to 1-1.4 times annual GDP. These
costs are highest for care provided in medical settings and are estimated to be around two thirds of annual
GDP per capita for hybrid forms of housing for older persons. As public subsidisation is not
homogeneous, publicly recorded costs are highest in Japan, Sweden, the UK and Germany. The
Audtralian case is specific, as there is a strong movement in this country away from medicalized settings
towards cheaper accommaodations for older persons, a pattern which was factored into the projection. For
other countries such as France, but perhaps also the US, the shift towards higher levels of disability within
institutions may lead to a higher workload and implicit cost increases”. The implicit relative costs derived
from under those hypotheses tend to underestimate the value of home care in a welfare perspective.
Although this is clearly biased, this is consistent with public policy priorities in the field, as the cost of
informal care at home is often not incorporated into decision making.

5.4 A lessclear-cut impact in terms of potential public spending

67. The final results are displayed in Table 16. A much less clear-cut impact emerges from these
results. For the US, not taking the increased workload of nursing homes into account, the combined effect
of a strong demographic increase together with positive trends in disability, contributes to fully stabilising
the long-term care spending share of GDP, which is projected to remain stable or decline dightly. Due to
less favourable trends in disability, Canada experiences a moderate reduction in the spending trends
compared with the static hypothesis, which increase by around 30 % over the projection period, a
magnitude similar to Germany. Spending increases remain moderate in Sweden, due to fals in disability
and to deinstitutionalisation. In Australia the moderation in increasesis due to a shift towards less costly
forms of institutionalisation, and in the UK it is also due to a moderate demographic increase. This should
not hide the fact that spending remains highest in Sweden, being close to 3 % of GDP.

68. On the other hand, under both hypotheses, France would experience a strong increase in long-
term care spending. This is mainly due to the very strong increase in spending for institutionalisation,
through an increase in disability in the ingtitutionalised population combined with no
deingtitutionalisation. As home care is minimally subsidised in this country, reductions of disability in
households do not yield any direct financial gains. For Japan, even if the hypothesis for trends in
disability is rather optimistic, this country would still experience the highest increase in spending, under
any hypothesis. The share of GDP would more than double under the static projection and would still
increase by 88 % under the dynamic projection. A stagnating active population and the absence of
deinstitutionalisation embedded in the current projection explain why the strong demographic increase of
the very old population can not be dampened for this country.

Table 16. Projection of publicly financed long-term care share of GDP

69. While these projections should again not be taken as forecasts, they may well illustrate the
importance of different factors for evaluating the potential impact of ageing. They also demonstrate that,

26

At this stage, these could only be incorporated for France.
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from a public policy perspective, thisis far from being a pure demographic exercise. Social factors may
play akey rolein determining future directionsin the long-term care field.

6. IMPLICATIONSAND DISCUSSION OF THE RESULTS

70. These results have important implications in several areas, but are specially relevant for the
health and ageing dimensions of social policies, particularly with regard to long-term care policies.

71. In pure financial terms, such trends suggest caution is needed in inferring links between
improvements in health and heath care spending. It seems that better health can be acquired through
better life styles and through appropriate access to new technologies. The new technologies are not
costless: recent OECD work (1998) suggests that the increase in hedth care spending for many OECD
developed countries from 1980 up to the mid 1990s was by itself larger than the total spending in long-
term care.

72. The focus in this paper has been on the direct link between disability levels and the need for
formal persona care”. They thus summarise the direct expenditure implications of care trends.
Projections as presented here cannot take account of possible future changes in behaviour, such as
increased prevention or an expansion in reliance on benefits. They may just reflect the trends of combined
demography, epidemiology, and policy influences on institutionalisation.

73. A key point is that they also demonstrate the usefulness of an "active" strategy in the field of
ageing. Far from being a pure demographic phenomena, it is a dynamic process which social policy and
care systems may certainly influence : there is a wide difference on the long-term between the two
scenarios in the projections displayed in the current study.

74. On the other hand, this should not obscure the fact that a relative de-institutionalisation of the
elderly is a major challenge itself to social systems, as increased support for home care has then to be
provided. Another important factor is the change of case-mix experienced by nursing homes
accompanying the change in the balance between home and community care. Where it can be objectively
measured, these trends indicate a need for a proper streamlining of existing capacities, rather than further
expansion of the number of proper nursing home beds.

7 If eligibility levelsreflect real levels of disability.
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Tablel. Lifeexpectancy gainsimplicit in UN demographic projections

Life expectancy at Men Women
birth®
1995 2000 2010 2020 1995 2000 2010 2020

Australia 75.4 76.1 77.1 77.9 81.2 81.7 82.6 83.6
Canada 76.1 76.5 775 78.4 81.8 824 83.3 84.1
France 74.6 75.4 76.4 774 82.9 83.3 84.1 84.9
Germany 73.4 74.2 75.5 76.5 79.9 80.7 81.7 82.7
Japan 76.9 77.3 78.0 78.8 82.9 83.3 84.1 84.9
Netherlands 75.0 75.8 76.8 77.8 80.6 81.2 82.1 83.1
Sweden 76.2 77.1 78.4 79.4 80.8 81.6 82.9 83.9
United Kingdom 74.5 75.3 76.3 77.3 79.8 80.6 81.5 82.6
United States 73.4 74.2 75.8 76.8 80.1 80.6 81.5 82.6
Average 9 countries 75.1 75.8 76.9 77.8 81.1 81.7 82.6 83.6

1: Life expectancy at age 65 is not published. Life expectancy at birth still represents a good proxy for the variations, as any further
decline of early mortality could have only but aslight impact for the countries being considered.
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Table2. Female/Male population ratiosin UN projections

29

France 1994 12000 2010 | 2020 | Germany 1995 [2000 (2010 (2020
65-69 121|117 (112|114 65-69 104 [103 [1.02 [1.02
70-74 134 130 (124|120 70-74 108 [105 [1.04 |1.03
75-79 154|150  [142  |135 75-79 110 [1.09 |[106 |1.06
over 80 218 216 202|197 over 80 111 [111 [110 |110
Total over 65 | 1.50 147 144 138 Total over 65 | 1.08 1.07 1.05 1.06

United Kingdom Sweden
65-69 113|109 [108 |110 65-69 113 [111 [1.03 [1.02
70-74 126 123 117 119 70-74 121 |121 |113 |[1.09
75-79 151 1.40 1.35 1.34 75-79 136 |13 |130 (118
over 80 2.24 212 2.02 1.99 over 80 188 |18 184 172
Total over 65 | 1.44 139 135 134 Total over65|1.36 |1.36 |1.28 [1.22

Australia Netherlands
65-69 105 105  [104  |109 65-69 116 [112 [1.05 [105
70-74 119 114 113|113 70-74 133 [127 |[117 |113
75-79 141|137 129|126 75-79 157 |153 [140 [1.30
over 80 193 192  [184  |179 over 80 224 |222 [212 |1.99
Total over 65 | 1.31 1.30 127 125 Total over 65 | 1.48 144 1.35 1.28

Japan United States
65-69 113|112 [111 |108 65-69 117 [115 [113 [111
70-74 138 122 119 115 70-74 128 |125 |122 |120
75-79 1.61 157 1.32 1.29 75-79 147 (142 (136 (134
over 80 1.92 2.00 1.87 1.76 over 80 215 |205 |[195 |[1.01
Total over 65 | 1.41 1.37 1.32 1.29 Total over65|1.44 |1.42 [1.38 |1.31

Canada
65-69 112 1.09 1.09 1.09
70-74 1.28 121 117 1.16
75-79 1.44 1.43 131 1.28
over 80 1.89 1.90 1.86 1.79
Total over 65 | 1.36 134 131 1.27




Table 3.1. Underlying demographic projections
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Men Women

