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FOREWORD

The Report on the Elderly 2001 is the fifth report by the Social and Cultural Planning
Office (SCP) on the living situation of the elderly in the Netherlands. This Report looks
at the position of the elderly – defined here as those aged over 55 – in Dutch society, and
at whether that position changed during the course of the 1990s. In doing so, the Report
focuses on a wide range of aspects of their living situation; in addition to topics covered
in earlier Reports on the Elderly – their participation in education and the labour force,
financial status, housing situation, health, use of the care system and the position of
elderly members of ethnic minorities – this Report includes two new topics: participation
in physical exercise and use of information and communication technology (ICT).
The chapter on exercise reveals for example that people tend to take less part in physical
exercise (sport, walking or cycling) as they get older. There is a clear correlation between
physical exercise and health, but it is not clear whether people are healthier as a result
of sport or whether they take part in sport more because they are healthier.
The analysis of the use of ICT resources by the elderly shows among other things that
they use a PC less frequently than those in the 35-54 age group, because they less often
have the necessary computer skills. This does not however mean that they all require
computer training: many elderly people who do not possess a PC have no interest in
owning one.
The main conclusion of the Report is that the majority of the elderly in the Netherlands
are faring well and that if anything their position improved rather than worsened during
the 1990s. For example, the financial position of the elderly has improved as a result of
the older person’s tax allowance.
In spite of this improvement, however, there are still some groups for whom a specific
policy on the elderly is an urgent necessity. This applies for example to those with severe
physical or mental health problems who are dependent on others. It is also important
for those with few resources to call on: people with a low education level or a low
income, or people with a small social network.
In compiling this Report, data were drawn from a large number of databases held both
by the Social and Cultural Planning Office and Statistics Netherlands. For the chapters
on physical activities and the mental and physical health of the elderly, grateful use was
made of data from the LASA project (Longitudinal Aging Study Amsterdam) carried out
by Vrije Universiteit Amsterdam. In particular, SCP would like to thank Dr. Dorly Deeg
and Dr. Marjolein Visser for their help in providing data and interpreting the findings.

Professor Dr. Paul Schnabel
Director, SCP
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1 INTRODUCTION
Mirjam de Klerk

1.1 Background

The Report on the Elderly 2001 is the fifth to be published by the Social and Cultural
Planning Office of the Netherlands (SCP) on the living situation of the elderly; the first
report in this biennial series appeared in 1992 (Timmermans 1992).1 SCP publishes
the Report on the Elderly at the request of the Dutch Minister of Health, Welfare and
Sport.
In consultation with the Ministry, it has been decided to revise the formula of the Report
on the Elderly for this edition. Under the new formula, the Report will present a broad
overview of the position of the elderly every four years, with the intervening Reports
having a more thematic character.2 This may for example be reflected in the selection
of a limited number of topics, or in the selection of subgroups. The Report on the Elderly
2001 is a broad overview, which aims to provide a systematic and periodic description
of the living conditions and social position of the elderly. It also focuses attention on
the use the elderly make of various provisions.
By both presenting a snapshot of the current position and mapping out the trends over
time, it is possible to examine the extent to which the position of the elderly improves
or deteriorates over a given period. In the Report on the Elderly 2001 the emphasis in
this respect is on the 1990s.
For the purpose of the Report the arbitrary threshold at which people are regarded as
being elderly is set at 55 years.3 Their situation is consistently compared with that of
other adults, generally in the 35-55 age group, because young adults (aged under 35)
form a specific group. Where possible an explanation will be sought for the differences
found. These explanations can provide pointers for policy.
1.2 Survey questions

The central objective of the policy on the elderly is to foster their integration in society.
This broad objective encompasses aspects such as their labour market position, financial
status and housing situation, and also care for the elderly. The present government
Coalition Agreement also refers to active participation by the elderly in the community.
It is not only central government policy which is important here, but also for example
the role of the municipalities, which are responsible for local policy on the elderly.
The Report on the Elderly 2001 describes the social position of the elderly at the end of
the 1990s. A large number of aspects are considered, such as participation in education
and the labour market, financial position and aspects such as housing or care.
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In selecting the ultimate topics (chapters) it was decided to include a large number of
aspects, with the topics discussed in the most recent government policy document on
the elderly being loosely followed (Ouderenbeleid 1994-1998, TK 1994-1998). One
condition for the inclusion of topics was that recent data had to be available; this explains
why, for example, no attention is devoted to the leisure activities of the elderly: no new
data have become available on this topic since they were last discussed in the Report
on the Elderly 1996.4
Most attention focuses on elderly people living independently, i.e. who do not live in a
residential or nursing home. However, data were also available for this Report on elderly
people in such institutions, and also for those living in sheltered housing (see also
§ 1.5). Where relevant (e.g. for the themes 'housing', 'health' and 'take-up of care
provisions'), a comparison between elderly people living independently and in sheltered
housing is included in the Report. In principle, the various forms of sheltered housing
comprise elderly people living in complexes of independent dwellings (in contrast to
care and nursing homes, in which residents do not have an independent dwelling) for
whom some form of service is provided, such as a personal alarm system or a hot meals
service. Examples include housing-care complexes (providing a combination of housing
and care), sheltered homes in the traditional sense, and service flats. However, since
there are all kinds of service flats which in fact provide little or no service, these have
been left out of consideration. Where reference is made in this Report to sheltered
housing, therefore, this means housing-care complexes and sheltered home complexes
where a certain level of service-provision may be expected.5
Naturally, each theme has its own specific set of questions. However, all chapters have
roughly the same structure, and as far as possible provide answers to the following
questions:
- To what extent do the elderly participate in society (education, labour market, etc.)?
- What are the characteristics of the elderly who participate in this way?
- What obstacles do the elderly encounter in their attempts at social integration?
- Can any trends in this be detected over time (the 1990s)?
- To what extent does the position of the elderly living in sheltered housing, care
and nursing homes differ from that of elderly people who live independently?
1.3 Demographic survey

This section describes the size of the elderly population in the Netherlands. Attention
is also devoted to a number of characteristics of this population group.
On 1 January 2000 there were 3.7 million people aged 55 or older in the Netherlands,
around 23% of the total population. By way of comparison, in 1970 there were
2.5 million in this group and projections suggest that the figure will rise to around
6 million in 2030 (see also figure 1.1). This means that the number of over-55s is likely
to increase by some 63% over the next 30 years.6
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Figure 1.1 Number of elderly (over-55s), 1970-2030 (in absolute figures)
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Figure 1.1 shows that a particularly large increase can be expected in the number of
55-64 year-olds over the next ten years, as the children born in the 'baby boom' period
after the Second World War reach the age of 55 in the next few years. The strong growth
in the absolute number of elderly people also has an impact on their number as a
percentage of the total population. At present roughly 23% of the Dutch population
are aged 55 or over; this percentage will increase to 35% in 2030 (see figure 1.2). Not
only will the number of elderly increase, but future elderly people will also differ on a
wide range of aspects from the present generation of elderly people. This Report devotes
attention to several of these aspects.
Figure 1.2 Age profile of the population, 1970-2030 (in percentages)
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Figure 1.2 shows that the share of 15-64 year-olds – the potential labour force – will
steadily decline in the years ahead. This is a phenomenon which has not happened
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before; in the past, a growing share of elderly people was accompanied by a reducing
proportion of young people, and the percentage of 15-64 year-olds remained roughly
the same. This reduction in the relative number of 15-64 year-olds has prompted a
wide-ranging social debate on the affordability of state retirement pensions and care
for the elderly (see e.g. TK 1996/1997a; WRR 1999).
Table 1.1 presents a number of demographic characteristics of the over-55s. Slightly
more than half of this group are women and roughly 30% live alone. These proportions
increase with age. There are almost 75,000 elderly people in the Netherlands from the
four largest ethnic minority groups. The living situation of these people is the subject
of chapter 10.
Table 1.1 Some demographic characteristics of the elderly, 1 January 2000 (in absolute numbers x 1,000
and in percentages)
≥ 85 years

total

1,582.9
50
16

1,194.9
54
28

731.9
63
51

225.7
74
72

3,735.3
55
29

52.5

16.5

5.1a

a

74.2

55-64 years 65-74 years 75-84 years
elderly people (x 1,000)
women (%)
one-person households (%)
Turkish, Moroccan, Surinamese and
Antillean elderly (x 1,000)
a

Owing to the small numbers, the 75-84 year-olds and over-85s have been combined.

Source: Statistics Netherlands (2000d, 2000e); SCP (AVO'99)

The oldest age groups consist mainly of women, who account for 63% of 75-84 yearolds and 74% of those aged over 85. These proportions have not always been so high
(see figure 1.3): in 1970, for example, women accounted for around 58% of the over-75s.
The proportion of women in the higher age groups is expected to fall again in the years
ahead, among other things owing to a reduction in the difference in life expectancy
between men and women (Maas et al. 1997: 47).
Figure 1.3 Proportion of women in the elderly population, 1970-2030 (in percentages)
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The fact that the difference in average life expectancy between men and women is
steadily shrinking does not necessarily mean that the proportion of single elderly people
will also fall. According to forecasts by Statistics Netherlands (CBS), the percentage
of elderly people living in a one-person household will remain roughly the same in the
years ahead, at slightly under 30%. Obviously, widowhood is not the only significant
factor in this household form: people may be in a one-person household because of
divorce, or may never have cohabited.
This Report on the Elderly looks explicitly at the living situation of elderly people in
residential care or nursing homes or in sheltered housing, as well as those living
independently. Roughly 5% of the over-65s live in residential homes and approximately
2% in nursing homes (see figure 1.4). In total, around 160,000 elderly people (aged
over 65) live in such an institution.7 These are mainly the very elderly: more than
80,000 people living in a care or nursing home are aged 85 or over. Chapter 4 (Housing)
and chapter 8 (Care) will look in more detail at the take-up of these provisions.
No national data are available on the number of elderly people living in sheltered
housing. This is because of variations in the definition of what constitutes sheltered
housing, and because there is no national registration system. The Housing Experiments
Steering Group (SEV) speaks of 32,000 homes in housing-care complexes built since
1987 (of which 20% do not meet all the standards set by the SEV to qualify as a
housing-care complex), and 66,000 homes dating from before 1987.8 Roughly 25% of
these homes are occupied by two persons.9 This would suggest that at the end of the
1990s roughly 122,000 elderly people were living in some form of sheltered housing.
Figure 1.4 Form of housing of over-65s by age category, 1999 (in percentages)
100
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Source: SCP (GEKS); Statistics Netherlands (Statline, Residential care home statistics), SCP calculation

1.4 Arrangement of this Report

This Report is arranged as follows. Chapter 2 looks at the participation of the elderly
in education. Among other things it explores to what extent the (working) elderly
participate in education (both 'qualifying' and 'non-qualifying'). The education level of
the elderly is also examined.

INTRODUCTION

7

In the Report on the Elderly 1998 it was concluded that the labour market participation
of the elderly appeared to be increasing again. Chapter 3 examines whether this trend is
continuing. The community participation of elderly people who are not (or no longer)
active on the jobs market is also considered.
Chapter 4, which looks at financial status, presents data on the income sources of the
elderly, the level of their income, their assets and their spending patterns. Special
attention is also devoted to the financial position of elderly people in sheltered housing
and residential institutions.
Chapter 5 looks at the housing of the elderly. Attention in this chapter is devoted to trends
in housing situation, housing quality and housing costs as well as to the residential
setting. The housing characteristics of elderly people in sheltered housing and residential
institutions are also described.
Chapter 6 looks at various aspects of health. This includes both physical health
– subjective health, chronic disorders, physical impairments, (healthy) life expectancy –
and the occurrence of psychological disorders, affecting both those living independently
and those in residential care. Changes in health and the factors influencing this are
also examined.
Physical mobility, a topic which has not received explicit attention in earlier Reports
on the Elderly, is the subject of chapter 7. It includes things such as participation in
sporting activities, but also less intensive forms of mobility such as walking, cycling
or gardening. This chapter provides an impression mainly of the ways in which the
elderly are physically active. The correlation with health is also examined.
Chapter 8 provides an insight into (trends in) the take-up of various kinds of care, such
as home care services, informal care or private care. Explicit attention is also devoted
to care in sheltered housing. The take-up of welfare provisions is also examined.
This Report looks for the first time at information and communication technology (ICT).
Chapter 9 looks at the extent to which the elderly use computers and related technology
and at the obstacles they may encounter in this.
As in the Report on the Elderly 1996 and the Report on the Elderly 1998, this Report
looks explicitly at the living situation of elderly members of ethnic minorities. Based
on a number of newly available data, chapter 10 provides an overview of both socioeconomic and socio-cultural aspects.
The Report is rounded off with a concluding analysis in chapter 11.
1.5 Databases used

A large number of databases were used in compiling this Report. For describing the
living situation of elderly people living independently, data were drawn from large-scale
population surveys such as the Amenities and Services Utilisation Survey (AVO), the
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Time Use Survey (TBO), the Cultural Changes in the Netherlands survey (CV) and
the Use of New Communication Aids Survey (GNC), all compiled by the Social and
Cultural Planning Office (SCP), as well as the Labour Force Survey (EBB), the Survey
of the elderly (EBB-elderly), the Permanent Quality of Life Survey (POLS), the Housing
Demand Survey (WBO), the Income Panel Survey (IPO), the Socio-economic Panel
Survey (SEP), the Household Expenditure Survey (BO) and the Population Statistics
produced by Statistics Netherlands. Generally, these surveys gather data on a sample
of the entire Dutch population (from a certain age upwards), enabling the data for the
elderly to be compared with those for younger adults (usually 35-54 year-olds).
Use was also made of two surveys of specific groups. For the topics health and mobility,
use was made of data from the LASA project (Longitudinal Aging Study Amsterdam)
compiled by Vrije Universiteit Amsterdam. This study surveyed a group of elderly
people (55-85 year-olds) on three different occasions on a variety of aspects, including
their health and lifestyle. The first two measurements (1992/93 and 1995/96) were
used for the Report on the Elderly 2001. Data from the Social Position and the Use of
Provisions by Ethnic Minorities survey 1998 (SPVA'98), published by the Institute for
Sociological and Economic Research (ISEO) and SCP were used for the description of
the position of elderly members of ethnic minorities. This is a periodic survey carried
out among Turks, Moroccans, Surinamese and Antilleans.
Data on elderly residents of institutions and sheltered housing were drawn from two
surveys, The elderly in institutions survey (OII2000), which looks at elderly people in
residential homes and nursing homes, and the OII-wozoco2000 survey, which surveys
elderly people living in housing-care complexes and sheltered housing;. Both surveys
are conducted by SCP.
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The trial edition of the Report on the Elderly (Timmermans 1992) was followed by the Report on
the Elderly 1993, Report on the Elderly 1996 and Report on the Elderly 1998.
This same formula is used in the Report on the Disabled. For example, the Report on the
Disabled 2000 focused on the labour market participation and financial position of people with
impairments and chronic illnesses.
This threshold of 55 years was used as a starting point for the government policy on the elderly at
the start of the 1990s, when the first Report on the Elderly appeared. Today, no age limit is applied,
because the delineation of the target group is closely related to the policy domain concerned: for
employment, reference is frequently made to 50-65 year-olds, while with regard to the take-up of
health care provisions the emphasis is mainly on the over-75s.
This is a reference to the Time Use Survey. The fieldwork for the 2000 survey was carried out in
October 2000, but the database was not available in time for inclusion in this publication.
This does not therefore include forms of housing such as those used in mental health care
(regional institutes for sheltered housing).
According to the middle variant of the population forecast by Statistics Netherlands.
In this Report, the term 'residential institution' refers to a care or nursing home.
In addition, according to estimates by the SEV, there are a further 24,000 dwellings in service
flats.
This is apparent both from the SEV survey and from the OII-wozoco2000 survey conducted by
SCP.
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2 EDUCATION AND TRAINING
Lex Herweijer

2.1 Introduction

Knowledge and information play an important role in present-day society. In order to
be able to function fully and independently, adults require a certain minimum level of
knowledge and skills. The Dutch government's commitment to ensuring that all young
people achieve at least an initial qualification is based on this principle. Knowledge
and skills gained during a person's school career are however not the end of the story:
education and training in later life can supplement, broaden, deepen or renew the
initial knowledge and skills gained. Government policy is based on the premise that
'lifelong learning' is a necessity for all citizens (OCenW 1998).
This chapter discusses the education level of the elderly and their participation in training
and courses, charting their basic education level and the extent to which they refresh
their knowledge through further training. The perspective adopted is comparative; on
the one hand the elderly are compared with a reference group of adults aged 35-54,
while on the other hand the present situation is compared with the past.
Section 2.2 discusses the education level of the elderly. As well as comparing the present
situation with that of younger adults, the section gives a projection of education levels
up to the year 2025. Separate attention is devoted to elderly people in residential care
and nursing homes. Section 2.3 focuses on the participation of the elderly in education.
Based on a broad definition of education and on material from sample surveys, a picture
is mapped out of the trends in this participation. This is followed in section 2.4 by a
profile of the characteristics of elderly people who participate in education. It is assumed
that there is a strong unfulfilled demand among the elderly for training and courses.
Section 2.5 discusses these unfulfilled educational needs and the obstacles which may
stand in the way of participation. Increasing the participation of the elderly in the labour
market is one of the aims of the present government policy, and section 2.6 looks at
the participation of older working people in training programme. Section 2.7 presents
a summary and draws a number of conclusions.
The data used in this chapter are drawn from the Labour Force Survey (EBB) and the
Survey of the elderly (EBB-elderly), both carried out by Statistics Netherlands. Data
are also used from various editions of the Amenities and Services Utilisation Survey
(AVO) and the Elderly in Institutions Survey (OII2000), both carried out by the Social
and Cultural Planning Office (SCP).
2.2 The education level of the elderly

The importance of a person's educational background for their social status is well
known and has been widely documented. It is a key determinant of an individual's
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position, opportunities, thought and actions in many areas: labour market, political
and social participation, leisure activity, cultural participation (SCP 1998; De Haan and
Knulst 2000). In a society in which knowledge is becoming more and more crucial,
the importance of educational background is only likely to increase.
In the elderly, moreover, there is a correlation between education level and the presence
of physical impairments and independent functioning: better educated elderly people
suffer less from physical impairments (De Klerk and Timmermans 1999: 113-114) and
are less likely to require residential and nursing home care than those with a lower
education level (Timmermans et al. 1997a: 84). Changes in the education level of the
elderly are therefore likely to have an impact on the take-up of care. The estimates
presented in Timmermans et al. (1997a) give an indication of these effects.
The growth in educational participation means that the elderly almost by definition have
an educational deficit compared with younger adults; every generation of young people
since the Second World War has achieved a higher level of education than its predecessor
(SCP 1994). In later life, however, people's education level changes little and the growth
in participation in education thus leads almost automatically to a negative correlation
between age and education: the older a person is, the lower their education level.
2.2.1 Elderly people living independently
What about the educational distribution of the elderly? Table 2.1 summarises the
education level of elderly people living independently according to the most recent
Statistics Netherlands data on the education level of adults.1 By way of comparison, the
educational distribution of adults aged 35-54 is also given. In the light of the foregoing,
it is no surprise that both elderly men and women turn out to have a lower education
level than the reference group of adults aged 35-54, and that the education level of the
elderly declines with age.
It is however striking that the educational deficit of elderly men compared with the
reference group of 35-54 year-olds is much smaller than that of elderly women. To obtain
an impression of the difference, it can be calculated what percentage of elderly people
would have to change their education level in order for the distribution to be the same
as that of the reference group – a similar exercise to the calculation of the 'segregation
index' (see e.g. Siegers 1979). From the final column of table 2.1 it can be seen that
13% of elderly men would have to change their education level in order to achieve an
educational distribution which is equal to that of the reference group; no less than 29%
of elderly women would have to make such a change.
Within the ranks of the elderly, too, the difference between successive age groups is
much greater among women than among men. Broadly speaking, therefore, the
educational deficit of women compared to men increases with age. This can be seen
from the bottom row in table 2.1, which shows the percentage of women who would
have to change their education level in order to eliminate their disadvantage relative to
men.
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Table 2.1 Education level of the elderly compared with adults aged 35-54, 1998a (in percentages)

35-54 years ≥ 55 years 55-64 years 65-74 years ≥ 75 years
men
primary education
lower secondary education
upper secondary education
tertiary education
total
women
primary education
lower secondary education
upper secondary education
tertiary education
total
segregation index men/women
a

11
19
40
29
100

22
21
36
21
100

18
21
37
24
100

23
22
35
20
100

32
19
33
16
100

14
27
38
21
100

38
32
21
9
100

25
36
27
12
100

39
33
19
9
100

53
24
16
7
100

10

26

23

27

26

segregation
index elderly/
reference group

13

29

Excluding elderly in residential care and nursing homes.

Source: Statistics Netherlands (EBB'99; EBB-elderly'97); SCP calculation

The continuing growth in educational participation is leading to a gradual increase in
the education level of the elderly as younger, better educated birth cohorts take the place
of older, lower educated cohorts; the result is a considerable rise in the education level
of the elderly in recent decades (table 2.2). At the start of the 1970s, six out of ten elderly
men and more than seven out of ten elderly women had not progressed beyond primary
education. An elderly person with a higher education background was the exception in
those days. Just under 30 years later, less than a quarter of elderly men have only a
primary education background, and more than one in five elderly men have had a
higher professional or university education. Women are also much better educated now
than in the past, though the rise in their education level is still lower than that of elderly
men. The educational deficit of elderly women versus elderly men consequently
increased up to the middle of the 1990s (compare the trend in the segregation index in
the bottom row of table 2.2).
As the growth in the educational participation of girls got under way later in the twentieth
century than for boys, this has so far had a less marked impact on the educational
distribution of elderly women.
Their higher life expectancy means many elderly women live alone. This means that
the opportunity to 'compensate' for a low education level through the higher education
level of a spouse has disappeared for this group. As a result, elderly women with a low
education level are extra vulnerable.
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Table 2.2 Education level of the populationa aged 55 and over, by sex, 1971-1999 (in percentages)
men
primary education
lower secondary education
upper secondary education
tertiary education
total
women
primary education
lower secondary education
upper secondary education
tertiary education
total

1971

1981

1990

1995

1999

59
13
22
7
100

49
18
25
9
100

36
22
30
12
100

25
21
37
18
100

22
21
36
21
100

72
12
12
5
100

66
17
13
5
100

57
23
15
5
100

42
30
20
8
100

38
32
21
9
100

13

17

22

26

26

segregation index men/women
a

Excluding elderly in residential care and nursing homes.

Source: Timmermans (1993); Statistics Netherlands (EBB'95 and '99; EBB-elderly'96 and '97); SCP calculation

Given the predictive power of education level in many fields, the increase in the
education level of the elderly is an important development. Nevertheless, some
qualification would appear to be in order. Older generations grew up in a time when
continuing education was the exception rather than the rule. Many of them will have
had the necessary aptitude and capacity to embark on continued education, without
having a realistic opportunity to do so, for example for financial reasons. The amount
of talent not developed through education will therefore be greater among the older
than the younger generations. Some of this unutilised talent will however have developed
in later life, for example through experiences gained on the labour market or through
political and social participation. The formal education level does not reflect the
knowledge and skills built up in this way, and taking formal education level as the only
basis for comparison therefore means that the capacities of older adults are probably
being underestimated.
The term 'qualifications gained elsewhere' or 'competences gained elsewhere' is
sometimes used to describe knowledge and skills gained outside mainstream education.
Charting and certifying these competencies can create a better picture of the
employability of workers, and for elderly people in particular, this could provide a fuller
picture than that based on their formal education level: many of them have enjoyed little
formal education, but have gained a great deal of experience outside the educational
framework.
A direct measurement of knowledge and skills, such as that carried out in the study of
the functional literacy of adults, probably presents a better picture of knowledge and
skills acquired outside the mainstream education system, because it measures actual
skills, regardless of the formal education level. However, the elderly emerge from this

14

EDUCATION AND TRAINING

study, too, as the least skilled group (Van der Kamp and Scheeren 1996). The study
applies five skill levels and, depending on the type of literacy being tested (there is a
'prose' scale, a 'documents' scale and a 'quantitative' scale), 55-60% of 50-74 year-olds
achieve scores at the two lowest levels, roughly twice as many as in the group of
16-49 year-olds (figure 2.1). A score at the third skill level is regarded as the minimum
requirement for functioning adequately in modern society (Houtkoop 2000). In any event,
the 20% of elderly people with a score at the lowest level will experience considerable
problems in understanding and coping with texts and arithmetical tasks arising in
everyday life (Van der Kamp and Scheeren 1996).

