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SUMMARY

This paper examines the various constraints which OECD Member countries must now deal with, faced
with the prospects of rapid growth in the number of frail elderly persons. It pays particular attention to
recent trends in disability. Most of the available cross-country evidence shows trends towards better
functional health in older populations, although the magnitude of the gains and their significance need
further assessment.

In this context, this paper advocates an “active ageing” approach to long-term care policies. It provides
some rough estimates of the macroeconomic costs of long-term care. It also presents some indicators of
public/private financing and institutionalisation rates. The public costs of providing long-term care are
estimated to be relatively modest as a proportion of GDP (of the order of 1 or 2 per cent or less).
However, much care for the frail elderly is provided through informal care-giving arrangements which are
not reflected in official figures.

An active ageing approach requires the provision of long-term care services to be better integrated with
other social policies.  This is needed both to foster efficiency and to enable equitable access to care for all,
and particularly those with the greatest needs.
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1. INTRODUCTION

1. Ageing creates policy challenges for most developed countries. These have been examined by
the OECD recently (OECD 1997, 1998). Apart from other important dimensions in the field of pensions
and health care systems, ageing populations will also increase pressures on social and caring systems.
Care for frail older persons is an important component in this context. Wide ranging reforms are needed to
offer a comprehensive response integrating the life course dimension. The goal of these reforms must be
to foster individual autonomy for older persons through an active ageing strategy in the various areas of
retirement income, caring arrangements, health and social services.

2. The purpose of this study is to offer a comprehensive analysis of the main dimensions relevant
to long-term care policy at the international level. The study builds on previous work which has analysed
care for frail elderly persons (OECD 1994, 1996). The current study presents an assessment of public and
private arrangements for providing long-term care services in the light of both demographic and socio-
economic factors. The study also provides key indicators from different countries’ systems regarding the
provision and financing of long-term care. Specific consideration is given to the trends in disability among
the very old. The future health of older populations is a key element in analysing future needs for social
systems. This study integrates work presented in detail in Jacobzone et al. (1998) regarding its
implications for developing an active ageing strategy in this field. While deinstitutionalisation appears to
be a highly desirable goal, in practice alternative social networks in the community are needed that enable
older persons to remain in their own homes as long as possible. Therefore, OECD Member countries
should develop integrated policies for social and health care systems that take into account the
administrative complexity of local and central government interventions. Finally, the study synthesises
various policy dimensions in order to foster sharing of information about the responses to the needs
generated by ageing.

3. The paper is organised as follows. First, it presents the general perception of constraints faced by
social policy in addressing the challenge of ageing. It discusses the demographic and socio-economic
contexts, as well as the impact of trends in disability. Second, it evaluates the policy responses designed to
foster an active ageing strategy. It analyses current trends in provision for the frail elderly, both with
regard to current arrangements and likely projections of needs for long-term care services. Then, it
presents policy responses developed by OECD Member countries, and offers prospective insights towards
further reforms.
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2. A GENERAL PERCEPTION OF CONSTRAINTS

2.1. The challenge of ageing

4. OECD Countries face a common challenge with the ageing of their populations. Increased life
expectancy to an advanced age is shared among OECD countries, although they differ significantly in the
extent by which this phenomena affects their oldest populations.

5. OECD countries are at the end of a period which saw a steady increase in the share of the
potential 15-64 year-old labour force in the total population. Together with the arrival of the baby boom
generation on the labour market, dependency ratios were reduced (Table 1). These trends are likely to be
sustained for at least a few years, up until 2000-2010. Then, in most countries, dependency ratios are
going to increase again, due to a steep increase of the share of the population aged over 65.

Table 1.  Evolution of dependency ratios 1960-2030

6. In terms of global ageing1, the main issue remains whether this will be accompanied by a
corresponding adjustment of participation rates in the labour market. Up to now, the slight fall in the male
participation rate, to 83.6 per cent in 1996, has been more than offset by a rise in female participation rates
(to 59.8 per cent in 1996). However, these trends seem to be levelling off in the most advanced OECD
countries undergoing structural change. In most OECD countries, participation rates of male older age-
groups have been falling sharply2 (Wise and Gruber 1997, OECD 1997, OECD 1998).

7. In terms of social policy for older persons, the significance of this renewed increase in
dependency ratios is profoundly different from the previous increase as it is being fuelled by life
expectancy gains at advanced ages. These gains attest the positive character of the general economic and
social changes in the OECD countries. These changes reflect, overall, an improved level of well-being in
terms of living standards and access to high quality health care. Nevertheless, they raise questions about
social needs. There is likely to be an impact on family structures, which will become more complex, with
potentially four generations instead of three, two of which may need to be supported by the intermediate
generations. The ageing process will affect choices of life style, allocation of wealth in time and space,
and care needs of potentially frail populations.

2.1.1 Increased longevity and the ageing cycle

8. Longevity has risen sharply in OECD countries. Unlike in the past, when longevity gains
stemmed from a fall in infant mortality, current gains are largely due to a fall in mortality at advanced
ages. According to the most recent data, life expectancy at the age of 65 is close to an average of 16 years
for men and 19 years for women. Even at 80 years, average life expectancy reaches 7.3 years for men and
8.9 years for women. The lowest life expectancies at older ages are to be found in the European countries
in transition as well as in Korea and Ireland. The highest longevity is to be found in countries like Japan,

                                                     
1 See Maintaining Prosperity in an Ageing Society, OECD 1998.
2 Except for the United States where they have increased again since 1985.
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France, Australia, Canada, Switzerland and the Scandinavian countries (Table 1). The increase in life
expectancy is generally more pronounced for women.

Table 2.  Life expectancy at age 65 and 80

9. These longevity gains are the result of a significant decline in mortality rates at advanced ages
which began in the early 1950s and 1960s. The process has been a steady one, affecting the most advanced
ages. According to Kannisto (1994), since the early 1960s mortality rates in the majority of developed
countries except for Eastern Europe have fallen by 1-2 per cent per year for women and by 0.5-1.5 per
cent per year for men between the ages of 80 and 99.

10. Examination of the trends in ageing reveals quite a high heterogeneity among countries (Chart
1). The gains in countries like Hungary, the Czech Republic and Poland have been modest. In contrast,
Japan is the country which seems to have made the largest relative gains while at the same time having
one of the longest life expectancies. It is faced with a population ageing which is unparalleled among the
industrialised countries. Among EU countries however, there seems to be a relative convergence in the
ageing process.

Chart 1.  Links between life expectancy at age 65 and average increase of life expectancy

11. This is also reflected in different ageing cycles. In the countries where the ageing process began
earliest, the share of over-80 year-olds in the population is largest. For example, Sweden, France,
Denmark, Norway, the United Kingdom and Germany were confronted with the consequences of
increased longevity at older ages earlier than other countries. In contrast, in Southern European countries
like Italy, Spain, Greece and Portugal, as well as Japan, a large share of the population is now 65+, but
their over-80 population is still small.  These countries are now confronted with the consequences of
ageing on pension systems, but they have not yet been fully confronted with the implications of ageing for
care for the frail elderly persons. Japan is reforming its system to address future needs for its frail elderly
(see below) in contrast to the situation of Southern European countries. These latter countries are moving
from one of the youngest populations to one of the oldest. A third group of countries is still relatively
young, like Ireland, Australia, Canada, and to a lesser extent, the United States.

Chart 2.  Share of the population 80 and over compared with the share of the population 65 and over

2.1.2 Rectangularization and diffusion in the survival curve?

12. The effects of population ageing have not always been totally incorporated in the forecasts
carried out for the purposes of public policy-making, as the implicit assumptions in terms of life
expectancy embedded in them are usually quite conservative. However private agents may have already
factored them into their behaviour. In the United States, an empirical analysis of life insurance and
annuities contracts shows that private markets expect mortality to fall further in the future at a quite rapid
rate. (Mullin and Philipson 1997). The whole ageing process may need to be reconsidered (Vaupel 1998).
Up to now, ageing has been perceived as an inevitable biological process, with a maximum age lying
between 80 and 100. In fact, a number of ageing-related deficiencies are due to specific pathologies
(e.g., osteoporosis, Alzheimer’s disease) for which medical research may offer continuous improvement.
Hence, current developments reflect not only an increased rectangularization of the life expectancy curve
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but also a diffusion process with a general trend towards gains in life expectancy at the most advanced
ages.

2.2 The heterogeneity of the socio-economic contexts

13. If increases in longevity are shared by most countries, socio-economic contexts remain
heterogenous. The growing individualisation of life styles may generate additional needs. Family
relationships are transformed through a greater demand for autonomy on the part both of parents and
children, even when they live in close proximity. The proportion of elderly people living alone has been
rising steadily. This proportion has long been higher in Scandinavian countries which have had relatively
generous social protection systems and a high standard of living (Chart 3). It has risen sharply and is also
high in Austria, Belgium, the United Kingdom and the Netherlands. Southern Europe has been catching up
rapidly with these countries; in Spain there has been a sharp increase in the elderly population living alone
-- it is now over 20 per cent. Although increasing, it is still much lower in Japan, where only one in seven
elderly people live alone.