N. th. N. th. N. th. N. th. Gr. rate % Gr. rate % Gr. rate % N. th. N. th. N. th. N. th. Gr. rate % Gr. rate % Gr. rate %
France 1994 2000 2010 2020 2000/1994 2010/2000 2020/2000 1994 2000 2010 2020 2000/1994 2010/2000 2020/2000
65-69 1240 1251 1215 1735 0.9 -2.9 38.7 1497 1468 1355 1975 -1.9 -1.7 345
70-74 930 1083 1046 1489 16.5 -34 375 1247 1413 1293 1793 13.3 -85 26.9
75-79 542 794 883 870 46.5 11.2 9.6 835 1194 1257 1171 430 53 -1.9
over 80 741 757 1044 1173 22 379 55.0 1617 1634 2106 2316 11 289 417
Total over 65 3453 3885 4188 5267 125 7.8 35.6 5196 5709 6011 7255 9.9 53 27.1
United Kingdom 1992 2000 2010 2020 2000/1992 2010/2000 2020/2000 1992 2000 2010 2020 2000/1992 | 2010/2000 2020/2000
65-69 1320 1236 1413 1577 -6.4 14.3 27.6 1491 1350 1532 1736 -9.5 135 28.6
70-74 1030 1048 1077 1418 1.7 2.8 35.3 1298 1285 1264 1681 -1.0 -1.6 30.8
75-79 728 810 785 924 11.3 -3.1 14.1 1100 1132 1058 1236 29 -6.5 9.2
over 80 670 746 853 918 11.3 14.3 231 1504 1585 1727 1824 54 9.0 15.1
Total over 65 3748 3840 4128 4837 25 75 26.0 5393 5352 5581 6477 -0.8 4.3 21.0
Australia 1996 2000 2010 2020 2000/1996 2010/2000 2020/2000 1996 2000 2010 2020 2000/1996 | 2010/2000 2020/2000
65-69 328 315 424 567 -4.0 34.6 80.0 345 331 441 617 -4.1 332 86.4
70-74 273 283 308 479 37 8.8 69.3 326 324 347 541 -0.6 7.1 67.0
75-79 170 205 213 296 20.6 39 4.4 240 280 274 372 16.7 -2.1 329
over 80 153 170 234 280 111 37.6 64.7 296 326 430 501 10.1 31.9 53.7
Total over 65 924 973 1179 1622 53 21.2 66.7 1207 1261 1492 2031 45 18.3 61.1
Japan 1996 2000 2010 2020 2000/1996 2010/2000 2020/2000 1996 2000 2010 2020 2000/1996 | 2010/2000 2020/2000
65-69 3055 3305 3770 3877 82 14.1 17.3 3453 3715 4191 4176 7.6 12.8 124
70-74 2042 2596 3036 4023 27.1 16.9 55.0 2816 3177 3619 4634 12.8 13.9 459
75-79 1295 1554 2410 2816 20.0 55.1 81.2 2082 2441 3177 3625 17.2 30.2 485
over 80 1247 1371 2139 3000 9.9 56.0 118.8 2397 2747 4006 5268 14.6 45.8 91.8
Total over 65 7639 8826 11355 13716 15.5 28.7 55.4 10748 12080 14993 17703 12.4 24.1 46.5
Canada 1995 2000 2010 2020 2000/1995 2010/2000 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 2020/2000
65-69 525 544 693 1000 3.6 274 83.8 590 593 754 1091 05 27.2 84.0
70-74 426 459 499 795 7.7 8.7 73.2 544 556 585 920 22 5.2 65.5
75-79 278 341 388 508 22.7 138 49.0 401 487 508 651 21.4 4.3 337
over 80 263 305 422 517 16.0 384 69.5 498 580 785 923 16.5 35.3 59.1
Tota over 65 1492 1649 2002 2820 10.5 21.4 71.0 2033 2216 2632 3585 9.0 18.8 61.8

Note : Numbersin Thousands. Growth ratesin %.
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Table 3.2. Underlying demographic projections

Men Women

N. th. N. th. N. th. N. th. Gr. rate % Gr. rate % Gr. rate % N. th. N. th. N. th. N. th. Gr. rate % Gr. rate % Gr. rate %
Germany 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
65-69 2127 2095 2341 2520 -15 117 20.2 2210 2148 2394 2581 -2.8 115 20.2
70-74 2016 1930 2429 1994 -4.3 259 33 2187 2028 2521 2062 -7.3 24.3 17
75-79 1174 1723 1645 1883 46.8 -4.5 9.3 1289 1885 1745 1992 46.3 -1.4 5.7
over 80 2029 1844 2215 2674 -9.1 20.1 45.0 2259 2039 2439 2047 -9.7 19.6 445
Tota over 65 7346 7593 8630 9071 34 137 195 7945 8100 9099 9582 2.0 123 18.3
Sweden 1995 2000 2010 2020 [ 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
65-69 188 179 259 261 -4.8 4.7 45.8 212 198 266 267 -6.6 34.3 34.8
70-74 182 162 175 257 -11.0 8.0 58.6 221 196 198 281 -11.3 10 434
75-79 135 143 126 190 5.9 -11.9 329 184 193 164 225 49 -15.0 16.6
over 80 137 144 159 178 5.1 10.4 23.6 258 270 293 307 47 8.5 137
Tota over 65 642 628 719 886 -2.2 145 41.1 875 857 921 1080 -2.1 7.5 26.0
Netherlands 1995 2000 2010 2020 [ 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
65-69 288 304 382 492 5.6 25.7 61.8 335 339 401 518 12 18.3 52.8
70-74 238 244 282 439 25 156 79.9 316 310 330 497 -1.9 6.5 60.3
75-79 152 180 200 259 184 111 43.9 239 276 279 336 155 11 217
over 80 145 156 196 239 7.6 25.6 53.2 325 347 416 475 6.8 19.9 36.9
Tota over 65 823 884 1060 1429 74 19.9 61.7 1215 1272 1426 1826 47 121 43.6
United States 1994 2000 2010 2020 [ 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000
65-69 4626 4395 5696 8388 -5.0 29.6 90.9 5402 5036 6439 9277 -6.8 279 84.2
70-74 3844 3904 4044 6326 16 3.6 62.0 4933 4882 4933 7573 -1.0 10 55.1
75-79 2638 3040 2972 3947 152 -2.2 29.8 3881 4311 4055 5298 111 -5.9 229
over 80 2504 2940 3625 3991 174 233 35.7 5396 6020 7058 7639 116 17.2 26.9
Tota over 65 13612 14279 16337 22652 4.9 144 58.6 19612 20249 22485 29787 32 11.0 47.1

Note : Numbersin Thousands. Growth ratesin %.
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Table4. Sourcesof datafor institutionalisation

ctual
d to
and

on
mes.
t be

b year
the

thgang

Survey, data Comments
France EHPA 1990, 1994 Specific survey for institutions, including disability and need for
personal care (Etablissements Hebergeant des Personnes Age¢es).
United Census Cross sectional data 1991, Sullivan hypothesis
Kingdom
Australia ABSsurvey on disability, | The ABS survey was used to estimate total disability. In fact, 4
1981-1988, 1993 data describing institutionalisation rates from AIHW was use
AIHW 1995 data for 1985 (r)lgtrz:z ahtl)?]qgsr interval over 1985-1996. Data cover hostels
up to 1986 9 :
Japan Fukawa 1996 Institutions  include long-term impatient institutionalisat]
(hospitals), health institutions, welfare facilities and nursing ho
Data was also available for 1989 but the trend could nd
integrated for the projection period.
Canada NPHS 1994-1995 The National Population Health Survey was used for the basg
HALS 1986-1991. while the Health and Activity Limitation Survey was used for
trends (need for self care).
Germany Schméhl Rothgang (1996)Data on care probabilities for institutions come from Krug and Reh
Rothgang Vogler (1997)| as presented in Schméhl Rothgang (1996) and updated by Ro
Wille (1998) Vogler (1997). Officially used in projections (Wille 1998).
Sweden Ingtitutional data : Data comes from ingtitution broad descriptions, from which age and
Sarsklist Boende, Pernef gender probabilities could be extracted. Data were consistently
inom Landstingens | available over 1980-1995. Given the wide continuum of old age
Langvard, Social homes in Sweden the more formal ingtitutions only have been
Departementet selected for international comparability.
Valfardsfakta Social 1997
Netherlands CBS (1993, 1992, 1996), Data comes both from the Central Bureau vor de Statistik and from
SCP (1996, 1997). | specific studies published by the Social and Cultural Planning office
(SCP 1996, SCP 1997). Sources described in those publications.
The data comes mainly from an ingtitutional background. The more
formal ingtitutions acknowledged by the Dutch themselves as
"nursing homes or old age homes" for international comparability
have been selected.
United States
(1) NLTCS 1982, 1984, 1989 A description of disability is possible for the 1984, 1989, 1994
1994 waves. Ingtitutionalisation rates available for all waves
2) NNHS, 1977, 1985, 1995 Some adjustments had to be made to make 1995 and 1985

plus Census 1970, 1980
1990

,comparable.
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Table5.1. Evolution of institutionalisation ratesfor the countries studied