Figure 2.1 Degree of functional literacy of younger (16-49 years) and elderly adults (50-74 years), 1995
(in percentages)
prose

100

document

quantitative

80
60
level 4/5

%
40

level 3

20

level 2
level 1

0
16-49
years

50-74
years

16-49
years

50-74
years

16-49
years

50-74
years

Source: Van der Kamp and Scheeren (1996)

Research on skills in handling electronic equipment produces the same picture: the
elderly have more problems with electronic funds transfers, operating audiovisual
equipment and computers than younger adults (Doets and Huisman 1997). Chapter 9
looks in more detail at the skills of the elderly in using computers.
Van der Kamp and Scheeren (1996) attribute the low level of literacy of the elderly in
part to their lower education level. They also refer to an independent age effect:
older adults achieve lower scores than younger adults, even when allowance is made
for differences in education level. This would appear to provide no support for the
assumption expressed earlier that there is a good deal of untapped talent in lower
educated elderly people, and that that talent has developed in later life outside the
education system. If that is the case, it is in any event not reflected in their functional
literacy as measured in the study referred to. In fact, the skills of elderly people are
actually lower than those of younger adults with the same education level. It may be
that functional literacy skills are subject to 'wear' and that this also has an adverse
impact on skills gained outside the formal education system.
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2.2.2 Elderly people living in institutions
So far we have talked about the education level of elderly people living independently.
In addition to this group, there are also elderly people who live in residential care and
nursing homes. Just under 10% of those aged 75-84 live in such an institution, and the
figure rises to over 35% for those aged 85 and over (see also chapter 1).
The education level of residents of care and nursing homes differs markedly from that
of elderly people living independently: residents of institutions2 have a lower education
level than elderly people living independently.
Table 2.3 summarises the education distribution of residents of institutions, based on a
survey of elderly people in care and nursing homes carried out in 2000 (OII2000). In
view of the sample size and the small number of highly educated elderly people in
institutions, the figures for those with upper secondary and tertiary education
backgrounds were combined. By way of comparison, the educational distribution of
elderly people living independently is shown again. The bottom line of the table shows
the percentage of residents of institutions who would have to change their education
level in order to eliminate the deficit compared with those living independently.
Table 2.3 Educational distribution of residents of institutions and elderly living independently, aged 65 and over, 2000
(in percentages)
residents of institutions
living independently
65-74 years 75-84 years ≥ 85 years 65-74 years 75-84 years ≥ 85 years
primary education
lower secondary education
upper secondary/higher education
total

49
35
16

57
31
12

60
26
15

32
27
41

41
24
35

54
19
28

100

100

100

100

100

100

25

23

13

segregation index residents of
institutions/living independently
Source: SCP (OII2000); Statistics Netherlands (EBB'99) SCP calculation

The difference in educational distribution between residents of institutions and those
living independently is particularly marked among 65-74 year-olds and 75-84 year-olds;
residents of institutions more frequently have a low education level and less frequently
have a high education than those living independently. Evidently those with a lower
education level run a greater risk of ending up in an institution than those with a higher
education, and at a somewhat younger age (cf. also Timmermans et al. 1997a). This will
be partly due to differences in physical impairments between the lower and higher
educated: people with a lower education level are more frequently confronted with these
impairments than the better educated (De Klerk and Timmermans 1999: 113-114).
Differences in preferences and the ability to organise help and realise adaptations may
also play a role.
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In the highest age category the difference diminishes again. Evidently, advancing age
makes admission to an institution more and more inevitable, and differences in education
level play a less important role.
2.2.3 Forecast education level
How will the education level of the elderly develop in the decades ahead? Given the
continuous growth in participation in education in recent decades, the rise in the
education level of the elderly seems is set to continue, at least for the time being. The
Report on the Elderly 1996 (Timmermans et al. 1997b) contained a forecast of the
education level of elderly people up to the year 2015. For the present Report this forecast
has been updated and extrapolated to the year 2025 on the basis of the most recently
observed educational distribution of adults aged 30 and over.3 The point of departure
for the forecast is that the education level of adults undergoes no changes from age
35-39 as a result of adult education, migration or differences in life expectancy between
those with a lower and higher education level. A (modest) effect from participation in
adult education is incorporated in the transition from age 30-34 to 35-39.4 According
to the forecast, therefore, changes in the education level of the elderly occur only through
the replacement of older, lower educated cohorts by younger cohorts who have a
generally higher level of education.
Of course, this point of departure is open to question in some respects; the information
needed to incorporate the effects on the forecast of migration or differences in life
expectancy, for example, is not available. It should also be pointed out the forecast is
based on the educational distribution among adults at present living independently. Some
of these will however move into an institution in the coming decades. The further the
forecast year lies in the future, therefore, the larger will be the proportion of residents
of institutions included in it.
Table 2.4 Forecast education level of the population aged 55 and over, 2000-2025 (in percentages)
men
primary education
lower secondary education
upper secondary education
tertiary education
total
women
primary education
lower secondary education
upper secondary education
tertiary education
total
segregation index men/women

2000

2005

2010

2015

2020

2025

22
21
36
21
100

19
20
38
23
100

16
20
39
26
100

14
20
39
27
100

12
20
40
28
100

11
29
41
29
100

36
32
22
10
100

30
33
28
12
100

25
33
28
14
100

20
31
32
17
100

17
28
36
19
100

13
26
40
22
100

26

25

22

17

13

9

Source: SCP, based on Statistics Netherlands (population forecast; EBB-elderly'97, EBB'99)
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Table 2.4 summarises the anticipated trend in the education level of elderly men and
women up to 2025. The education level of both elderly men and elderly women will
increase further, so that by around 2025 only 11-13% of elderly people are forecast to
have received only primary education. The percentage of elderly people with a higher
education background is projected to increase by 9% (men) and 12% (women). Roughly
a quarter of the elderly will have a higher professional or university education
background in 2025.
The increase will be more marked among women than men, and the educational deficit
of elderly women relative to elderly men will have reduced considerably by 2025. The
segregation index suggests that in 2025 only 9% of elderly women would need to change
their education level in order to achieve the same distribution as elderly men; in 2000
this percentage was 26%.
The differences compared with the forecast in the Report on the Elderly 1996
(Timmermans et al. 1997b) are not particularly large. The percentage of elderly men
with a higher education background is slightly higher in 2015 according to the new
forecast (by two percentage points) and the percentage of those with only lower
secondary education (vocational or general) slightly lower. The differences among
elderly women are minimal.
The trend in youth education is likely to lead to a further reduction in the deficit of
elderly women relative to elderly men in the period after 2025. This trend towards a
more equal education distribution follows a period in which the differences between
elderly men and women actually increased (compare table 2.2 again). This pattern
– first a growing, then a reducing discrepancy between men and women – echoes the
trend in educational participation by young men and young women in the twentieth
century.
Whether the educational deficit of the elderly compared to younger adults will also
come to an end is more difficult to say; a substantial proportion of the 35-54 year-olds
in 2025 are today still actively engaged in their school careers. If the growth in
educational participation continues, and if the trend whereby every subsequent
generation attains a higher education level than the preceding generation also continues
in the future, a deficit will continue to exist. It is not impossible, however, that the growth
in initial education will level off at some point due to saturation effects. According to
the reference estimate by the Dutch Ministry of Education, Culture and Science, it is
in any event likely that the growth in participation in higher education, particularly
higher professional education, will continue over the next ten years (OCenW 2000).
The role of adult education in the future is also uncertain. The published forecast is
based on the premise that the education level of adults undergoes little or no change
through participation in adult education. Government policy, however, is geared towards
'lifelong learning'; if this policy is successful, the initial education level of adults in
the future will increasingly come to be a provisional status. The ongoing education
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and training of (older) adults could reduce the educational deficit of the elderly.
However, the question is whether all adults will benefit to the same degree from 'lifelong learning'; to date, participation in adult education is highest among the higher
educated (see also § 2.4). This tends to increase rather than reduce differences between
those with a lower and higher education background5 The inherent emphasis in the
'lifelong learning' approach on employability and the labour market is also not to the
direct advantage of the elderly, most of whom have already left the labour market (see
also chapter 3) and have to rely primarily on non-work-related education and training.
2.3 Participation by the elderly in education and training

For young people, education is an essential investment in the future. During their initial
education they acquire all manner of basic skills and are prepared for participation in
the labour market. For adults, too, who follow training through part-time variants of
initial education, the notion of investing in the future will be a key motive for their
participation. For the majority of elderly participants in education, the investment motive
has traditionally been much less important. Elderly people are more concerned with
satisfying an interest, expanding their personal development and coming into contact
with others (Cramer and Van der Kamp 1989). Doets and Neuvel (2000) conclude that
older adults have far fewer instrumental motives for following a course than young
adults.
Attaining diplomas is less important for elderly people and courses leading to diplomas
will therefore be less of a draw for this group. Additionally, following training courses
geared to work is no longer important for the vast majority of elderly people.
To gain an impression of the involvement of the elderly in education and training,
therefore, a broad definition of 'education' is needed, which takes in not only statesubsidised education and training which are related to employment, but also courses
which serve primarily to meet a particular interest or which simply offer participants a
means of spending their time.
The fact that the investment motive generally plays a minor role for elderly people does
not mean that there is no reason at all for the elderly to invest in themselves. The data
presented in § 2.2 on education level and functional literacy make it clear that there is
a considerable number of elderly people for whom it is doubtful whether they are
adequately equipped to cope independently with everyday life. Education and specific
courses could improve this situation. However, the number of participants aged 50 and
over in things such as adult basic education is not large, at only 17% of the total of
115,000 participants (Statistics Netherlands 2000a: 135). This is no more than a fraction of the large number of elderly people with a low education level.
Surveys of education establishments carried out by Statistics Netherlands provide a
limited picture of the participation of the elderly in courses, because not all forms of
adult education are included in the surveys. The emphasis is on surveying education
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leading to diplomas (adult basic education, adult general secondary education, part-time
vocational training, higher professional and university education). In addition, private
education establishments covered by the Statistics Netherlands surveys often have no
information on the age of participants.
As part of the 'educational accounts', information from Statistics Netherlands provided
by surveys of education establishments is supplemented by data from the Labour Force
Survey, though with the limitation that only courses lasting at least six months are
included. Based on this limited definition of education, the educational participation
of the 'younger elderly' (aged 55-64 years) is already fairly minimal: no more than 3%
of 55-64 year-olds participate in a course (figure 2.2). The participation rate of younger
adults, particularly 25-34 year-olds and 35-44 year-olds, is much higher. The relatively
low participation rate across the board should be seen in the light of the condition that
courses must last at least six months in order to be counted. The many short-term
company training courses, for example, are consequently excluded.
Figure 2.2 Participation in courses by the population aged 25-64, by age, 1990-1998 (in percentages)
22
20
18
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14
12
%
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8
6
4
2
0
1990

25-34 years
35-44 years
45-54 years
55-64 years
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1992

1993

1994

1995

1996

1997

1998

Source: Eijkhout and Zhao (1999)

Another sample survey, the Amenities and Services Utilisation Survey (AVO), enables
a more complete picture to be given of the participation in education and training
courses by adults. This survey presents respondents with a wide range of questions on
educational participation, without setting any conditions for the duration of the courses.
Table 2.5 summarises the participation of elderly people in courses according to
successive AVO surveys. The many diverse courses and training programmes are subdivided into 'qualifying' education – i.e. courses aimed at the attainment of a diploma,
geared towards a particular profession or aimed at the acquisition of basic skills (adult
basic education, company training programmes, training of the unemployed and
mainstream education funded by the Ministry of Education, Culture and Science)
– and 'non-qualifying' education – often training and courses of a creative or general
developmental nature.
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Table 2.5 Participation in education by the populationa aged 55 and over, 1979-1999 (in percentages)
men
qualifying education
non-qualifying education
totalb
women
qualifying education
non-qualifying education
totalb
men and women
qualifying education
non-qualifying education
totalb
a
b

1979

1983

1987

1991

1995

1999

2
8
9

1
10
11

2
11
13

2
14
15

4
13
16

5
13
17

2
11
12

1
14
15

1
17
17

1
18
19

1
19
20

4
19
21

2
10
11

1
2
14

1
14
15

1
16
17

3
16
18

5
16
20

Excluding the population in residential care and nursing homes.
People can participate in both types of course, which means that the total need not be the same as the sum of the
percentages for the individual course types.

Source: SCP (AVO'79-'99)

In 1999 20% of elderly people followed a training programme or course, Only a small
minority of them followed a 'qualifying' course; the vast majority of elderly participants
were engaged in non-qualifying education.
The participation rate of the elderly in education has been increasing for several decades,
and has almost doubled since the end of the 1970s. The growth in participation in
qualifying courses between 1985 and 1999 is striking, and results among other things
from an increase in the participation in company training programmes by 55-64 yearolds with a job, an increase which seems to have occurred particularly among elderly
women. It should be borne in mind here, however, that the low numbers of elderly
participants in courses in the databases used means that allowance has to be made for
relatively wide margins of uncertainty, in which a chance component could be at work
alongside a real increase. Section 2.6 looks in more detail at the participation of older
workers in company and other training courses.
The growth in participation has occurred among both elderly men and women. As a
result, the participation of elderly women was higher than that of elderly men in 1999
too, mainly because they show more interest than men in all manner of non-qualifying
courses.
Despite the steady growth, however, the participation of elderly people in education
still lags behind that of the control group, adults aged 35-54. The participation rate of
this latter group has virtually doubled in recent decades, and the deficit in educational
participation by elderly people compared with 35-54 year-olds remained substantial in
1999 (table 2.6): just as in the late 1970s, there were roughly twice as many participants
in the control group as in the older age groups. This discrepancy is related in particular
to the much higher participation by the control group in qualifying education, particularly
company training programmes. The low number of elderly people with a job is of
course the most important explanation for this discrepancy.
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Table 2.6 Participation in education by the populationa aged 55 and over compared with the adult participation
aged 35-54, 1979-1999 (in percentages)
35-54 years
qualifying education
non-qualifying education
totalb
≥ 55 years
qualifying education
non-qualifying education
totalb
a
b

1979

1983

1987

1991

1995

1999

6
18
22

9
20
26

13
25
33

14
34
40

21
23
37

25
24
41

2
10
11

1
12
14

1
14
15

1
16
17

3
16
18

5
16
20

Excluding the population in residential care and nursing homes.
People can participate in both types of course, which means that the total need not be the same as the sum of the
percentages for the individual course types.

Source: SCP (AVO'79-'99)

The discrepancy between elderly people and the control group (aged 35-54) is much
smaller in non-qualifying education, and also decreases over time (the wide discrepancy
in 1991 should be seen as an aberration).
2.4 Characteristics of the participants: towards lifelong learning?

So far we have talked about the educational participation of 'the elderly'. However,
elderly people do not form a homogenous group; their age ranges from 55-60 to 85
and over; there are elderly people who are active on the labour market, but there is also
a group who have reached the stage of life in which they are increasingly confronted
by physical impairments and for whom it is becoming increasingly difficult to run an
independent household.
There are inevitably differences in the educational participation of the various groups
of elderly people. Figure 2.3 provides an impression of these differences. A distinction
is drawn between participation in qualifying education, non-qualifying education and a
combination of the two. The participation figures are analysed on the basis of a number
of background characteristics. The participation in qualifying education by elderly
people with a job is an exception to the rule that the elderly are mainly interested in
non-qualifying education and courses. Participation in company training programmes
means that the participation figures for qualifying and non-qualifying courses are more
or less in balance in this group (see also § 2.6 for participation in training by older
workers). Other groups with a high rate of participation in qualifying education are
the 'younger elderly' and elderly people with a higher education background.
Participation in non-qualifying education is relatively high among women, elderly
people up to age 74, elderly people with a higher education background (again), and
elderly people with no physical impairments. Given the dominance of non-qualifying
courses, these groups – together with the working elderly – are also distinguished by
the high total percentage of participants.
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Figure 2.3 Participation in education by the population aged 55 and overa, by sex, age, education level, activity and
degree of physical limitations, 1999 (in percentages)
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Naturally, there is some overlap between different groups of elderly people; in general,
people aged 75 and over have a lower education level and are more often confronted
with physical impairments than those aged 55-64; elderly women have a lower education
level than elderly men. In order to take account of such overlaps, a multivariate analysis
was performed. This makes it possible to examine whether differences in participation
between different groups remain after allowance is made for the partial overlaps. Given
the dichotomous nature of the dependent variable (participation or non-participation
in a course), a logistic regression analysis was performed. The results show that the
differences in figure 2.3 are not artificial, although some differences do turn out to be
smaller and others somewhat larger after allowance has been made for the overlaps.
Being in work and having a higher education background (higher professional or
university level) are the only factors influencing participation in qualifying education.
The additional difference which is visible in figure 2.3 between 55-64 year-olds and
those aged 65 and over disappears and is thus attributable to working or non-working
status.
As regards non-qualifying courses, the differences observed in figure 2.3 remain more
or less intact or even increase (the difference between women and men, for example:
despite their lower educational level, elderly women participate more than men, and
where education levels are the same, the difference compared with men is even greater).
A number of changes also emerge in the total participation figure, without eliminating
the differences. The higher participation by women than men increases further and the
relatively small discrepancy between the 55-64 and 65-74 age groups reduces still
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further. At least as far as non-qualifying courses are concerned, there are virtually no
age differences in the participation in courses of the elderly population aged up to 75,
after allowance has been made for education level.
As with younger adults, education level is the best predictor for the educational
participation of elderly people. In other words, education in later life tends to reinforce
rather than compensate for existing differences in educational background. This pattern
is also found in other countries (Houtkoop 1997). The educational background of
participants in higher education for the elderly (HOVO) is illustrative in this connection:
almost three-quarters of the 15,000 participants have a higher education background
(higher professional or university level) (Heijnsbroek and Hofman 2000: 40-41).
At the time of writing, no data on income are available from the 1999 Amenities and
Services Utilisation Survey (AVO'99). The 1995 edition of the survey showed that,
although educational participation is higher among the wealthier elderly, income has
no independent effect on participation. On closer examination, the difference in
participation between higher and lower income groups can be attributed to educational
differences (Timmermans et al. 1997b: 30). Income does however have an effect on
the amount spent on educational courses; less well-off participants spend less on courses
than better-off participants. The price of a course is less of an issue for the latter group,
who may also benefit less from subsidies (income-dependent tuition fees).
A global comparison of the elderly with the 35-54 year-old control group ignores the
fact that there are age differences within the elderly population. There is no opposition
between the control group and the elderly population in the sense of a break around the
age of 55. In fact participation in education, particularly non-qualifying courses, declines
fairly gradually with increasing age. It is only above the age of 75 that the percentage
of participants falls fairly sharply. Moreover, the differences in participation between
age groups are even smaller if allowance is made for the lower education level of the
elderly. After adjusting for differences in education level, the proportion of 65-74 yearolds taking part in non-qualifying education is not much lower than that of the
35-44 year-olds (see figure 2.4; the participation of 35-44 year-olds has been set at 1).
The lower education level of the older generations is therefore partially responsible for
the extent of their participation in education. In this sense the relatively low interest
shown by the elderly in education is partly a generational difference. After all, the
difference education level is one of the most striking differences between the successive
generations. As more recent, more highly educated generations join the ranks of the
elderly in the future, the educational participation of the elderly will increase
correspondingly – provided the effect of education level on educational participation
does not diminish in the future. During the last twenty years, at any rate, differences
between those with a lower and higher education level have remained virtually
unchanged.
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Figure 2.4 Participation in non-qualifying education by age, without and with correction for differences in education
level, 1999 (in odds ratios)a
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The growth in participation by the elderly will be reinforced even more by the gradually
diminishing (negative) effect of age on participation in recent decades. Participation
in non-qualifying courses by elderly people aged up to 75 is increasingly converging
with the participation rate of adults aged up to 55. This is the conclusion which can be
drawn from a comparison of the six available editions of the Amenities and Services
Utilisation Survey (AVO 1979-1999). To ascertain whether the age-related differences
are increasing or decreasing, an estimate was made based on all six editions of the
survey. This ignores fluctuations in the differences between age groups in the different
editions of the survey, with the focus on discovering a trend in those differences.
Figure 2.5 presents the results of the estimate for participation in non-qualifying courses.
The 35-44 age group serves as a control group, and odds ratios for the other age groups
indicate the degree to which their participation deviates from the control group.
It can be seen from figure 2.5 how the participation deficit of elderly adults has
gradually reduced since the end of the 1970s (the levelling off of the curves). The
interest shown by the elderly in non-qualifying courses is clearly rising compared with
that of younger adults.
The picture changes when it comes to qualifying courses. Where changes take place
in the differences between age groups, the deficit of 55-74 year-olds compared with
younger adults is if anything increasing rather than shrinking. In particular influenced
by the growing investments in company training programmes, the participation in
qualifying courses by 35-54 year-olds has increased sharply. Elderly people are largely
excluded from this trend, all the more so because only a minority of those aged 55-64
are in employment.
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Figure 2.5 Participation in non-qualifying courses, by age (corrected for differences by sex and education levela),
trend 1979-1999 (in odds ratios)
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Against the backdrop of the commitment to lifelong learning, therefore, the trend is
not uniform. Not only is participation in courses of a generally formative or artistic
nature, which are mainly followed as a hobby and/or to satisfy an interest, seen to be
growing clearly, but the elderly are also gradually catching up with younger adults.
Doets and Neuvel (2000) also conclude that age plays only a modest role in participation
in courses aimed at self-development.
As regards courses aimed at instilling or further developing basic skills and the skills
needed to function on the labour market, no trend towards a more even distribution
between the different phases of life can be discerned. Although participation is
increasing, the deficit of elderly people compared with younger adults remains intact.
2.5 Obstacles to educational participation

Not all elderly people wishing to participate in education will actually succeed in finding
their way onto a course or programme. There may be a variety of obstacles which prevent
them from turning their desire into actuality. Cross (1980) distinguishes three types of
obstacle: institutional obstacles (the courses on offer are not geared to the elderly in terms
of content or organisation); situational obstacles (tuition fees, accessibility, disabled
access); and dispositional obstacles (people feel too old to learn; negative learning
experiences in the past).
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The Report on the Elderly 1996 (Timmermans et al., 1997b) presented material on the
number of elderly people who wished to follow a course or programme, but did not do so
for some reason. It was concluded that around 5% of elderly people had an unfulfilled
desire for education. The rest were either already taking part (14%) or indicated no wish
to participate (81%). According to the categories employed by Cross (1980), this latter
group also encounter a dispositional obstacle (no desire), but it would seem better only
to speak of obstacles where there is an identified desire. The conclusion drawn was
therefore that the vast majority of elderly people (95%) either succeed in finding courses,
or have no desire to take part in them (Timmermans et al., 1997b: 38-39).
It is possible that a proportion of the elderly who state that they do not wish to participate
in education have given up their desire to do so because of a lack of opportunities for
fulfilling that desire. In that case there would be a larger unfulfilled demand for courses
than the study cited above reveals. A study by Heijnsbroek and Hofman (2000: 60)
provides an insight into the motivations of elderly people who do not take part in courses
or programmes and who have no plans to do so. The most commonly cited reasons for
not following a course do not suggest a suppressed desire for education ('too busy with
other activities' and 'no desire to take part in a course'). Other reasons given are that
people consider themselves too old or find it too difficult to learn. A small number
also cite reasons relating to health, availability of courses and costs. This supports the
conclusion in section 2.4 that the educational participation of elderly people with
moderate or severe physical impairments is lower. Distance education via the TV or
computer could be an alternative for this group, but has the disadvantage that it does
not meet the need for social contacts. A number of those elderly people who state that
they have no desire to follow a course are in fact interested, but have given up their
desire. No indication can be given of the size of this group on the basis of the study by
Heijnsbroek and Hofman (2000).
The study by Doets and Neuvel (2000) also contains a number of pointers to obstacles
to participating in education. Lack of time is generally the most important, but this is
something which plays a less prominent role for the elderly; for them, 'not being used
to learning' is the biggest problem; the older they are, and thus the longer ago they left
school, the more often this is perceived as an obstacle. In addition, it is mainly those
with a lower education level who consider 'not being used to learning' to be an obstacle.
The rising education level of the elderly will make this lack of learning experience a
less pressing problem in the future.
2.6 Working elderly people

The labour participation rate of the elderly has been in decline for a long time, as more
and more older workers left the job market years before reaching statutory retirement
age. In the last few years, however, this downward trend appears to have reversed and
been replaced by a tentative increase. Nonetheless, in 1998 the proportion of men aged
55-64 in paid employment was still no higher than 43%, with the figure for women
being even lower at 16% (Statistics Netherlands 1999: 34-39).
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Dutch government policy is aimed at increasing the labour participation of the elderly
with a view to making pensions more affordable. Increasing the activity rate of the
elderly could also help to combat the staff shortages which have manifested themselves
in recent years. One condition for keeping older workers at work is to ensure that their
knowledge and skills remain up to date. Company training programmes can increase
the employability of older workers (Groot and Maassen van den Brink 1997); investing
in education and training is therefore important. One complication here is that the period
within which the investment has to be earned back is relatively short for older workers;
shedding older employees and replacing them with young, highly trained job-seekers
is then an attractive alternative for employers, at least as long as the labour supply is
sufficient. However, for training programmes which do not require an exceptionally
large investment, and for programmes which do not produce a lasting return, for example
because they impart skills which rapidly become outdated, the earn-back period should
not present an obstacle for older workers.
In the past it has been observed that older workers participate in company training
programmes to a much lesser extent than young workers (Timmermans et al., 1997b:
33-34). Current figures on the participation of older workers in qualifying courses,
including company training programmes, confirm that they still have a deficit relative
to younger adults. Working people aged 55-64 follow fewer courses than 45-54 year-olds,
who in turn participate to a lesser extent than 35-44 year-olds (figure 2.6). Figure 2.6
relates to all working people, both employees and the self-employed. Participation by
employees is much higher than by the self-employed. However, the age differences in
participation in (company) training programmes by employees do not deviate much from
the differences shown in figure 2.6 (the percentage of participants among employees
is 2-3 percentage points higher in the various age groups than for all working people
together).
Figure 2.6 Participationa by working people aged 35-64 in company training programmes and other qualifying
courses, 1995-1999 (in %)
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The participation rate for all age groups, including older workers, was higher in 1999
than in 1995. Older workers are therefore benefiting from the general growth in the
education and training of workers. The rise in participation in company training
programmes appears to have occurred mainly among older women; their participation
deficit compared with older men virtually disappeared between 1995 and 1999. The
number of older women in the Amenities and Services Utilisation Survey with a job is
however not large and the margins of error in the study are therefore relatively wide. The
participation deficit of older workers relative to younger workers has so far not reduced;
the strongest growth in participation occurred in the age group 45-54, not among the
55-64 year-olds.
In the light of the commitment to ensure that the elderly remain in work for longer, the
participation rate of older employees in training programmes is still low. Evidently, staff
shortages are not yet so pressing that employers have felt compelled to intensify the
training of their older workers. If the present scarcity on the labour market continues,
this situation may change; 1999 was perhaps too early to observe any such change.
2.7 Summary