Chart 3.  Proportion of elderly living alone, 1970-96a

14. The elderly living alone in Chart 3 are largely surviving spouses, especially widows, reflecting
the difference in male and female life expectancies. In those countries where the proportion has been
traditionally high, it is now stabilising and is even falling in some Scandinavian countries. Projections for
the male-female mortality rate differential indicate that the proportion of elderly living alone will stabilise
and even fall sharply in countries like Germany and Finland, as the generation which survived the Second
World War dies. A narrowing of the mortality differential would stabilise and might even bring about a
substantial reduction in the number of elderly people living alone, due to more couples surviving together.
(Wolf 1995).

15. The proportion of the elderly living with their children has fallen in all OECD countries. In the
North European countries, only one person out of 10 in Norway and the Netherlands and only one person
out of 25 in Denmark live with their children. In contrast, the proportion is still much higher in those
countries where demographic and social changes are not as dramatic, for example in Eastern and Southern
Europe, where the equivalent proportion is one quarter. Japan is a case apart: though the proportion has
been falling steadily over the recent period, half of the elderly still live with their children. To some extent
these statistics exaggerate cross-country differences. Living alone does not necessarily imply a reduced
supply of care by the family. Elderly people may live in a separate dwelling but in close proximity to their
children.

16. Cross-sectional analysis (Stern 1994) shows that the number of married people decreases with
age due to the life expectancy differential. As age increases in a given age cohort, the proportion of elderly
people living alone falls, and the proportion of institutionalised elderly rises after age 80. A relative fall in
the married population over different cohorts in recent decades is due to an increased proportion of
widows coupled with a very slow recomposition of households at advanced ages (Börsch Supan 1989).
Stronger life expectancy gains for men than for women may increase the share of the married population
again and mitigate the evolution of the single population.
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17. In addition to the desire for privacy and a more independent life style, increased income3

facilitates an increase in the elderly population living alone (e.g. the United States since the 1940s, see
Costa 1997). The absence of a spouse is one of the main reasons for seeking help with accommodation. In
addition to the income effects, especially important for the less well-off, (see Börsch Supan et al. 1991,
1996), health plays an important role in terms of functional ability to perform Activities of Daily Living
without help.

18. Growing participation rates of women, (the traditional providers of a large share of informal
care) in formal paid work, are putting increased stress and strain on informal carers. The balance of
evidence suggests that an increased burden of care will affect the degree of participation, in terms of hours
worked, more than the participation in the job market itself4. Hence, there will be additional demands on
social policies to facilitate labour market participation, and to help with fulfilling family obligations. On
the other hand, in the future, care-giving situations may not stay restricted to family members. For
example, in Australia eligibility for Carer Payment does not require that the carer be related to the person.

2.3 The impact of dynamic trends in prevalence of severe disability

2.3.1 Measuring the functional health status of an older population

19. Measuring the functional health status of an older population is important, as ageing increases
the share of those groups in the population which may be faced with a frail health status. With the relative
growth in life expectancy and the proportion of the very old increasing, it is necessary to understand the
relative incapacity status of the population. If increases in lifespan are achieved with favourable health
status, the elderly will be able to lead more autonomous lives, putting less pressure on social systems and
increasing the quality of life. If not, then older populations will need even more help in their daily lives.
Hence, the trend in health status among the elderly is one of the key variables in future long-term care
policy. In order to assess the nature of needs and their evolution, disability must be considered using
longitudinal data.

20. This has been the subject of keen interest among experts. The combined effects of ageing are
ambiguous: gains in life expectancy, due to a reduction in mortality, are in a dynamic equilibrium with
gains in morbidity and reductions in the prevalence of illness in older age groups. If the reduction in
mortality is greater than the reduction in morbidity, then the lengthening of life expectancy leads to
increased incapacity, hence a scenario of “the expansion of morbidity” (Fries 1989). On the other hand, if
medical progress permits a simultaneous fall in mortality and an improvement in health status, the result is
a scenario of the “compression of morbidity”. If the two are balanced, then a dynamic equilibrium
prevails. Therefore, to illustrate this debate, particular attention needs to be paid to the measurement of
cohort effects, the relative evolution of life expectancy and life expectancy without disability, and the
precise definitions of disability.

21. International comparisons of health status are difficult. According to the most usual definitions,
incapacity affects nearly half of the population over 65. A precise evaluation of incapacity requires a

                                                     
3 Recent findings show that it is necessary to take into account both assets and income (Borsch Supan et al.

1996).
4 See the survey of Lumsdaine (1998), including insights both for care for frail parents and grandchildren.
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clarification of measurement issues. Various indicators elaborated in collaboration with the OECD
(Mathers 1997, Robine 1997) have led to the estimation of “Disability Free Life Expectancy (DFLE)”.
The DFLE indicators focused on here are centred around disability measured by Activities of Daily Living
(ADL) components. “Severe Disability Free Life Expectancy” is determined by the absence of incapacity
defined in a restrictive way: the inability to perform those activities essential for everyday life without
significant help with personal care (in terms of at least 1 ADL restriction). Moderate incapacity supposes
some limitations, more often in terms of Instrumental Activities of Daily Living (IADL), and often
requires the availability of a certain amount of formal or informal help, not necessarily through social
services.

22. In the OECD countries where such a measurement can be made with reasonable homogeneity,
DFLE represents between 45 to 80 per cent of life expectancy of those at age 65. The population of
Member countries can expect to have a significant number of years in good health from age 65.
Furthermore, in most countries, disability free life expectancy at age 65 is increasing (although the results
are less clear cut in Australia, New Zealand and Norway).

Table 3.  Trends in life expectancy without disability at age65

23. If one takes into account only moderate disability, the question seems to remain open: at this
level, the trends in morbidity are ambiguous. Potential reductions are far from fully matching gains in
overall life expectancy. In contrast, when severe incapacity is considered, there are gains in all countries,
even if they are still not large in Australia or Norway. With a more restrictive definition, the differences
between countries are fewer, and that part of life expectancy without severe disability in total life
expectancy is estimated to be in the region of 80 to 90 per cent.

2.3.2 A favourable evolution of severe disability

24. Overall, the trends of severe disability at older ages are quite favourable. Increases of life
expectancy without severe disability appear to parallel increases in total life expectancy. However, gains
in female life expectancy without disability are smaller when compared to those estimated for men.

Chart 4.  Trends in life expectancy and in severe disability free life expectancy

25. The general tendency towards an improvement in the autonomy in daily living of elderly
populations can encourage optimistic scenarios for the future of older populations. However, most of these
gains may only be achieved with high quality and timely access to necessary medical care. Furthermore,
even if severe disability is not increasing, moderate disability may be burdensome and may prevent older
persons from leading an independent and autonomous life. For older persons in need, this may only be
possible with proper social support.
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2.3.3 The challenge of an assessment of trends

26. An assessment of trends is needed to really analyse the prevalence of disability in a relevant way
for social policy. Chart 5 presents repeated cross sectional data by age groups and over time5. The figures
presented refer to the population which cannot pursue their everyday lives without formal or informal help
with personal care. For most countries, household surveys are used, but in Canada and in Australia
surveys also include the institutionalised population. In most countries, prevalence of severe disability is
falling for the younger age groups (under 80), and is falling more for men than for women. Some
countries show an increase, for example for older women in Australia and Canada. In the UK, the gains
seem to be only very moderate. The first German data available for the Western Länder reveal declining
disability rates up to very old ages such as 90. This is in accordance with the most recent results from
examining trends in American data which show a sharp improvement (Manton et al 1997). However, even
if this and other data suggest a general trend towards improvement, there is a need to remain cautious
(Crimmins et al, 1997).

Chart 5.  Trends in prevalence of disability by age groups and gender in OECD countries

3. ACTIVE AGEING AND THE POLICY RESPONSES

27. Active Ageing has been at the centre of the OECD recommendations on how public policy
should adapt to ageing. A comprehensive overview of policy related indicators is needed, to offer Member
countries the possibility of benchmarking outcomes, in a field where most of the decisions are often taken
at the local level.

3.1 Current trends in provision for the frail elderly

28. While significant differences in the resources of the elderly can be observed within countries,
there seems to be no relationship between the share of publicly financed pensions in GDP and the share of
the population aged 65 and over at the international cross country level (Scherer 1995). The same is often
true of the type and quantity of care available to them. The provision of care to the elderly is usually
decentralised and often depends on family situations and local rules. There is large degree of institutional
heterogeneity countries in the level and types of care resources available for the elderly across OECD
countries.