Men Women Global

France 1990 1994 | Gr. rate Comment 1990 1994 | Gr.rate Comment 1990 1994 | Gr. rate Comment
%(l) %(1) %(l)
65-69 0.9 0.7 -5.1 1.7 15 -34 1.4 1.2 -4.0%
70-74 1.5 1.2 -5.7 3.0 25 -4.1 2.4 2.0 -4.7%
75-79 43 2.8 -10.0 8.8 6.2 -8.4 7.0 48| -9.0%
over 80 8.3 10.0 +4.8 16.8 21.7 +6.7 13.5 17.0 6.0%
Total over 65 39 3.8 -0.3 7.8 8.3 +1.5 6.3 6.5| 0.85% | Estimated on the whole standardized
population

United Kingdom 1991 1991
65-69 1.1 0.9
70-74 1.6 1.9
75-79 2.9 4.3
over 80 9.0 16.9
Total over 65 3.0 None| No Dynamic. No reliable data. 6.2| None| No reliable data. Not

Not much variation observed. much variation

observed.
Australia 1988 1993 | Gr. rate 1988 1993 | Gr. rate | Annual variation rate 1985 1996 | Gr. rate
%(l) %(1) %(l)

65-79 3.2 21 -5.2| Due to a policy context, there 21 17 -6.7

was a strong declinein Australia

between 1988 and 1993
over 80 30.5 20.6 -4.8 | Those rates were not considered 12.6 11.8 -14

sustainable over 25 years
Total over 65 6.7 6.5 -0.35| The reference has been taken over 1985-

1996 for reliability
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Men Women Global
Japan 1989 1996 | Gr. rate
%(l)
65-69 3.3 1.2 -13.4
70-74 54 2.3 -11.8
75-79 8.2 4.7 -7.7
over 80 15.9 13.1 -2.7
Total over 65 75 51 -5.6 | No dynamic could be integrated : 1989 and
1996 could not be compared with certainty.
Canada 1985 1991 | Gr. rate
%(l)
65-69 1.8 1.4 -4.2
70-74 2.8 2.4 -2.5
75-79 5.9 5.6 -1.1
over 80 23.7 23.4 -0.2
Total over 65 7.8 7.6 -0.4 | The global standardized trend has been used

in the projections, as trends by age groups
were too heterogenous.

Gr. rate %® = Average annual growth rate.
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Table5.2. Evolution of institutionalisation rates for the countries studied

Men Women Global

Germany 1995 Comment 1995 Comment Comment

65-69 0.3 0.6

70-74 0.5 12

75-79 18 24

80-84 2.9 5.6

85-89 6.8 13.7

over 90 16.5 26.1

Total over 65 15 None| No Dynamics. No reliable 38 None | No Dynamics. No reliable

data Not much variation data Not much variation
observed. observed.
Sweden 1995| Gr.rate
%(1)

65-79 3.13 -0.96 | In fact, trends result from log-linear
estimation over 1980-1995. Last year
given as reference

over 80 25.07 -0.48 | In fact, trends result from log linear
estimation over 1980-1995. Last year
given as reference

Total over 65 N.R.-

Netherlands 1980 1995| Gr.rate

%(1)

65-79 3.% 2.% -2.7

over 80 21.%| 17.% -3.0

Total over 65 As only the static exercise was performed

for the Netherlands, these very fast trends
could not be included.
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Men Women Global
United States (1) 1982 1994 | Gr.rate NLTCS exercise 1982 1994 | Gr.rate NLTCS exercise 1982 1994 Gr. rate NLTCS exercise
%(1) %(l) %(1)

65-69 1.40 0.96 -2.23| The annua variation is 131 0.85 -3.37| The annua variation is 1.35 0.89 -2.90 [ The annual variation is estimated
estimated estimated

70-74 2.08 175 -1.29 | not using the extreme points, 241 1.77 -2.34 | not using the extreme points, 227 1.76 -1.93 | not using the extreme paints, but
but but

75-79 4.22 3.12 -2.26 | the four available points 5.38 4.23 -2.03| the four available points 494 3.78 -2.15 | the four available points (1982
(1982, 1984, 1989, 1994) (1982, 1984, 1989, 1994)

over 80 12.07 9.41 -1.61 19.99| 18.01 -0.96 17.63| 15.26 -1.18 |, 1984, 1989, 1994)

Total over 65 381 3.20 -1.04 | This integrates the change in 6.91 6.42 -0.61 | This integrates the change in 5.69 511 -0.79 | This integrates the change in population

population structure

population structure

structure

United States (2)

65-69

70-74

75-79

over 80

Total over 65

Note :proportions are expressed in %. Definitions of institutions may vary from country to country but have been harmonized as far as possible: long-term care in hospitals has been included for Japan. For other countries, this
includes purely Nursing homes and old age homes, but tends to exclude sheltered housing. Gr. rate %” = Average annual growth rate.
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Table 6. Sourcesof data for disability in households and general population

Survey, data

Comments

France Enquéte Santé Soins | Trends were estimated for 1980-1991 using a rather severe disability
Médicaux 1980 1991 | concept to ensure longitudinal homogeneity. Similar general trends
INSEE CREDES SESI| have been reported, even for milder disability, and also for the period
1970-1980 (see CREDES-INSERM 1998).
United General Household |The 1976 survey could not be used as comparability was not
Kingdom Survey 1980 1985 1991 sufficient. The 1991 results are suspect and could not be directly
1994 exploited as well.
Australia ABS survey on disability, The trends were estimated from the ABS surveys on disability,
1981-1988, 1993 ageing and carers. " Severe handicap”, corresponds to ADL. ABS
| survey was used to estimate total disability. In fact, actual data on
AlHW 1u99t50dl%t8aGfor 198 Pingtitutionalisation rates from AIHW was used to obtain a longer
P interval over 1985-1996. Data cover hostels and nursing homes.
Japan Fukawa 1996 The trends were estimated from the Nanjo (1987) longitudinal study,
. (rather severe concept of disability, confined to bed). Results
=
Nanjo (1975, 1980, 1983).  cistent with Liu et al. (1997) (period 1985-1990). Levels for the
base year were taken from Fukawa (1996), consistent with Tsuji et
a. (1997) and International Longevitiy Center publications.
Canada HALS 1986-1991. | Thetrends were estimated for the whole country from the Health and
Activity Limitation Survey. (need for self care). (Wilkins (1994).
Germany Schmahl Rothgang (1996hata on care probabilities in households come from Infratest 1996
Rothgang Vogler (1997) studies as presented in Schméahl Rothgang (1996) and updated by
Briickner (1997) Rothgang _\/o_gler (1997). Trends come from Micr9census data 1989-
] 1995, Statistiches Bundesamt, as provided by Briickner (1997)
Wille (1998)
Sweden S.Csurveys (1975-80, |Data comes from the Surveys of Living Conditions (Severe |l
1981-85, 1986-90, Health). Disability over 75 was only measured in a single year (no
1991-95 trend is imputed for the oldest old population by hypothesis).
Netherlands CBS (1993, 1992, 1996), | Data comes both from the Central Bureau vor de Statistik and|from
specific studies published by the Social and Cultural Planning office

Data comes mainly from an institutional background. The

have been selected.