The theme of education and the elderly is discussed from two perspectives in this
chapter: the education level of the elderly and their participation in training programmes
and courses.
The elderly have an educational deficit compared with younger adults. Each successive
generation of young people spends longer in education than the previous generation,
and once they have left the education system their education level undergoes little
further change. This creates a situation where the elderly almost by definition have a
lower education level than younger adults. The extent of the deficit depends on the rate
of growth in educational participation in the past: the faster the growth rate, the greater
the deficit of the elderly. Among elderly women in particular there are still many
– almost four in ten – who have followed no more than primary education, and the
deficit of elderly women compared with the control group of 35-34 year-olds is therefore large. The education level of elderly men is higher – 22% have only a primary
education background – and they therefore lag behind younger adults to a lesser extent
than elderly women.
Compared with a few decades ago, the education level of the elderly has increased
markedly: in the early 1970s 60-70% of elderly people had received only primary
education. Residents of nursing and residential homes generally have a lower education
level than elderly people living independently: more than half the residents of these
institutions have only a primary education background.
Education level provides no more than an indication of a person's knowledge and skills.
However, direct measurement of 'functional literacy' also reveals a deficit: the percentage
of elderly people with a low level of functional literacy is roughly twice as high as
among younger adults.
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The education level of the elderly will improve further in the coming decades. 25 years
from now three in ten elderly men and more than two in ten elderly women will have
a higher education background. Only one in ten elderly people will have completed only
primary education. Elderly women will have largely made up their deficit compared
with their male counterparts by then. The increase in education level will probably have
a positive impact on the living situation and independence of the elderly and reduce
their take-up of care. Whether the deficit relative to younger adults will disappear is
uncertain; as long as participation in initial education continues to increase – and all
the signs are that this will be the case in the coming years – the deficit of the elderly
will remain.
Knowledge and skills acquired in initial education can be supplemented through adult
education. Sizeable numbers of elderly people follow courses or training, and these
numbers are also rising; compared with the end of the 1970s the percentage of elderly
people taking part in a course or training has almost doubled. Compared with younger
adults, however, the participation of the elderly is still modest. The difference in
participation results mainly from the much lower interest shown by the elderly in
qualifying courses (training and education geared towards the attaining of a diploma,
performance of an occupation or the acquiring of basic knowledge and skills). The
investment motive which often underlies participation in this type of course plays a
minor role for the elderly, if only because few of them are still in employment.
If elderly people follow an education or training course, then, it is usually of a nonqualifying nature (often with a creative or general developmental tenor), and their
participation in courses of this type is not much lower than that of younger adults,
especially if allowance is made for the lower education level of the elderly. It is only
around the age of 75 that this participation declines steeply.
The influence of age on participation in non-qualifying education has reduced in recent
decades, and if this trend continues the differences – already not large – will reduce
further. The contribution of non-qualifying education to the elimination of the deficit
in the knowledge and skills of the elderly is unlikely to be very great, however, all the
more so because it is mainly elderly people with a higher education background who
show an interest in training and courses. If anything, therefore, differences in education
level are reinforced rather than diminished.
A minority of people aged 55-64 are in paid employment. Keeping the knowledge and
skills of older workers up to date can help increase the labour participation of this
age group. Their participation in education and training – usually company training
programmes – is rising but is still low in comparison with other age groups; the short
period within which the investment in training has to be recouped probably forms an
obstacle here.
The vast majority of elderly people wishing to follow a course succeed in doing so; the
group wishing to follow a course but who do not manage to do so is not very large
(approx. 5%). The chief reason that people do not (wish to) follow a course is cited as
being too busy or simply not feeling the need. In addition, however, there are some
elderly people who do have a desire to participate but who have given up that desire
because of what they perceive as the impossibility of fulfilling it.
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Notes

1

2
3
4

5

Figures on the population up to and including age 74 are taken from the Labour Force Survey
(EBB) 1999; figures on the population aged 75 and older are drawn from the 1997 Survey of the
elderly, with the age of the respondents in 1997 being converted to their age in 1999.
Where reference is made in this chapter to residents of institutions, this means residents of
residential care homes and nursing homes.
The 29 year-olds in 1999 – the most recent year of observation – will be 55 years old in 2025.
In order to be able to extrapolate to 2025, the group which is aged 30-34 in 2000 must also be
included in the projection. From the trend in education level between 30-34 and 35-39 years in an
earlier cohort, it can be surmised that that some increase in education level still occurs.
The formal education level of those with a higher education background will generally not increase
due to participation in adult education, but their actual knowledge and skills will.
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3 LABOUR FORCE POSITION
Paul de Beer and Jean Marie Wildeboer Schut

3.1 Introduction

The Report on the Elderly 1998 (De Klerk and Timmermans 1999) noted that the participation of the elderly (50-64 year-olds) in the labour force had been increasing
again since the start of the 1990s after falling sharply in the preceding decades. This
increase was due not so much to the fact that older workers retire at a great age, but
above all to the reduced number of older workers becoming unemployed. The effect of
changes in early retirement schemes, which were a feature of many Collective Labour
Agreements in the 1990s, would, it was expected, only become visible after a number
of years. Because the decrease in the number of older workers becoming unemployed
was partly a result of the favourable economy, the Report on the Elderly 1998 was
cautious about describing this as a genuine break in the trend of labour market
participation by the elderly.
In this edition of the Report on the Elderly, the figures from the 1998 Report are updated.
In addition to a number of general figures for the year 2000 (§ 3.2), more detailed
analyses are presented from the outflow pattern of older workers up to and including
1999 (§ 3.3), and attention is devoted to the ageing of the workforce in various sectors
(§ 3.4). Finally, some insight is provided into the degree to which elderly people who
have left the labour force take part in unpaid work, especially voluntary work (§ 3.5).
Section 3.6 summarises the main results.
The data on labour participation presented in this chapter are drawn from the Labour
Force Survey (EBB), produced by Statistics Netherlands. In order to assess the
participation in voluntary work, data were taken from the Permanent Quality of Life
Survey (POLS), again carried out by Statistics Netherlands.
In contrast to most of the other chapters in this Report, this chapter takes the age of
50 as the lower limit for the definition of 'elderly'. The reason for this is that participation
in the labour market begins to decline shortly after this age.
3.2 Trends in the labour participation of the elderly

Figures 3.1 and 3.2 show the trend in net labour participation by elderly men and women
in the period 1987-2000. This is the percentage of working people in the different age
categories. Up to and including 1991 the figures include people performing paid work
for a minimum of 20 hours per week; from 1992 onwards they refer to people
performing paid work for at least 12 hours per week.
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Figure 3.1 Net participation rate of 50-64 year-old males, 1987-2000 (in percentages)
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Figure 3.2 Net participation rate of 50-64 year-old females, 1987-2000 (in percentages)
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In the 50-54 age group, the labour participation of both men and women began to
increase from as early as 1990. The participation rate of men went up from slightly
under 80% in 1990 to 86% in 2000, while that of women more than doubled from around
20% to 47% (though the picture here is somewhat distorted by the change in the number
of hours per week serving as the threshold). It is notable that the labour participation
of 50-54 year-old men shows a slight fall again in 2000 compared with 1999. However,
it is still too early to say whether this marks a break in the trend or whether it is merely
a sample fluctuation.
Among 55-59 year-olds, the increase in labour participation of women began in 1992
and of men in 1994. The participation rate of women rose from 16% to 31%, while the
increase for men was from 55% to 68%.
To date, the only notable increase in the labour participation rate relates to men in the
60-64 age group, from 18% in 1996 to 25% in 1999. Among women in this age group
an increase has been observed only very recently, from 5% in 1997 to 8% in 2000.
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The picture emerging from these trends is that the increase in labour participation is
gradually extending to older age groups. Initially the increase was strongest among the
'younger elderly' – those aged 50-54 – but in recent years the strongest increase has
been among 55-59 year-olds. This could indicate a cohort or generation effect: each
successive five-year group continues working for longer than the previous group. On
this basis it might be expected that there will also be a substantial increase in labour
participation by 60-64 year-olds in the years ahead, though for the moment it remains
to be seen whether this increase will actually extend to the oldest age group.
Table 3.1 Labour participation rate and unemployment, by age category, 2000 (in percentages)
gross participation
net participation
ratea
rateb

unemployment
ratec

men and women
35-49 years
50-64 years
50-54 years
55-64 years
55-59 years
60-64 years
65-74 yearsd
65-69 years
70-74 years

77
49
68
35
51
16
3
4
1

74
48
66
34
50
16
3
4
1

3
1
2
1
1
0

men
35-49 years
50-64 years
50-54 years
55-64 years
55-59 years
60-64 years
65-74 yearsd
65-69 years
70-74 years

93
65
88
50
70
25
5
7
2

91
64
86
48
68
25
5
7
2

2
1
2
1
2
1

women
35-49 years
50-64 years
50-54 years
55-64 years
55-59 years
60-64 years
65-74 yearsd
65-69 years
70-74 years

61
32
49
21
32
8
1
1
0

58
31
47
20
31
8
1
1
0

3
1
2
1
1
0

a
b
c

d

Labour force (persons performing or looking for paid work for at least 12 hours per week) as a percentage of the total
population in each category.
Working labour force (persons performing paid work for a minimum of 12 hours per week) as a percentage of the total
population in each category.
Unemployed persons (persons aged under 65 who do not work or who work for less than 12 hours per week and who
are looking for work for at least 12 hours per week) as a percentage of the total population in each category. Persons
aged 65 and over are never regarded as unemployed.
The figures for 65-74 year-olds relate to 1999.

Source: Statistics Netherlands (EBB'99 and EBB2000); SCP calculation
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Table 3.1 compares the labour market position of persons aged 50 and older with that
of people in the age group 35-49, for the year 2000. The gross participation rate relates
to people who are available for paid work, i.e. workers plus job-seekers. The net
participation rate relates only to workers. The difference between the gross and net
participation rate thus comprises voluntary and involuntary unemployment.
Despite the increase in recent years, the labour participation rate of older people is still
considerably lower than that of younger adults: whereas more than three out of four
people aged 35-49 perform paid work, this applies for only two out of three persons
aged 50-54, half those aged 55-59 and only one in seven of 60-64 year-olds. There are
virtually no (paid) workers among the over-65s: only one in a 40 people aged 65-74 are
still in paid employment. Table 3.1 shows that the lower labour participation rate of older
people is not the result of high unemployment, at least if only those who are actively
seeking work are regarded as unemployed: unemployment among the over-50s is actually
slightly lower than in the younger age group.
In all age categories, many more men than women perform paid work. From age 50
onwards, there are two or three working men for every working woman. Above the age
of 64 there are no fewer than six times as many working men as working women.
Although the labour participation rate of older people increased through the 1990s, this
certainly does not mean that the fall which took place in the preceding decades has now
largely been cancelled out. This is shown in figures 3.3 and 3.4, which compare the net
labour participation rate for each age year from 50 onwards in three calendar years. 1973
is the oldest year for which participation figures per age year are available. 1993 is the
year in which the labour participation of older people reached its low point, and 1999
is the most recent year for which these figures are available.
Figure 3.3 Net participation rate of men by age, 1973, 1993 and 1999 (in percentages)
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Figure 3.3 shows that in 1999 the labour participation rate of men aged between 50 and
62 rose compared with 1993. However, only men aged between 50 and 54 work just as
much as in 1973. The labour participation of men aged 55 and older is still (far) below
its level in the early 1970s. The picture for women is different (figure 3.4).
Figure 3.4 Net participation rate of women by age, 1973, 1993 and 1999 (in percentages)
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Unlike men, the labour participation rate of women aged between 50 and 60 has steadily
increased in recent decades. At present, two to three times as many women aged between
50 and 55 are working as in 1973. The labour participation rate of 60 year-old women
has returned to the level of 26 years earlier, but the percentage of women aged over 60
who are working is still smaller than in the early 1970s. Although few women aged
over 50 were working in 1973, those who did have paid employment often continued
to work beyond their 60th birthday. By contrast, of the much larger number of women
around age 50 who are currently working, the majority leave the labour force before
reaching the age of 60.
3.3 Labour force exit patterns of men and women

It was observed in the Report on the Elderly 1998 that the increase in the labour
participation of the elderly was still confined to those aged 60 and under. Among men
the most striking development was that between 1993-1994 and 1996-1997 the peak
age of 57 for leaving the labour force had disappeared. Among women, the increase
appeared to be the result primarily of cohort replacement: as the younger generations,
with their higher participation rate, replaced the older generations, the average labour
participation rate of older women increased. In addition, the number of women leaving
the labour force at precisely age 60 increased sharply, indicating that a higher percentage
of women had taken advantage of an early retirement scheme.
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Figures 3.5 and 3.6 compare the exit pattern of men and women in 1993-1994 with
that in the most recent years for which data are available, namely 1998-1999. The 'exit
probabilities' in the figures have been calculated as the difference between the percentage
of working people of a given age l in year t and the percentage of workers who are one
year older, l + 1, in the following year t + 1.1 The focus is then on the difference
between the number of people leaving the labour force (including people who die or
emigrate) and those entering it. Since the latter category is very small in the older
population groups, this difference can be interpreted approximately as the exit
probability.
Figure 3.5 Probability of men leaving the labour force, by age, 1993-1994 and 1998-1999 (in percentages)
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A striking shift has taken place in the exit pattern of men since 1993-1994 (figure 3.5).
The two exit peaks at aged 57 and age 60, which characterise the pattern in 1993-1994,
have moved up a year in 1998-1999, to 58 and 61 years, respectively. More men (11%)
now leave the labour force at age 61 than at age 60 (9%). This shift in the most 'popular'
exit age is however not yet accompanied by an increase in the number of men leaving
the labour force at an even greater age; the percentage of men who stop working at
age 62, 63 or 64 has undergone virtually no change, and the percentage retiring at
aged 65 is still falling: where in 1993-94 roughly 1 in 12 men stopped work on reaching
the age of 65, this is currently only 1 in 23.
The shift in the exit peak from age 60 to 61 indicates that the changes in early retirement
schemes are starting to have an effect on the age at which people leave the labour force
sooner than expected in the previous Report on the Elderly. This is confirmed by the
available data on early retirement benefits (Statistics Netherlands 1998b, 2000b). These
figures show that almost half (47%) of all workers receiving early retirement benefit
for the first time in 1999 were aged 61 or over. In 1997 only 30% of those taking early
retirement were 61 or older.
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In addition to the shift in exit peaks from 57 and 60 years of age, the percentage of men
stopping work between the ages of 50 and 57 has also fallen considerably in 1998-1999
compared with 1993-1994
Figure 3.6 Probability of women leaving the labour force, by age, 1993-1994 and 1998-1999 (in percentages)
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The most striking change in the exit pattern of women (figure 3.6) is the emergence
of a peak at age 60. Whereas women in 1993-1994 displayed no 'preferred age' for
leaving the labour force, today almost as many women as men cease work at age 60.
Continuing to work after age 60 is however still very rare among women.
The fact that age 60 is losing its popularity among men as a preferred age for leaving
the labour force and is gaining in popularity among women is also reflected in the
trend in the number of recipients of early retirement benefit (figure 3.7). The number
of male recipients declined between 1994 and 1999 from 126,000 to 117,000, i.e. from
38% to 33% of the total group of men aged 60-64. By contrast, the number of 60 yearold women receiving early retirement benefit increased between 1994 and 1999 from
25,000 to 34,000 (from 7% to 10% of all 60-64 year-old women).2
The Report on the Elderly 1998 attributed the increase in the number of working men
aged between 55 and 60 in the period 1993-1997 primarily to a fall in the number of
people becoming unemployed (receiving unemployment benefits). As the number of
older men stopping work through disability had returned in 1997 to its 1993 level, this
could in any event not provide an explanation. If the trend in the most recent years for
which information is available (1998 and 1999) is examined, it becomes apparent that
the number of men aged 55-64 becoming unemployed has stabilised. Both in 1996-1997
and in 1998-1999, 2.5% (on an annual basis) of all 55-64 year-old men were
unemployed. The number of older men receiving disability benefits, by contrast, rose
again slightly, from 1.2% in 1996-1997 to 1.4% in 1998-1999 (again on an annual basis).
The continuing increase in the labour market participation of 55-64 year-old men in
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the most recent years is thus at any event not related to a reduction in the number who
are ending up on social security benefits. Precisely where the explanation for the
increasing labour market participation should be sought is not clear. The drop in the
number of people taking early retirement mainly affects the over-60s, but the opportunity
to leave the labour force has also fallen further for men aged between 55 and 60. There
are three possible explanations for this.
Figure 3.7 Number of early retirement benefits, 1988-1999 (x 1,000)
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Source: Statistics Netherlands (b, 2000e)

In the first place, it may be that the number of people moving onto disability benefit
is less frequently accompanied by exit from the labour process, as more elderly people
continue to work whilst receiving (partial) disability benefits. Unfortunately, there is no
clear picture of the trend in the number of working people with a degree of incapacity.
A survey carried out by Statistics Netherlands some years ago showed that in 1995
39,000 benefits benefit recipients aged between 55 and 64 performed paid work for at
least 12 hours a week (Statistics Netherlands 1998a). A more recent study by the
National Institute for Social Insurance (Lisv) concluded that at the end of 1998 there
were 47,000 working people aged between 55 and 64 with some degree of incapacity,
13% of the total number of disability benefit recipients in this age group (Lisv 2000b).
However, it is not clear whether these figures are comparable. If the number of older
working people with a degree of incapacity did indeed increase by around 8,000 between
1995 and 1998, this could explain a sizeable part of the fall in the number of people
leaving the employment process.
In a second place, the coincidence of disability and unemployment benefits could have
increased, creating overlaps between people receiving these two benefits. In 1999,
however, this overlap affected the 55-64 age group to the tune of only 200 men out of the
almost 10,000 who received disability benefit for the first time that year (Lisv 2000a).
This cannot therefore provide an explanation for the fact that the number of people
leaving work is lower than would be expected on the basis of the number of people
moving onto social security benefits.
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Thirdly, it is possible that the number of older benefit claimants returning to work has
increased. Data on disability benefits are available only for the number of people coming
off benefit as a result of recovery or reassessment of their claim. These persons may
not however all have returned to work. Nonetheless, the number of disability benefits
paid to 55-64 year-olds which have been stopped on account of recovery or reassessment
did reduce slightly from 1,600 in 1997 to 1,400 in 1999 (Lisv 1998a, 2000a). By
contrast, the number of people whose unemployment benefit is terminated because of a
resumption of work increased, from 7,700 in 1997 to 9,000 in 1999 (Lisv 1998b, 2000c).
If disability benefits and unemployment benefits are taken together, however, the increase
between 1997 and 1999 is only 1,100 persons, too few to make a substantial contribution
to the increase in labour participation of 55-64 year-olds.
The precise cause of the increase in the labour participation of 55-59 year-old men is
therefore difficult to ascertain, though in part it appears to lie in the fact that more older
men in receipt of disability benefits have continued or begun working.
The increase in labour participation by older women can also not be explained by a
decrease in receipt of social security benefits: both the percentage of 55-64 year-old
women moving onto unemployment benefits and the percentage receiving disability
benefits was virtually the same in 1998-1999 as in 1996-1997 (1.0% for unemployment
benefit and 0.8% for disability benefits on an annualised basis). It may be that the cause
here, too, has to be sought in increasing overlaps between being in work and receiving
disability benefits. It is also possible that the percentage of women who stop work without
acquiring a right to benefits has reduced.
3.4 Where do the elderly work?

The probability of finding an older employee in a company or other organisation varies
widely depending on the sector concerned (table 3.2). Although in 1999 the over-50s
accounted for 18% of the working labour force, only 9% of those employed in the
hospitality industry were aged 50 or over. Commerce, financial institutions and the
business services sector also employed relatively few older workers (15%). The 'oldest'
sectors are the utility (gas, electricity, water) companies – where more than one in three
employees is aged 50 or over – education (28% aged over 50) and agriculture and
fisheries (24%).
If a more refined classification is used (categories rather than sectors) we see that, within
the education sector, for example, secondary education employs proportionately the
largest number of people aged 50 and over (36%) and primary and special education
the fewest (26%). Other sectors with large numbers of older workers are publishing
(25%), sheltered employment (35%) and research institutes (26%). In addition to the
hospitality industry, computer services and IT companies appear to offer work to very
few older people (5%).
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Table 3.2 Proportion of 50-64 year-olds in employment per sector, 1994 and 1999 (in percentages, change
in percentage points)
sector or category

1994

1999

change

utilities
education
primary and special education
secondary education
higher education
agriculture and fisheries
public administration
industry
publishing
cultural and other services
construction
health care and welfare
transport and communication
financial institutions
business services
computer services and IT
research institutes
commerce
hospitality industry

29.4
20.7
17.4
25.2
20.5
25.2
13.2
15.6
15.4
14.4
14.4
11.5
13.1
13.1
12.3
4.3
18.7
13.2
8.4

35.4
28.2
20.8
36.4
28.7
23.8
22.3
18.5
25.1
18.4
18.3
17.2
16.9
15.0
14.5
5.4
25.9
14.5
8.9

6.1
7.5
3.4
11.2
8.1
-1.5
9.1
2.9
9.7
4.0
3.9
5.7
3.8
1.9
2.2
1.1
7.2
1.3
0.5

totala

14.4

17.9

3.5

a

Includes a few small sectors which are not specified in the table.

Source: Statistics Netherlands (EBB'94 and '99); SCP calculation

The proportion of over-50s in the working labour force increased by 3.5 percentage
points between 1994 and 1999, from 14.4% to 17.9%. However, in some of the
categories which employed relatively large numbers of older people in 1999, this
proportion increased much more quickly. In secondary and higher education and
publishing, for example, the proportion of over-50s was at least eight percentage points
higher in 1999 than in 1994. The workforce in a number of sectors of industry
(mechanical engineering, the electrical plant industry and medical and optical
instruments), as well as in public administration and other areas of health care (outside
hospitals) is ageing at a similarly fast rate. The share of older workers in agriculture
and fishing contrasts with this trend, falling slightly (by one percentage point) between
1994 and 1999.
The differences in the percentages of older people working in the various sectors provide
no insight into how long staff continue to work in those sectors. While a high percentage
of older workers may reflect the fact that it is relatively easy to continue working in a
particular sector for an extended period, it may also indicate stagnating employment
growth: if a sector is undergoing little growth or is shrinking, it will generally attractive
few young employees, leading to a rise in the proportion of older workers. For example,
the high proportion of over-50s in education is the result of the low employment growth
in the 1980s and 90s following the very strong growth in the 1970s, when a large proportion of the present older staff began working in this sector.3
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Some insight into the differences in the probability of being able to continue working
at an older age can be obtained by comparing the number of employees in a certain age
group in each sector in 1994 with the number of workers in a five-year older group in
that same sector in 1999. In table 3.3 this calculation has been carried out for 50-64 yearolds in 1994, who were thus 55-59 years old in 1999, and for 55-59 year-olds in 1994,
who were 60-64 years old in 1999. It should be borne in mind that these figures still
offer only a limited insight into the probability of being able to continue working in a
sector. It is after all possible that someone who leaves a particular sector may begin
working in another sector rather than stopping work altogether. Conversely, new workers
aged 50 and 55+, respectively, may enter a given sector. The figures in table 3.3 therefore
represents the difference between inflow into and outflow from the sectors. Since the
number of over-50s entering the labour market is low, while the outflow takes place
mainly to 'inactivity' (unemployment, disability, retirement), the figures can be interpreted as approximating the probability of remaining in work.
The probability that someone aged 50-55 will still be working in the same sector five
years later varies from only 40% for utility companies to 97% in business services and
98% in cultural and other services. The probability of remaining in work is also very
high for 50-54 year-olds in the government service and quaternary sector (education,
health care, welfare and culture): nine out of ten workers aged 50-54 in these sectors
were still employed in them five years later. In other words, very few employees leave
these sectors before reaching the age of 60. By contrast, as well as the utility sectors,
almost half those aged 50-54 working in agriculture and fisheries, the hospitality
industry and financial institutions leave those sectors within five years, i.e. before age 60.
Table 3.3 Probability that people aged 50-54 and 55-59 in 1994 will still be working in the same sector in 1999
as in 1994 (in percentages)
sector
cultural and other services
business services
education
health care and welfare
public administration
construction
transport and communication
industry
commerce
hospitality industry
financial institutions
agriculture and fisheries
utilities

55-59 year-olds in 1999
in % van 50-54 year-olds in 1994
98
97
95
90
87
76
72
70
70
59
58
49
40

60-64 year-olds in 1999
in % van 55-59 year-olds in 1994
44
59
36
24
28
26
24
26
31
–
20
55
–

78

33

totala
–
a

Too few observations (augmented number < 5,000)
Includes a few small sectors which are not specified in the table.

Source: Statistics Netherlands (EBB'94 and '99); SCP calculation
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With the exception of the agriculture and fisheries and business services sectors, more
than half – in most cases more than three-quarters – of the workers aged 55-59 in all
sectors have left five years later. In agriculture and fisheries and in business services,
by contrast, more than half those aged 55-59 are still working five years later. The high
percentage remaining in agriculture and fisheries is particularly striking, given the earlier
finding that this is a sector where a large proportion of workers leave before reaching
the age of 60. However, a majority of those who do not do so evidently continue working
for a considerable period; it is worth noting that these are almost exclusively selfemployed workers.
Based on the numbers of over-50s leaving the labour market in the period 1994-1999,
an estimate can be made of the percentage of staff in the various sectors who will leave
the jobs market between 1999 and 2004. It is assumed here that the probabilities shown
in table 3.4 – that 50-54 year-olds and 55-59 year-olds, respectively, will still be working
in the same sector five years later – will also apply in the period 1999-2004. It is also
assumed that all 60-64 year-olds will have stopped working within five years.
Table 3.4 shows that the utility companies are likely to be confronted by a very large
exodus of older workers, accounting for almost a quarter of the total number of people
working in the this sector. The agriculture and fisheries sector is likely to face a similar
exodus of older workers, though the qualification should be made here that farmers
quite frequently continue working even beyond the age of 65. In the other sectors less
than 10% of older workers are likely to leave in the next five years. Industry and
education will also lose a relatively large number of older staff, with the hospitality
industry, business services and cultural and other services sectors seeing the fewest
departures. Naturally, all this only applies if the assumption that there will be no change
in the exit pattern of the over-50s in the coming years proves to be correct. If the trend
of recent years continues, however, older workers will continue working for longer than
in the period 1994-1999, so that the actual numbers will then be lower than those shown
in table 3.4.
Table 3.4 Forecast rate of departure of workers aged 50 and over between 1999 and 2004 (x 1,000 and as
a percentage of the total employment per sector in 1999)
sector
absolute (x 1,000)
as % of total employment
utilities
9
24
agriculture and fisheries
24
15
industry
96
9
education
42
9
construction
37
8
transport and communication
34
8
financial institutions
22
8
public administration
41
8
commerce
71
7
health care and welfare
53
6
hospitality industry
10
5
cultural and other services
15
5
business services
29
4
totala
a

Includes a few small sectors which are not specified in the table.