                                                     
5 Prevalence data from the same surveys has generally been used to compute the DFLE indicators.
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3.1.1 Modest macroeconomic costs

29. Total expenditure on care provision for the dependent elderly represents modest macroeconomic
costs and is estimated to vary between 1 and 3 per cent of GDP (Table 4). Public expenditures result from
the aggregation of heterogeneous systems, handled on a local level and are a highly variable part of this
total. The data presented is indicative. The share of public expenditure in GDP is usually between 0.6 and
1 per cent. Lower general levels of expenditure are to be found in Southern Europe. The relationship
between the share of private financing for health and for long-term care, may reveal national preferences
for the extent of public intervention. Compared to the total, the share of public spending is relatively low
in the United States, lower than 50 per cent. It is higher in Scandinavian countries and also in Australia
and in the United Kingdom. Uncertainties hamper the measurement of privately obtained formal help, as
direct out-of-pocket payments are difficult to measure. Moreover, in most countries, formal help
represents only a small part of total help, being one fifth of total care resources available to the frail non-
institutionalised elderly6. The share of private financing represents between 10 and 50 per cent of the total
of measured help. The share of private insurance remains modest: even in the United States, it covers only
4 per cent of the relevant population.

Table 4.  Comparisons of care systems

30. The amounts involved are modest, as social expenditure on care for the dependent elderly plays
a role with pensions and health care. The increase in public spending for health in terms of GDP share
between 1980 and 1995 is often higher than total public spending for long-term care for many countries
over the recent period. It may be that countries with health and pension systems that are already generous,
such as France and, to some extent, Italy have felt less need to develop specific schemes to provide direct
care to the frail elderly. In the United Kingdom, in contrast, a quarter of the care corresponds to income
supplements paid to people in residential care (£2.3 billion). The relative importance of these formal
public or private mechanisms may also be linked to the relative availability of informal carers. Where the
elderly rely upon an informal system of help, through children, often daughters or grand-daughters not in
paid work, the need for formal public systems has been felt to be less urgent.

31. There could a case in the future for presenting services to the elderly in three components: health
care proper, pension expenditure, and expenditure to allow the elderly to remain independent in their daily
lives. Modest savings on health spending would make it possible to increase substantially the spending on
day-to-day care for the elderly. Likewise, an adjustment to pensions systems could be perceived as being
less painful if it preserved a satisfactory level of care, eliminating a potential risk against which the elderly
would no longer need to self-insure.

3.1.2 A complex decentralised system of management

32. Most care systems are highly decentralised. They result from local initiatives with, in federal
States like the United States and Canada, systems of transfers from the central government to supplement

                                                     
6 With some monetary dimension put on the value of informal help, long-term care would represent a more

important macroeconomic burden, closer to 4 or 5 % of GDP, which is well below the cost of pensions or
health. The order of magnitude of 80 % for informal help is close to Member countries responses to the
OECD Questionnaire on Policies for a Caring World.
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local funding. Very few countries apart from Germany, and possibly now Japan, have chosen to develop a
specific social insurance programme of care for the dependent elderly. On the other hand, some countries
have organised their social and health services in such a way that those needs can be met appropriately
(Scandinavian countries, Austria). The most recent reforms have accentuated the devolution of
responsibilities to the local level. The central government concentrates on overall guidance and
accreditation, leaving to decentralised authorities the task of determining the real needs of their
communities. Geriatric assessment teams are being developed to remedy the heterogeneity of care
provision for the elderly, to solve institutional boundary difficulties and to define a coherent programme
of care. In some cases, the institutions responsible for health care provision or the payment of pensions
have expanded their services in order to supplement the range of services offered to the elderly. For
example, the public pension funds in France (Caisse Nationale d’Assurance Vieillesse) in the past and the
pension schemes in Mexico have provided various types of help.

33. Under such decentralized conditions, some concerns may arise for equity. Pacolet (1998)
underlines large variations in resources provided when there is no formal long-term care insurance scheme
at the national level. One of the challenges facing social policymakers has been to ensure that decisions
taken at the national level (for example, in determining block grants) do not lead to wide inequalities at
the local level. In France, for example, the difference between the help given at a similar degree of
disability can vary by a factor of 10 between two regions (Joel, 1997). Two elements play a central role in
determining redistributive criteria. First, the geographic dimension of access to care is important due to
the decentralised nature of care-giving. Second, ceilings on the assets which can be retained by those
seeking help with their care needs vary substantially. This can be either direct or indirect through
mechanisms for recovering funds from the estate of the person seeking care. The "spend-down limits" in
the United States require any elderly person to have very few assets if they are to receive help through
Medicaid (Sloan et al, 1996). This is also the case in Australia and the United Kingdom with respect to
long-term care. Such measures, taken a priori on the basis of redistributive principles and with the
objective of controlling public expenditure, can have unforeseen effects. Premature transfer of assets can
occur. On the other hand, the desire to benefit from public aid can lead to too great a degree of
institutionalisation, whereas more home-help could permit less costly and more appropriate care.
Nevertheless, studies show that there is a tendency to avoid depending on public help, all other things
being equal (Norton, 1995).

3.1.3 The balance of care between hospitalisation, residential care and home nursing

34. In most countries the share of the population aged 65+ in residential care varies between 5 and
7 per cent (Table 4). Such comparisons need to take the type of institution into account (only formal long-
term care institutions are shown as the increased diversity in lodging makes it difficult to isolate nursing
homes). In Japan hospitals provide residential care on a de facto basis and are the main source of
residential care. This results in an average hospital length of stay which is more than five times as long as
that in other industrialised countries (Chart 6).

Table 4.  Comparison of care systems

Chart 6.  Average length of stay in hospitals
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35. These data need to be interpreted with caution. Between residences which are almost like hotels,
with medical care available only in case of emergency, and nursing homes offering the full range of
medical care, there are establishments offering varying degrees of medical care. Countries tend to limit
the availability of the more medical and intensive types of institutions, either explicitly or implicitly
(Australia, France, United States, Scandinavian countries). They have often avoided allowing the number
of beds to increase in line with the number of frail older persons, at the same time supporting the
development of alternative forms of care.

36. The types of accommodation arrangements available are extremely diverse. Mostly public in the
Nordic countries, they are mixed in continental Europe and Canada while in the United States they are
entirely private. In terms of home help, the proportion of the elderly population covered varies between 5
and 17 per cent, depending on the country. In Northern and Scandinavian Europe, Australia and North
America, the total population in institutional care or receiving home help seems roughly to match the
population described as being severely disabled. This may not hold for other countries such as Japan,
France, Southern Europe and the United Kingdom. However, this does not describe the type of help
provided (which might be inadequate), nor the amount of it. In Japan, the Gold Plan together with the Plan
for long-term care insurance should make it possible to bring the level of public aid into line with that of
other industrialised countries, in particular Germany

3.1.4. An estimate of future needs: steeply-rising demand

37. Several studies have examined the potential impact of disability dynamics on elderly
populations. Manton et al (1997), for example, show that reductions in the extent of disability apparently
lead to relatively optimistic perspectives. The improvement is sufficient to maintain a constant ratio
between the population requiring help and the population aged 18 to 64, through to 2028. This is a
different picture from that obtained from previous studies (Wiener et al 1994). Work by the Secretariat
(Jacobzone et al. (1998)) shows that the potential effects of ageing could be compensated in part by a
relative improvement in the health status of the elderly population for other countries. Even though the
effects are not as strong as those of Manton et al (1997), there is a marked effect of both epidemological
trends and policy measures on the evolution of disability and institutionalisation rates. An approach
combining demographic projections and a longitudinal estimate of disability trends is used to estimate
long-term needs. (Table 5, 6, 7, 8). By its very nature, this simplified model cannot include changes in
family structures or changes in demand behaviour. They may, however, be introduced in discussing the
results of the model.

38. The sequence of projections involved a demographic projection by detailed 5-year cohorts from
the age of 65. Longitudinal estimation of disability is a key part of the exercise. It involves measuring
disability and institutionalisation rates at different dates using similar methods for given age and gender
groups. The modelling was therefore confined to countries for which repeated cross-sections were
available (Chart 5 above). Some decline in disability rates has been observed for most age groups in most
countries. The improvements are less pronounced for the oldest age groups and are less clear cut for
women. For some countries, like Canada Australia or the UK, the overall tendency towards improvement
is not as clear as it is in the United States, France or Japan. (For more details see Jacobzone et al. (1998).

39. The results displayed in tables 5, 6 and 7, show two projections. The static one combines
demographic projections with the latest available prevalence data, and assumes no change in
institutionalisation or disability rates in coming years. The dynamic one projects past trends into the future
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both for the institutionalisation and household disability rates. Tables 5 and 6 refer respectively to the
institutionalised population and the severely disabled population living in the community.