(SCP 1996, SCP 1997). Sources described in those publicxfions.

ore

pronounced institutions acknowledged by the Dutch themselves as
"nursing homes or old age homes" for international comparability

United States (1)

NLTCS 1982, 1984, 1989,

Trends are computed by age and gender, for the groups with &

t least

1994 1-2 ADL (all severe disabled persons).
United  States| NHIS 1985, 1988, 1990, | Trends were estimated using information from questions on negd for
) 1995 personal care, which provides information on severe disability, not
linked with the labour market, and reported from age 65. Available
through 1982-1996 in theory. To ensure longitudinal homogeneity

the time interval was limited to 1985-1995, with four years

available to us.

n||ade
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Table 7.1 Evolution of severe disability rates
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Men Women Global
France 1990 | 1994 | Gr.rate Comment 1990 | 1994 | Gr.rate Comment 1990 | 1994 | Gr.rate Comment
%(1) %(1) %(l)
65-74 141 1.05 -2.63| The ADL criteriachosen was|| 1.73| 0.82 -6.59 | The ADL criteriachosenwas| 159 0.92 -4.84 | The ADL criteria chosen was confined to bed to
confined to bed to ensure confined to bed to ensure ensure longitudinal comparability
longitudinal comparability longitudinal comparability
75-79 4521 1.34| -1047 349| 257 -2.72 3.86| 2.06 -5.52
80-85 5.66| 2.05 -8.82 494| 528 0.61 518| 3.99 -2.35
over 85 9.01| 6.82 -2.50 11.86| 11.41 -0.35 10.92| 10.44 -0.41
over 80 7.00| 317 -6.94 7.78| 7.9 0.18 7.52 6.36 -1.51 | Estimated on the whole standardized popul ation
75-84 487 164 -9.43 39| 374 -0.51 428 289 -3.52
Total over 65 2.96 1.51 -5.91 3.42 3.07 -0.98 3.23 2.43 -2.56 This |ntegrates the Chang”']g structure of the
population
United 1980 | 1994 | Gr.rate 1980 | 1994 | Gr.rate 1980 | 1994 | Cr.rate
Kingdom %Y %" %"
65-74 4.8 45 -0.53 | The annua variation is taken 5.8 6.5 0.89 | The annual variation is taken 5.4 5.6 0.34 | This is roughly equivalent to taking the slope
from the extreme points from the extreme points excluding 1991.
(1980-1994, due to some (1980-1994, due to some
uncertainty in the 1991 uncertainty in the 1991
value) value)
75-79 8.0 6.0 -203| The 1991 point was| 10.0 9.0 -0.75|The 1991 point was 9.3 7.8 -1.20
surprisingly low. surprisingly low.
over 80 21.2| 147 -2.60 226| 194 -1.10 222 178 -1.56
Total over 65 7.4 6.6 -0.81 | This integrates the changing 9.7| 102 0.34| This integrates the changing 8.8 8.7 -0.05 | This integrates the changing structure of the

structure of the population

structure of the population

population
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Table 7.1 Evolution of severe disability rates (continued)

Men Women Global
Australia 1981 | 1993 | Gr.rate 1981 | 1993 | Gr.rate Annual variation rate 1985 | 1996 | Gr.rate
%(1) %(l) %(l)
65-69 1.7 6.2 -1.74| The variation is estimated 95 8.4 -0.99 | The variation is estimated 8.6 7.3 -1.33
from the extreme points from the extreme points
1981-1993, not inluding 1981-1993, not inluding
1988. 1988.
70-74 9.8 9.0 -0.68 127 144 1.04 114| 120 0.39
75-79 16.0| 120 -2.37 223| 188 -141 19.7 16.0 -1.73
over 80 27.8| 358 2.13 57.8| 451 -2.05 40.2| 420 0.35
Total over 65 123| 151 1.71| This integrates the changing|| 20.4| 20.7 0.13 | This integrates the changing| 17.0 17.3 0.14 | This integrates the changing structure of the
structure of the population structure of the population population
France 1990 | 1994 | Gr.rate Comment 1990 | 1994 | Gr. rate Comment 1990 | 1994 | Gr.rate Comment
o o o
Japan 1975 | 1985 | Gr.rate 1975 | 1985 | Gr.rate 1975 | 1985 | Gr.rate
0/0(1) %(l) %(l)
65-74 8.7 7.2 -1.84 8.7 6.3 -3.24 8.7 6.7 -2.63
over 75 134| 116 -1.41 138| 1238 -0.74 136| 123 -0.99
Total over 65 10.3 8.8 -1.58 | This integrates the changing 10.3 8.8 -1.56 | This integrates the changing| 10.3 8.8 -1.57 | Equivaent standardized rate by ageand gender
structure of the population structure of the population structure -1.89
Canada 1986 | 1991 | Gr.rate 1986 | 1991 | Gr.rate 1986 | 1991 | Gr.rate
%(1) %(l) %(l)
65-74 5.1 3.9 -5.22 6.4 49 -5.20 5.82| 445 -5.23
75-84 9.2| 104 2.48 149| 159 131 1256 | 13.72 1.79
over 85 294| 353 3.73 49.2] 46.9 -0.95 42.53| 43.36 0.39
Total over 65 6.0 6.8 240 | This integrates the changing|| 11.7| 13.0 2.11 | This integrates the changing| 9.26| 10.38 231
structure of the population structure of the population

Gr. rate %" = Average annual growth rate.
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Table 7.2. Evolution of severe disability rates
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Men Women Global
West Germany 1986 | 1995 | Gr.rate Comment 1986 | 1995 | Gr.rate Comment 1986 1995 | Gr.rate Comment
%(1) % (1) % (1)

65-69 18.75| 14.17 -3.07 194| 145 -3.20 19.1 14.3 -3.14

70-74 22.78| 16.83 -3.31 249| 173 -3.95 24.2 17.2 -3.73

75-79 25.66 | 20.09 -2.68 294 218 -3.25 28.2 21.3 -3.08

80-84 27.34| 23.56 -1.64 31.5| 258 -2.19 30.3 25.2 -2.05

85-89 27.21| 25.18 -0.86 296| 284 -0.44 29.0 27.6 -0.54

over 90 28.11| 24.12 -1.69 334| 315 -0.66 32.0 29.5 -0.89

over 80 27.38| 24.11 -1.40 311 273 -1.45 29.8 26.1 -1.43

Total over 65 2250| 17.65 -2.66 | This is estimated with 1995 259| 202 -2.76 | This is estimated with 1995 25.0 195 -2.73 | Thisis estimated with 1995 population
population population

Sweden 1975 | 1995 | Gr.rate 1975 | 1995 | Gr.rate 1975 1995 | Gr.rate

%(1) % (1) % (1)

65-74 17.2| 10.0 -2.68 | The annual variation is taken 17.0 12.7 -1.45| The annud variation is taken 17.1 115 -1.98 | The annua variation is taken from 1995-
from 1995-1975, which was from 1995-1975, which was 1975, which was equivaent to the
equivalent to the regression equivalent to the regression regression over 1975-1980-1985-1995
over 1975-1980-1985-1995 over 1975-1980-1985-1995

75-85 236| 181 -1.32 29.0| 255 -0.64 26.8 22.5 -0.87

over 85 359| 359 0.00 | Absence of variation by 369( 36.9 0.00 | Absence of variation by 36.6 36.6 0.00 | Absence of variation by assumption
assumption assumption

Total over 65 204| 147 -1.62 | This integrates the changing 232| 205 -0.62 | This integrates the changing 220 18.0 -0.99 [ This integrates the changing structure of
structure of the population structure of the population the population

Netherlands 1995 1995 1995

65-74 8.6 Trends not reliable 17.0 Trends not reliable 13.2% Trends not reliable

74-79 17.0 22.0 20.1%

over 80 28.3 44.8 39.7%

Total over 65 13.6 No annua variation by 254 No annual variation by 20.7% No annual variation by assumption : not
assumption not much assumption not much much observed
observed observed
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Table 7.2. Evolution of severe disability rates (continued)

Men Women Global
United States (1) 1982 | 1994 | Gr.rate NLTCS exercise 1982 | 1994 | Gr.rate NLTCS exercise 1982 1994 | Gr. rate NLTCS exercise
o0 o o
65-69 6.2 5.0 -1.66 7.2 6.5 -0.86 6.8 5.8 -1.19
70-74 9.8 6.2 -3.28 10.0 9.6 -0.33 9.9 8.2 -1.45
75-79 11.8| 10.2 -1.34 159| 145 -0.34 14.3 12.8 -0.70
over 80 256| 19.1 -2.28 31.8| 312 -0.21 29.8 27.3 -0.72
Total over 65 111 8.9 -1.71| This integrates the changing 14.8 14.8 0.11 | This integrates the changing 133 12.4 -0.47 | This integrates the changing structure of
structure of the population structure of the population the population
United States (2)
65-69
70-74
75-79
over 80
Total over 65

Gr. rate %" = Average annual growth rate.
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Table8a. Evolution of disability levelswithin institutions (NLTCS)

Men 1-2 ADLs 3-4ADLs 5-6 ADLs Total

1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994
65-69 247 225 95 216 162 21.1] 448 549 556 91.2 935 86.2
70-74 269 255 59| 177 117 17.2| 404 467 769 850 839 100.0
779 158 116 166 201 153 124 524 722 662 882 991 952
Over 80 188 151 145 162 225 209 571 598 592 920 973 946
Over 65 201 167 131] 179 188 187 520 600 629 899 954 947
Women 1-2 ADLs 3-4ADLs 5-6 ADLs Total