Source: Statistics Netherlands (EBB'94 and '99); SCP calculation
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3.5 Voluntary work

The foregoing sections deal with participation by the elderly in formal paid employment.
However, elderly people can also operate on the informal labour market. This section
focuses on the voluntary work. Generally speaking this refers to the unpaid work which
people carry out in an organised context for the benefit of others in the community.4
However, this section also looks at the informal help that people give to their own
network, without that help being offered in any organised context.
Attention focuses first on the extent to which the elderly distinguish themselves from
other age groups in the degree to which they perform such voluntary work. An outline
is then given of the population groups which carry out voluntary activities, with a
distinction being drawn based on age, sex, education level and socio-economic status.
In determining the amount of voluntary work carried out, data were drawn from the
Permanent Quality of Life Survey for 1997 and 1998 (POLS '97-'98). Respondents were
asked whether they had performed any voluntary activities in the 12 months prior to the
survey in the area of care for others (care for the elderly, childcare, nursing), on behalf
of a society or association, the Church or a special interest organisation.5 Informal help
which is not carried out in an organised context but which takes place outside the
respondent's own household is also counted as voluntary work. This includes things such
as providing help to (frequently ill) family members, neighbours, friends and
acquaintances. In total eleven different kinds of voluntary activity are identified.
Figure 3.8 provide a few data on participation in voluntary work by various age groups.
The left-hand figure shows how many activities elderly volunteers participate in, while
the figure on the right shows the context in which those activities take place (informal
help in own network, organised help, or a combination of the two).
Figure 3.8 Participation in a number of voluntary activities and the context of those activities, by age group,
1997-1998 (in percentages)
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Source: Statistics Netherlands (POLS’97-’98); SCP calculation
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Whether or not someone participates in voluntary work, as well as the number of
voluntary activities they perform, are related to age. In general, the older a person is
the less voluntary work they do. 50-64 year-olds perform voluntary work slightly less
frequently (approx. 62%) than 35-49 year-olds (66%), but the differences are small. This
is striking, because it might be expected that 50-64 year-olds do voluntary work more
frequently because they are less often involved in the labour market. After age 65
participation in voluntary work declines, and is especially low among the over-75s (26%).
As regards the number of voluntary activities a person carries out, it is striking that,
compared with 50-59 year-olds, 60-64 year-olds relatively frequently perform several
activities. In other words, the proportion of people who do voluntary work is no bigger
in this group than in the younger age groups, but those who perform voluntary work
are more often active on several fronts.
Roughly one-third of those aged under 75 provide informal help within their own
network. This figure is considerably higher than that cited in the Report on Elderly
1998, for example (13-15%). This is because figure 3.8 not only covers the help
provided to ill or disabled people (as in the Report on Elderly 1998), but also help given
to people who are not ill, such as babysitting grandchildren. 55-59 year-olds give
informal help slightly more often than the other age groups; it may be that this group
more often have (a combination of) small grandchildren and needy parents.
Generally, therefore, it is not the case that 55-64 year-olds, who participate relatively
little in the labour market, do voluntary work more frequently than younger age groups.
However, these figures do not enable a correlation to be established between participation
in voluntary work and whether or not someone is in paid employment. The data
presented in figure 3.9 do enable such a link to be made; the figures show the percentage
of people in each age group who perform voluntary activities, analysed by performance/
non-performance of paid work and other characteristics. It should be noted that the oldest
age group (the over-65s) is not further subdivided by socio-economic position, since
they receive only (retirement) benefit.
The breakdown by sex shows that there is a (weak) correlation between age and
participation in voluntary work for both men and women: the older a person is, the
less they take part in voluntary activities. The only exception is women in the age group
55-59; this is probably because, as mentioned earlier, members of this age group in
particular provide a great deal of informal help within their own network; and women
provide this type of help more often than men (De Klerk and Timmermans 1999: 162).
In the 50-64 age group, men do voluntary work slightly less (60%) than women (64%).
Among the over-65s, by contrast, the proportion of men is higher than that of women,
with the difference rising to 9% in the oldest group. It may be that these people do a
lot of administrative work, an activity which is carried out mainly by men, often in later
life (De Klerk and Timmermans 1999: 158).
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Figure 3.9 Participation in voluntary work by over-35s, by various background characteristics, 1997-1998
(in percentages)
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'Working’ means performing paid work for a minimum of 12 hours per week; 'benefit’ includes things such as
unemployment benefit, invalidity benefit, early retirement benefit or pension; 'other’ refers to people who perform little or no paid
work and also receive no benefit (mainly housewives/househusbands)

Source: Statistics Netherlands (POLS’97-’98); SCP calculation

Voluntary work is carried out least by working people in the 35-49 and 50-59 age groups,
while non-workers not receiving benefit perform voluntary work relatively often. The
differences are small, however. The high percentage of 55-59 year-olds in the 'other'
category who perform voluntary work is striking. This category contains many
housewives, who provide a relatively large amount of informal help to their own network
(see above).
There is also a negative correlation among working people between participation in
voluntary work and age: the 50-64 age group contains a smaller proportion of volunteers
than the younger group. Among those receiving benefit, by contrast, the figure rises.
Since the 'other' category contains a relatively large number of women, the same age
pattern can be seen here as earlier: participation in voluntary work declines with age,
except among 55-59 year-olds.
Broadly speaking, the higher a person's education level, the more likely they are to be
volunteers. A similar picture emerged in the Report on the Elderly 1998 (De Klerk and
Timmermans 1999: 176-177). If the education categories are considered individually,
no clear correlation can be found for the 35-64 age group between age and voluntary
work. The age differences observed earlier may therefore be the result of educational
differences (older age groups have a lower education level; see also chapter 2).
The groups in figure 3.9 partly overlap. For example, the proportion of working people
is higher among men and those with a higher education background. In order to measure
the pure effect of sex, education and socio-economic position, a logistic regression
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analysis was carried out for 50-64 year-olds. Table 3.5 shows the relative odds ratios
with respect to a specific, relatively common category – a working man with an extended
primary education – with a probability of 1 that he will perform voluntary work.

Table 3.5 Participation in voluntary work, by background characteristics of 50-64 year-olds, 1998 (in odds ratios)a
sex
female
socio-economic position
social benefit
other
education level
primary
secondary/higher
a

odds ratio

significant

1.1

no

1.4
1.3

yes
yes

0.7
1.7

yes
yes

Control group: working man with extended primary education level.

Source: Statistics Netherlands (POLS'98); SCP calculation

Women aged 50-64 do voluntary work just as often as men of the same age and with
the same background characteristics. In addition, the number of volunteers is
significantly higher among people who do not work than among workers, given the same
characteristics. The odds ratio for voluntary work/no voluntary work is approximately
1.4 times as great for a man with a secondary education background and in receipt of
benefit (e.g. unemployment or invalidity benefit) as for a working man with the same
education background, and 1.3 times as high as for other people (without benefit and
without work). The fact that the difference between workers and the two other groups
is greater here than in figure 3.9 is due to the different composition of the group of
workers (with a relatively large number of men and people with a higher education
background) compared with the two other groups. The participation in voluntary work
does not deviate significantly between those in receipt of benefit and those in the 'other'
group. Finally, the table shows the positive effect of education: people with a lower
education level perform the fewest voluntary activities and those with a higher education
than most.
3.6 Summary

The sharp rise in the labour participation of older people which was noted in the Report
on the Elderly 1998 has continued unabated in the last few years. Since the low point
in 1993, the proportion of 55-64 year-old men in paid employment has increased by
ten percentage points, while the share of working women aged 55-64 has gone up by
nine percentage points. Since 1997 the labour participation of men aged 60 and over
has also increased for the first time; the labour participation of women in this age group
has however remained virtually unchanged. In total, one in three people aged 55-64
– half the men and one in five of the women in this age group – were in paid
employment in 2000.
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The fact that the labour participation of 60-64 year-old men is now also rising suggests
that the changes in early retirement schemes which have been incorporated in most
Collective Labour Agreements in recent years are beginning to have an impact. The
'core age' at which most men leave the labour force has shifted from 60 and 61. For
women, by contrast, 60 is still gaining in popularity as the retirement age, probably
because more and more working women are becoming eligible for early retirement.
In the period 1993-1997 the increase in the labour participation of 55-59 year-old men
could largely be explained by the fact that fewer and fewer older men were becoming
unemployed. In the most recent period, however, the number of men moving onto
unemployment benefit has remained stable, while the number of new disability benefit
recipients has increased slightly once again. The rise in the labour participation of men
aged 55-59 may be partly due to the fact that more men (continue to) work whilst in
receipt of (partial) disability benefits.
The percentage of working elderly fluctuates widely from sector to sector. The hospitality
industry and the computer and information industry employ the fewest over-50s (less
than 10% of the total workforce); the utilities (gas, electricity and water companies),
education, publishing, sheltered employment and research institutes employ the most
(at least 25%). These percentages, however, say little about the differences in the
probability of continuing to work until a relatively late age: an ageing workforce can
also be the result of a low influx of younger people, for example because of stagnating
employment growth in a given sector.
Based on the trend in the period 1994-1999, it can be concluded that more than half
those aged 55-59 in the agriculture and fisheries sector and in business services are still
employed there five years later. In education and cultural and other services, roughly
two in five working people aged between 55 and 59 continue to work there for at least
five years. In the other sectors this holds for no more than a quarter of the workforce
aged 55-59.
When over-50s leave the labour force, this does not mean they are no longer active;
some of them go on to perform unpaid voluntary work, for example. A higher percentage
of those aged 50-54 who are not (any longer) in paid employment are active in voluntary
work than those who (still) have a paid job. The fact that the difference between the two
groups is fairly small is due partly to the fact that the composition of the group of nonworking elderly differs in terms of education and sex from that of the working group.
Where education level and sex are the same, elderly people not performing paid work
do voluntary work significantly more frequently than their peers in paid employment.
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Notes
1
2
3

4
5

50

Given the small sample sizes for each age year, two years are taken together in each case in the
Labour Force Survey by Statistics Netherlands on which these exit patterns are based.
A proportion of those taking early retirement are younger than 60, and these percentages can
therefore not be interpreted as the proportion of 60-64 year-olds receiving early retirement benefit.
Between 1970 and 1980 employment in education increased by 100,000 from 255,000 to 357,000
employees, thereafter growing by only 35,000 in the subsequent 15 years. Source: Statistics
Netherlands (1996a and b).
In some cases volunteers are reimbursed for expenses.
Respondents were asked about the following organisations: youth or community work, school
(parents' committee, school board), care (care for the elderly, childcare, nursing), sports association,
hobby or social club, cultural association, church or ideological group, trade union or company
organisation (works council, staff association), political parties and other organisations.
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4 FINANCIAL POSITION
Leendert Ruitenberg, Evert Pommer and Mirjam de Klerk

4.1 Introduction

The 1990s was a period of continuous economic growth, which saw total disposable
household income rise on aggregate by more than 12%. However, because of the
increasing number of households, the growth in disposable income per household was
barely 1%. The phenomenon of family dilution (with mainly one-person households
being added) meant the average spending power of households increased by slightly
more (4%).1
The (trends in) the incomes of the elderly form the central theme in this chapter. A
distinction is made according to age (55-64 year-olds, 65-74 year-olds and the over-75s),
household form (living alone or cohabiting) and sex.2 Where possible the income
situation of elderly people in special residential categories is described separately; this
has been made possible thanks to the Elderly in Institutions Survey, which was held
among elderly people living in sheltered housing, residential homes and nursing homes
(see also chapter 1).
Section 4.2 presents a summary of the income sources of the elderly. Section 4.3
describes the level of disposable income and spending power (standardised disposable
income); the emphasis in section 4.4 is on income differentials, while sections 4.5 and
4.6 look at the outlook for purchasing power in 2000 and 2001 and the broader income
prospects for the elderly. Whether the elderly are better or less well able to make ends
meet from their income than other groups is the subject of section 4.7. Following a
further analysis of the spending patterns of the elderly – including in different residential
settings – in section 4.8, the chapter concludes with a summary in section 4.9.
In contrast to the corresponding chapters in the two earlier Reports on the Elderly, this
chapter presents no information on assets. The most recent data available on this from
Statistics Netherlands refer to 1996; this year was covered in the Report on the Elderly
1998 (De Klerk and Timmermans 1999: 62-64).
4.2 Sources of income

Pension provisions are the most important source of income for people aged 65 and
over; people under the age of 65 have a much wider range of income sources. Table 4.1
shows which income source (measured by amount of income provided) is the most
important. In addition to age category, the over-65s are also subdivided by sex for 1998.
The data on the elderly relate only to persons living independently, i.e. not in an
institution (residential care or nursing home).
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Table 4.1 People’s main sources of income, by age category, 1990 and 1998 (vertical percentages)
1990

1998
men women
≥ 65
≥ 65
years years

35-54
years

55-64
years

65-74
years

≥ 75
years

35-54
years

55-64
years

65-74
years

≥ 75
years

no income
21
employment
65
6
invalidity benefita
unemployment or
national assistance
benefita
6
early pension (incl. early
retirement benefit)
1
state pension
0
supplementary pension 0
otherb
1

27
28
20

1
4
2

0
2
0

13
74
6

21
36
17

0
4
1

0
2
0

0
5
1

0
2
1

7

1

0

6

10

1

0

1

0

16
0
0
2

0
74
15
4

0
82
10
6

1
0
0
1

14
0
0
2

0
71
20
3

0
78
15
5

0
56
31
6

0
86
8
3

population (x 1,000) 4,100
with only state
pension
with more than state
pension

1,400

1,090

810

4,700

1,500

1,180

930

860

1,250

450

320

450

330

130

650

640

490

730

600

730

600

a
b

The proportion of the elderly receiving invalidity, unemployment or national assistance benefit are people who in that year
reached the age of 65 and received benefit in the first part of that year.
This includes, for example, income from assets and from the home (after deduction of costs)

Source: Statistics Netherlands (IPO'90 and '98); SCP calculation

As with 35-54 year-olds, we see a decline in the number of 55-64 year-olds who have
no income, and an increase in the group in which employment is the most important
source of income. This reflects the increased labour participation (see also chapter 3);
at the end of the 1990s almost 40% of 55-64 year-olds derived most of their income
from employment. The roughly 20% without their own income are non-working partners.
Invalidity benefit and early retirement benefit are also important sources of income,
though their importance declined between 1990 and 1998.3 The diminishing importance
of early retirement benefit can be explained by the slight increase in the early retirement
age (see also chapter 3).
All people aged over 65 have their own income, since everyone receives the state pension
from that age. This is the most important source of income for most of them, particularly
those aged over 75. Between 1990 and 1998 supplementary pension did however
increase in importance, and there is a growing proportion of elderly people, both among
the 65-74 year-olds and among the over-75s, for whom their supplementary pension is
the most important source of income (i.e. is higher than the state pension). The figures
for 1998 suggest that this applies particularly for men, 31% of whom have a
supplementary pension compared with 8% of women.
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The lower part of the table also shows the growing importance of supplementary
pensions. More than half those aged 65 or over receive more than state pension alone
(largely supplementary pension), and this group increased in size in the 1990s.
Where table 4.1 showed the most important sources of income, figure 4.1 analyses the
composition of gross income by source. For each participant in the survey, the relative
proportions of the different income sources were determined. The figure shows the
average proportions for a few groups of elderly people for 1990 and 1998.
Figure 4.1 Distribution of average gross income by source of some groups of over 65s, 1990 and 1998
(in percentages)

all

single
men

couples
(no
children)

others

institution

65-74
years

75
years

other
pension

1990
1998

1990
1998

1990
1998

1990
1998

1990
1998

1990
1998

1990
1998

state
pension
1990
1998

100
90
80
70
60
% 50
40
30
20
10
0

single
women

Source: Statistics Netherlands (IPO’90 and ’98); SCP calculation

For the average elderly person, the state pension is the most important income
component, though its importance diminished slightly between 1990 and 1998, when
it accounted for an average 68% of income. The importance of supplementary pensions
increased over the same period: in 1990 just under 18% of the gross income of the
elderly came from supplementary pensions, rising to more than 20% in 1998. The share
taken by other sources of income (income from assets and from the home) also increased,
from 8% to 12%.
These trends are most marked among single men, applying for single women to a slightly
lesser extent. Men in particular have seen an increase in their supplementary pension:
in 1990 it accounted for 22% of their income, rising to 28% in 1998. The share taken
in the income of elderly couples by the state pension and supplementary pensions is
similar average to that for the elderly population as a whole.4
Analysing the distribution of the aggregate income of the elderly by source presents a
different picture (not shown in figure). In figure 4.1 each person is weighted equally,
regardless of his/her income. In the distribution of total income, each euro carries the
same weight. The state pension is then found to provide slightly more than half the
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income of the elderly: 51% in 1998. The importance of supplementary pensions increases
slightly when presented in this way, accounting for 30% of income in 1998; other
revenues contributed 19%.
From the fact that income from supplementary pensions and other sources has a higher
relative importance when calculated in this way than in the calculation per person (as
in figure 4.1), it can be concluded that this income is concentrated among a relatively
small group of people; in practice these are mainly found in the higher income brackets.
4.3 Income level

Gross income is something that is received by individual persons. In order to gain an
impression of the prosperity which that income provides, however, it is better to look
at income at household level, because it is the combined net income of the household
which determines how well off the members of a household are. Net household income
is therefore a good indicator of a household's financial position. If one wishes to make
allowance for the size and composition of the household (a large family is less well off
with a given income than a small family with the same income), the financial position
can be portrayed using standardised net income. The household income is then divided
by a factor which depends on the size and composition of the household (see also
note 9).
This section looks first at the incomes of elderly people living independently (not in
an institution), before considering the income of residents of care and nursing homes.
Table 4.2 Disposable income and standardised disposable income of households, by age category (of the head
of household), 1990-1998 (in 1998 euro)a, b
1992

1994

1996

1998

inflation index (1990 = 100)

100

106.4

112.2

116.8

121.8

average disposable income(x 1,000)
35-54 years
55-64 years
65-74 years
≥ 75 years
all elderly (≥ 55 years)

26.9
24.5
19.1
14.7
19.8

26.5
23.9
19.4
15.0
19.7

26.0
23.4
18.7
14.9
19.3

26.4
23.7
18.9
15.1
19.5

26.6
24.1
19.6
15.9
20.1

–1
–1.50
2.75
7.50
1.50

average standardised
disposable income (x 1,000)
35-54 years
55-64 years
65-74 years
≥ 75 years
all elderly (≥ 55 years)

16.3
16.9
14.7
12.8
15.0

16.3
16.7
15.1
13.0
15.1

16.1
16.5
14.7
13.0
14.8

16.5
16.9
14.9
13.1
15.1

16.7
17.2
15.6
13.8
15.7

2.50
2
5.50
8
4.50

a
b

Income excluding housing benefit
The head of household is taken to be the member with the highest income

Source: Statistics Netherlands (IPO'90-'98); SCP calculation
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Table 4.2 shows the trend in average disposable income (before and after standardisation)
of households in the 1990s for different age groups (of the head of the household). To
facilitate comparison, incomes are stated in euro at 1998 levels. The income shown here
is solely income derived from the sources referred to in table 4.1; income from sources
such as targeted supplementary assistance is left out of consideration.
The average disposable income of elderly households is significantly lower than that of
the households of 35-54 year-olds, though table 4.2 shows that this differential reduced
from 7,125 euro in 1990 to 14,300 euro in 1998 (1998 euro). If allowance is made for
differences in household composition, the differential between younger and older
households is substantially smaller still, at around 1,040 euro in 1998. This differential
remains fairly stable over time, suggesting that the increase in the differential in
disposable incomes referred to earlier is attributable to a change in household
composition in the two age categories.
The lack of movement in the incomes is striking; the households of 35-54 year-olds
had disposable incomes of 26,750 euro in both 1990 and 1998 (stated in 1998 euro). The
average income of 35-54 year-old households has kept pace very closely with inflation.
Only the households of the over-75s have seen a clear increase in their (low) income
(from 14,750 euro to 15,900 euro). If allowance is made for household size and
composition, the differences turn out to be much smaller (see second part of table 4.2):
now the 35-74 year-olds lag behind the over-75s to a lesser extent. This is because the
latter group of households is smaller: the children have left home and often people are
living alone. Although the households in this group have a lower disposable income (see
first half of table 4.2), there are fewer of them to make ends meet from that income.
Measured by average disposable income, the income position of the elderly (aged
over 55) has barely improved, going up by around 1.5% in the period observed. If
allowance is made for household composition, however, they are considerably better off:
standardised disposable income rose by 4.5% in the period 1990-1998, equivalent to an
increase in purchasing power of more than 0.5% per annum. The position of 65-74 yearolds is slightly better (just under 0.7% per year), and that of the over-75s slightly better
still (almost 1.0% per annum).
The trend in income may not be the same for all types of household. Figure 4.2 describes
the trend in standardised disposable income in the 1990s for various household types.
Three conclusions can be drawn from figure 4.2. In the first place the trend in purchasing
power was fairly stable for most groups in the period 1990-1996, following which it
improved considerably for the over-55s between 1996 and 1998, by an average of 3.5%.
This is equivalent to an increase in income of 545 euro on an annual basis expressed in
terms of the standardised purchasing power of a single person. The relatively large
improvement in the purchasing power of single women compared with their male
counterparts is notable. This is due partly to the higher proportion of single women in
the elderly population, who benefited particularly from the higher tax allowances for
the elderly which were introduced in 1998.
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Figure 4.2 Standardised disposable income of over-55s by household type, 1990-1998 (x 454 euro, 1998 prices)
18,0
all households
all over-55s

15,0

of whom
single women
12,0

9,0
1990

of whom
single men
of whom
couples (no children)
1992

1994

1996

1998

Source: Statistics Netherlands (IPO’90-’98); SCP calculation

A second conclusion is that there are wide differences in prosperity between the different
groups of people aged over 55. For example, single men have 10% more to spend on
average than their female counterparts, though this difference reduced fractionally over
the observed period. Couples (without children) in turn have around 15% more to spend
than single men, and this difference increased over the period. Residents of institutions
(mainly care homes) have the lowest purchasing power on average: almost 25% lower
than that of single women aged 55 and over.
A third conclusion, finally, is that the income relationships between the different groups
of elderly people are fairly static, as shown by the fact that the curves in figure 4.2 are
reasonably parallel. There are thus few differences in the trend in income between the
elderly – in whatever type of household they live – and other households.
Table 4.3 compares the income distribution of elderly people living independently with
that of elderly people living in residential homes. This comparison is based on the
Income Panel Survey (IPO), which draws data from the tax authorities. Residents of
institutions who are married but have a partner living elsewhere (e.g. in a nursing home)
are left out of consideration, because the full household income for these people is not
available.
The amounts stated are monthly amounts. Standardisation has been used to convert
the household income of all persons to that of a single person.
Compared with people aged 65 and over living independently, elderly care home
residents more often have to manage on a low or very low income; many residents
have an income which is little more than the state pension (72% compared with 23%
of elderly people living independently). As the middle column of table 4.3 shows, this
difference is not really explained by the fact that there are more very elderly people
living in institutions: even when the care home population is compared with those
living independently having a comparable household type, age and sex, it is a clear
that the vast majority of elderly people on a low income live in care homes.
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Table 4.3 Distribution of over-65s living independently and over-65s living in residential care homes,
by standardised monthly disposable income category, 1998 (vertical percentages)
persons aged
65 or over
living independently

persons aged 65 or over living
independently with the same
background characteristics
as the care home populationa

residential care home

5
18
21
22
34

9
25
25
17
25

38
34
12
8
8

< 680 euro
680 - 815 euro
815 - 955 euro
955 - 1,225 euro
≥ 1,225 euro
a

The population of people living independently has been made comparable to the care home population in terms of
composition for the characteristics household type, age and sex.

Source: Statistics Netherlands (IPO'98); SCP calculation

Table 4.4 compares the income distributions of the elderly in various residential
categories. These figures cannot simply be compared with those in table 4.3, because
they come from different sources: the figures presented here are taken from surveys
of residents (or their carers), while the figures in table 4.3 are obtained from the tax
authorities.5 Moreover, they relate to a different year.
Table 4.4 Net monthly income of elderly in various residential types, 2000 (vertical percentages)
sheltered housing

residential care home

nursing home

16
32
24
17
11

36
31
16
10
7

34
30
12
14
10

< 680 euro
680 - 815 euro
815 - 955 euro
955 - 1,225 euro
≥ 1,225 euro
Source: SCP (OII2000; OIIwozoco2000)

The income distributions of elderly residents of care and nursing homes are practically
the same.6 Elderly people living in sheltered housing generally have a higher income,
though a fairly large proportion of this group, too, have to manage on an income which
is little higher than the state pension. After paying their contribution towards the costs
of the care home, elderly people who have virtually no other income besides the state
pension often have little more than pocket money and clothing allowance left (see
table 4.14).7 A proportion of the residents have a (modest) income from their own assets;
while no precise figures are available on this, based on the Elderly in Institutions Survey
(OII) an indication can be given: in that survey 18% of the respondents state that they
receive interest income. For half this group, however, this income amounts to less than
455 euro, indicating that the assets from which it derives are small.
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4.4 Income differentials

The trend in income levels is separate from the trend in the spread of incomes, or
income differentials. This spread is described by quantifying how many households
have an income below a certain low-income threshold or above a given high-income
threshold. Just as the low-income threshold was set by Statistics Netherlands fairly
arbitrarily in the past at the highest guaranteed minimum income attained in the final
quarter of the twentieth century (in 1979), so a fairly arbitrary value has been chosen
for the high-income threshold in this comparison: three times the amount of the lowincome threshold.8
The income thresholds are set at the level for a single person and are adjusted for
inflation annually. The amounts for the different household types are obtained by
multiplying by a 'household equivalence factor', which takes into account differences
in household size and composition.9 The net amounts for 1998 turn out at 9,030 euro
and 27,090 euro for the low and high-income thresholds, respectively, for a single person,
and 16.245 euro and 48,735 euro, respectively, for a household with two children, for
example.10
Table 4.5 Households with an income (for four years) below the low-income threshold or above the
high-income threshold,a by age category of head of household,b 1990-1998 (in percentages)
low income
35-54 years
55-64 years
65-74 years
≥ 75 years
all elderly (≥ 55 years)
low income for four consecutive years
35-54 years
55-64 years
65-74 years
≥ 75 years
all elderly (≥ 55 years)
high income
35-54 years
55-64 years
65-74 years
≥ 75 years
all elderly (≥ 55 years)
a
b

1990

1992

1994

1996

1998

11
12
17
28
18

11
13
16
28
18

12
14
17
29
19

12
14
15
28
19

12
14
12
21
15

–
–
–
–
–

6
7
11
24
13

6
8
11
24
13

6
8
10
24
13

6
8
8
19
11

9
11
7
5
8

9
10
8
6
8

9
10
7
5
8

10
11
7
5
8

10
12
8
6
9

Residents of institutions and households which did not have an income for the full year have been left out of consideration.
The household member with the highest income is regarded as the head.