Table 5.  Projection of the population living in institutions

Table 6.  Projection of the number of disabled older persons living in the community

40. The impact of long-term care policies is reflected in the evolution of institutionalisation rates.
The influence of deinstitutionalisation trends seems to be significant in the United States, Canada and
Sweden. For other countries, either the lack of data, or a general stability in institutionalisation rates,
results in the absence of major differences between the two projections. On the other hand, while much
uncertainty surrounds the scale and consequences of improvements in the health status of the severely-
disabled, the projection shows that, in most OECD countries, the potential effects of the ageing process in
terms of an increase in the share of the over-65 population and in the oldest part of that population may be
partly offset by a relative improvement in the health status of the severely-disabled elderly (Table 6).

41. While it seems that the number of disabled older persons is unlikely to increase much over a 20 -
30 year period with optimistic assumptions this will not prove true if age specific disability rates are
assumed to stay constant. On this assumption, between 2000 and 2020, the number of disabled would rise
by 20 per cent in the United Kingdom, by 38 per cent in the United States, by 40 per cent in France and up
to 60 per cent in Canada and even 74 per cent in Japan. (For detailed results see table 7, which summarises
tables 5 and 6). These findings need to be treated with caution.

Table 7.  Projection of the total number of disabled older persons

42. Further results yield an order of magnitude for the evolution of the share of GDP which will
need to be devoted to long-term care (Table 8, for details on the calculations see Jacobzone et al. (1998)).
A much less clear-cut impact emerges from these results. For the US, the combined effects of a large
demographic increase together with positive trends in disability lead to a stabilisation in long-term care
spending as a share of GDP. Due to less favourable trends in disability, spending increases by around
30 per cent over the projection period in Canada, a magnitude similar to Germany. Spending increases
remain moderate in Sweden. In Australia7 the moderate increase is due to a shift towards less costly forms
of institutionalisation, and in the UK it is also due to a moderate demographic increase. On the contrary,
under both hypotheses, France would experience a strong increase in long-term care spending. This is due
to a strong increase in spending for institutionalisation, reflecting an increase in disability in the
institutionalised population, combined with no deinstitutionalisation, as assumed in the projection. As
home care is minimally subsidised in France, 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

                                                     
7 Such projected trends do not integrate any further shifts in the balance of public and private spending;

therefore, growing retirement incomes and assets will require increased user contributions to care.
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more than double under the static projection and would still increase by 88 per cent under the dynamic
projection.

Table 8.  Projection of publicly financed long-term care share of GDP

43. Such projections do not integrate the impact of possible future changes in behaviour, such as
increased prevention on the one hand or increased reliance on benefits on the other hand. They just reflect
existing trends of combined demography, epidemiology, and policies with regard to institutionalisation.
They should not hide the fact that a relative de-institutionalisation of the elderly is a major challenge for
social systems as increased support for home care must be provided.

3.1.5 Integrating and balancing care tailored to demand

44. Care services need to be integrated between social and health services. They should be
appropriately tailored to demand and balanced across institutions and care in the community. Long-term
care policies are implemented via a complex interaction of three actors: the family, the market and the
State (Genier 1996). Private or public formal care is a partial substitute for care provided in the family.
Families will try to use convenient, low-cost forms of care even if this leads to higher total social costs.
For example, they may ask for institutional care if copayments are lower. Their behaviour takes relative
prices into account, with a preference by the elderly for remaining in their own homes.

45. In Canada (Carrière and Pelletier, 1995) and Belgium (Crevitts and De Donder 1995), empirical
results show that age, marital status, income and availability of aid play an important role in the demand
for institutional care. Living children reduce the probability of recourse to institutional aid (Dick et al
1992). The effects of age and the presence or absence of a spouse have similar effects in Germany and the
United States (Himes et al. 1997)8. Institutional care can also be influenced by care providers, who may
attempt to maximise their activity. The availability of public help to those needing institutionalisation
encourages excessive demand for institutional aid, as has been shown in the case of the United States
(Reshovsky, 1996). The overall contribution of these studies is to show that a comprehensive approach is
needed to understand the nature and type of care giving arrangements likely to be chosen by the
individuals and their families. An integrated approach should provide frail older persons with appropriate
resources.

46. Consideration needs to be given to means of achieving a better balance and a better integration
of care. This is made difficult by the institutional setting: social authorities and health care institutions
often work side-by-side without a proper interface to meet the individual's real need. Services provided
under a medicalized setting are often more expensive. This difficulty is particularly acute where both
types of services are run in a different institutional setting, which occurs in a large number of OECD
Member countries. The introduction of a unified social insurance scheme seems to have helped in limiting
this problem in Germany.

47. Further, the trade-off between home care and institutional care should be carefully considered. In
most of the empirical literature, it is often assumed that home care is less costly. This is sometimes true

                                                     
8 Gramain (forthcoming)a offers a comprehensive survey of the factors leading to institutionalisation and the

demand for care.
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from a public financing perspective. But a switch to community care can be revenue neutral if all potential
costs are taken into account in the value of informal care (Weissert and Cready 1989). In a more
comprehensive framework, a switch to community care will not result in cost savings as large as expected
even if this may increase the welfare of older persons. Also, consideration should given to results, which
take into account the elasticity of the demand for home care services (Lagergren 1997) and allow for a full
costing of all care giving activities (Gramain (forthcoming)b). These results show that the implicit relative
costs, which are driving the balance of care, may be different from different actors’ viewpoints. The
balance of evidence suggests that for moderately disabled individuals, community care is a more efficient
way of providing care. On the other hand, this might not hold for severely disabled individuals,
particularly those suffering mental limitations, for whom care in institutions may provide a better solution.
This implies that rebalancing care between institutional forms should be pursued only while tailoring care
more closely to needs, reserving institutional care for those with the greatest needs. More efficient
financing, whether within a fiscal or insurance-based framework, requires output indicators for the care
delivered. The RUG (Resource Utilisation Groups) scales developed in the United States are starting to be
used in other countries for reimbursing long-term care (Ikegami et al., 1994).

3.2 The policy responses

3.2.1 Learning from each others experiences

48. Social Policy Ministers of OECD Member countries met in Paris in June 1998 and discussed a
report prepared by the Secretariat synthesising findings based on a detailed survey of a range of social
policy concerns and recent reforms in Member countries9. Long-term care issues figured prominently in
country responses to this survey. This survey reveals that the main concerns reported in the area of long-
term care refer to quality of service and development of home and community care (Chart 7) more than
cost issues.

Chart 7.  Policy concerns in terms of long-term care as a proportion of countries

49. Some questions in the survey dealt with the role of various actors (central governments, local
governments, the private sector and families) and with financing. Other questions dealt with qualitative
aspects, to reflect the heterogeneity embedded in present arrangements for long-term care. The main shifts
are towards community-based care; more tailored services for the elderly; and the introduction of private
provision for greater consumer choice. Countries like the United States and Australia place great emphasis
on the empowerment of individuals, to rebalance their relationship with health care professionals and
social workers. Devolution to local governments can be seen as a tool to introduce greater structural co-
ordination of services. Diversification and streamlining are being introduced to enhance quality and
efficiency of long-term care systems. Financial aspects play a role, as some countries are setting up
funding schemes specific to long-term care, either based on general taxation or social insurance. Although
cost containment is not yet a central issue in long-term care, various tools such as needs-based eligibility

                                                     
9 The survey and report is related to the Caring World initiative of the Japanese Prime Minister,

Mr. Hashimoto, presented at the Lyon G7 summit in June 1996. A various set of detailed tables can be
obtained upon request. See Social and Health Policies in OECD Countries (1998), OECD Labour Market
and Social Policy Occasional Papers n° 33.
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criteria, user charges and spending ceilings are shifting responsibilities for care (Chart 8). The setting up
of multidisciplinary teams of professionals is a way of both tailoring services to individual needs while
neutralising potential moral hazard effects without using non-redistributive tools such as copayments.

Chart 8.  Cost containment Measures taken by countries as a proportion of countries surveyed

3.2.2 Active ageing

50. The OECD is promoting a general strategy of active ageing to respond to the challenges of
ageing. This implies major reforms in the field of pensions and health care to adapt them to a changing
environment10. More effective health and long-term care spending should be promoted. As people are
living longer and healthier lives, health and long-term care services should remain cost-effective and meet
the most pressing requirements: reducing time spent in dependence and time in chronic care. This means
that medical research and technology should be focused on the reduction of dependence arising from
conditions which particularly afflict older people, such as senile dementia or arthritis. As demographic
trends point to a particularly large growth in the numbers of people in the oldest age groups, explicit
policies and financial arrangements for care-giving are needed that deliver efficient and high quality
services.