1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994
65-69 154 206 88 224 176 40 570 560 872 949 941 100.0
70-74 281 246 160 139 129 150 478 554 615 898 930 925
7579 172 224 160 274 167 185 49.1 578 624 938 970 96.8
Over 80 12,7 117 114] 200 224 176 59.2 645 678 919 987 968
Over 65 150 149 122 207 205 170 565 623 674 922 977 966

Note : Disability levelsin %

Table8b. Evolution of disability levelsin the community (NLTCYS)

Men 1-2ADLs 3-4 ADLs 5-6 ADLs Total

1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994
65-69 2.78 2.13 2.64 131 1.69 1.38 1.46 124 1.00 5.55 5.07 5.02
70-74 3.99 4.97 3.36 2.20 1.88 1.28 2.45 1.82 1.59 8.63 8.67 6.23
75-79 5.61 5.63 5.19 272 2.85 2.60 3.58 2.26 2411 1191 1074 10.20
Over 80 11.69 8.94 891 4.99 7.36 4.67 7.36 6.33 553 2403 22,63 1912
Over 65 5.00 4.69 4.45 2.38 2.88 217 3.02 242 225 10.40 9.99 8.87
Women 1-2ADLs 3-4 ADLs 5-6 ADLs Total

1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994 | 1984 1989 1994
65-69 3.58 3.24 341 178 161 173 145 132 1.37 6.80 6.17 6.52
70-74 5.77 5.81 4.90 240 2.26 2.29 1.90 179 2441 10.07 9.86 9.64
75-79 8.48 9.44 7.74 348 4.64 4.34 2.93 2.84 2411 1489 1691 1448
Over 80 17.13 1616 14.13 7.53 9.76 9.16 8.67 7.83 791 3333 3375 3121
Over 65 8.01 8.10 7.24) 3.50 4.26 4.18 3.39 3.24 3421 1489 1561 1484

Note : Disability levelsin %
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Table 8c. Population institutionalised

Males 1970 1980 1990 1970-1980 1980-1990
disability disability dissbility| Gr.rate%®| Gr. rate %"
levels| levels levels|
65-69 1.69 1.39 121 -1.94 -1.38
70-74 2.44 2.20 2.01 -1.03 -0.90
75-79 4.13 3.89 3.64 -0.60 -0.66
80+ 10.18 11.71 12.25 1.42 0.45
65+ 3.74 3.81 3.83 0.19 0.06
Females
65-69 157 1.32 112 -1.72 -1.63
70-74 2.84 2.61 2.24 -0.84 -1.52
75-79 5.87 5.63 4.88 -0.42 -1.42
80+ 16.32 19.13 19.69 1.60 0.29
65+ 5.78 6.76 7.06 1.58 0.43

Source : Crimmins reporting Census Data.
Disability levelsin %. Gr. rate %" = Average annual growth rate.

Table 8d. Population institutionalised (NNHS)

NNHS NNHS following

Males 1977 1985 | Gr. rate %" 1985est 1995est | Gr. rate %
65-69 124 0.99 -2.78|65-74 1.05 0.92 -1.29
70-74 1.86 1.60 -1.86|75-84 415 3.28 -2.32
75-79 3.22 2.86 -1.47|over 85 16.33 14.89 -0.92
over 80 8.78 9.09 0.43|over 65 2.84 2.56 -1.01
over 65 3.03 2.90 -0.55

Females

65-69 137 1.03 -3.50|65-74 1.39 1.04 -2.85
70-74 2.57 2.04 -2.85|75-84 6.18 492 -2.25
75-79 5.42 441 -2.54|over 85 27.38 26.78 -0.22
over 80 16.57 16.27 -0.23|over 65 5.74 5.29 -0.80
over 65 5.86 5.79 -0.15

Note : Note : Disability levelsin %. Average annual growth ratein %. Source: NNHS 77-85 US department of Health and
Human Services; Trends in the health of older Americans, CDC, Vital and Health Statistics, 195, 3, 30, chp5:274-298.
NNHS 85-95 : as provided by ASPE and with some populations adjustments.

Male 1985 1989 1992 1995 Av Cr. rate

65 - 69 1.96 2.68 2.43 3.20 0.11
70-74 4.25 4.32 3.93 3.20 -0.10
75-79 4.99 7.48 6.90 7.15 0.19
80 + 13.54 12.14 12.15 11.10 -0.22
65 + 5.03 553 5.36 5.40 0.03
Female 1985 1989 1992 1995 Av Gr. rate

65 - 69 1.93 2.50 2.28 241 0.04
70-74 3.61 3.42 4.75 3.81 0.06
75-79 6.24 5.64 7.05 5.26 -0.05
80 + 11.79 13.33 15.99 16.18 0.48
65+ 5.32 5.74 7.13 6.67 0.17

Source : NCHS (1998). As supplied. Disability levelsin %. Average annual growth ratesin %/.
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Table9. Methodsfor the projections

AWP 4.2 (1998)

Country Type of dynamic projection
Dynamics of Dynamics of Dynamics of Type of survey
disability for institutionalisation disability within
households institutions

France YES YES YES. increasing HH+NH survey

United Kingdom YES NO NO/Sullivan Hyp. HH Survey+ NH Survey

Australia YES YES NO/Sullivan Hyp. HH Survey+ various data on
institutionalised people

Japan YES NO NO/Sullivan Hyp. HH survey +various data on
institutionalised people

Canada YES YES Y ES/decreasing Global Survey

Germany Y ES W- Germany NO Not relevant Survey on care probabilities at
home and in institutions linked
with social insurance scheme.

Sweden YES YES NO HH+various data on
institutionalised population

Netherlands NO (not shown) YES NO HH+various data on
institutionalised population

United States (1) YES YES NO Global Survey

United States (2) YES (smdll) YES YES HH survey + NH survey +Census
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Table 10.1. Projection of the number of theinstitutionalised population

H1 dynamic projection

H2 constant trends

N.th. N.th. N.th. N.th. Gr.rate% | Gr.rate% | Gr.rate% N.th. N.th. N.th. N.th. Gr.rate% | Gr.rate% | GCr.rae%
France 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000
Total population. over 65 8649 9594 10199 12522 109 6.3 30.5 8649 9594 10199 12522 10.9 6.3 30.5
Total prevalence 6.54 6.64 8.09 7.95 15 219 19.8 6.54 6.51 6.48 6.42 -0.5 -0.5 -14
Total institutionnalized older 566 637 825 995 12.6 295 56.3 566 624 660 804 10.4 5.8 28.7
persons
United Kingdom 1992 2000 2010 2020 [ 2000/1992 | 2010/2000 | 2020/2000 1992 2000 2010 2020 | 2000/1992 | 2010/2000 | 2020/2000
Total population. over 65 9108 9192 9709 11314 0.9 5.6 231
Total prevalence 491 5.16 523 4.94 5.0 14 -4.3
Total ingtitutionnalized older 447 474 508 558 6.0 71 17.8
persons
Australia 1996 2000 2010 2020 [ 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Total population. over 65 2131 2234 2671 3653 4.8 19.6 63.5 2131 2234 2671 3653 4.8 19.6 63.5
Total prevalence* 6.41 6.51 6.72 5.93 16 32 -8.9 6.41 6.60 7.05 6.45 3.0 6.8 -2.3
Total institutionnalized older 137 145 179 217 6.5 233 49.0 137 148 188 236 8.0 21.7 59.7
persons
Japan 1996 2000 2010 2020 [ 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Total population. over 65 14289 20906 26348 31419 46.3 26.0 50.3
Total prevalence 5.06 3.96 4.32 4.58 -21.8 9.0 157
Total ingtitutionnalized older 724 828 1138 1440 144 374 73.8
persons
Canada 1995 2000 2010 2020 [ 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 3525 3865 4634 6405 9.6 19.9 65.7 3525 3865 4634 6405 9.6 19.9 65.7
Total prevalence 6.00 5.93 5.66 4.46 -13 -4.4 -24.8 6.00 6.30 6.81 6.13 5.0 81 -2.7
Total institutionnalized older 212 229 262 286 8.2 14.6 247 212 244 316 393 15.1 29.6 61.3
persons

Note : Numbersin Thousands. Growth ratesin %.
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Table 10.2. Projection of the number of theinstitutionalised population
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H1 dynamic projection