Source: Statistics Netherlands (IPO'90-'98); SCP calculation
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Having a low income generally means having to live very carefully from a financial
point of view. This becomes more difficult the longer it goes on. It is therefore of
interest to know what proportion of households have an income which remains below
the low-income threshold for a prolonged period. Table 4.5 shows the proportion of
households with an income below the low-income threshold for several years, the
proportion of households whose income has been consistently below this threshold
during the past four years, and the proportion of households with an income which is
higher than the-income threshold as just defined. A distinction is made according to
the age of the head of the household.
Table 4.5 shows that there are more low-income households among elderly households
than among those where the head of the household is aged 35-54: in 1998 12% of the
households of 35-54 year-olds had a low income compared with 15% of the households
of those aged over 55. The older the household, the greater the likelihood that it will
have a low income 21% of the households of the over-75s had a low income in 1998;
in the period 1990-96 the figure was even higher, at around 28%.
In 1990, too, there were more elderly households with a low income than younger
households. Age was a much more significant factor then than today, with much wider
differences between the various age groups. Between 1990 and 1998 the difference
between elderly and younger people in the proportion of households with a low income
halved: in 1998 there were far fewer elderly households with a low income than in 1990.
The biggest shift occurred between 1986 and 1998, owing to the increase in and
differentiation of the older person's allowance, which was increased on 1 January 1998
(especially for people on low incomes and single persons). It was only among
55-64 year-olds that the percentage of households with a low income increased slightly
(at the start of the 1990s). People aged 65-74 had a low income just as often in 1998
as younger people, whereas in 1990 they had a low income much more often than
younger people.
Having to live constantly (interpreted here as a consecutive period of four years) from
a low income is more common among the elderly than among younger people because
the opportunities for the elderly to improve their income are much smaller than for
younger people, who can more easily find work. This is visible in the second block in
table 4.5. Of the 12% of young households with a low income (in 1998), only half (6%)
have a low income for four years; this is the case for more than half the households of
55-64 year-olds, and for virtually all of the 21% of households aged 75 years and over
with a low income. The fall in the share of elderly people with a low income in 1998
is also visible in the figures for constant low income.
Income inequality, measured against the share of households with a high-income,
increased very slightly in the 1990s both for elderly and younger households.
Measured in this way, the income differentials between elderly people thus decreased
over the 1990s: the percentage of households with a low income reduced, while the
percentage with a high income remained virtually unchanged. More information on low
incomes can be found in the Poverty Monitor 2000 (SCP/Statistics Netherlands 2000).
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Has this development occurred to the same extent in the different types of elderly
households? Figure 4.3 shows the spread of incomes (share with a low, 'normal' or
high income) for various types of households aged over 55.
Figure 4.3 Income distribution of households of the over-55s, by household type, 1990, 1994, 1998
(vertical percentages)a
all

single women

single men

couples
without children

100
80
above
high-income
threshold

60
%
40

between low
and high

20

below lowincome
threshold

0
1990 1994 1998
a

1990 1994 1998

1990 1994 1998

1990 1994 1998

The household member with the highest income is regarded as the head.

Source: Statistics Netherlands (IPO’90-'98); SCP calculation

As figure 4.3 shows, single women most frequently have a low income (32% in 1990),
and least often a high income. The high percentage of over-75s with a low income is
reflected in this figure: the very elderly in the Netherlands are mostly women (see also
§ 1.3). The proportion of single women with a low income was approximately three
percentage points lower in 1998 than in 1990. 22% of single men had a low income in
1990; this figure fell more markedly between 1990 and 1998 than for single women.
Elderly couples have a low income least often (10% in 1990), and the reduction in the
number of low incomes is most notable in this group: 7% had a low income in 1998.
This is also the only group where the percentage of high incomes increased.
4.5 Likely future trends in purchasing power

The trend in incomes described in the foregoing sections covers the period up to and
including 1998. No more than an indication can be given of the trend in the years
thereafter, because no precise income data are available yet. Some insight into the
consequences of the trend in purchasing power in the period 1998-2001 is however
provided by the Netherlands Bureau for Economic Policy Analysis (CPB) in its annual
purchasing power surveys. Table 4.6 provides an overview of the trends in the purchasing
power of representatives of a number of socio-economic groups in the period
1998-2001.11
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Table 4.6 Trend in purchasing power of a number of standard households without children, 1999-2001
(in percentages)a
1999 and 2000
households up to 65 years
on lower income level
single with earned income up to 150% of minimum wage
single on social security benefit up to 90% of minimum wage
couple on social security benefit, single-earner without children, up to 120% of minimum wage
on higher income level
single with earned income of more than 250% of minimum wage
single on social security benefit of more than 120% of minimum wage
couple on social security benefit, single-earner without children,
of more than 120% of minimum wage
households 65 years and older
on lower income level
single with income up to 90% of full state pension
couple with income up to 120% of full state pension, 'double-earner' without children
on higher income level
single with income of more than 150% of full state pension
couple with income of more than 150% of full state pension, 'two incomes' without children
a

2001

1.75
2.25
1.00

6.00
2.25
3.75

1.25
0.25

6.75
3.00

0.25

3.25

1.75
1.25

4.00
3.25

–0.25
0.25

2.00
3.00

Including housing benefit, excluding effects of local income policy (exemption from local taxes, special assistance)

Source: CPB (supplementary data provided); SCP calculation

The changes in purchasing power in 1999 and 2000 are very modest. By contrast, the
picture for 2001 looks very favourable, partly due to the introduction of wide-ranging
tax reforms (CPB 2000: 114-124). The biggest changes in purchasing power are caused
by the replacement of the fixed labour-cost allowance and the older person's allowance by
the employment discount and the older person's discount, respectively, the introduction
of a combination discount for working people with children and a reduction in the tax
rate.
The replacement of the two allowances by the employment discount and older person's
discount mainly benefits the lower income groups. This tax reform makes the purchasing
power overview less 'standard' than in other years because individual allowances and
wealth components largely determine the picture. It should however be noted that the
effects of the new tax on (income from) assets have been taken into account in table 4.6.
At the minimum level, the tax reforms provide most benefit for those in work,
whose purchasing power increases by 6%, largely because of the introduction of the
employment discounts. Elderly people on minimum incomes (+4%) also gain
considerably from the introduction of the older person's discount.
Purchasing power figures such as those shown in table 4.6, though in slightly more
detail, can be used to obtain an overall picture of shifts in the number of households
with low and high incomes, respectively. The trends in purchasing power for years 1999,
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2000 and 2001 can be applied to the most recent Income Panel Survey, which was
held by Statistics Netherlands in 1998.12 The number of households which end up
above the low and above the high income thresholds as a result of the trend in purchasing
power in 1999, 2000 and 2001 is then examined.13 Changes in housing benefit have
been taken into account in this calculation, but not changes in exemption from local
taxes and compensation in the form of targeted assistance.14 Moreover, this is a static
simulation, in which dynamic aspects relating to changes in the socio-economic and
demographic position of households, as well as trends in the influx and outflow of
households, are left out of consideration entirely. Of course, these factors are of less
importance for the elderly.
The result of the static update of the income data is summarised in table 4.7. The table
ignores the trend in purchasing power of roughly one in six households; on the one hand
these are households for which no purchasing power estimates are available (the selfemployed, freelancers and persons living off their interests), and on the other hand households which have been kept out of the relevant population for substantive reasons
(students and households with incomplete annual incomes).
The favourable purchasing power outlook shown in table 4.6 naturally has an impact
on table 4.7, which shows that the percentage of households with a low income reduces
substantially – by 2.6 percentage points to 11.7% of households – while the percentage
of households with a high income increases markedly – by 2.2 percentage points to
11.1% of households. This means the percentage of households with a low income is
comparable to the percentage of households with a high income. These substantial
shifts in the number of a low and high incomes are related to the somewhat U-shaped
purchasing power effect of the tax reforms, in which lower and higher income groups
receive a relatively bigger boost in purchasing power than the middle incomes.
Table 4.7 Global indication of changes in the proportion of households with low and high incomes in 2001
relative to 1998 (static calculation)
1998
number of
households
in 1998a
(x 1,000)
employee
without children
with children
benefit claimant
single
family
over-65
single
with others
total
a

change

2001

low
income
%

high
income
%

low
income
(%-points)

high
income
(%-points)

low
income
(%)

high
income
(%)

2,077
1,284

4.9
5.7

13.4
3.6

–0.9
–2.0

4.8
1.5

3.9
3.7

18.2
5.1

353
641

57.5
31.3

1.8
3.9

–4.3
–3.7

0.5
0.9

53.2
27.6

2.3
4.8

739
692

25.4
6.4

5.1
7.7

–8.7
–3.1

0.5
1.5

16.8
3.3

5.6
9.2

6,426

14.3

8.9

–2.6

2.2

11.7

11.1

Excluding households with a partial annual income, students (with grants) and households whose income comes mainly
from profits, assets or freelance activities.

Source: CPB (static purchasing power change); Statistics Netherlands (static change in households with a low
income); 1998: provisional figures
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The table also shows that the fall in the number of households with low incomes is
largely concentrated among single elderly people – with a drop from a quarter with a
low income to a sixth – and that the increase in high incomes is mainly concentrated
among workers without children. In other words, more than one third of households
leaving the low-income group are single persons aged over 65, while over two-thirds
of households entering the high income group are workers without children
4.6 Future provisions

Additional pensions over and above the state pension are paid in accordance with the
contributions paid. The complexity of the calculation and the highly decentralised
recording of claims mean that little is known at present about the extent of the (ultimate)
pension of people who are currently still in work. Many expect this source of income to
become increasingly important as more and more people participate in pension schemes
and as the coordination between the different schemes improves (reduced pension gap).
No data are available on the extent to which eliminating pension gaps will lead to higher
pensions, but some insight can be obtained into the participation in pension schemes.
The Amenities and Services Utilisation Survey (AVO) asks respondents whether they
have paid pension contributions ('yes' or 'no'). Table 4.8 shows the trend in these
responses. It provides information on the share of the population which has built up
pension rights. This is because persons who participated in the past but have now
stopped working currently pay no contributions, but have built up a pension entitlement
in the past.
Table 4.8 Participation in pension schemes, by age category and sex, 1983-1999 (in percentages)
1983
35-44 years
45-54 years
55-64 years

men

women

men

1991
women

men

1999
women

72
64
53

17
14
7

72
57
52

34
29
12

72
71
53

48
39
18

Source: SCP (AVO'83-'99)

Participation in pension schemes by men only increased between 1983 and 1999 among
the 45-54 year-olds; there was no change in the 35-44 and over-55 age groups. This
means that the future generation of elderly men (55-64 year-olds) do not participate in
a pension scheme any more frequently than the present generation. Once again, this says
nothing about the ultimate participation (people may decide to participate at another
moment in their lives), and also says nothing about the level of the pension entitlements:
it is perfectly possible that those who have built up a pension have much higher
entitlements. The growing share of income taken by supplementary pensions points in
this direction.
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The fact that the pension participation rate is lower than 100% has to do with the fact
that people with an income up to around 1.5 times the minimum wage do not need a
(supplementary) pension provision, because the state pension already provides 70% or
more of their most recently earned wage, plus the fact that self-employed people do
not participate.
By contrast, the proportion of women participating in pension schemes shows a
spectacular increase, and in all age groups. This clearly reflects the growth in
participation by women in the labour market. For the future this means that women
will more frequently have a supplementary pension and will therefore less frequently
be forced to make ends meet from a state pension only.
All in all, table 4.8 shows that there are considerable differences between men and
women. The number of women participating in the labour market is lower than the
number of men, while moreover women occupy a disproportionately large number
of jobs which do not include participation in a pension scheme (SZW 2001, 235;
Kraamwinkel 1999). The differences between the age groups have widened for women,
a result of the strong increase in participation in pension funds by younger women.
Given that the incomes of the elderly are partly dependent on political decisions (the
level of the state pension), it is important to ascertain the general opinion on the degree
to which the elderly receive sufficient income from the public purse. Table 4.9 addresses
the question of whether people in the potential labour force considered the state pension
in a number of years in the final quarter of the twentieth century to be too high, too
low or adequate. By way of comparison, the trend in disposable income per (equivalent)
household is also shown, as is the trend in the net state pension.
Table 4.9 Opinions of 35-64 year-olds on the level of the state pension, 1975-1998 (vertical percentages)
too high
sufficient
insufficient
(n)
disposable income
populationa (1975 = 100)
net state pension (1975 = 100)
a

1975

1980

1985

1989

1992

1994

1996

1998

1
66
33

1
76
22

1
64
35

0
47
53

1
46
53

1
46
54

0
40
60

0
36
63

(919)

(971)

(915)

(931)

100
100

103
107

90
96

102
97

(1,060) (1,046) (1,331) (1,112)

105
98

103
96

107
96

111
98

Standardised income, at constant prices.

Source: SCP (CV'75-'98)

Table 4.9 shows that virtually no-one considers the state pension to be too generous.
The majority of the population who regarded the state pension as adequate in the 1980s
had turned into a minority by the 1990s; the group who considered the pension to be
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inadequate form a majority from 1989 onwards – a majority which swells further over
the ensuing years. The number of people regarding the state pension as inadequate
shows a particularly sharp increase after 1994.
The figures on the trend in the disposable income of the population and in the net state
pension show that the state pension performed fairly well in the first half of the 1980s
compared with the trend in incomes in general, but that this trend reversed in the early
1990s. This may explain the increasing dissatisfaction with the level of the state pension
at the end of the 1990s. It is worth pointing out that different generations share the same
opinion about the level of the state pension; the pattern shown in table 4.9 therefore also
applies for other generations (see Becker 1999).
Becker (1999) attributes the growing support for the state pension mainly to the
economic growth. He warns that if the economic tide should become unfavourable, this
adhesion to the state pension can quickly evaporate. The state pension fund which has
been in operation for some years would then be anything but a superfluous luxury; in
2001 this fund will contain more than 9.1 billion euro.
4.7 Making ends meet

A household's prosperity depends not only on the level of its income, but also on how
well it is able to live from that income. This section looks at how well elderly people are
able to live from their income, and at whether this has improved or deteriorated over
time. The information presented represents the opinions of the households themselves.
Both those living independently and the population in sheltered accommodation were
asked how well they managed to live on their income.
Table 4.10 Households indicating that they find it (very) difficult or (very) easy to make ends meet from their
income, by age category of the heada and type of household, 1991-1998 (as a percentage of the total number
of households per category)
1991
1993
1995
1997
1998
(very) difficult to make ends meet
total (≥ 35 years)
11
11
14
13
10
35-54 years
10
10
12
12
9
55-64 years
14
13
14
14
13
65-74 years
12
11
17
16
11
≥ 75 years
9
9
16
12
11
≥ 55 years – single women
19
17
24
24
21
≥ 55 years – single men
14
11
16
13
8
≥ 55 years – multi-person household
7
8
11
10
7
(very) easy to make ends meet
total (≥ 35 years)
35-54 years
55-64 years
65-74 years
≥ 75 years
≥ 55 years – single women
≥ 55 years – single men
≥ 55 years – multi-person household
a

47
50
49
42
39
29
45
54

47
50
49
41
36
29
43
51

46
47
48
43
41
29
52
52

45
47
46
43
40
28
56
49

50
51
53
48
45
32
58
56

The head is the person so designated by the respondent (and need not be the person with the highest income).

Source: Statistics Netherlands (SEP'91-'98); SCP calculation
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Table 4.10 shows the picture for those living independently. The percentages of
households saying that they can make ends meet only with (great) difficulty or (very)
easily are shown for a number of years. The table draws a distinction by age (of the
head of the household) to enable the situation of the elderly to be compared with that
of younger people; a distinction by household type is also made for the elderly.
Difficulty in living from one's income is a subjective assessment: a person's estimation
of what can be achieved with their own income is related not only to (changes in) the
level of that income, but also to changes in their outgoings (fixed costs) and to a critical
attitude on the part of the assessor. The high percentage of elderly people stating that
they have difficulty in living from their income in 1995, for example, can be explained
not only by the failure of the state pension to keep pace in that period (see also table 4.9),
but also by an increase in their fixed costs and the politically sensitive climate, which
led to downward pressure on the old age pension (De Klerk and Timmermans 1999).
It can be seen from table 4.10 that there is a further fall in the percentage of elderly
people stating that they have difficulty in making ends meet from their income, and in
1998 is at roughly the same level as in 1993. This probably has to do with the favourable
trend in incomes of the elderly between 1996 and 1998 (see also figure 4.2). Younger
households too less often have difficulty living from their incomes in 1998, probably
because of income measures introduced in 1998 for the lower income groups (such as
a reduction in tax rates in the lowest tax band and the sharp rise in the tax allowance
for income from previous employment).
Only the over-75s and single women (largely overlapping groups) say they have more
difficulty making ends meet in 1998 than in 1993, though their response is more positive
than that for 1995, for example. This trend, too, cannot be measured against income:
although single women have a lower income than single men – and therefore more often
say that they have difficulty living from their income – the trend in their income in the
1990s was comparable (see figure 4.2).
A fairly constant proportion – around 45% – of households state that they are able to
live easily or very easily from their incomes in the 1990s, though this figure suddenly
rises to 50% in 1998. This probably has to do with the increased consumer confidence
and propensity to purchase, which also rose sharply among the low income groups at
the end of the 1990s (SCP/Statistics Netherlands 2000: 29-31). The proportion of
elderly households able to live easily from their income is rather smaller, though this
figure also shows a significant increase in 1998.
In addition to the (general) indication of how well people are able to live from their
incomes, there are other indications of 'adequate' income: table 4.11 indicates for 1998
the extent to which elderly households living independently – subdivided into different
age categories and household types – faced high housing costs, had to cut back or eat
into savings in order to make ends meet, and whether they had enough income to
purchase key items.
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In 1998 12% of elderly people stated that they had difficulty living from their income
(see table 4.10). Table 4.11 shows that (very) high housing costs are much more
common: over a quarter of households with a head aged 55 or older indicate that they
face this problem. In particular, single women often have high housing costs: twice as
often as single men or couples (without children living at home). Single women also
more often have insufficient money for various types of purchases than others. One of
the key reasons for this was discussed earlier: the income of single women is lower on
average than that of the other household types (see also figure 4.2).
It is notable that single women do not get into debt or address their savings any more
often than single men. The Report on the Elderly 1998 revealed that single women have
lower (mean) assets than others, which may be why they are less willing to address these
assets (De Klerk and Timmermans 1999: 62). It may also be that women get into debt
less easily or are better able to cope with difficult financial circumstances.
Table 4.11 Spending problems of households with a heada aged 55 or over, by background characteristics, 1998
(in percentages)
age category

no. of households (x 1,000)

household type
other
single
house
men couples holds

≥ 55
years

55-64
years

65-74
years

≥ 75
years

single
women

1,865

738

662

465

215

553

861

236

households (%) which
can make ends meet easily
have (great) difficulty making ends meet
have to get into debt or address savings
have (very) high housing costs

49
12
12
28

53
13
12
27

48
11
15
27

45
11
10
31

32
21
15
40

58
8
15
21

58
7
10
21

49
9
13
30

households (%) which
have insufficient money for heating
or for enough hot meals
or for clothing
or for holidays
or to replace furniture

2
2
13
15
17

2
3
13
13
17

4
2
12
14
16

2
1
14
19
20

–
–
22
28
29

–
–
9
9
14

–
–
8
8
10

–
–
14
14
18

a The head is the person so designated by the respondent (and need not be the person with the highest income).

Source: Statistics Netherlands (SEP '98); SCP calculation

Older people living in sheltered housing, care or nursing homes were also asked about
the adequacy of their income.15 A slightly different question was used for this group
because housing costs, for example, have a different significance for them and their care
regime provides for a hot meal each day. Income also has a different meaning for them,
because they often have to pay high contributions to their residential facility (see
table 4.14) and often have little more than pocket money and clothing allowance left
over. Table 4.12 presents the results.
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Table 4.12 Problems faced by the elderly in various residential forms in living from their income, 2000
(in percentages)
sheltered housing

residential care home

nursing home

122

107

51

46
14
12

41
16
9

48
18
9

10
22
9
14
3

17
40
14
23
4

14

number of persons (x 1,000)
persons (in %)
who can make ends meet easily
who have (great) difficulty making ends meet
who have to get into debt or address savings
who have too little money (in %)
to buy new clothes regularly
to go on holiday for one week a year
to buy a gift occasionally
to go out occasionally
to make telephone calls

a

13
21
13

a This question was not put to nursing home residents

Source: SCP (OII2000; OII-wozoco2000)

Difficulty in making ends meet is slightly more common among elderly people in
sheltered housing and nursing or residential care homes than among the elderly living
independently. The high proportion of single women in care and nursing homes is the
reason for this. Having to get into debt or address savings is also less common among
the elderly in sheltered housing. A substantial proportion of elderly people in care and
nursing homes state that they have too little money for things such as holidays, going
out or gifts.
4.8 Spending patterns

This section deals with the fixed costs of elderly persons and the trend in those costs
in recent years. Table 4.13 presents the budget constituents of two groups of elderly
people in different age categories, and for comparison also those of households where
the head is aged 35-54, at the start and at the end of the 1990s. An economic approach
has been used for housing costs, with the net income from the home (imputed rental
value) being attributed to the owner-occupier as net rent costs. This follows the practice
used by the tax authorities of regarding a person's home as an investment object.
Table 4.13 shows that housing costs rose for all groups in the 1990s, but increased most
for the elderly: the fixed costs for households whose head is aged 65 or over rose twice
as fast (3.8 percentage points) as for households aged 35-54 (1.5 percentage points),
in spite of the increase in housing benefit. The most notable increases were in the basic
rent, or in the case of owner-occupiers, the imputed rental value, and local taxes (see
also chapter 5).
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Table 4.13 Spending patterns of households, by age category of head of household, 1990-1997a
(vertical percentages)
35-54 years
ca. 1990
ca. 1997
budget components (%)
fixed costs
(31.1)
rent or imputed rental value
19.9
housing benefit, owner-occupiers
subsidy
–1.2
water, gas and electricity
5.1
insurance and other dues
5.5
local taxes
1.8
other outgoings
(68.9)
furnishing
8.4
food and drink
18.8
clothing and footwear
7.4
care and services
3.1
personal development
3.6
sport, games and holidays
7.2
other leisure activities
6.8
travel, transport and telephone
12.7
other items
0.9
total
100.0
total consumption (euro)
(n)
persons per household

21,760
2,159
2.8

55-64 years
ca. 1990
ca. 1997

≥ 65 years
ca. 1990
ca. 1997

(32.6)
22.0

(34.6)
22.5

(36.5)
25.0

(38.8)
26.3

(42.8)
30.6

–1.6
5.1
4.6
2.2
(67.3)
8.6
16.7
6.8
3.7
3.7
6.2
6.9
14.0
0.7
100.0

–0.8
5.5
5.2
2.2
(65.4)
9.0
17.7
7.1
3.0
2.7
6.6
6.0
12.4
0.9
100.0

–1.3
5.8
4.6
2.4
(63.0)
9.2
15.6
6.1
3.0
2.7
5.9
5.9
13.9
1.1
100.0

–2.5
7.5
5.0
2.5
(61.2)
8.1
19.0
6.2
4.0
2.6
5.2
5.0
10.2
0.9
100.0

–3.6
7.3
5.2
3.1
(57.6)
8.1
16.4
5.3
4.4
2.2
4.3
4.7
10.6
1.6
100.0

24,960
2,464
2.6

18,820
752
2.0

22,350
731
1.9

12,560
(1,115)
1.5

15,660
1,215
1.4

a 1997 = provisional figures

Source: Statistics Netherlands (Budget survey '89-'91 (approx. 1990) and '96-'98 (approx. 1997); SCP calculation

The bulk of this increase occurred up to 1995, following which the percentage of income
spent on fixed costs stabilised (this cannot be seen from the table; see SCP/Statistics
Netherlands 2000: 14 ff.). The trend in the fixed costs of households aged 55-64
resembles that of the younger age group more than that of the older category.16
The increase in fixed costs enforces a relative reduction in spending on other goods or
services. Households whose head is aged 65 or older (where fixed costs increased by
3.6 percentage points) cut back primarily on food and drink (–2.6 percentage points),
clothing and footwear (–0.9 percentage points) and sport, games and holidays –0.9
percentage points). In 1998 more was spent on care and services, travel, transport and
telephone and miscellaneous items than in 1990. These trend shifts also occurred in the
35-54 and 55-64 age groups, albeit to a less pronounced degree: as stated, both groups
faced a smaller increase in fixed costs and cut back slightly less on food and clothing.
The amount they spend on travel, transport and telephone is substantially greater.
Figure 4.4 shows the trend in the percentage of the household budget devoted to fixed
costs for four age groups and four types of household whose head is aged 55 or over.
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Figure 4.4 Percentage of household budget spent on fixed costs, by age category of head of household and,
for the over 65s, household type, 1990-1997 (in percentages)
25
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0

a

Households with a standardised disposable income of less than 7,260 euro (for a single person), at 1990 prices.