51. Public policy can foster active ageing by removing constraints to life-course flexibility,
widening the range of options available to individuals, via life-long learning as well as medical
interventions that help people preserve their autonomy as they grow older.

52. In the field of long-term care, policy responses require treating long-term care as a normal risk
of life with the burden of financing shared by the working-age and older populations. They should provide
coverage against catastrophic costs, while ensuring a balanced access to home help and institutions. They
should encourage a multiple pillar system of delivery, with more emphasis on home care or similar home
like setting and less in publicly subsidised nursing homes. Provision of long-term care in hospital should
be avoided. Long-term care policy should be harmonised with health reforms in order to support the best
mix of health and care-giving elements.

3.3 Prospective insights for further analysis

3.3.1 The specific methods of reform : integration with other social policies, efficiency and equitable

access to care respecting national traditions

53. What are the appropriate methods to deal with ageing in the field of care for the frail elderly
persons? Population ageing, coupled with a drying-up of the informal care potential, requires an
appropriate response from authorities. While extra resources may be needed to meet the needs of ageing
populations, more flexible care systems would help to limit the financial impact. Greater efficiency in the
provision of medical care itself could provide a margin of flexibility. While the challenges posed by

                                                     
10 For more details: see OECD 1998, Maintaining prosperity in an Ageing Society.
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population ageing are not insurmountable, major difficulties remain. Often, the very old are maintained in
relative good health only by the use of very expensive intensive medical care. The cost of increased
medical care consumption should not be underestimated.

54. While population ageing is common to all countries, the magnitude of the problem varies
significantly from one country to the next. In Scandinavia, the current emphasis is on a certain degree of
de-institutionalisation of the elderly, whereas other countries (Japan, Korea) are seeking to do exactly the
opposite. The social systems of these countries are often in a state of flux and not always equipped to deal
with this type of change. In countries with insurance-based systems, the rapid rise in the cost of health
care obliges decision-makers to make difficult choices given the pressures on public finance and the
difficulty of reallocating funding (the United States).

55. Given the financial implications of population ageing for care systems, and the high-use value of
the services offered, Member countries need to be able to explore ways of reconciling social efficiency
with financial control. While constraints may be similar, institutional arrangements can vary significantly
from one country to another. Financial management tools will be different in care systems based on public
or private insurance, than from those in which the central government makes transfers to local authorities.
Without prejudging reforms adapted to the specific traditions of each country, the management of care for
the dependent elderly needs to be better integrated with existing sickness insurance and pension systems.

56. This should ensure greater flexibility in financial arrangements. In some cases, greater individual
flexibility in choice of care delivery is being achieved through individual saving accounts. On the other
hand, the United States is experimenting with consolidation of financing. The PACE programme
addresses the needs of long-term care clients by offering a comprehensive service package to continue
living at home. In contrast, other countries have chosen to expand their social protection system. In
Germany, and Japan, formal systems of long-term care insurance have been put in place with dedicated
financing and specific services. In Norway and Sweden and, more recently, in Austria, a public long-term
care provision system has been established.

57. Given the complexity of the problems posed by care for the dependent elderly, most reforms will
necessitate partnerships at various levels -- public/private and central/local. These partnerships can be
concluded between care institutions and the bodies financing them at local level, and between public
systems of funding and care institutions. They may also involve negotiations between the various levels of
government, between central governments which provide the funding, and the local authorities that most
often manage care systems. They may also result in devolution, to promote local responsibility with
unified management and individual follow up of the older person using “case-management” techniques.

58. Whenever it is possible, a flexible allocation of resources should be evaluated allowing pooling
between sickness insurance and pension systems, whether public or private. However institutional
boundaries often make it difficult. When persons become dependent, their health needs and daily life may
be transformed. Therefore, the system of transfers should allow for substitutions according to needs at a
certain point in time. Some patients receive care in an acute medical care setting reimbursed by sickness
insurance while less expensive options might not be covered. These options include home care which can
be both less costly and more appropriate to their needs.

59. The process of reform should nevertheless respect countries’ own traditions for social systems.
These traditions define the political debate about long-term care within the more general debate over the
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future of the welfare state 11. OECD analysis reveals some convergence between the general orientation of
the Welfare State and the socio-economic context. Japan is now half way between Mediterranean
countries and the Bismarck continental countries. The US, Canada or Australia could come closer to
Beveridge oriented systems. In these latter countries, care for the frail elderly is financed out of a general
tax base revenue. The Medicaid part of long-term care has a specific role in the US. Medicaid is in theory,
a social assistance benefit but may largely benefit the middle class. Along with the growing interest in
ageing in the US, this may be one reason why it has a high place in the political debate. Contrary to
Europe however, the main lines of the political debate in Northern America or in Australia are not about
the creation of social insurance benefits or the removal of means tested systems. Instead discussions in
these countries include reinforcing of means testing to focus the help towards those with greatest needs
(Halton 1998). In the US, one of the primary concerns is to assess real needs and to gain improvements in
the health of the older populations which reflect their cost12. Nevertheless, increased efforts are being
made in such countries as well to relieve the burden faced by informal carers, giving them a more
prominent role, and more recognition for their caring activities.

3.3.2 Further directions for analysis

60. One first possibility relates to housing and the description of the types of services available.
There is, in fact, an important supply driven transformation in long-term care services which is
particularly difficult to analyse. The new types of housing may be recorded in a very different way across
countries and reveal diverging realities. If one wants to be able to follow the evolution in the field an in-
depth analysis of these movements is needed to offer a way of describing the main lines of services. A
detailed assessment of the various types of services offered, linked with costs, levels of copayments and
financial access to those services could contribute to a better understanding of the challenges linked with
community care. In fact, the shift towards community care could only be made if there is a corresponding
adaptation of housing systems.

61. The second area of further interest would be to study carers themselves. A positive outcome
from deinstitutionalisation depends upon their ability to respond successfully to the demands of frail older
persons. Often, the institutionalisation process itself is driven by the carers not being able to cope with
their tasks. In a number of countries, including Australia, the United States or Germany, carers are slowly
becoming a central point in the strategic analysis of long-term care systems. Instead of creating new
formal systems of help, it could be easier to recognise informal help that crosses the borders between
formal and informal systems. Up until now, however, it has remained quite difficult to assess such factors
as carers were not central in most analysis of long-term care and many informal arrangements were hardly
covered by surveys.

62. Another important topic relates to the type of data needed for an appropriate analysis of long-
term care policy. The example of the United States demonstrates the potential for additional surveys in the
field. Along with surveys, administrative claims or management data could be used more extensively in
the future as there have been some marked results recently in the field of continuing and rehabilitative
care (Carpenter Phillips Mor 1997). A study by Ribbe (1997) showed that it was possible to develop
cross-national comparisons of nursing home residents using the minimum data set/resident assessment

                                                     
11 Table 6.1 in Paccolet (1998), shows the relationship between the type of social protection and the type of

the long -term care insurance.
12 Cutler Richardson (1998).



DEELSA/ELSA/WD(99)1

21

instrument, which are close to be DRGs to nursing homes. The development of such nursing home
discharge data outside of the United States is still too preliminary to allow for routine use yet.

63. In the social field, future analytical work using a common approach from micro data may prove
to be increasingly relevant. Hence, relevant representative data is needed to build up meaningful
international comparisons. Finally, dynamic analysis including a causal assessment of the on-going
process may require longitudinal measurement tools. The call for longitudinal data is now frequent in the
analysis of the social field. In the main country for data collection, the US, there has been a marked
increase in analytical results in the field of ageing due to the availability of specific surveys. The difficulty
is that in most countries outside the United States, longitudinal data are missing for the very old and the
older persons in general. Although a few projects have been developed in Europe, or are being envisaged
as in the United Kingdom, the wealth of findings allowed by surveys such as the National Long Term
Care survey, the Health and Retirement Survey (with its AHEAD component) is not to be found for other
OECD Member countries, thus making any generalisation very difficult.