H2 constant trends

N.th. N.th. N.th. N.th. Gr.rate% | Gr.rate% | Gr.rate% N.th. N.th. N.th. N.th. Gr.rate% | Gr.rate% | GCr.rae%
Germany 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 12398 15603 15474 16327 259 -0.8 4.6
Total prevalence 3.01 252 2.82 314 -16.2 11.8 24.2
Total ingtitutionnalized older 373 394 437 512 55 10.9 30.0
persons
Sweden 1995 2000 2010 2020 [ 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 1517 1485 1640 1966 -21 10.4 324 1517 1485 1640 1966 -21 10.4 324
Total prevalence 8.84% 8.97 8.71 7.89 15 -3.0 -12.0 8.84 9.32 8.94 8.91 54 -4.1 -4.4
Total institutionnalized older 134 133 143 155 -0.7 7.2 16.4 134 138 147 175 32 6.0 26.6
persons
Netherlands 1995 2000 2010 2020 [ 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 2038 2156 2486 3255 5.8 15.3 51.0
Total prevalence 8.09 8.13 8.35 7.73 0.5 2.7 -5.0
Total ingtitutionnalized older 165 175 207 251 6.3 18.4 435
persons
United States (1) 1994 2000 2010 2020 [ 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000
Total population. over 65 33224 34528 38822 52439 39 124 51.9 33224 34528 38822 52439 39 12.4 51.9
Total prevalence 5.11% 5.00 4.45 333 -21 -11.1 -335 511 5.44 5.52 4.77 6.4 15 -12.2
Total in stitutionnalized older 1699 1728 1727 1745 17 0.0 1.0 1699 1878 2144 2502 10.5 14.2 333
persons

Note : Numbersin Thousands. Growth ratesin %.
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Table11.1. Projection of the number of disabled older personsliving in the community

H1 dynamic proj ection

H2 constant trends

N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate % N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate %

France 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000
Total population. over 65 8649 9594 10199 12522 109 6.3 305 8649 9594 10199 12522 109 6.3 305
Total prevalence 8.02 6.64 5.85 4.75 -17.3 -11.8 -28.4 8.02 8.06 10.00 9.49 0.4 24.1 17.8
Dissbled older persons in the 694 637 597 595 82 6.3 6.6 694 773 1020 1188 114 320 53.7
community

United Kingdom 1992 2000 2010 2020 | 2000/1992 | 2010/2000 | 2020/2000 1992 2000 2010 2020 | 2000/1992 | 2010/2000 | 2020/2000
Total population. over 65 9108 9192 9709 11314 0.9 5.6 231 9108 9192 9709 11314 0.9 5.6 231
Total prevalence 13.35 13.16 12.75 11.91 -1.4 -3.1 -9.6 8.44 8.56 8.68 8.43 15 13 -16
Dissbled older persons in the 1216 1210 1238 1347 -05 23 113 769 787 843 954 24 7.0 21.2
community

Australia 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Total population. over 65 2131 2234 2671 3653 4.8 196 635 2131 2234 2671 3653 48 196 635
Total prevalence* 10.76 10.73 10.30 10.09 03 -4.0 6.0 10.76 11.09 11.09 10.66 30 0.0 -39
Dissbled older persons in the 229 240 275 369 45 14.8 538 229 248 296 389 8.0 196 57.2
community

Japan 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Total population. over 65 14289 20906 26348 31419 46.3 26.0 50.3 14289 20906 26348 31419 463 26.0 50.3
Total prevalence 6.39 4.63 4.16 3.66 -27.5 -10.2 211 6.39 5.01 5.45 5.79 -21.6 8.8 158
Dissbled older persons in the 913 969 1096 1148 6.1 131 186 913 1047 1435 1821 14.6 372 74.0
community

Canada 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 3525 3865 4634 6405 96 199 65.7 3525 3865 4634 6405 9.6 199 65.7
Total prevalence 4,08 4.41 4.85 4.48 8.2 9.9 15 4.08 4.26 454 415 43 6.7 25
Dissbled older persons in the 144 171 225 287 186 318 68.2 144 164 210 266 143 27.9 61.6
community

Note : Numbersin Thousands. Growth ratesin %. Differencesin levels tend not to be significant across countries and may reflect a heterogeneity of concept .
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Table11.2. Projection of the number of disabled older personsliving in the community
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H1 dynamic projection

H2 constant trends

N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate % N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate %
Germany 1995 2000 2010 2020 2000/1995 2010/2000 2020/2000 1995 2000 2010 2020 2000/1994 2010/2000 2020/2000
Total population. over 65 12398 15603 15474 16327 25.9 -0.8 46 12398 15603 | 15474 | 16327 25.9 -0.8 4.6
Total prevalence 6.77 5.29 5.32 5.17 -21.8 05 2.2 6.77 5.71 6.62 7.19 -15.7 15.9 26.0
Dissbled older persons in the 839 826 823 845 -16 -0.3 2.3 839 891| 1024 1175 6.1 15.0 31.9
community
Sweden 1995 2000 2010 2020 [ 2000/1995 2010/2000 2020/2000 1995 2000 2010 2020 | 2000/1995 2010/2000 2020/2000
Total population. over 65 1517 1485 1640 1966 2.1 10.4 324 1517 1485 1640 1966 2.1 10.4 324
Total prevalence 9.37 8.89 7.06 6.40 -5.1 -20.6 -28.0 9.37 9.44 9.29 9.22 0.7 -1.6 -2.4
Disabled older persons in the 142 132 116 126 71 -12.3 -4.7 142 140 152 181 -14 8.7 29.3
community
Netherlands 1995 2000 2010 2020 [ 2000/1995 2010/2000 2020/2000 1995 2000 2010 2020 | 2000/1995 2010/2000 2020/2000
Total population. over 65 2038 2156 | 2486 3255 5.8 15.3 51.0
Total prevalence 12.57 1267| 1251| 1227 0.8 -1.2 3.1
Disabled older persons in the 256 273 311 400 6.6 13.9 46.3
community
United States (1) 1994 2000 2010 2020 2000/1994 | 2010/2000 2020/2000 1994 2000 2010 2020 2000/1994 | 2010/2000 2020/2000
Total population. over 65 33224 34528 38822 52439 39 12.4 51.9 33224 34528 | 38822 | 52439 39 12.4 51.9
Total prevalence 11.72 11.62 10.81 9.30 -0.9 -7.0 -19.9 11.72 1214 1212|1124 36 -0.2 .75
Dissbled older persons in the 3895 4013 4197 4879 30 46 21.6 3895 4193| 4704 | 5892 7.7 122 405
community

Note : Numbersin Thousands. Growth ratesin %. Differencesin levels tend not to be significant across countries and may reflect a heterogeneity of concept .
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Table 12. Projection of thetotal number of disabled older persons

H1 dynamic projection

H2 constant trends

N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate % N.th. N.th. N.th. N.th. Gr. rate % Gr. rate % Gr. rate %
France 1994 2000 2010 2020 2000/1994 2010/2000 2020/2000 1994 2000 2010 2020 2000/1994 2010/2000 2020/2000
Total population. over 65 8649 9594 10199 12522 109 6.3 30.5 8649 9594 10199 12522 109 6.3 30.5
Total prevalence 14.57 13.28 13.94 12.69 -89 5.0 -4.4 14.57 14.56 16.47 15.91 -0.1 132 9.3
Total disabled older persons 1260 1274 1422 1590 11 116 24.8 1260 1397 1680 1992 109 20.3 42.6
United Kingdom 1992 2000 2010 2020 2000/1992 | 2010/2000 2020/2000 1992 2000 2010 2020 2000/1992 |  2010/2000 2020/2000
Total population. over 65 9108 9192 9709 11314 1 6 23 9108 9192 9709 11314 0.9 5.6 231
Total prevalence 13.35 13.16 12.75 1191 -14 -31 -9.6 13.35 13.72 13.91 13.37 28 14 -2.6
Total disabled older persons 1216 1210 1238 1347 -05 23 11.3 1216 1261 1350 1512 37 71 19.9
Australia 1996 2000 2010 2020 2000/1996 | 2010/2000 2020/2000 1996 2000 2010 2020 2000/1996 |  2010/2000 2020/2000
Total population. over 65 2131 2234 2671 3653 48 19.6 63.5 2131 2234 2671 3653 438 19.6 63.5
Total prevalence* 17.17 17.24 17.02 16.03 0.4 -1.3 -7 17.17 17.69 18.14 17.11 3 25 -33
Total disabled older persons 366 385 455 585 5.3 18 52 366 395 485 625 8 225 58.1
Japan 1996 2000 2010 2020 2000/1996 | 2010/2000 2020/2000 1996 2000 2010 2020 2000/1996 |  2010/2000 2020/2000
Total population. over 65 14289 20906 26348 31419 46.3 26.0 50.3 14289 20906 26348 31419 46.3 26.0 50.3
Total prevalence 11.45 859 8.48 824 -25.0 -14 -4.2 11.45 8.97 9.77 10.38 -21.7 89 15.7
Total disabled older persons 1636 1797 2233 2588 9.8 243 44.0 1636 1875 2573 3260 146 373 739
Canada 1995 2000 2010 2020 2000/1995 |  2010/2000 2020/2000 1995 2000 2010 2020 2000/1995 |  2010/2000 2020/2000
Total population. over 65 3525 3865 4634 6405 9.6 19.9 65.7 3525 3865 4634 6405 9.6 19.9 65.7
Total prevalence 10.09 10.34 10.52 8.94 25 17 -135 10.09 10.56 11.35 10.28 47 75 -2.7
Total disabled older persons 356 400 487 573 124 219 43.3 356 408 526 659 148 28.9 614
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Table 12. Projection of the total number of disabled older persons (continued)