Source: Statistics Netherlands (Budget survey '89-’91 (ca. 1990) and '96-’98 (ca. 1997); SCP calculation

The biggest fixed cost percentages are found in the households of the over-75s, single
persons and households with a low income. The reason for this is not so much the
actual amount of the fixed costs, but the low income from which those costs have to be
paid. The fixed costs increased in the period studied, both in absolute terms and as a
percentage of expenditure, with a particularly marked rise in the first part of the 1990s.
The spending patterns of people in residential care and nursing homes are very different,
because the contribution they have to pay is their biggest expenditure item. Table 4.14
shows the extent of these contributions.
Table 4.14 Distribution of the over-65s who were in a residential care or nursing home on 31 December 2000,
across monthly contribution categories (in percentages)
0 - 320 euro
320 - 455 euro
455 - 680 euro
680 - 910 euro
910 - 1,135 euro
1,135 - 1,360 euro
> 1,360 euro
total
maximum contribution (%)
average contribution (euro)
Source: CAK-AWBZ (supplementary data)
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residential care home

nursing home

8
9
60
11
5
3
4
100

33
8
40
8
4
2
4
100

1

1.9

592

511

On average, residents of care homes pay contributions totalling more than 590 euro
per month, while nursing home residents pay 500 euro. A large number pay between
455 and 680 euro: generally these are residents who live (almost) exclusively from state
pension. One third of nursing home residents pay a contribution of less than 318 euro
per month; these are mainly residents with a partner who is still running the domestic
household, or people with a short-term admission indication. Sometimes, however, they
are recently admitted residents whose household has still to be given up, or people with
very high rehabilitation costs. Care home residents paying a low contribution include
people who have been admitted temporarily. The table also shows that virtually no-one
is able to pay the full amount of the contribution.
Table 4.15 contains data on the average personal outgoings of older people living in
residential care and nursing homes. These not only include the costs of insurances, but
also expenditure on personal care and leisure activities. By way of comparison, the same
cost items are shown for residents of sheltered housing; for this group, these items
obviously account for only a limited proportion of their outgoings, because they also
have to pay for things such as their housing, care and food – items which are
incorporated in the contribution paid by residents of care and nursing homes (see
table 4.14). The left-hand side of the table shows the proportion of residents incurring
these costs; the average amount they spend on these items is shown in the right-hand
half.
Table 4.15 Personal expenditure of the elderly in sheltered housing and residential care homes, 2000
(the percentages of persons with the specified expenditure and average amount of these in euro)a

sheltered
housing
public liability insurance
home contents insurance
funeral insurance
own telephone costs
newspaper subscription
transportb
hairdressing/toilet articlesb
pedicure/manicure
clothing/household goodsb
washing done by homeb
ditto, by laundry arranged selfc
fixed contribution for excursions

34.5
39.0
20.0
45.4
27.2
45.4
45.4
29.0
45.4

.
.
12,7

b
c
d
e

18.6
16.8
15.9
42.7
17.2
45.4
45.4
36.8
45.4
25.9
3,2
14,5

nursing
home
19.5
7.7
16.3
5.4
.
45.4
45.4
38.6
45.4
29.5
2,3
21,3

monthly outgoings
(in euro), users
sheltered
res. care
nursing
housing
home
home
3.6
5.9
6.4
25.0
13.6
43.6
19.5
10.0
37.7
25,0
8,6

2.7
4.1
6.4
21.3
14.5
16.8
21.8
10.0
34.5

3.2

.
5.9

.
.
.
27.7
9.1
41.7

d

d

d

e

154.3 e

total
a

% of 'users'
res. care
home

8,0
8,6

.
.
14,1

118.0e

The costs of medical insurance (premium and any excess), together with any dental costs are already included
in the net income and are therefore not shown in this table.
It has been assumed that everyone incurs these costs.
If the washing is not done by the home or a laundry, it is generally done by children or acquaintances.
These are costs for the washing, either done in the residential home or by an external laundry.
This is calculated by taking the sum of the proportions of users times the costs they incur.

Source: SCP (OII2000; OII-wozoco2000)
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On average, elderly people in residential care homes spend around 118 euro a month
on recurrent personal items. This does not include the costs of food and drink outside
meal times (these are covered by the price of the care). This means that elderly people
in residential homes, who often have to live from little more than pocket money and
clothing allowance, have little left over after paying these costs.
If the personal outgoings of elderly people in residential care homes are compared
with those of elderly residents of sheltered housing, we see that the former spend
approximately 27 euro less per month more on transport. The figures do not show whether
residents of care homes cut back on these costs or whether – because of their poorer
health – they have less need to go out.
Elderly people in residential homes are less often insured than their counterparts in
sheltered housing, and the sum insured is also rather lower. The figures shown here do
not include the costs of medical insurance, because these are incorporated in the incomes
of the elderly. There are also no figures on buildings insurance, because the homes are
almost always rented, including in the case of sheltered housing. There are virtually no
differences between residents of care and nursing homes. Elderly people in sheltered
housing spend around 129 euro per year (nearly 11.3 euro per month) on insurance, while
care home residents spend around 57.9 euro (just over 4.5 euro per month).
4.9 Summary

At the end of 1998, the state retirement pension accounted for 68% on average of the
income of the over-65s. This figure fell slightly in the 1990s, while income from
supplementary pensions increased slightly, especially for men. Supplementary pensions
are the main source of income for 31% of men compared with 8% of women, and it is
likely that elderly people in the future will derive more income from pensions. If the
composition of the total aggregate income of the elderly is examined rather than the
average for each individual person, then it is seen that more than 50% of this income
derives from the state retirement pension and 30% from other pensions. In other words,
the income from sources other than state old age pension is concentrated within a small
group.
The average disposable income of elderly households hardly increased between 1990
and 1998 (thus matching the trend in the income of 35-54 year-olds). In both 1990
and 1998, the households of the over-55s had a disposable income of approximately
20,000 euro (at 1998 euro levels). Only between 1996 and 1998 was there any increase
in the incomes of the elderly, by an average of 455 euro per year; this was related to
changes in the older person's allowance in the income tax. The income of the over-75s
increased slightly more in the 1990s, by an average of 6,800 euro. This group derived
most benefit from the increased older person's allowance in the income tax, because they
relatively frequently live alone and have a low income.
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The annual income of elderly households is 6,800 euro lower on average than that of
households aged 35-54. The older the household, the lower the income. Single women
have the lowest average income, leaving aside residents of homes.
If allowance is also made for household size (a large family needs a higher income in
order to achieve a given level of prosperity), the differences diminish. In fact, 55-64
year-olds are then actually better off than younger households: although their income is
lower on average, the fact that the children have left home means that fewer people
have to live on it.
Generally speaking, the older a household is, the more often it has a low income. In
1998 the proportion of elderly people with a low income was significantly lower than
in 1990; the difference compared with younger people (aged 35-54) had halved, and
age differences played a lesser role. Nevertheless, 21% of the over-75s still had a low
income in 1998. The elderly not only often have to live from a low income, but they
also often to do so continuously; this is because they have virtually no opportunities
to increase their own income.
There was some shrinkage in the income inequality among the elderly in the 1990s, if
this is measured by the number of households with a low or high income. The proportion
of households with a low income fell, while the share with a high income remained
virtually unchanged.
The period 1998-2001 is expected to be one of increasing purchasing power, reaching
a peak in 2001. In relative terms, the increase in purchasing power will be concentrated
among the lowest and highest income groups. This will substantially reduce the
percentage of households with a low income and boost the percentage with a high
income.
The number of households reporting that they have (great) difficulty making ends meet
from their income is more than 10% of all households, both of the total population and
of the elderly population. This percentage was virtually the same in 1999 as in 1990;
only single women stated more frequently (20%) that they had difficulty making ends
meet. Elderly residents of sheltered housing report virtually as often as elderly people
living independently that they are well able to live from their income.
Fixed costs increased for everyone in the 1990s, but went up most for the elderly, going
up by 3.8 percentage points for households aged over 65 and by 1.5 percentage points
for households aged 35-54. This was primarily due to an increase in direct housing costs
(basic rent, imputed rental value) and local taxes. In 1998 the households of over-75s,
single elderly women and elderly households with a low income (partially overlapping
groups) were often spending almost half their income on fixed costs.
It is notable that residents of care and nursing homes spend a relatively high percentage
of their income on fixed costs. Once their contribution to the home and their fixed
living expenses (insurances, personal care) have been paid from their often low income,
relatively little appears to remain for buying things such as gifts.
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Notes

1
2
3

4

5
6
7

8

9
10
11

12

13

14

74

These data are drawn from National Accounts published by Statistics Netherlands and processed
by SCP. The figures relate to the period 1990-1999.
Where the data are drawn from the Income Panel Survey (IPO), households are characterised by
the characteristics of the member with the highest income.
The figures for early retirement pensions cannot be compared with the figures for the specific
(VUT) early retirement benefit discussed in chapter 3, since they may include other early retirement
schemes, such as schemes for the self-employed. Moreover, people may have received benefit
for only part of the year, which means that they are included in one table but not in the other.
This may be surprising since the highest-earning partner will have seen an increase in their
supplementary pension. However, the figures here describe the gross income by source of both
partners together, which means that the proportion taken by state retirement pension is then bigger
again because the lower-earning partner often has only this benefit.
The authors wish to thank Michiel Ras from SCP for the analyses of the incomes of residents of
institutions.
This also applies if an adjustment is made for differences in household type, age and sex (not
shown separately in the table because the changes are minimal).
As at 1 July 2000, the pocket money and clothing allowance amounted to 2,259.80 euro per
annum (118 euro per month) for a single person, and 3,768.99 euro per annum (6,800 euro per
month) for couples. (Social Memorandum 2).
The resultant amount for the high income threshold is roughly equal to the net income from a
gross income which is four times the modal income in that same year. Four times the modal income
was used to represent the position of high incomes in purchasing power calculations.
The household equivalence factor (E) can be approximated as follows: E = (A + 0.7 C)0.5, where
A is the number of adults and C the number of children.
In 1998 the low income threshold was around 18% (for a single person) and 29% (for a couple
with two children) above the guaranteed minimum income.
The purchasing power profile compiled annually by the Netherlands Bureau for Economic Policy
Analysis (CPB) contains the following elements: changes in gross pay, gross benefit and gross
pension; changes in charges and social security contributions; changes in wage and income tax;
and changes in prices of goods and services (including levies such as VAT and local taxes). All
these changes lead to a change in the purchasing power of the freely disposable household income.
The figures include the effect of housing benefit.
Use has been made here of the most recent purchasing power figures as used for the
Macroeconomic Survey (MEV) 2001. Population groups at the lower end of the purchasing power
ranking are further subdivided into groups with an income up to 90%, 120% and 150% of the relevant
gross income: statutory minimum wage or state pension benefit. The CPB estimates of the median
purchasing power changes have been applied to comparable population groups in the Statistics
Netherlands Income Panel Survey.
The definitions of disposable income (components included) and households as used by the
Netherlands Bureau for Economic Policy Analysis (CPB) and Statistics Netherlands (CBS) are not
totally in alignment. The biggest difference is that the data source used by CPB provides no
information on household members living at home (who are not the breadwinner or breadwinner's
partner), whereas these household members are included here (e.g. children aged 18 or older
with their own income).
The Dutch Ministry of Social Affairs and Employment estimates the purchasing power effect of
exemption from local taxes and compensation in the form of targeted assistance for households
on the guaranteed minimum income at an average of 1.2% per annum for the period 1995-2001.
Since this purchasing power effect occurs mainly at minimum income level, and the low-income
threshold is higher than the guaranteed minimum income in almost 99% of cases, this purchasing
power effect is likely to have little impact on these findings based on the low-income threshold.
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15 Where the elderly persons were unable to answer the questions themselves, they were put to
family members. In general these respondents did not interpret the questions differently from the
residents themselves.
16 The fixed costs are an element in the consumer price index (CPI) and thus affect the purchasing
power of household income. It should be noted that the fixed costs of single elderly people with a
low income, in particular, have a bigger impact on the household budget and thus generate a slightly
higher CPI. Analyses by Den Hertog (1998) show that as a result, single elderly persons with a
low income lost an additional 0.35% per annum on average in purchasing power compared with
the average consumer.
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5 HOUSING
Frank van Dugteren

5.1 Introduction

In contrast to previous Reports on the Elderly, this chapter deals with the housing of
the total elderly population. This has been made possible because national figures are
now available concerning the living situation of the elderly in sheltered housing and in
residential care. Before looking at these new components, a few other topics are
discussed which have been covered in earlier Reports on the Elderly but on which
new, more recent data have become available. Where the data permits, time series are
presented, beginning in 1990.
The position on the housing market of elderly people living independently is first
described, with attention for the quality of their homes and for their behaviour on the
housing market (§ 5.2). The trend in the housing costs of the elderly is then considered;
this is the first time it has been possible to analyse total housing costs (including local
taxes, energy costs, etc) on the basis of the Housing Demand Survey (§ 5.3). Section 5.4
looks at the residential setting of the elderly, with attention for both the physical and
social aspects. From section 5.5 onwards the chapter focuses on the housing stock which
is aimed specifically at the elderly. First the suitability of the housing stock for the
elderly in general is considered; this is followed by a description of the characteristics
of housing for the elderly, based on a broad definition of the term such as that used in
the Housing Demand Survey (WBO '98). Respondents themselves – exclusively elderly
people living independently – indicate whether or not their home is specially aimed at
the elderly. This section also looks briefly at the use of the Services for the Disabled Act
(WVG) in the adaptation of dwellings.
Data from the Elderly in Institutions Surveys (OII2000 and OII-wozoco2000) are then
used to describe the living situation of elderly people in sheltered housing. The definition
of this type of housing is much narrower than that of housing for the elderly in general.
The living situation of the elderly in sheltered homes and housing-care complexes is first
looked at in section 5.6; this partially overlaps the broad approach in the 1998 Housing
Demand Survey, because the respondents are elderly people living independently. The
living situation of the elderly in residential institutions is the subject of section 5.7. The
chapter concludes with a summary.
5.2 The elderly in the housing market

The position of the elderly in the housing market is determined by their opportunities
in that market. The point of departure is the current housing situation of the elderly;
this is described in the first part of this section. Their freedom of movement and choice
on the housing market determines their position and opportunities in that market, as
reflected in their home-moving patterns. The second part of this section thus analyses
the background to the actual and desired home-moving patterns.
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5.2.1 Development in housing situation 1990-1998
The profile of the housing stock occupied by the elderly underwent virtually no changes
in the 1990s – though there was a slight increase in the proportion of flats fitted with
a lift (see table 5.1). Two-thirds of the over-55s live in a single–family dwelling; the
rest occupy flats. If the total elderly population is subdivided by age and household
composition, it becomes apparent that single people more often live in flats than multiperson households, though the proportion of the latter category living in a flat increases
with age. The time series shows that the 'younger elderly', like 35-54 year-olds, more
often lived in a single-family dwelling in 1998 than in 1990. This applies both for single
persons and other household types. People aged over 75, by contrast, are less likely to
live in a single-family dwelling; in 1998 more of this group lived in a flat with a lift than
in 1990.
Table 5.1 Construction method of the dwelling and housing quality, by age and household composition,
1990-1998 (vertical percentages and quality points)

35-54
years

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

multi-person
households
55-64
65-74 ≥ 75
years
years years

total
35-54 ≥ 55
years years

single-family dwelling

1990
1994
1998

40
44
45

51
54
56

51
52
52

46
42
41

85
86
87

82
84
86

74
75
76

66
63
64

79
79
79

66
66
66

flat (ground floor)

1990
1994
1998

10
11
8

8
9
8

10
11
9

11
12
11

2
2
2

3
3
2

6
5
4

7
9
8

3
3
3

6
7
6

flat with lift

1990
1994
1998

14
13
15

14
18
18

20
20
25

30
32
36

3
3
3

6
5
6

10
11
13

16
18
21

5
5
5

14
14
18

flat without lift

1990
1994
1998

37
33
33

27
20
18

18
17
14

14
13
12

10
9
8

10
8
6

11
8
7

11
10
8

14
13
13

14
12
10

quality points
(average)

1990
1994
1998

100
105
107

109
113
116

105
109
114

92
97
103

147
151
151

137
146
147

126
134
137

113
120
124

140
143
143

119
125
127

Source: Statistics Netherlands (WBO'90-'98); SCP calculation

The quality of housing for the elderly improved slightly between 1990 and 1998 in each
of the groups identified here. The differences between single elderly persons and the
other households types did not change; single persons more often live in relatively small
flats than multi-person households.
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Several factors underlie the improvement in housing quality. In the first place, the
proportion of elderly people in recently built homes has increased, particularly among
the over-75s. This is because the construction of homes specifically aimed at the elderly
increased substantially in the 1990s (see § 5.5). The proportion of elderly people living
in pre-war and early post-war homes fell notably over the period.
In the second place, the amount of space in the homes of the elderly has increased. The
proportion of elderly people living in one and two-room homes has fallen in recent
years, particularly among the over-75s: where one in three over-75s lived in a one or
two-room home in the 1980s, this had fallen to one in five in 1998. At the same time,
the proportion of elderly people living in large homes with five or more rooms increased.
In addition to the number of rooms, the surface area of the home is another element of
the quality benchmark used here; in practice, figures are only available for the area of
the living room. This aspect also appears to have contributed to the improvement in the
quality of housing for the elderly. The percentage with a relatively small living room
measuring 30 square metres or less fell markedly between 1990 and 1998, while the
percentage with a living room measuring 40 square metres or more increased sharply
over the same period.
5.2.2 The house-moving patterns of the elderly
The percentage of the elderly population who had moved home within the four years
preceding the survey increased in the 1990s, as it did for younger people,. This applies
for all household types and all age groups. The percentage of the elderly wishing to
move home did not increase, however (see table 5.2). This could indicate an increase
in the opportunities for the elderly to move home; one reason for this could be the sharp
increase in the number of homes built specifically for the elderly (see § 5.5.2), which
means they are more inclined to adapt their living situation to the reduction, actual or
anticipated, in their physical capacities.
It is unfortunately not possible to explain this increase in house-moving activity by
the elderly on the basis of trends in the reasons for moving home; there are too many
differences between the questions in the Housing Demand Survey for 1998 and earlier
years. The increase is probably due largely to the fact that the fieldwork period for the
1998 Survey was longer than in previous years.
It can be deduced from the reasons given for actual and desired house-moving activity
in 1998 that health plays a greater role in the decision to move as people age. Work and
family circumstances are only important reasons for moving for the 'younger elderly'.
There is also a correlation between age and the citing of the home and residential
setting as a reason for moving: the older someone is, the less important their home and
residential setting becomes. Health status determines the house-moving behaviour more
and more with increasing age. Moving home for health reasons is often indirectly related
to the suitability of the home, but this is not given as the most important reason.
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Table 5.2 Percentage of home-movers, by age and household composition, 1990-1998 (vertical percentages)

35-54
years

has moved in the last
4 yearsa

reason for moving
work/family
health
other personal reasons
the home and
residential setting
other
would like to move in the
next 2 years

desire to move home
work/family
health
other personal reasons
the home and
residential setting
other

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

multi-person
households
55-64
65-74 ≥ 75
years
years years

total
35-54 ≥ 55
years years

1990
1994
1998

28.9
28.5
34.1

17.6
19.8
22.3

16.0
15.7
18.5

13.6
13.4
15.2

22.4
20.5
27.0

12.8
11.1
13.5

13.5
12.0
14.9

12.6
12.1
15.5

23.4
21.9
28.3

13.9
13.2
15.9

1998
1998
1998

32
4
22

17
13
31

8
27
29

2
41
23

21
3
19

11
13
23

5
26
25

3
42
18

24
3
19

8
25
25

1998
1998

27
15

24
15

24
13

20
14

34
23

29
24

27
19

23
15

32
21

25
17

1990
1994
1998

36.3
35.0
34.9

24.1
23.6
24.7

22.2
19.9
18.2

15.8
12.9
16.7

24.8
23.7
22.8

18.8
15.9
16.3

19.6
16.7
16.2

16.0
14.7
16.8

26.5
25.6
25.1

19.2
16.7
17.5

1998
1998
1998

23
6
18

10
16
23

2
36
12

1
56
10

17
3
15

6
14
18

2
39
14

1
48
12

18
4
16

4
32
15

1998
1998

39
15

38
13

34
16

19
14

46
21

40
22

31
14

25
14

44
19

32
16

a The increase in the percentage of people moving between 1994 and 1998 is caused partly by the longer fieldwork period
in the 1998 Housing Needs Survey.

Source: Statistics Netherlands (WBO'90-'98); SCP calculation

The differences between the home before and after moving were examined for both
actual and desired moves, and also whether any major shifts took place in this aspect in
the 1990s. Actual moves are first described (see table 5.3), followed by desired moves
(table 5.4). There are strong differences in the house-moving behaviour of younger and
elderly people: younger people generally move up the housing ladder, while elderly
movers take a step downwards, moving to a flat, exchanging their owner-occupied home
for a rented dwelling and generally moving to smaller accommodation.
A trend can be observed over time in completed home moves which suggests that there
is a growing propensity among the elderly to move from a single-family dwelling to a
flat, and also to a home which is specifically aimed at the elderly. There is an obvious
correlation between the two housing characteristics.
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Table 5.3 Characteristics of actual house moves, 1990-1998 (in percentages)
one-person
multi-person
households
households
total
35-54 55-64 65-74 ≥ 75 35-54 55-64 65-74 ≥ 75 35-54 ≥ 55
years years years years years years years years years years

from single-family dwelling to flat (% of
former home = single-family dwelling)

1990
1994
1998

53
48
46

48
55
44

51
58
67

70
60
76

9
9
10

21
18
22

37
34
47

48
63
67

14
14
16

40
46
49

1990
1994
1998

51
50
63

56
59
63

67
69
70

74
84
77

23
21
22

32
25
24

43
42
45

64
68
67

26
25
28

48
49
51

present home fewer rooms than previous 1990
1994
1998

46
44
38

51
58
63

60
70
64

70
76
66

22
22
17

51
51
41

63
63
60

68
74
70

26
26
22

59
64
58

present home more rooms than previous 1990
1994
1998

26
29
35

16
12
18

11
10
13

7
4
11

41
44
52

17
18
27

12
11
14

7
5
9

38
41
48

13
11
17

present home smaller area than previous 1990
1994
1998

52
51
46

63
63
71

69
70
73

71
73
73

27
24
23

57
51
48

66
64
67

70
70
74

31
29
28

65
64
65

present home larger area than previous

1990
1994
1998

32
39
41

23
25
20

18
18
14

13
12
15

55
61
63

26
32
35

21
21
19

15
14
14

52
57
58

21
22
21

present home specifically for elderly

1990
1994
1998

2
1
5

8
14
29

31
43
52

51
72
77

0
0
2

3
7
10

18
23
37

45
51
59

0
0
2

22
32
41

from owner-occupied to rented (% of
former home = owner-occupied home)

Source: Statistics Netherlands (WBO '90-'98); SCP calculation

No clear trends can be observed in the percentage of elderly people exchanging an
owner-occupied home for a rented dwelling. As owner-occupation among the elderly
is increasing (see next section), the number of elderly people moving from owneroccupied to rented is increasing, but half the elderly owner-occupiers who move go
into a rented home. This percentage did not change in the 1990s.
Roughly 60% of elderly movers moved into a smaller home, both in terms in number
of rooms and the surface area of the dwelling. Here again, no clear trends can be
observed between 1990 and 1998.
In addition to age, household type plays an important role in the house-moving process.
Single people move more often from a single-family dwelling to a flat and from an
owner-occupied to a rented home than do multi-person households. Single people also
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move to a dwelling specially designed for the elderly more often than the other households. In each of the two household types, the 'older' elderly move from a single-family
home to a flat and from an owner-occupied to a rented home more often than 'younger'
elderly people.
A correlation is found between age and space in the home for multi-person households.
Households aged 75 and over move to a smaller home (in terms of number of rooms
and surface area) more often than younger age groups in this household type. There
would appear to be a trend here whereby 55-64 year-olds moved to a smaller home
less often in 1998 than in previous years.
As with actual moves, when it comes to desired moves elderly occupants wished to
move from a single-family dwelling to a flat more often at the end of the 1990s than
at the start of the decade. This is particularly true of multi-person households; the
same phenomenon applies for 35-54 year-olds.
Table 5.4 Characteristics of desired home moves, 1990-1998 (in percentages)

35-54
years

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

total
35-54 ≥ 55
years years

from single-family dwelling
to flat (% of owner-occupiers
who wish to move)
1990
1994
1998

20
35
26

58
51
43

53
64
68

69
66
69

9
6
12

30
26
32

46
48
52

55
57
71

9
9
14

44
44
49

from owner-occupied to
rented (% of owner-occupiers
wishing to move)
1990
1994
1998

19
14
17

50
48
31

74
63
62

96
74
68

8
6
5

34
29
19

64
55
46

86
69
58

9
7
6

56
46
38

1990
1994
1998

24
21
28

57
55
50

62
63
65

62
61
54

26
25
31

64
68
65

68
71
70

67
72
60

26
24
30

64
56
62

desired home has smaller
living room than at present 1990
1994
1998

10
10
12

16
22
17

27
22
21

26
17
14

10
9
9

20
19
16

22
21
20

27
21
17

10
9
10

22
20
17

desired home is specifically
for elderly
1990
1994
1998

0
2
3

15
23
34

41
63
69

44
79
77

1
1
3

11
20
32

36
47
61

52
73
69

1
1
3

29
45
54

desired home has fewer
rooms than at present

Source: Statistics Netherlands (WBO '90-'98); SCP calculation
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multi-person
households
55-64
65-74 ≥ 75
years
years years
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Elderly people also wished to move to a dwelling for the elderly more often in 1998 than
in the preceding years. This wish increased among the 'younger elderly' in particular;
among the over-75s a saturation point appears to have been reached: in both 1994 and
1998 between 70% and 80% wished to move to a dwelling designed for the elderly.
In contrast to actual moves, when it comes to desired moves there is a clear drop in the
percentage of elderly people wishing to move from an owner-occupied to a rented home,
and this drop occurs in each of the categories used here. The difference in the trend
between actual and desired moves is probably caused by the very limited supply of
dwellings for the elderly in the owner-occupied sector. At a certain point age makes a
move necessary, as a result of which people are forced against their wishes to move
from an owner-occupied to a rented home.
As regards the amount of space in the home, there are no major differences between
actual and desired moves. Over 60% of elderly people wishing to move want fewer
rooms in their new home; in reality over 60% actually move to a home with fewer rooms.
Between 1990 and 1998 there is a trend among single persons indicating that they wish
to move to a smaller home less often. This same trend appears to occur for all elderly
people when it comes to the desired area of the living room: a declining proportion of
those wishing to move want a smaller living room.
5.3 Trends in ownership levels and housing costs

Home ownership among the elderly increased in the 1990s from 38% in 1990 to 43%
in 1998. This is still below the level for the population as a whole (50%), mainly because
people tend to enter the owner-occupier market at a relatively early age; today's elderly
had less opportunity to purchase a home when they were younger than younger people
today. As a result, today's elderly represent the ownership levels of one or two decades
ago. It is also difficult to buy one's first home in later life. However, it will not be long
before this shortfall has been made up; there was a sharp increase in home ownership
among the 'younger elderly' (55-64 years) between 1990 and 1998, whereas the figure
for the over-75s remained constant (see figure 5.1).
5.3.1 Rental costs
The net housing costs of tenants comprise the basic rent for the dwelling less any housing
benefit they receive. These net rental costs increased steeply between 1990 and 1998,
by a nominal amount of 108 euro per month for elderly tenants (see table 5.5). Working
in 1990 prices, this means a real increase of 32% for all elderly people together. The
rental costs of people aged over 65 increased by more than those of the 'younger elderly'.
The reason for this must be sought in the sharp increase in the number of elderly people
in homes built specifically for the elderly, which are often of more recent date and
therefore more expensive.
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Figure 5.1 Home ownership by age group and household type, 1990-1998 in percentages)
one-person household
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Source: Statistics Netherlands (WBO’90-’98); SCP calculation

The share of their income spent by elderly people on net rental costs has also increased,
from just over 20% of their disposable income in 1990 to more than a quarter in 1998.
This 'net rent ratio' increased more for single elderly persons than for multi-person
households. In each of the groups, the net rent ratio increased relatively less than the
net rental costs, suggesting that the increase in the income of the elderly absorbed part
of the increase in rental costs. Nevertheless, the elderly still spend a higher proportion
of their income on rent than 35-54 year-olds, mainly because their income is lower. This
trend fits in with the figures in chapter 4 (§ 4.8), where it emerged that fixed costs
increased for everyone in the 1990s, but for the elderly most of all. These increased costs
were only partially offset by the increased housing benefit. The rise in fixed costs was
concentrated mainly in the first half of the 1990s; from 1996 onwards the percentage
of income spent on fixed costs stabilised.
Despite the rise in rental costs and the rent ratio, the take-up of housing benefit by the
elderly has remained stable, with one in three elderly tenants receiving benefit in 1998
– the same as in 1990. Take-up of housing benefit by 35-44 year-olds, by contrast,
shows an increase.
The consequence of all this is that the percentage of elderly tenants spending a quarter
or more of their disposable income on rent increased sharply between 1990 and 1998.
Where only one in five elderly tenants was spending 25% or more of their disposable
income on rent in 1990, this had risen to almost half in 1998. The percentage among
single elderly persons is 60%, compared with 30% for other elderly tenants.
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Table 5.5 Housing costs of landlords, by age and household composition, 1990-1998 (in averages and percent)

35-54
years

net rental costs (euro)
(average/month)a

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

multi-person
households
55-64
65-74 ≥ 75
years
years years

total
35-54 ≥ 55
years years

1990
1994
1998

181
222
272

172
217
267

157
204
268

166
220
270

205
262
306

199
255
309

187
243
310

181
237
304

199
251
295

180
231
288

1990
1994
1998

19.1
22.1
26.3

20.9
25.2
28.8

22.2
26.1
29.0

23.5
27.5
29.7

15.7
17.6
20.3

17.5
20.1
22.4

18.8
21.3
22.1

20.0
22.5
22.9

16.5
18.8
22.2

20.1
23.7
26.0

% housing benefit recipients1990
1994
1998

25
24
26

39
35
36

44
48
44

43
49
49

22
20
25

14
15
16

22
23
24

31
31
32

23
21
26

30
33
34

% net rent ratio ≥ 25%

1990
1994
1998

16
29
46

24
46
59

29
49
64

34
52
61

8
13
20

12
22
28

16
27
32

22
30
33

10
18
28

22
37
47

1998

62

64

63

61

88

84

79

76

80

71

1998

28

29

29

29

39

39

39

38

35

33

1998

360

356

357

352

431

430

422

409

408

387

1998
1998

36.4
27

40.3
41

39.5
42

40.4
42

29.6
11

32.2
17

31.3
16

32.2
19

31.8
16

36.2
30

net rent ratio (average)b

additional costs:
energy (ave./month) (euro)
additional costs: other
(ave./month) (euro)
total net housing costs
(ave./month)c (euro)
total net housing costs
ratio (average)d
% net rent ratio ≥ 40%
a
b
c
d

The net rental costs comprise the basic rent after deduction of housing benefit
The net rent ratio is the proportion of net rental costs (basic rent less housing subsidy) in disposable household income.
The total net housing costs comprise the basic rent less housing subsidy plus the additional housing costs.
The net housing costs ratio is the proportion of net housing costs (net rental costs + additional costs) in disposable household
income.