4. CONCLUSION

64. All these studies demonstrate the potential for future work in the field of health and ageing.
While knowledge increases, the number of questions and issues may multiply. A multidisciplinary
approach seems appropriate, integrating both an economic and quantitative perspective but also cross-
links with empirical sociological and institutional approaches. The rapid evolution of policies towards
frail elderly persons makes it necessary to have a close look at this dynamic field. While the medical
effects of ageing are just being understood, the policy context in general has to adjust to new social and
economic realities to help social protection and welfare systems meet new demands. Aside from pressing
financial realities and public finance constraints, well designed policies should still be able to offer dignity
and solidarity for the very aged people faced with poor health status. A convergence of policies, in the
field of health care, pensions and housing policies, appears to be necessary to enable an appropriate mix to
be developed, offering flexibility while providing decent support for all frail elderly, particularly those
with the greatest needs.
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TABLES

Table 1.  Evolution of dependency ratios1, 1960 -2030

1960 1990 2000 2010 2020 2030

Australia 62.8 49.4 48.9 48.4 54.7 61.8
Austria 51.9 47.9 46.0 44.5 49.0 62.1
Belgium 55.0 49.7 51.0 49.5 56.8 68.0
Canada 69.6 47.0 46.8 45.1 54.8 67.6
Czech Republic 53.3 51.4 43.3 41.0 48.6 50.9
Denmark 55.8 48.4 50.0 52.5 57.3 65.0
Finland 60.3 48.6 49.1 50.1 62.8 69.9
France 61.3 52.1 52.9 50.5 59.0 67.5
Germany 48.8 45.0 45.4 47.3 49.8 62.1
Greece 53.2 49.1 49.5 52.4 56.0 62.7
Hungary 52.4 50.5 46.0 44.2 49.9 51.3
Iceland 74.3 54.9 53.8 51.7 55.0 62.1
Ireland 73.2 63.1 48.2 47.5 55.5 56.8
Italy 51.7 45.3 46.8 49.7 54.4 66.9
Japan 56.1 43.7 46.4 56.0 65.6 67.4
Korea 82.7 44.6 38.9 40.3 41.6 52.5
Luxembourg 47.4 44.9 47.8 49.3 55.0 64.3
Mexico 98.4 74.0 61.0 52.4 48.1 49.1
Netherlands 63.9 45.1 46.6 45.8 54.1 68.5
New Zealand 71.0 52.7 52.4 50.3 53.8 58.9
Norway 58.7 54.5 53.5 51.4 57.7 64.7
Poland 64.6 54.3 46.3 42.8 51.1 54.5
Portugal 59.1 50.6 48.1 49.3 52.1 58.8
Spain 55.4 49.5 46.2 46.9 50.0 60.2
Sweden 51.4 55.6 55.6 55.0 63.3 69.0
Switzerland 50.8 45.4 46.8 47.2 54.5 70.3
Turkey 81.1 64.7 52.2 48.4 45.4 48.5
United Kingdom 53.7 53.5 52.9 51.1 57.5 66.1
United States 66.7 52.2 51.1 48.0 56.2 64.5

OECD 61.6 51.6 49.6 48.9 53.8 60.7

Note:  1.  Dependency ratios: population aged 0-14 and 65 and over as a per cent of the
working-age population.
Source:  United Nations (1996) medium variant estimates.
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Table 2.  Life expectancy at age 65 and 80

65 years 80 years
Male Female Male Female

Australia 15.8 19.6 7.0 8.9
Austria 15.2 18.7 6.6 7.9
Belgium 15.3 19.7 6.7 8.7
Canada 16.2 20.1 7.5 9.5
Czech Republic 12.8 16.4 5.8 6.9
Denmark 14.1 17.6 6.4 8.1
Finland 14.6 18.7 6.5 7.9
France 16.1 20.6 7.1 9.0
Germany 14.9 18.6 6.6 8.1
Greece 16.1 18.4 7.3 7.7
Hungary 12.1 15.8 5.5 6.5
Iceland 16.5 19.4 7.4 8.7
Ireland 13.5 17.1 5.4 6.7
Italy 15.7 19.6 6.8 8.3
Japan 16.9 21.5 7.5 9.9
Korea 13.2 16.9 5.8 7.0
Luxembourg 14.2 18.5 5.3 6.8
Mexico 15.6 18.8 7.2 9.5
Netherlands 14.4 18.6 6.2 8.1
New Zealand 15.4 19.0 6.9 8.7
Norway 15.5 19.5 6.7 8.6
Poland 12.9 16.6 6.0 7.1
Portugal 14.3 17.7 5.7 7.0
Spain 15.8 19.8 7.0 8.5
Sweden 16.1 19.7 6.9 8.8
Switzerland 16.1 20.2 7.2 9.0
Turkey N/A N/A 5.2 5.9
United
Kingdom

14.7 18.4 6.7 8.6

United States 15.7 18.9 7.3 8.9
OECD 15.0 18.7 6.6 8.1

Notes:
For age 65, data refer to 1996 data with the exception of Austria (1995); Canada (1995);
Czech Republic (1995); Denmark (1994); France (1995); Greece (1994); Hungary (1995);
Iceland (1995); Ireland (1993); Korea (1995).
For age 80, the data refer to the same year cited above with the exception of France
(1992); Ireland (1982); Italy (1994); Luxembourg (1987); Turkey (1990).
N/A: data not available
Source : OECD Health Data 98
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Table 3.  Trends in life expectancy without disability at age 65

Country Life expectancy at 65 Disability- free life
expectancy

Life expectancy at 65 Disability free life
expectancy

Males Females
Moderate DisabilityFree Life Expectancy(1)

Australia (2)
   1981
   1993

13.9
15.7

7.9
6.5

18.1
19.5

10.1
9.1

Canada (3)
   1986
   1991

14.9
15.6

8.5
8.3

19.2
19.7

9.4
9.2

France (4)
   1981
   1991

14.1
15.7

8.8
10.1

18.3
20.1

9.8
12.1

Netherlands  (5)
   1983
   1990

14.0
14.4

8.0
9.0

18.6
19.0

7.4
8.0

United-States (6)
   1980
   1990

14.2
15.1

6.8
7.4

18.4
18.9

9.3
9.8

New Zealand (7)
   1981
   1993

13.3
14.8

9.9
10.0

17.1
18.4

10.5
10.2

Germany (8)
   1986
   1995

13.8
14.9

10.6
12.2

17.6
18.7

13.0
14.9

Severe DisabilityFree Life Expectancy(1)
Australia (2)
   1981
   1993

13.9
15.7

11.9
13.4

18.1
18.7

13.8
14.8

Canada (3)
   1986
   1991

14.9
15.6

12.8
13.3

19.2
19.7

14.9
15.4

France (6)
   1981
   1991

14.1
15.7

13.1
14.8

18.3
20.1

16.5
18.1

Japan (9)
   1980
   1990

14.6
16.2

13.2
14.9

17.7
20

15.8
17.3

United Kingdom (10)
   1980
   1991

12.9
14.5

11.8
13.6

16.9
18.1

15.0
16.9

Norway (11)
   1975
   1985

14.0
14.4

13.3
13.3

17.2
18.2

16.1
16.9

1) Health expectancy concepts are not yet totally harmonised.  The “severe disability” measures are more comparable than those for “moderate disability”.  Levels for
other OECD countries have been estimated for single years only: extrapolating from indirect evidence brings a prognosis of analogous trends. Results also available
in OECD Health Data 98 partially based on REVES (1997) Health Expectancies in OECD countries, paper n° 317.

2) For moderate disability:  Functional limitation free life expectancy; for severe disability:  severe handicap-free life expectancy, Mathers C. Trends in Health
Expectancies in Australia 1981-1993, Journal of the Australian Population Association, 13, 1, 1996.

3) Using a general scale including Activities of Daily Living, general activity limitation, severe disability score >11, no disability score zero, Wilkins Changes in
health expectancy in Canada from 1986 to 1991. Statistics Canada.

4) Moderate: general handicap free life expectancy; Severe : mobility handicap free life expectancy from Robine J.M., Mormiche P. 1993, L’espérance de vie sans
incapacité augmente, INSEE première 1993.

5) Activity restriction free life expectancy, Perenboom R.J.M., Boshuizen H., van de Water HPA, 1993, Trends in health expectancies in the Netherlands, 1981-1990,
in Calculation of Health Expectancies: John Libbey Eurotext.

6) Active life expectancy including both major and secondary activities, moderate to severe disability, Crimmins E.M., Saito Y., Ingegneri D. 1997, Population and
Development Review 23, 3, 555-572.