H1 dynamic proj ection

H2 constant trends

N.th. N.th. N.th. N.th. Gr. rate % Gr.rate% | Gr.rate% N.th. N.th. N.th. N.th. Gr.rate% | Gr.rate% | Gr.rate%
Germany 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 12398 15603 15474 16327 259 -0.8 46 12398 15603 15474 16327 259 0.8 46
Total prevalence 9.78 8.77 8.14 831 -10.3 7.2 52 9.78 9.19 9.44 10.33 -6.0 27 124
Tota dissbled older 1213 1369 1260 1357 12.9 -8.0 -0.9 1213 1434 1461 1687 183 19 17.6
persons
Sweden 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 1517 1485 1640 1966 21 10.4 324 1517 1485 1640 1966 21 10.4 324
Total prevalence 18.22 17.87 15.76 14.29 -1.9 -11.8 -20.0 18.22 18.76 18.23 18.13 30 2.8 -34
Tota dissbled older 276 265 259 281 -4.0 25 59 276 279 299 356 08 74 28.0
persons
Netherlands 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Total population. over 65 2038 2156 2486 3255 5.8 153 510
Total prevalence 20.66 20.80 20.86 20.00 07 03 -3.8
Total disabled older 421 448 519 651 6.5 15.7 452
persons
United States (1) 1994 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000
Total population. over 65 33224 34528 38822 52439 39 124 519 33224 34528 38822 52439 39 124 519
Total prevalence 18.08 16.84 16.63 15.26 -6.9 -1.2 -9.4 18.08 16.84 17.58 17.64 -6.9 4.4 48
Tota dissbled older 5594 5740 5924 6624 26 32 154 5594 6071 6848 8394 85 12.8 383
persons

Note : Numbers in Thousands. Growth rates in %. By assumption, the number of disabled older persons presented include all institutionalised persons and severely disabled persons in households.
Differencesin levels tend not to be significant across countries and may reflect a heterogeneity of concept .
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Table 13. Projection of the 15-64 year-old population

France 1994 | 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000
Population 15-64 37870| 38634| 39821 37939 2.0 31 -1.8
United Kingdom 1992 2000 2010 2020 | 2000/1992 | 2010/2000 | 2020/2000
Population 15-64 37561 | 38142| 38868 37646 15 19 -1.3
Australia 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Population 15-64 5619| 5717 5871 5748 1.7 2.7 05
Japan 1996 2000 2010 2020 | 2000/1996 | 2010/2000 | 2020/2000
Population 15-64 87074| 86365| 81452 74778 -0.8 -5.7 -134
Canada 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Population 15-64 19868 | 20898 | 22746 22837 52 8.8 9.3
Germany 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Population 15-64 56043| 56860| 56005 54405 15 -15 -4.3
Sweden 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Population 15-64 5619| 5717 5871 5748 1.7 2.7 0.5
Netherlands 1995 2000 2010 2020 | 2000/1995 | 2010/2000 | 2020/2000
Population 15-64 10603 | 10829| 11097 10498 2.1 2.5 -31
United States (1) 1994| 2000 2010 2020 | 2000/1994 | 2010/2000 | 2020/2000
Population 15-64 172771| 183900 | 201932 206365 6.4 9.8 12.2
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Table 14. Comparisons of care systems
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Country Estimated total Estimated Share of Share of Share of Share of spending
spending on public spending population  population aged privatebeds  towardsingtitutions
LTC onLTC aged 65 and 65 and over among in total public
overin receiving formal institutions spending on long-
(1992-1995) (1992-1995) institutions help at home term care
% GDP % GDP % of total % of total % of total % of total

1 D 2 ©) 2 4)
Australia 0.90 0.73 6.8 11.7 26 73
Austria 14 n‘a 49 24 n‘a n‘a
Belgium 121 0.66 6.4 45 49 53
Canada 1.08 0.76 6.2t07.5 17 38 67
Denmark n‘a 2.24 7 20.3 n‘a 80
Finland 1.12 0.89 53to7.6 14 12 86
France n‘a 0.50 6.5 6.1 32 59
Germany n‘a 0.82 6.8 9.6 33 48
Japan (5) n‘a 0.15/0.62 6.0 5 n‘a n‘a

(3.0 NH)(6)
Netherlands 2.70 1.80 8.8 12 n‘a 76
(2.7 NH)(6)

Norway [12.80 2.80 6.6 17 10 63
Sweden .7 2.7 8.7 11.2 n‘a n‘a
United 1.30 1.00 5.1 55 44 70
Kingdom
United 1.32 0.70 5.7 16 100 67
States

()
Greece 0.17 n/a n‘a n‘a n‘a n‘a
Ireland 0.86 n/a 5 35 47 n‘a
Italy 0.58 n/a 3.9 3.0 33 n‘a
Portugal 0.39 n/a n‘a n‘a n‘a n/a
Spain 0.56 n/a 2.8 2 n‘a n‘a
Switzerland 0.75 n/a n/a n/a n/a n/a
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“N/A- “Information is not available.

(1) Long-term care spending refers to the care needed to help older persons leading an independant life, at home or in an
institution. It excludes informal help. For home care, it should include all home care services, including district nurses
services, excluding medical visits. For institutions, it includes all the costs related to care and lodging, including help for
all self-care activities, but excluding medical costs. Public costs includes all costs incurred by public institutions,
municipalities, sickness funds or old age funds. Private spending refers to out of pocket payments or payments by private
long-term care insurance when the definitions are available. Definitions for the lower part of the table may be a little more
restrictive than for the upper part. Definitions across countries are not always totally homogenous as information was
provided from two different sources. Most of the information was derived from Patcdét (1997) and other national
sources as follows:

Austraia Key facts, provided by the Department of Health. (1998)

Austria K. Leichsenring (1998), Social Protection for Dependency in Old Age, Vienna, European Centre for Social Welfare Policy
and Research, February.

Belgium Pacolet et al. (1998). Country report Belgium, The Sate of the Debate on Social protection for Dependency in Old age in
the 15 EU Member states and Norway, Research project for the European Commission DGV and the Belgian Minister of
Social Affairs, Katoliek Universiteit Leuven.

Canada Chartrand P. (1993) Description of long-term care services in provinces and territories of Canada,
Federal/provincial/territorial subcommittee on continuing care.

Denmark Department of Health, (1998).

Finland Vaarama M., Kautto M. (1997) Social Protection for the elderly in Finland ISBN 851-33-0495-7, Gummerus Oy.
Jyvéskyla.

France Joel, M.E., (1997) “La dépendance des personnes agées en France”, mimeo, LEGOS, Université de Paris Dauphine.

General Pacolet J., Versieck K., Bouten R., Lanoye H. (198& Rate of the Debate on Social protection for Dependency in Old

age in the 15 EU Member states and Norway, Research project for the European Commission DGV and the Belgian
Minister of Social Affairs, Katoliek Universiteit Leuven.

Germany Rothgang H., Schmahl W (1995 Long-term Costs of Public Longd-term Care Insurance in Germany, Zentrum fir
Sozialpolitik Universitat Bremen, Arbetispapier n° 9/95.