Source: Statistics Netherlands (WBO'90-'98); SCP calculation

In addition to the rental costs there are additional housing costs, on which it is now
possible to report for the first time on the basis of the Housing Demand Survey.
Consequently, only figures for the year 1998 are available. These additional costs consist
of energy costs and local taxes (including the tenant's portion of the property tax (OZB)).
These additional costs push the total housing costs up to an average 386 euro per month,
equivalent to more than a third of disposable income. 30% of elderly people spend 40%
or more of their disposable income on total housing costs. The figure is particularly high
among single elderly persons; the average housing costs ratio for this group is almost
40%.
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5.3.2 Purchase costs
The housing costs of owner-occupiers are obviously compiled differently from those for
tenants. In contrast to chapter 4, the figures here are presented in the form of 'cash
expenditure'; this means that only the actual costs incurred are presented, with no
allowance being made for the investment character of owning a home or the opportunity
costs of alternative ways of spending the money, which are primarily related to the capital
built up in the home and the resultant income (imputed rental value in an investment
approach; fictitious yield in an opportunity costs approach). In addition, in calculating
the housing costs of owner-occupiers, allowance is made for the fiscal effects of home
ownership.
The net purchase costs are a good deal lower for elderly owner-occupiers than the net
rental costs of tenants. This shows the advantage of buying a home at a younger age
compared with renting. Elderly owner-occupiers probably had considerably higher
housing costs in their younger years than if they had rented. This is illustrated by the net
purchasing costs of 35-54 year-olds, which are twice as high as the net purchasing costs
of the elderly (see table 5.6). They are now reaping the rewards of this past investment.
The 'cash expenditure' for an owner-occupied home reduces the longer the owner lives
there, on the one hand because of inflation, which effectively reduces the costs of finance
over time, and on the other hand because the direct expenditure on a mortgage-free home
is limited. The divergent trend in the housing costs of tenants and purchasers over time
prevents a realistic comparison between the two groups.
The net costs of elderly owner-occupiers did increase substantially between 1990 and
1998 (see table 5.6), going up by 65% in real terms. To a large extent this is because
an increasing number of elderly people have not yet payd off their mortgage: the
percentage of mortgage-free homes reduced from 56% of all elderly people in 1990
to 40% in 1998. The desire to pay off the mortgage before retirement is apparently
diminishing. It is very common for people to increase their mortgage during its term
to fund home maintenance or consumer spending (car, boat, holiday, etc.). This delays
the moment of redemption, sometimes indefinitely (in the case of a redemption-free
mortgage).
The increase in housing costs led to a doubling of the 'net purchase costs ratio' – the
net portion of income spent on purchase costs – of the elderly between 1990 and 1998.
This did not however result in a very high purchase costs ratio, and the percentage of
elderly owner-occupiers with a purchase costs ratio of 25% or more is very small.
The additional costs for owner-occupiers are higher than for tenants. This is because
owners pay higher local taxes than tenants, with property tax a particularly important
factor. Elderly owner-occupiers spend more than 20% on average of their disposable
household income on total housing costs.
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Table 5.6 Housing costs of owner-occupiers, by age and household composition, 1990-1998 (in averages and percent)

35-54
years

net purchase costs
(average/month)a (euro)

net purchase costs
ratio (average)b

% with one or more
mortgages

% net purchase costs
ratio >25%

additional costs;
energy (ave./month) (euro)
additional costs; other
(ave./month) (euro)
total net housing costs
(ave./month) (euro)
total net housing costs
ratio (average)c (euro)
% net housing costs
ratio ≥ 40% (euro)
sale value of
mortgage-free home
(average x euro 1,000)

surplus value in
mortgaged home
(average x euro 1,000)

capital in own home
(total x euro billion)

a
b
c

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

multi-person
households
55-64
65-74 ≥ 75
years
years years

total
35-54 ≥ 55
years years

1990
1994
1998

212
244
306

93
161
187

49
108
122

32
68
112

257
297
382

144
229
263

82
144
162

48
108
113

253
292
374

98
168
194

1990
1994
1998

15.2
16.5
22.8

8.9
14.8
19.2

6.3
10.6
11.9

4.8
8.4
12.2

12.9
14.2
18.4

9.3
13.6
16.3

6.1
10.2
9.7

4.4
8.9
7.4

13.1
14.4
18.8

7.3
11.8
13.5

1990
1994
1998

85
86
90

43
54
63

25
32
39

12
13
28

90
92
95

63
69
79

37
43
54

20
24
33

89
92
94

44
50
60

1990
1994
1998

14
20
28

9
16
16

3
8
10

2
4
11

7
11
15

5
13
10

3
8
5

3
7
4

8
12
16

4
10
9

1998

74

78

76

74

103

98

93

90

101

90

1998

37

38

39

40

49

50

50

49

48

47

1998

424

304

237

229

538

414

308

253

527

334

1998

29.8

28.3

22.7

24.6

25.1

23.9

18.7

17.4

25.6

22.5

1998

15

11

9

9

7

6

4

3

7

6

1990
1994
1998

74
93
124

74
94
137

73
98
135

67
93
135

94
126
172

91
118
161

88
106
161

79
105
147

92
120
164

82
105
149

1990
1994
1998

31
45
71

59
64
89

51
76
114

75
69
96

47
59
94

67
77
115

67
81
124

71
85
127

45
58
92

66
77
114

1990
1994
1998

3
7
10

3
5
7

4
7
10

3
7
11

42
80
122

18
33
40

11
20
26

4
8
11

45
87
132

44
79
105

The net housing costs of owner-occupiers comprise the cash outgoings after deduction/addition of the fiscal effects.
The purchase costs ratio is the percentage of disposable household income spent on net purchase costs.
The total net housing costs ratio is the proportion of total net housing costs in disposable household income.

Source: Statistics Netherlands(WBO'90-'98); SCP calculation
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Home ownership not only leads to low housing costs on a cash basis in the longer term
but also to formation of capital. The average value of a mortgage-free home owned by
an elderly person increased in the 1990s by almost 80%, to more than 661,113 euro.
The surplus value (the value over and above the mortgage amount) of the homes of
elderly owner-occupiers who kept a mortgage on their home increased by a comparable
amount. The capital of elderly people in their own mortgage-free home and the surplus
value of their mortgaged homes totalled 105 billion euro in 1998. This capital also
increased sharply in the 1990s, despite the fact that the number of mortgage-free
homes fell.
The elderly have little to gain from this capital which has built up in their home, however,
because it is not easy to realise that capital. There are few mortgage constructions in
the market which enable cash to be released without a sharp increase in housing costs.
Many elderly people (including owner-occupiers) have a relatively low income, which
means that the interest charges on a mortgage are not easy to find. Limitations to
mortgage interest relief in recent years make it even more difficult to realise the free
equity present in the home. Only a move to a rented home could release all the equity,
but the housing costs would increase then, too.
5.4 The residential setting of the elderly

People's immediate living environment becomes increasingly important as they grow
older. This is partly because they have more free time and partly because their radius
of action shrinks, which in turn may be the result of declining mobility. Many people
leave the labour process at a relatively young age, increasing the amount of free time
from as early as age 50. This then leads to an increase in the amount of time spent in
and around the home.
This section looks at a number of aspects of the residential setting of neighbourhoods.
The location and physical aspects are described first, followed by the social aspects.
In both cases the emphasis is on the opinion of the elderly themselves regarding certain
aspects of the neighbourhood in which they live.
5.4.1 Physical aspects of the residential setting
There are virtually no differences in the situation of the homes of the various groups
of elderly people. More than 40% of them live less than 15 minutes' walk from the
centre of the place where they live (see table 5.7); this is the case for younger single
elderly people slightly more often than for older single elderly persons. The percentage
living more than 15 minutes away from the centre increases with age, for both single
and multi-person households. The nature of the questions put could be an important
factor here, however: for many over-75s, the distance that can be covered in 15 minutes
is considerably shorter than for the 'younger elderly'. Multi-person households live in
a rural area with dispersed housing development more often than single persons, though
this percentage decreases with age. The elderly do not live in different locations from
younger people: the distribution across types of housing location is virtually identical
for the over-55s and for 35-54 year-olds.
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Table 5.7 Physical aspects of the residential setting, 1998 (in percentages)

35-54
years

one-person
households
55-64 65-74
years years

≥ 75
years

35-54
years

multi-person
households
55-64
65-74 ≥ 75
years
years years

total
35-54 ≥ 55
years years

location of dwelling
< 15 minutes walk from centre
> 15 minutes walk from centre
edge of municipality
rural

48
26
12
14

46
26
13
16

43
28
14
16

40
31
13
17

45
21
13
21

44
20
11
25

42
23
12
23

43
26
12
20

46
22
12
20

43
25
12
20

unattractive building
dissatisfied with residential setting
odour/dust/noise nuisance
traffic nuisance

35
19
37
27

25
14
32
23

23
12
26
21

19
10
21
17

26
13
30
27

21
11
30
23

19
10
27
23

19
8
22
19

27
14
32
27

21
11
27
21

too few shops in the neighbourhood
insufficient parking in the
neighbourhood
insufficient medical facilities in the
neighbourhood
inadequate public transport in the
neighbourhood
insufficient green areas in the
neighbourhood
insufficient facilities for the young

16

17

19

20

19

21

21

22

18

20

22

20

21

16

26

23

21

20

25

20

12

14

14

12

13

13

12

13

13

13

13

17

19

17

19

21

20

20

18

19

22
43

17
43

15
43

12
41

18
42

15
41

14
41

13
42

18
42

14
42

Source: Statistics Netherlands (WBO'98); SCP calculation

The elderly are considerably more satisfied with the physical aspects of their residential
setting than younger people. For example, only one in five elderly people consider the
architecture in their neighbourhood to be unattractive, compared with almost 30% of
35-54 year-olds. The elderly are also more content with their residential setting in
general and experience less nuisance from odour, dust, noise or traffic than the younger
age group. This pattern of a satisfaction level which increases with age also occurs
within the elderly population: the over-75s have fewer problems with their residential
setting than the 'younger elderly'.
These differences between the age groups are less clear-cut when it comes to the level
of amenities in the neighbourhood. In fact, elderly people feel more often than younger
people that there are too few shops in the neighbourhood and too little public transport.
The elderly also complain more than younger people about the lack of parking spaces
and the absence of green spaces. The differences within the elderly population are
limited.
5.4.2 Social aspects of the residential setting
This topic covers a wide range of indicators, which on the one hand are related to
individual's subjective perception of the neighbourhood, and on the other to the residents
of that neighbourhood. Nuisance and safety also come under this theme.
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Few elderly people (8%) dislike living in their own neighbourhood (see table 5.8).
They do not differ much here from the remaining (younger) population, though there
does appear to be a trend whereby the percentage of people who dislike living in their
neighbourhood decreases slightly as they grow older. It is also notable that single
persons have a negative view of their neighbourhood slightly more frequently than
other households.
A comparable percentage of the elderly do not feel at home in their own neighbourhood.
This percentage is significantly higher among single persons aged 55-64 than among
other elderly people, but is not as high as among the 35-54 year-olds.
Although few elderly people dislike living in their neighbourhood, and few of them
feel at home there, a much larger number – one in three – say that they do not feel any
particularly ties with their own neighbourhood. Compared with the younger population,
one in two of whom do not feel any ties with their neighbourhood, this is still a relatively
low proportion. Here again single persons aged 55-64 deviate in a negative sense from
other elderly people, being the least attached to their neighbourhood of all the elderly.
Table 5.8 Social aspects of the residential setting, 1998 (in percentages)

35-54
years

dislikes living in the neighbourhood
feels no ties with the neighbourhood
does not feel at home in the
neighbourhood
little responsibility for living quality
of the neighbourhood
people hardly know each other
people don't get on very well in the
neighbourhood
little community spirit in the
neighbourhood
does not feel at home with people in
the neighbourhood
dissatisfied with the neighbourhood
population

one-person
households
55-64 65-74
years years

35-54
years

total
35-54 ≥ 55
years years

13
53

11
39

10
33

9
29

8
45

7
33

6
31

6
30

9
47

8
32

23

15

12

11

14

10

9

10

15

11

15
28

13
26

14
22

19
23

10
18

10
18

10
19

13
22

11
19

13
21

9

9

7

6

6

6

6

5

6

6

26

26

21

21

20

20

19

19

20

21

13

11

9

8

7

7

6

6

9

8

11

9

8

9

7

7

7

7

8

8

nuisance caused by vandalism/graffiti 26
nuisance caused by immediate
neighbours
19
nuisance caused by other neighbours 17

22

20

18

16

16

15

15

19

17

13
12

9
9

13
11

10
9

10
9

7
6

7
6

14
13

9
8

fear of being robbed/accosted
feels unsafe at home

20
2

24
2

12
1

13
1

13
1

18
1

18
1

13
2

19
2

18
3

Source: Statistics Netherlands (WBO'98); SCP calculation

90

≥ 75
years

multi-person
households
55-64
65-74 ≥ 75
years
years years
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In the next cluster of social aspects of the residential environment, which is based
around the relationship with the neighbourhood population, the differences between
elderly and younger people are much clearer. Most complaints are about the fact that
people hardly know each other and that there is little community spirit. The differences
within the elderly population are not large, though there is a more negative opinion
across the board on the part of single persons than with multi-person households.
The elderly experience a limited amount of nuisance in their neighbourhood. They
most often mention vandalism and graffiti, while fewer than 10% suffer nuisance from
their immediate and other neighbours. The degree of nuisance decreases with age within
the elderly population, though in comparison with 35-54 year-olds the elderly experience
less nuisance anyway. Conversely, age plays an important role in feelings of fear: the
older someone is, the more often they are afraid of being robbed and/or accosted in their
neighbourhood. This lack of safety is felt above all in public areas; virtually everyone
feels safe at home.
Research shows that elderly people feel unsafe more often than younger people, but
are no more likely to be victims of crime, such as burglary or crimes of violence
(Maas-de Waal and Wittebrood 1999). An important explanation for the discrepancy
between the actual and perceived risk of becoming a victim is the greater physical
vulnerability of the elderly and their reduced ability to defend themselves. What is at
stake here is not just a feeling of greater vulnerability, but also the actual consequences
of being a victim of crime, which particularly in the case of crimes of violence will be
more serious for the elderly (Vanderveen 1999).
5.5 The housing stock for the elderly

So far the housing situation of the elderly has been described in general terms. The
remainder of this chapter will focus on those aspects of the housing stock which relate
specifically to elderly people. This section describes the mainstream housing stock, while
the next two sections look at forms of sheltered housing.
5.5.1 Suitability of the housing stock
One of the most important aspects in determining the suitability of a home for elderly
occupants is the need to climb stairs in and around the dwelling. If the home can be
accessed without climbing stairs and if the main rooms (living room, bedroom, kitchen,
bathroom) are on the same floor, this is referred to as a stairless dwelling. Only 20%
of the total housing stock in the Netherlands falls into this category (see figure 5.2).
These are mainly flats with lift, ground-floor dwellings and bungalows. Between 1990
and 1998 the proportion of such dwellings in the total housing stock declined.
The majority of the housing stock – more than half – can be accessed without climbing
stairs, but the main rooms are not on the same floor. These are mainly single-family
dwellings, which according to this criterion are not suitable for occupation by elderly
people. The share of these dwellings in the total housing stock is increasing; by contrast,
the share of homes with a staircase outside but not inside – mainly tenement houses –
is declining. The percentage of homes where climbing stairs is unavoidable both outside
and inside the home remains constant at just under 10% of the housing stock.
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Figure 5.2 Climbing stairs outside and inside the home, 1990-1998 (vertical percentages)
100
90
80
70
60
%
50
40
30
20
10
0

total housing stock

elderly

55 years
no outside
staircase, no inside
staircase
no outside
staircase, inside
staircase present
outside staircase
present, no inside
staircase
outside staircase +
inside staircase

1990

1994

1998

1990

1994

1998

Source: Statistics Netherlands (WBO’90-’98); SCP calculation

The degree to which the elderly live in suitable dwellings changed little in the 1990s;
over 30% of elderly occupants do not need to climb stairs either to access their home,
nor once inside it. The elderly are clearly over-represented in this category of homes
and under-represented in the other categories. Nonetheless, the fact remains that fewer
than a third of the elderly live in stairless dwellings. On the other hand, the older a
person is the more likely they are to live in a suitable home with no stairs: in the over-75
age group, half the singles and 40% of multi-person households live in a stairless
dwelling. These figures underwent virtually no change in the 1990s; only among the
'younger elderly' was there a slight decrease in the percentage living in a stairless
dwelling (not shown in table or figure).
The presence or absence of a staircase is not the only factor considered essential in
assessing the suitability of a home for occupation by elderly people; other aspects of
the home and residential setting are used as criteria in the creation of the 'suitable for
the elderly label' and the derived 'suitability for the elderly score', which have been
developed by the Housing Experiments Steering Group (SEV) in collaboration with
senior citizens' unions. In addition to the need to climb stairs, standards are set for the
adaptability of the dwelling, with the number of rooms and surface area of the dwelling
also being important factors. Standards are also set for the presence of basic amenities
and the safety of the neighbourhood. If climbing stairs is taken as the only suitability
indicator, 1.3 million dwellings are suitable for the elderly; when the other factors are
taken into account, however, only 230,000 dwellings can be awarded the 'suitable for
the elderly' label.
The most important and most limiting aspect of the suitability of a dwelling remains
the need to climb stairs, however. As a result, virtually all single-family dwellings are
by definition unsuitable for the elderly. The growth of the elderly population could
therefore create major problems on the housing market in the coming decades. There
are two ways of addressing these problems: by building new homes for the elderly or
by adapting existing homes. The following two sections focus on this theme.
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5.5.2 Characteristics of dwellings for the elderly
The number of homes specially designed for elderly occupants increased rapidly in the
1990s, from 175,000 in 1990 to 450,000 in 1998. Some of these (100,000) were newly
built homes; the rest of the increase probably arose due to a change in the labelling
system. Many landlords awarded the 'suitable for the elderly' label to dwellings which
initially formed part of the mainstream housing stock. These are often dwellings on the
ground floor and dwellings which have been adapted, for example through the installation
of a lift in gallery flats; the data contain no information on this, however. In this subsection, therefore, a broad definition of the notion 'dwelling for the elderly' is used,
which can encompass all kinds of dwellings, from homes combined with a care package
to flats with a lift but no other amenities, as long as the dwelling has been labelled as
being 'specially designed for the elderly'.
Table 5.9 Characteristics of homes specifically for the elderly, 1990-1998 (in percentages)
1990

1994

1998

175,00

250,00

450,00

accessible without climbing stairs
rooms on the same floor
both

82
96
79

80
97
78

79
91
72

single-family dwelling
flat/apartment

42
58

38
62

32
68

built before 1970
built between 1970 and 1980
built after 1980

24
44
32

24
34
42

20
26
54

one or two-room dwelling
three-room dwelling
four or more-room dwelling

65
33
2

60
37
4

40
45
15

area of living room < 20 m2
20-29 m2
≥ 30 m2

28
61
11

25
56
18

15
56
29

owner-occupied home
rented home

2
98

4
96

1
89

number of homes designed for the elderly

Source: Statistics Netherlands (WBO '90-'98); SCP calculation

It was seen earlier that the percentage of stairless dwellings in the total housing stock
is relatively small. Here it becomes apparent that in some dwellings for the elderly
climbing stairs is unavoidable: more than a quarter of the housing stock specifically
aimed at the elderly is not stairless (see table 5.9). This percentage increased in the
1990s.
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More than two-thirds of dwellings for the elderly are flats, and this proportion is growing.
Whereas in the 1950s and 60s small single-family dwellings were often built specifically
for the elderly, today flats seem to be more popular. This shift may also be connected
with the labelling of dwellings by landlords; in recent years blocks of flats have
increasingly been upgraded and adapted to the capabilities of elderly occupants, with
the result that an ordinary gallery flat suddenly becomes a home specifically designed
for the elderly.
Homes for the elderly increasingly meet the quality standards set for them (§ 5.2.2);
whereas in the past it was normal that a dwelling for the elderly would have a maximum
of two rooms and a small living room, between 1990 and 1998 the percentage of homes
with three rooms or more increased from 35% to 60%. The same trend is visible for
living room size: the percentage of homes for elderly occupants with a living room
measuring 30 square metres or more almost trebled between 1990 and 1998.
One recent development is that more and more housing for the elderly is coming onto
the owner-occupier market. These homes too are geared to the increasing desire of
elderly people to buy homes specifically designed for their needs, and more generally
to the increasing home ownership among the elderly.
Table 5.10 Elderly people in homes specifically designed for the elderly, 1990-1998 (in percentages)
one-person household 55-64 years
one-person household 65-74 years
one-person household ≥ 75 years
multi-person household 55-64 years
multi-person household 65-74 years
multi-person household ≥ 75 years
total

1990

1994

1998

3.8
11.3
27.0
0.6
4.0
14.2

4.9
15.6
33.6
1.1
5.3
15.8

12.1
24.1
40.3
2.8
11.6
23.9

8.2

11.0

17.3

Source: Statistics Netherlands (WBO'90-'98); SCP calculation

The figures in table 5.10 show that an increasing percentage of elderly people live in a
home specifically designed for them, especially singles. As might be expected, there is
a correlation between occupying a home for elderly people and the age of the occupant.
No fewer than 40% of single persons living alone aged 75 and over live in such a
dwelling, compared with only 12% of singles aged 55-65. And yet people are moving
into homes specifically designed for the elderly at an increasingly early age; one in eight
singles aged between 55 and 64 live in such a dwelling, compared with only 1 in 25 in
1990.
5.5.3 Use of the Services for the Disabled Act (WVG)
As the data have already shown, there are by no means enough homes specifically
designed for the elderly to house the increasing number of prospective occupants.
However, this is not necessarily a problem since a large number of elderly people,
especially those in the younger age groups, experience few if any limitations in their
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daily lives, and therefore do not need to move to a specially designed home. And even
if they do have physical impairments, it is not always necessary for them to move to a
home specifically designed for the elderly: there are often enough ways of adapting
their existing dwelling to their impairments. For example, a stair lift can be installed
in virtually all single-family dwellings once climbing stairs begins to present problems.
The number of suitable (i.e. stairless) homes would increase enormously if everyone
who needed it were to install a stair lift.
These and other home adaptations have been partly funded since 1 April 1994 by the
Services for the Disabled Act (WVG). Under this Act, a person with an appropriate
indication can apply for a grant to cover part of the costs of home adaptation.
The number of people using this scheme increased rapidly in the 1990s (table 5.11),
more than doubling since 1995. The take-up of the Services for the Disabled Act for
home adaptations rose particularly steeply, as did the take-up of non-home-related
provisions. The increase in support for moving home and furnishing failed to keep pace,
possibly indicating that many people with impairments do not need to move home
because their existing home is suitable for adaptation. Given the growth in the elderly
population in the coming years, and thus the number of people with disabilities, this
will be the most usual means of adapting the housing situation to people's impairments.
The number of homes specifically for the elderly will never be able to keep pace with
the growth in demand, and moving home because of a disability will remain the
exception rather than the rule.
Table 5.11 Number of newly allocated housing provisions under the Services for the Disabled Act,
1994-1999 (in absolute terms and in percentages)