7) Davis and Graham, 1997, Personal Communication to REVES, 1997.
8) General concept of disability. Data refer to West Germany (Old Länder), Brückner G., (1997) Health Expectancy in Germany, October.
9) Japan severe disability, Activities of Daily Living, Inoue T., Shigematsu T., Nanjo Z., 1997, Health Life Tables in Japan 1990, A quality of the longest life

expectancy in the world, Minzoku Eisei, 63, 4 226-240.
10) Independent Life Expectancy; Bone M.R., Bebbington A.C., Jagger C., Morgan K., Nicolaas G., HMSO 1995.
11) Norway, concept of active independant life Grotvedt L., Viksand G. (1994) Life expectancy without diseases and disability, in Mathers C., McCallum J., Robine

JM. eds, Advances in Health Expectancies, Australian Institute of Health and Welfare, AGPS Canberra.
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Table 4.  Comparisons of care systems

Country Estimated total
spending on

LTCa

(1992-1995)

Estimated
public spending

on LTC

 (1992-1995)

Share of
population aged 65

and over in
institutions

Share of
population

aged 65 and
over receiving
formal help at

home

Share of
private beds

among
institutions

Share of spending
towards

institutions in
total public

spending on long-
term care

% GDP % GDP %  of total % of total % of total % of total

(1) (1) (2) (3) (2) (4)

Australia 0.90 0.73 6.8 11.7 26 73
Austria 1.4 n/a 4.9 24 n/a n/a
Belgium 1.21 0.66 6.4 4.5 49 53
Canada 1.08 0.76 6.2 to7.5 17 38 67
Denmark n/a 2.24 7 20.3 n/a 80
Finland 1.12 0.89 5.3 to 7.6 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 (6) 5 n/a n/a
Luxembourg n/a n/a 6.8 n/a n/a n/a
Netherlands 2.70 1.80 8.8 (6) 12 n/a 76
Norway ≅ 2.80 2.80 6.6 17 10 63
Sweden ≅2.7 2.7 8.7 11.2 n/a n/a
United Kingdom 1.30 1.00 5.1 5.5 44 70
United States 1.32 0.70 5.7 16 100 67

(7)

Greece 0.17 n/a n/a n/a n/a n/a
Ireland 0.86 n/a 5 3.5 47 n/a
Italy 0.58 n/a 3.9 2.8 33 n/a
Portugal 0.39 n/a n/a n/a n/a n/a
Spain 0.56 n/a 2.9 1.6 n/a n/a
Switzerland 0.75 n/a n/a n/a n/a n/a

a)  Long-term care
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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 Pacolet et. al. (1997) and other national sources as
follows:

Australia 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 State 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. Jyväskylä.

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

General Pacolet J., Versieck K., Bouten R., Lanoye H. (1997) The State 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., Schmähl W (1995) The Long-term Costs of Public Long-term Care Insurance in Germany,
Zentrum für Sozialpolitik Universität Bremen, Arbetispapier n° 9/95.

Italy Belleti Keen (1997) Social Protection for Elderly in Italy.

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

Luxembourg Kerschen (1997), La protection sociale de la dépendance des personnes âgées au Luxembourg.

Netherlands Schuijt-Lucaassen N. (1997) Social protection for dependent elderly in the Netherlands, Institute for Applied
Gerontology, Vrije Universiteit, Amsterdam.

Norway Daatland (1997) Social protection for the elderly in Norway, Norwegian Social Researchj, NOVA, Skriftserie
4/1997.

Spain Cabrero (1997), Social Protection for Dependency in Old Age in Spain.

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., Illston L.H., Hanley R.J. (1994) Sharing 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 refers 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. For
Australia, this does not include the population receiving carer payment.

(4) This shows the proportion of public funding devoted to institutions as opposed to supporting help in a community 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

corresponds to the additional spending involved by the current long-term care insurance adjusted with the 1995 population.
(6) Some of the residential accommodation is provided within hospitals.
(7) data is derived from Markus Schneider & al. Gesundheitssysteme im internationalen vergleich, (1994), BASYS. Data refer to the years

1992-1994 as supplied by the authors.
Existing estimates for long-term care in OECD Health Data  are somewhat lower but do exclude a considerable share of long-term care
programmes.
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Table 5.1.  Projection of the population living in institutions

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 10.9 6.3 30.5 8649 9594 10199 12522 10.9 6.3 30.5

Total prevalence 6.54 6.64 8.09 7.95 1.5 21.9 19.8 6.54 6.51 6.48 6.42 -0.5 -0.5 -1.4

Total institutionnalized
older persons

566 637 825 995 12.6 29.5 56.3 566 624 660 804 10.4 5.8 28.7

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 23.1

Total prevalence 4.91 5.16 5.23 4.94 5.0 1.4 -4.3

Total institutionnalized
older persons

447 474 508 558 6.0 7.1 17.8

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 1.6 3.2 -8.9 6.41 6.60 7.05 6.45 3.0 6.8 -2.3

Total institutionnalized
older persons

137 145 179 217 6.5 23.3 49.0 137 148 188 236 8.0 27.7 59.7

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 15.7

Total institutionnalized
older persons

724 828 1138 1440 14.4 37.4 73.8

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 -1.3 -4.4 -24.8 6.00 6.30 6.81 6.13 5.0 8.1 -2.7

Total institutionnalized
older persons

212 229 262 286 8.2 14.6 24.7 212 244 316 393 15.1 29.6 61.3

Note : Numbers in Thousands.  Growth rates in % .  For definitions and sources: see Jacobzone et al. (1998)
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Table 5.2. Projection of the population living in institutions

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 2000/1995 2010/2000 2020/2000

Total population. over 65 12398 13117 15474 16327 5.8 18.0 24.5

Total prevalence 3.31 3.40 3.10 3.45 2.9 -8.8 1.3

Total institutionnalized
older persons

410 446 480 563 8.8 7.6 26.1

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 32.4 1517 1485 1640 1966 -2.1 10.4 32.4

Total prevalence 8.84% 8.97 8.71 7.89 1.5 -3.0 -12.0 8.84 9.32 8.94 8.91 5.4 -4.1 -4.4

Total institutionnalized
older persons

134 133 143 155 -0.7 7.2 16.4 134 138 147 175 3.2 6.0 26.6

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 institutionnalized
older persons

165 175 207 251 6.3 18.4 43.5

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 3.9 12.4 51.9 33224 34528 38822 52439 3.9 12.4 51.9

Total prevalence 5.11% 5.00 4.45 3.33 -2.1 -11.1 -33.5 5.11 5.44 5.52 4.77 6.4 1.5 -12.2

Total in stitutionnalized
older persons

1699 1728 1727 1745 1.7 0.0 1.0 1699 1878 2144 2502 10.5 14.2 33.3

Note : Numbers in Thousands. Growth rates in %.  For definitions and sources: see Jacobzone et al. (1998)
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Table 6.1.  Projection of the number of disabled older persons living in the community

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 10.9 6.3 30.5 8649 9594 10199 12522 10.9 6.3 30.5

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

Disabled older persons in the
community

694 637 597 595 -8.2 -6.3 -6.6 694 773 1020 1188 11.4 32.0 53.7

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 23.1 9108 9192 9709 11314 0.9 5.6 23.1

Total prevalence 13.35 13.16 12.75 11.91 -1.4 -3.1 -9.6 8.44 8.56 8.68 8.43 1.5 1.3 -1.6

Disabled older persons in the
community

1216 1210 1238 1347 -0.5 2.3 11.3 769 787 843 954 2.4 7.0 21.2

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* 10.76 10.73 10.30 10.09 -0.3 -4.0 -6.0 10.76 11.09 11.09 10.66 3.0 0.0 -3.9

Disabled older persons in the
community

229 240 275 369 4.5 14.8 53.8 229 248 296 389 8.0 19.6 57.2

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 6.39 4.63 4.16 3.66 -27.5 -10.2 -21.1 6.39 5.01 5.45 5.79 -21.6 8.8 15.8

Disabled older persons in the
community

913 969 1096 1148 6.1 13.1 18.6 913 1047 1435 1821 14.6 37.2 74.0

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 4.08 4.41 4.85 4.48 8.2 9.9 1.5 4.08 4.26 4.54 4.15 4.3 6.7 -2.5

Disabled older persons in the
community

144 171 225 287 18.6 31.8 68.2 144 164 210 266 14.3 27.9 61.6

Note : Numbers in Thousands. Growth rates in %. Differences in levels tend not to be significant across countries and may reflect a heterogeneity of concept .  For definitions and sources : see Jacobzone et al. (1998)
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Table 6.2.  Projection of the number of disabled older persons living in the community

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 13117 15474 16327 5.8 18.0 24.5 12398 13117 15474 16327 5.8 18.0 24.5

Total prevalence 7.44 6.24 5.84 5.69 -16.2 -6.3 -8.8 7.44 7.16 7.27 7.91 -3.8 1.6 10.4

Disabled older persons in the
community

923 818 904 929 -11.3 10.5 13.5 923 940 1126 1291 1.8 19.8 37.5

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 32.4 1517 1485 1640 1966 -2.1 10.4 32.4

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
community

142 132 116 126 -7.1 -12.3 -4.7 142 140 152 181 -1.4 8.7 29.3

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 12.67 12.51 12.27 0.8 -1.2 -3.1

Disabled older persons in the
community

256 273 311 400 6.6 13.9 46.3

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 3.9 12.4 51.9 33224 34528 38822 52439 3.9 12.4 51.9

Total prevalence 11.72 11.62 10.81 9.30 -0.9 -7.0 -19.9 11.72 12.14 12.12 11.24 3.6 -0.2 -7.5