Japan Data provided by the Ministry of Health and Welfare (1998)

Netherlands Schuijt-Lucaassen N. (1993gial protection for dependent elderly in the Netherlands, Institute for Applied Gerontology,
Vrije Universiteit, Amsterdam.

Norway Daatland (19973ocial protection for the elderly in Norway , Norwegian Social Research, NOVA, Skriftserie 4/1997.

Sweden Secretariat for Long-term analysis, Ministry of Health and Social Affairs, (1998).

U. K. HMSO (1996) “Long Term Care: Future Provision and Funding”, House of Commons n° 119, London.

u.S. Wiener J., lliston L.H., Hanley R.J. (1998)aring the Burden : Strategies for Public and Private Long-Term Care

Insurance. Washington DC. The Brookings Institution.

(2) Estimates may vary according to the concept chosen for institutions (sheltered housing, hotels for the elderly, medical
homes). Normally, the concept described should include only staffed homes. For Denmark the concept of older persons
refer mostly to over 67. Sources for Ireland O. Shea (1998), Spain Rodriguez Cabrero (1998).

(3) Proportion of older persons receiving formal help at home, including district nursing, and help with Activities of Daily
Living.

(4) Thisshows the proportion of public funding devoted to institutions as opposed to supporting help in acommunity setting.

(5) Japan. the data of 0.15 corresponds to present spending for care to the older person in 1995 (not including hospitalisation
costs) while 0.62 correspond to the additional spending involved by the current long-term care insurance adjusted with the
1995 popul ation.

(6) Some of the residential accommaodation is provided within hospitals. Data refers to nursing homesstricto sensu.

(7) Data is derived from Markus Schneider & a. Gesundheitssysteme im internationalen Vergleich, (1994), BASYS. Data
refer to the years 1992-1994 as supplied by the authors.

Existing estimates for long-term carein OECD Health Data are somewhat lower but do exclude a considerable share of long-
term care programmes.
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Table 15. Cost hypothesis

(Base year estimates for the projection)

Homecare I nstitutions
Public cost Public cost Total Costs
France 1990
Relative cost %/GDP head 20.2 | Less severe 30.7 66.7
More severe 511 111.1
United Kingdom 1992
Relative cost %/GDP head 27.2| Average 89.0 153.5
Australia 1996
Relative cost %/GDP head 9.8 | Nursing Homes 105.1
Hostels 35.0
Japan 1996
Relative cost %/GDP head 11.8| Hospitals 146.4
Homes  for the 62.3
elderly
Canada 1995
Relative cost %/GDP head 42.2 | Nursing homes 72.3 80.3
Homes for the Aged 61.6 68.5
Germany 1995
Rel ative cost %/GDP head 31.5| Average ingtitutions 85.0 106.3
all grades
Sweden 1995
Relative cost %/GDP head 83.8 | Average costs 99.6
Netherlands 1995
Relative cost %/GDP head 29.6| Average public costs 111.0
United States 1994
Rel ative cost %/GDP head 16.7" | Average nursing 67.2 137.7
homes costs

Note: For the US, total cost of home help are estimated to be 22.7 % of GDP/head.. Total costs of home help are not available for
most other countries. Details from national reports and various sources consistent with Table 14. The information displayed in this
table results also from the contribution of Marino, Tessier Werle (1998) to the OECD. (A French version is available upon request).
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Table 16. Projection of

publicly financed long-term car e share of GDP

H1 dynamic projection

H2 constant trends

% GDP | %GDP | % GDP % GDP Gr.rate% | Gr.rate% | Gr.rate% || % GDP | % GDP | % GDP | % GDP | Gr.rate% | Gr.rate% | Gr.rate %
France 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000 1994 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000
Home help 0.23 0.20 0.18 0.19 -10.1 -9.0 -5.0 0.23 0.24 0.27 0.33 7.3 9.7 334
Institutions 0.37 0.41 0.54 0.71 11.7 30.3 70.2 0.37 0.41 0.52 0.66 9.9 26.7 614
Total 0.60 0.62 0.72 0.90 35 17.4 455 0.60 0.65 0.79 0.98 8.9 20.4 50.9
United Kingdom 1992 2000 2010 2020 2000/1992 | 2010/2000 | 2020/2000 1992 2000 2010 2020 2000/1992 | 2010/2000 | 2020/2000
Home help 0.36 0.34 0.33 0.37 -5.2 -2.6 85 0.36 0.36 0.38 0.44 1.3 4.7 224
Institutions 0.69 0.72 0.75 0.86 33 51 19.3 0.69 0.72 0.75 0.86 33 51 19.3
Total 1.05 1.06 1.08 1.22 0.4 2.6 15.9 1.05 1.08 1.13 1.30 2.6 49 204
Australia 1996 2000 2010 2020 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 2000/1996 | 2010/2000 | 2020/2000
Home help 0.15 0.15 0.17 0.23 2.7 11.8 53.0 0.15 0.16 0.19 0.26 6.2 16.5 56.3
Institutions 0.66 0.66 0.70 0.76 0.0 6.2 13.8 0.66 0.70 0.88 1.12 6.1 24.3 58.8
Total 0.81 0.82 0.88 0.99 0.5 7.2 21.2 0.82 0.87 1.07 1.38 6.1 22.8 58.4
Japan 1996 2000 2010 2020 2000/1996 | 2010/2000 | 2020/2000 1996 2000 2010 2020 2000/1996 | 2010/2000 | 2020/2000
Home help 0.08 0.09 0.11 0.12 7.0 19.9 37.0 0.75 0.86 1.26 1.74 154 46.0 101.7
Institutions 0.66 0.74 1.00 1.28 11.3 35.0 734 0.08 0.10 0.14 0.19 15.6 454 100.9
Total 0.75 0.83 1.10 1.40 10.9 334 69.5 0.66 0.76 112 1.54 154 46.1 101.8
Canada 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Home help 0.21 0.23 0.28 0.36 12.8 211 539 0.71 0.77 0.92 1.14 9.2 18.6 47.7
Institutions 0.50 0.51 0.53 0.57 2.2 3.9 11.3 0.21 0.23 0.26 0.33 8.7 175 47.9
Total 0.71 0.74 0.81 0.93 53 9.3 24.7 0.50 0.55 0.65 0.81 9.4 19.1 47.6
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Table 16. Projection of publicly financed long-term car e share of GDP (continued)
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H1 dynamic projection

H2 constant trends

% GDP | %GDP | % GDP % GDP Gr.rate% | Gr.raae% | Gr.rate% || % GDP | % GDP | % GDP | % GDP | Gr.rate% | Gr.rate% | Gr.rate %
Germany 1995 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1994 | 2010/2000 | 2020/2000
Home help 0.32 0.32 0.32 0.35 -2.6 19 10.0 0.32 0.34 0.39 0.47 45 16.4 38.8
Institutions 0.39 0.40 0.45 0.55 4.0 12.6 35.9 0.39 0.40 0.45 0.55 4.0 12.6 35.9
Total 0.71 0.72 0.78 0.90 1.0 7.9 245 0.71 0.74 0.85 1.02 4.2 14.3 37.2
Sweden 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Home help 1.35 1.23 1.05 1.17 -8.7 -14.6 -5.2 1.35 131 1.38 1.68 -3.1 5.9 28.6
Institutions 1.51 1.48 1.54 1.71 -24 4.4 15.8 151 153 1.58 1.93 14 3.2 259
Total 2.86 271 259 2.88 -5.4 -4.3 6.3 2.86 2.84 2.96 3.61 -0.7 4.4 27.2
Netherlands 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1995 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Home help 0.49 0.51 0.57 0.77 4.4 111 50.9
Institutions 1.18 1.23 142 1.82 4.1 155 48.0
Total 1.67 1.74 1.99 2.60 4.2 14.2 48.9
United States (1) 1994 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000 1994 2000 2010 2020 2000/1995 | 2010/2000 | 2020/2000
Home help 0.24 0.23 0.22 0.25 -3.2 -4.7 8.4 0.24 0.24 0.25 0.30 11 22 25.2
Institutions 0.42 0.40 0.37 0.36 -4.4 -9.0 -10.0 0.42 0.44 0.46 0.52 38 4.0 18.8
Total 0.66 0.64 0.59 0.61 -4.0 -74 -3.3 0.66 0.68 0.70 0.82 29 33 211

Note : share of GDPin %. Average annual growth ratesin %.
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Chart 1: Trendsin prevalence of severe disability by age groups and gender in OECD countries
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Germany
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