Disabled older persons in the
community

3895 4013 4197 4879 3.0 4.6 21.6 3895 4193 4704 5892 7.7 12.2 40.5

Note : Numbers in Thousands. Growth rates in %. Differences in levels tend not to be significant across countries and may reflect a heterogeneity of concept  .
For definitions and sources : see Jacobzone et al. (1998)
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Table 7.1.  Projection of the total 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 10.9 6.3 30.5 8649 9594 10199 12522 10.9 6.3 30.5

Total prevalence 14.57 13.28 13.94 12.69 -8.9 5.0 -4.4 14.57 14.56 16.47 15.91 -0.1 13.2 9.3

Total disabled older
persons

1260 1274 1422 1590 1.1 11.6 24.8 1260 1397 1680 1992 10.9 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 23.1

Total prevalence 13.35 13.16 12.75 11.91 -1.4 -3.1 -9.6 13.35 13.72 13.91 13.37 2.8 1.4 -2.6

Total disabled older
persons

1216 1210 1238 1347 -0.5 2.3 11.3 1216 1261 1350 1512 3.7 7.1 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 4.8 19.6 63.5 2131 2234 2671 3653 4.8 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 2.5 -3.3

Total disabled older
persons

366 385 455 585 5.3 18 52 366 395 485 625 8 22.5 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 8.59 8.48 8.24 -25.0 -1.4 -4.2 11.45 8.97 9.77 10.38 -21.7 8.9 15.7

Total disabled older
persons

1636 1797 2233 2588 9.8 24.3 44.0 1636 1875 2573 3260 14.6 37.3 73.9

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 2.5 1.7 -13.5 10.09 10.56 11.35 10.28 4.7 7.5 -2.7

Total dis.older. pers. 356 400 487 573 12.4 21.9 43.3 356 408 526 659 14.8 28.9 61.4
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Table 7.2.  Projection of the total number of disabled older persons (continued)

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 2000/1995 2010/2000 2020/2000

Total population.
over 65

12398 13117 15474 16327 5.8 18.0 24.5 12398 13117 15474 16327 5.8 18.0 24.5

Total prevalence 10.75 9.64 8.95 9.14 -10.3 -7.2 -5.2 10.75 10.56 10.38 11.36 -1.7 -1.8 7.5

Total disabled older
persons

1333 1265 1385 1492 -5.1 9.5 17.9 1333 1386 1606 1854 4.0 15.9 33.8

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 32.4 1517 1485 1640 1966 -2.1 10.4 32.4

Total prevalence 18.22 17.87 15.76 14.29 -1.9 -11.8 -20.0 18.22 18.76 18.23 18.13 3.0 -2.8 -3.4

Total disabled older
persons

276 265 259 281 -4.0 -2.5 5.9 276 279 299 356 0.8 7.4 28.0

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 20.66 20.80 20.86 20.00 0.7 0.3 -3.8

Total disabled older
persons

421 448 519 651 6.5 15.7 45.2

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 3.9 12.4 51.9 33224 34528 38822 52439 3.9 12.4 51.9

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 4.8

Total disabled older
persons

5594 5740 5924 6624 2.6 3.2 15.4 5594 6071 6848 8394 8.5 12.8 38.3

Note : Numbers in Thousands. Growth rates in %. By assumption, the number of disabled older persons presented include all institutionalised persons and severely disabled perons in households.
Differences in levels tend not to be significant across countries and may reflect a heterogeneity of concept.   For definitions and sources : see Jacobzone et al. (1998)
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Table 8.1  Projection of  publicly financed long-term care 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 33.4

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 61.4

Total 0.60 0.62 0.72 0.90 3.5 17.4 45.5 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 8.5 0.36 0.36 0.38 0.44 1.3 4.7 22.4

Institutions 0.69 0.72 0.75 0.86 3.3 5.1 19.3 0.69 0.72 0.75 0.86 3.3 5.1 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 4.9 20.4

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 15.4 46.0 101.7

Institutions 0.66 0.74 1.00 1.28 11.3 35.0 73.4 0.08 0.10 0.14 0.19 15.6 45.4 100.9

Total 0.75 0.83 1.10 1.40 10.9 33.4 69.5 0.66 0.76 1.12 1.54 15.4 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 21.1 53.9 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 17.5 47.9

Total 0.71 0.74 0.81 0.93 5.3 9.3 24.7 0.50 0.55 0.65 0.81 9.4 19.1 47.6
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Table 8.2  Projection of  publicly financed long-term care share of GDP (continued)

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 %

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 1.9 10.0 0.32 0.34 0.39 0.47 4.5 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 24.5 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 1.31 1.38 1.68 -3.1 5.9 28.6

Institutions 1.51 1.48 1.54 1.71 -2.4 4.4 15.8 1.51 1.53 1.58 1.93 1.4 3.2 25.9

Total 2.86 2.71 2.59 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 11.1 50.9

Institutions 1.18 1.23 1.42 1.82 4.1 15.5 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 1.1 2.2 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 3.8 4.0 18.8

Total 0.66 0.64 0.59 0.61 -4.0 -7.4 -3.3 0.66 0.68 0.70 0.82 2.9 3.3 21.1

Note : share of GDP in %. Average annual growth rates in %.  For definitions and sources : see Jacobzone et al. (1998)
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CHARTS

Chart 1.  Links between life expectancy at age 65 and average annual  increase of life expectancy
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B. Women
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Notes: a.Data on the horizontal axis refer to the period 1970-1995 except for Germany, Greece, Mexico, United States, 1970-1994, Belgium
1970-1993, Canada 1971-1994, Denmark 1982-1994, Finland 1971-1995, Iceland 1979-1995, Italy 1981-1994, Luxembourg 1971-1993,
Netherlands 1986-1995, Portugal 1990-1995, Switzerland 1982-1995, United Kingdom 1976-1994. b. note that the vertical axis is differently
formatted for men and women.
For Sweden, data was available on the period 1987-1993, with very large increases, but the time period appeared to be too short to justify cross-
country differences.



DEELSA/ELSA/WD(99)1

39

Source: OECD Health database (1998)

Chart 2.  Share of the population 80 and over compared
with the share of the population 65 and over
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Chart 3.  Proportion of elderly living alone, 1970-96a

Chart A.

15

20

25

30

35

40

45

50

55

19
70

19
72

19
74

19
76

19
78

19
80

19
82

19
84

19
86

19
88

19
90

19
92

19
94

19
96

as
 a

 p
er

ce
nt

ag
e 

%

A us t r al ia     

A us t r ia        

B elg ium       

C anad a        

D enmar k

Chart B.

5

10

15

20

25

30

35

40

45

50

19
70

19
72

19
74

19
76

19
78

19
80

19
82

19
84

19
86

19
88

19
90

19
92

19
94

19
96

as
 a

 p
er

ce
nt

ag
e 

%

F inland              

F r ance              

G ermany            

Jap an                

N e t h e r la n d s            

Ireland               

Sp ain                

Chart C.

5

10

15

20

25

30

35

40

19
70

19
72

19
74

19
76

19
78

19
80

19
82

19
84

19
86

19
88

19
90

19
92

19
94

19
96

as
 a

 p
er

ce
nt

ag
e 

%

N e w
Ze a la n d            

N o r w a y             

S w e d e n            

U n i t e d
K i n g d o m         

U n i t e d
S t a t e s    

Source: OECD (1994a), Updated by the Secretariat.
Notes:
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Chart 4.1.  Trends in life expectancy and in severe disability free life expectancy a
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B. Men, aged 65
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Notes:
a.  In the legend ‘LE’ refers to Life Expectancy; ‘SDFLE’ refers to Severe Disability Free Life Expectancy. Trends in SDFLE are
smoother since they are estimated using a couple of points.
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Chart 4.2.  Trends in life expectancy and in severe disability free life expectancy (continued)

C.  Women, aged 65

14

16

18

20

22

1970 1972 1974 1976 1978 1980 1982 1984 1986 1988 1990 1992

Years

United States.LE

United States.SDFLE

Japan.LE

Japan.SDFLE

France.LE

France.SDFLE

D. Women, aged 65

12

13

14

15

16

17

18

19

20

1970 1972 1974 1976 1978 1980 1982 1984 1986 1988 1990 1992

Years

Norway.LE

Norway.SDFLE

United Kindom.LE

United Kindom.SDFLE

Australia.LE

Australia.SDFLE

Canada.LE

Canada.SDFLE

Source: OECD Health database (1998)
Notes:
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smoother since they are estimated using a couple of points.
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Chart 5.  Trends in prevalence of severe disability by age groups and gender in OECD countries
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United Kingdom
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Canada
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Chart 7.  Policy concerns in terms of long-term care as a proportion of countries
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Chart 8.  Cost containment Measures taken by countries as a proportion of countries surveyed
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