1995-1998
home adaptations
moving and institution
'non-brick' housing provisions
other housing provisions
total

1994

1995

1996

1997

1998

1999

increase
(%)

9,400
4,300
2,300
5,200

24,400
11,600
6,100
9,400

46,500
12,900
13,300
12,500

58,400
16,300
16,000
13,600

63,200
17,300
16,500
14,300

64,400
16,900
19,400
17,700

163.9
45.7
218.0
88.3

21,200

51,500

85,200

104,400

111,200

116,300

129.7

Source: Ipso Facto and SGBO (2001)

The importance of the Services for the Disabled Act for the housing of elderly people
is obvious: many people with impairments acquire these only in later life. The figures
in table 5.12 show that an ever increasing percentage of those using the Act are in the
older age groups.
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Table 5.12 Newly allocated provisions under the Services for the Disabled Act, by age of applicant, 1994-1999
(vertical percentages)
1994

1995

1996

1997

1998

1999

4.4
37.4
58.2

4.5
35.6
59.8

4.5
33.3
62.2

4.8
31.6
63.6

4.4
30.6
65.0

4.0
31.4
64.3

21,200

51,500

85,200

104,400

111,200

118,200

≥ 18 years
18-65 years
≥ 85 years
total

Source: Ipso Facto and SGBO (2001)

5.6 The housing situation of the elderly in sheltered housing (living independently)

Where home adaptation is not possible or where help is needed close at hand, elderly
people often decide to move into a more sheltered form of housing. In the worst case
this means giving up their independence and moving into a residential care or nursing
home. These housing forms are described in the next section. This section focuses on
those forms of sheltered housing which allow elderly people to retain their independence.
In principle, these homes fall within the category of homes specifically designed for
the elderly described in the previous section; in contrast to the previous section, however,
where the opinion of the occupant was decisive in whether or not the label 'suitable for
the elderly' was applied, the information in this section is based on a sample of registered
complexes of homes for elderly people. In drawing this sample, it was deliberately
decided to sample sheltered housing facilities which are able to offer more of a
combination of housing and care than is expected from an unspecified home for the
elderly. For example, it was decided to leave service flats out of the sample because
their relationship with care provision is unclear. The data presented here thus refer to a
part of the stock of dwellings for the elderly; of the 450,000 homes for elderly people
described in the foregoing section, an estimated 100,000 or so fall into the category of
sheltered homes (see § 1.3). There is thus some overlap, but the sampling and the
questions are different enough in nature to rule out the possibility of comparison.
Data are first presented on a number of housing complexes; these are followed by
information relating to the occupants.
5.6.1 Housing characteristics of the complexes
The terms used to describe the different types of sheltered housing are related to the
time in which they were built and the subsidy schemes which prevailed at that time
(see table 5.13). The housing-care complex (wozoco), combining housing and care
services, is a phenomenon firmly rooted in the 1990s, when 60% of these complexes
were created. The care centre and sheltered housing scheme date from previous decades.
The average number of homes per complex was considerably lower in the 1990s than
the preceding period, indicating a reduction in scale in the construction of new sheltered
housing complexes.
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Table 5.13 Year of construction of complexes, by type of non-institutional sheltered housing and indication, 2000
(horizontal percentages)
built before 1970

1970-1990

1990 or later

total (= 100%)

type of sheltered housing
residential care complex
care centre
sheltered housing
other

6
21
4
16

36
55
62
35

58
24
35
48

33
20
26
21

number of homes in complex (average)

91

96

74

86

indication
none
age
care
age and care

4
12
13
10

68
43
44
44

28
45
44
46

12
35
23
30

Source: SCP (OII-wozoco 2000)

Only a small proportion of the complexes do not apply an age or care indication for the
placement of the occupants. These are mainly complexes dating from before 1990. In
two-thirds of the complexes an age indication is applied, with a care indication applying
for more than half. A combined age and care indication is applied for the allocation of
just under one-third of the dwellings.
The majority of the homes – 69% – are close to a residential care home; 9% are situated
near a service centre and 10% close to some other form of service-provision facility. But
12% of the homes are not close to any other provision. The majority of the dwellings
have a personal alarm system (not shown in table).
The year of construction largely determines the amount of space in the dwelling, with the
space per dwelling being considerably larger in more recent complexes. The percentage
of one and two-room dwellings per complex has reduced sharply, particularly in the
1990s, in favour of three and four-room dwellings (see table 5.14).
Table 5.14 Housing characteristics of non-institutional forms of sheltered housing, by year of construction, 2000
built before 1970

1970-1990

1990 or later

total

1-room dwellings (%)
2-room dwellings (%)
3-4-room dwellings (%)

21
59
20

16
61
23

4
37
59

11
51
38

area of smallest dwelling (average in m2)
area of largest dwelling (average in m2)
area of average dwelling (average in m2)

40
63
51

43
63
54

51
71
60

46
66
56

Source: SCP (OII-wozoco 2000)
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Where fewer than a quarter of the dwellings built between 1970 and 1989 were three
or four-room homes, in the 1990s this applied to more than half. In connection with this,
the surface area of the dwellings has also increased in recent decades, by an average
of 20%.
If the amount of space in independent forms of sheltered hosing for the elderly has kept
pace with the growth in demand, this cannot be said for the increasing demand for
owner-occupied homes in this sector: there are virtually no sheltered housing complexes
where homes can be bought.
5.6.2 The individual housing situation
This section focuses on the individual housing situation and the opinions of occupants
on that situation, rather than on the complexes themselves.
As might be expected, the length of time spent in sheltered housing increases with age
(see table 5.15). Almost 40% of occupants have lived in the same home for five or more
years; this group is dominated by single persons. It is of course logical that multi-person
households less often live in such a dwelling for a long period: there is a strong chance
that one of the partners will die, leaving the other as a single.
Table 5.15 Housing characteristics of the occupants of non-institutional sheltered housing complexes,
by age and household composition, 2000 (vertical percentages unless stated otherwise)

55-64
years

multi-person
households
55-64
65-74
≥ 75
years
years
years

total

period of residence in current home
< 2 years
2-5 years
≥ 5 years

41
43
16

26
34
40

14
27
59

46
35
19

36
37
27

21
45
35

27
34
38

number of rooms (average)
1 room
2 rooms
3 rooms
≥ 4 rooms

2.4
6
51
43
0

2.3
6
57
36
1

2.2
12
59
28
1

2.7
2
37
54
7

2.5
2
52
44
3

2.4
0
55
45
0

2.3
6
55
38
2

would like one more
area of home too small

21
18

13
10

11
8

24
19

25
15

17
7

16
11

no adaptations to home
adaptations to shower, bath, bathroom
adaptations to WC
thresholds removed
lift installed in block of flats
accessibility of home or complex improved
other adaptations
average number of adaptations

18
56
65
65
42
43
14
2.8

14
61
70
66
41
38
5
2.8

15
59
69
60
45
37
3
2.7

22
54
74
61
28
32
7
2.6

18
58
74
68
42
39
6
2.9

21
55
76
59
31
24
3
2.5

16
59
71
64
41
37
6
2.8

Source: SCP (OII-wozoco2000)
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Single persons live in a small home more often than multi-person households, but the
differences are not very great. More than a third of single persons have three rooms,
while half the multi-person households have no more than two rooms. This indicates
that there is only limited differentiation in the amount of space in homes of this type.
The housing stock in this category consists almost exclusively of two and three-room
dwellings. Opinions on the size of the home are therefore more negative among multiperson households than among single persons, although the differences are not large.
Adaptations have been made to the majority of homes to help people with impairments.
One in seven homes have not been adapted. The WC is the most frequently adapted item,
followed by the removal of thresholds and adaptations to the bathroom. It is notable
that these adaptations are carried out more frequently than adaptations relating to the
accessibility of the complex and the individual dwellings, whereas it is known that
problems with climbing stairs are the most common limitation facing the elderly. It may
be that the installation of a lift in a block of flats is not always regarded as an adaptation.
On average, there are no differences by household type and age and the nature and
number of adaptations. The majority of adaptations are probably present as standard
in the home and the complex.
Table 5.16 Factors playing a key role in the decision to move into a non-institutional form of sheltered
housing, 2000 (in percentages)
one-person
households
55-64 65-74
≥ 75
jaar
jaar
jaar

former home unsuitable, impractical or too expensive
(running) the household was too much of a burden
fears for health if no-one is around
pressure from other people
was alone in former home and wanted more contact
family, etc. not able to offer necessary care
public home care not able to offer necessary care
former residential neighbourhood too unsafe

36
30
28
26
15
11
10
6

42
28
28
24
14
14
13
3

31
32
24
30
12
13
12
5

multi-person
households
55-64 65-74
≥ 75
jaar
jaar
jaar

39
22
17
17

39
29
29
13

41
41
28
31

0
7
4

13
9
5

7
3
0

most
total important

38
29
27
24
13
12
11
4

33
15
17
16
5
5
7
2

Source: SCP (OII-wozoco2000)

People have various reasons for moving to sheltered housing. The reason cited most
often is the previous home, as being unsuitable, impractical or too expensive. The burden of running the household is another important reason. The former home probably
also plays a significant role here, because it will often have been larger and the occupant
could no longer maintain it properly. It is notable that many elderly people state that
they moved under pressure from third parties; this reason is given more often than, for
example, the lack of care provided by the home care service or family and friends.
This indicates that many elderly people move to sheltered housing for primarily
preventive reasons; the fear of developing health problems while there is no-one in the
neighbourhood thus proves to be an important factor in such a move.
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5.7 The housing situation of elderly residents of institutions

Institutional housing for the elderly falls into two categories; elderly people needing a
degree of care (social and/or physical) live in residential care homes, while those with
serious somatic and/or psychosomatic problems are housed in nursing homes. The two
types of housing are described separately here; naturally, the emphasis is on the housing
component of the residence in these institutions.
5.7.1 Residential care homes
There has been a marked reduction in scale in residential care homes in recent years,
with the average number of beds/living units and residents being much smaller in
recently built homes than in older facilities (see table 5.17). At the same time, the amount
of space per living unit has increased sharply: the percentage of living units with no
more than one room has diminished in favour of units with two rooms. More striking is
the trend in the number of square metres per living unit, which has increased by 20-25%
in homes built after 1990.
Table 5.17 Characteristics of residential care homes for the elderly, 2000 (in averages and percentages)
built before 1970

1970-1990

1990 or later

total (= 100%)

117
112

106
103

69
68

101
98

83
17

86
14

75
25

83
17

24.8
36.4

23.8
37.9

30.6
43.4

25.3
38.4

number of beds (average)
number of residents (average)
% 1-room units (average per home)
% 2-room units (average per home)
area of 1-person apartments (average in m2)
area of 2-person apartments (average in m2)
Source: SCP (OII 2000)

This trend appears to meet the demand on the part of residents for more living space.
A third of care home residents are dissatisfied about the number of rooms they have
at their disposal, while between a quarter and a third feel their living unit is too small.
The more spacious design of modern care homes appears to meet a need, and the number
of complaints about the size of units in which people live is consequently considerably
smaller in recently built homes than in older complexes (not shown in table).
A move to a residential care home is prompted by a care need much more than a move
to a housing-care complex or sheltered housing (table 5.18). Where the (un)suitability
of the former home was the main reason for moving into a non-institutional residential
care facility (housing-care complex), the heavy burden of running the household is the
most important reason given for a move to a residential care home, being cited by more
than half the respondents as a key factor in their decision. The provision of care is
another key factor affecting this decision; home care services and/or family and friends
are no longer able to meet the need for care. Furthermore, health fears play an important
role for single persons: they are afraid that something will go wrong when there is no-one
around.
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Table 5.18 Housing characteristics of residents of residential care homes for the elderly, by age, 2000
(in percentages)
≥ 85 years

total

dissatisfied with number of rooms
dissatisfied with area of dwelling

29
32

28
22

29
25

28
24

reasons for moving to homea
public home care services unable to offer necessary care
family, etc. not able to offer necessary care
(running) the household became too burdensome
health fears if no-one is around
alone in former home and wanted more contact
former home unsuitable, impractical or too expensive
former neighbourhood too unsafe
pressure from others

42
35
60
31
20
17
11
34

39
40
58
41
13
20
2
41

35
36
57
40
12
21
4
42

37
37
57
40
13
20
4
41

65-74 years 75-84 years

a

Percentage indicating that a reason was a key factor in their decision to move.

Source: SCP (OII2000)

5.7.2 Nursing homes
A decision to move to a nursing home is based to an even greater extent on the need
for care; 70% of nursing home residents state that home care services and friends and
family were unable to offer sufficient care, prompting the move to a nursing home (see
table 5.19). Running a household and fear of being alone if health problems arise are
also frequently cited reasons, as for residential care homes. It should be noted here that
the data presented relate mainly to the reasons cited by residents of somatic departments
of nursing homes.
Table 5.19 Housing characteristics of residents of nursing homes, by age, 2000 (in percentages)
65-74 years 75-84 years ≥ 85 years

total

living space
one room alone
one room shared with one other person
one room shared with two - three persons
one room shared with four - five persons

26
30
26
18

30
34
19
17

24
31
17
28

27
32
20
21

opinion of own space (people who do not have their own room)a
own space is sufficient
would like to share with fewer people
would like to have own room

48
19
34

41
10
49

52
20
28

47
15
38

reasons for moving to homea,b
public home care services unable to offer necessary care
family, etc. not able to offer necessary care
(running) the household became too burdensome
health fears if no-one is around
alone in former home and expected more contact
former home unsuitable, impractical or too expensive
former neighbourhood too unsafe
pressure from others

65
59
70
39
11
31
3
37

74
70
64
44
17
26
0
38

72
79
62
32
15
15
2
44

71
70
65
39
15
24
1
40

a
b

Question only put to those approached directly, mainly in somatic departments.
Percentage indicating that a reason was a key factor in their decision to move.

Source: SCP (OII 2000)
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Even more than in the case of residential care homes, residents of nursing homes are
clearly dissatisfied with their own living space. Fewer than half those residents who do
not have their own room are satisfied on this point; almost 40% of them would like their
own room, while 15% would like to share a room with fewer people (table 5.19). If this
is compared with the characteristics of the institutions themselves, we find that 40% of the
rooms in somatic departments are designed for one person (table 5.20). If all residents'
wishes for their own room were met and if all residents who do not want their own room
continue to share a room with others to the same extent as at present, the percentage
of single-person rooms would have to double from 40% to 80%.
These figures show that not having one's own room in an institution is no longer
acceptable today. This trend is visible in the characteristics of nursing homes by year
of construction: in homes built before 1990 a third of the rooms are designed for three
or more residents sharing. After 1990 no nursing homes were built with such rooms;
instead they consist solely of rooms for one or two persons, in roughly equal numbers.
However, the wishes of the residents are by no means being fully met yet: even in
recently built nursing homes half the residents who do not have their own room would
like one.
Table 5.20 Number of people in the rooms in nursing homes, by type of ward and year of construction,
2000 (average in percentages)
built before 1970

1970-1990

1990 or later

total (= 100%)

somatic department
1-person rooms
2-person rooms
3-4-person rooms
5-6 person rooms

37
29
32
3

33
31
26
4

57
42
0
0

39
34
21
3

psychogeriatric department
1-person rooms
2-person rooms
3-4-person rooms
5-6 person rooms

31
29
21
9

27
30
24
5

44
49
7
0

32
34
26
4

total nursing homes
1-person rooms
2-person rooms
3-4-person rooms
5-6 person rooms

34
31
30
7

30
33
35
7

52
48
5
0

35
35
28
5

Source: SCP (OII 2000)

5.8 Summary

This chapter describes the housing situation of the population aged 55 and older. For the
first time in the series of Reports on the Elderly specific attention is devoted to the living
situation of the elderly in forms of sheltered housing, both institutional and noninstitutional.
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The quality of the homes of elderly people living independently improved slightly
between 1990 and 1998. On the one hand this is due to the fact that they increasingly live
in relatively new dwellings because of the increased construction of homes specifically
for the elderly. On the other hand, the amount of space in homes designed for the elderly
has also increased; they less often live in one or two-room dwellings and in 1998 had a
larger living room than in 1990.
Age, health and household type play a key role in the home-moving patterns of the
elderly. This is reflected in the fact that they increasingly live or wish to live in homes
specially designed for elderly occupants. These are independent housing units which
carry the label 'suitable for the elderly'; this is a very heterogeneous category, which
ranges from flats with a lift to dwelling units with care-provision. Single elderly persons
in particular opt for such homes. The desire to move to such a home increased markedly
in the 1990s.
Moving to a home specifically designed for the elderly usually means that the person's
own home has to be exchanged for a rented dwelling, given the limited supply of owneroccupied flats specially designed for the elderly. This means that a substantial proportion
of elderly people wishing to move who would prefer to purchase their home are forced
to start renting. This desire to buy is increasing because an ever larger percentage of
the elderly currently own their own home, particularly those aged under 75.
The housing costs of elderly people living in rented accommodation increased steeply
in the 1990s. On average they were spending a quarter of their disposable income on
housing costs in 1998, compared with only 20% in 1990. Almost half the elderly people
in rented accommodation spend more than 25% of their income on housing costs, and
if energy costs and local taxes are added to the rent, the elderly are found to be spending
more than a third of their income on total housing costs. 30% of older people actually
spend more than 40% of their income on total housing costs.
These figures are in sharp contrast to housing costs in the owner-occupied sector, which
are much lower than in the rented sector. This is because of wide differences in the trend
in housing costs in the two sectors. In the owner-occupied sector the peak for housing
costs is in the first years after purchase, following which they steadily decline. In the
rented sector, in the most favourable case rents increase in line with general cost
increases. It should be noted here that the loss of yield from the capital built up in the
home has not been included in the housing costs in the owner-occupied sector.
Nevertheless, housing costs have also increased sharply for elderly people who own their
own home. This is because of a declining tendency to pay off the mortgage on the home;
the percentage of elderly people with a mortgage-free home fell from 56% to 40%
between 1990 and 1998. In spite of this, the equity built up in their own home by elderly
home-owners increased sharply in the 1990s.
While the elderly have seen an improvement in the quality of their homes, they also
have relatively few complaints about their residential setting. The elderly are much
more content with the physical aspects of that setting than the rest of the population.
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They consider the building style to be more attractive and experience less nuisance from
odour, dust, noise and traffic than the younger sections of the population. They are also
more satisfied with the social aspects of their residential setting. Nevertheless, a third
of elderly people do not feel any special ties with the neighbourhood where they live.
The only point on which the views of the elderly deviate in a negative sense from the
rest of the population is in the fear they have of being robbed or accosted on the street
in their neighbourhood.
The suitability of the housing stock for the elderly is limited. No more than 20% of
dwellings can be accessed without climbing stairs and also have no staircases inside.
While the proportion of elderly people in the population is increasing, the supply of
such stairless dwellings in the housing stock is declining. Fewer than a third of all
elderly people live in such a home.
The number of homes designed specifically for the elderly more than doubled in the
1990s to 450,000. Increasingly these are flats, and they also tend to be bigger than in
the past. They are almost always rented homes.
Although there are more and more homes specifically designed for the elderly, it is often
possible to adapt a standard dwelling to the needs of elderly occupants with specific
physical impairments. The Services for the Disabled Act provides grants for home
adaptation, and two-thirds of those who make use of this scheme are aged 65 or over.
Take-up of this scheme more than doubled between 1995 and 1999, with 120,000 new
grants being allocated each year. As a result, virtually every home can be adapted to
the needs of elderly people with impairments.
In spite of these provisions, many elderly people decide not to adapt their home but to
move to a home which is already adapted and where some form of care can be provided.
These forms of sheltered housing go under various labels, such as housing-care complex
or sheltered home. In almost all cases an age and/or care indication is needed in order
to be able to live in such a dwelling. Most of them are located near to a residential care
home, and they are almost always equipped with a personal alarm system. More than
half these dwellings have no more than two rooms, though in more recent complexes
the number of rooms and total area of the dwelling is greater; this is particularly good
news for elderly couples. The reason for moving to such a dwelling lies mainly in the
unsuitability of the existing home; the need for care is not yet given as the main reason
for deciding to move. This contrasts with the decision to move to non-independent
(institutional) housing facilities. Elderly people find it necessary to move to a residential
care home because of their reducing ability to lead an independent life. The burden of
(running) a household is the most frequently (57%) cited reason for taking this step. In
addition, a third of residents of residential care homes cite their need for care as the most
important reason for the move.
Moving to a residential care home means accepting a great reduction in living space. The
majority (83%) of the living units in care homes have no more than one room, though
the percentage of two-room units did increase slightly in the 1990s. A quarter of elderly
people in residential care homes are dissatisfied with the size of their living
accommodation.
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Residents of nursing homes are much more dissatisfied about their living space. No more
than a quarter have their own room, while more than half who have to share a room are
unhappy about this. This is hardly surprising given that 40% of nursing home residents
live in a room which is shared by between three and six residents. The fact that such a
housing situation no longer meets modern criteria is evidenced by the fact that nursing
homes built after 1990 have only one and two-person rooms (in a 50/50 ratio). If the
wishes of nursing home residents were to be met fully, the percentage of single-person
rooms would have to increase much more. Attention for the housing function in nursing
homes has thus increased in recent years, though they remains a facility to which elderly
people feel forced to move because of a high need for care.
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6 HEALTH
Irma Schoemakers-Salkinoja and Joost Timmermans

6.1 Introduction

Government policy documents on the future of health care in the Netherlands
consistently talk about the burden which will be placed on the system in the future owing
to the increase in the number of elderly people in the Netherlands. These statements
are based on three observations. The first is that old age often brings with it infirmities,
and that an increase in the number of elderly people will therefore automatically lead
to an increase in the number of ill and vulnerable Dutch citizens. The second observation
is that the Dutch population – including the elderly sections of it – regard good health as
a great asset and value it more highly than, for example, a good marriage, a nice family
or a strong faith (SCP 1996). Consequently, (elderly) Dutch citizens do not readily accept
ill-health, and place high demands on the health care system. The third observation is
that the Dutch Constitution stipulates that caring for the health of the population is a task
of the government; this means that the government has to a certain extent undertaken
to meet the high standards set by the ageing population.
It is a fact that many elderly people are confronted with health problems, and that in fact
the majority of elderly people will be affected by these problems at some point.
Nevertheless, this unquestioningly accepted fact needs to be qualified on two points. The
first is that health problems in later life are not determined by fate, which are inevitable
and about which nothing can be done. Second, it is not the case that every health problem
erodes the self-reliance, sense of well being and quality of life of the person affected.
The fact that a majority of Dutch citizens aged 75 and over suffer from one or more
chronic disorders does not mean that that same majority pass their days in dependence
and continual suffering. The way in which these qualifications have been applied in this
chapter is discussed below.
The trend in the health status of the Dutch population depends on many factors and
personal characteristics. In addition to age these include socio-economic status (e.g.
occupation), genetic factors (such as sex and inherited predisposition or sensitivity to
certain illnesses), living situation and lifestyle characteristics (including dietary pattern,
physical exercise, high-risk behaviour and social support from friends and family, etc.),
personality (e.g. feelings of self-worth or competence), and external circumstances
(e.g. climate, accidents, quality of air and drinking water). This list is not exhaustive,
but gives an impression of the multifaceted nature of the issue and of how complex the
mutual inter-relationships can be. It also helps make clear that it is by no means always
age which determines a lower average health status, but that this can be due to the
cumulative effect of many circumstances which are unfavourable for health, and which
manifest themselves in later life. The converse can also apply: a lifetime of favourable
circumstances can also have its effect in old age. The health status of the elderly
population is thus not a changeless given.
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People's health can be defined in many ways. For the purposes of government policy
the definition applied by the World Health Organisation (WHO) is important, in
which health is regarded not only as absence of illness, but also a general feeling of
well-being. One elaboration of this is the 'disablement pathway', a framework (described
by Verbrugge and Jette (1994)) based on the WHO's International Classification of
Impairments, Disabilities and Handicaps (ICIDH). The disablement pathway refers to
the hierarchy of consequences which an illness may have for the sufferer. In line with
usual practice in the literature, the term 'disablement process' is used here; this process
can be represented as follows:
Pathology
➝ impairment ➝ functional limitation ➝ disability
(illness, injury, disease)
(or social disadvantage)
Not everyone who becomes ill is affected by its consequences to the same degree:
younger people in particular may suffer from illnesses or disorders which do not lead to
functional limitations and disabilities. It is known from research the elderly, by contrast,
do often experience functional limitations as a result of illnesses. A characteristic of the
health status of the elderly is that increasing age leads to a gradual increase in chronic
health complaints, ultimately accompanied by long-term functional limitations and the
decline – though not the disappearance – of acute health problems (Deeg et al. 2000;
Verbrugge 1995). Only where such consequences of illness arise, or in the case of lifethreatening illnesses, is the feeling of well-being and social functioning of the sufferer
severely undermined.
Ahead of such assessments, the health status of the elderly and the changes in that status
are described in section 6.2 on the basis of a number of usual indicators. Section 6.3
presents figures on the take-up of medical services. Following these sections with key
figures on health and take-up of provisions, section 6.4 looks at some of the causes of
shifts in the disablement process and at the negative consequences of health problems
for the day to day life of the elderly and their feeling of well-being. The risk factors
raised in earlier sections are then analysed in section 6.5. The chapter concludes with
a summary (§ 6.6).
6.2 Health status

This section describes the health status of the population on the basis of usual indicators
such as perceived health (§ 6.2.1), incidence of mental impairments (§ 6.2.2), presence
of chronic disorders (§ 6.2.3) and/or physical limitations (§ 6.2.4), and the (healthy)
life expectancy (§ 6.2.5). The figures in these sections are taken from cross-sectional
surveys, snapshots taken in different years. Section 6.2.6 then presents figures from
longitudinal research, which reveals changes in health status.
6.2.1 Perceived health
A widely used subjective criterion for measuring health status is the question, 'What do
you think of your health in general?'1This simple measure of health is more significant
than it appears at first sight. The outcome correlates closely with objective measurements
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of health and, even more notably, subjectively perceived ill health has often proved to
be the harbinger of a serious illness which has not yet been diagnosed, particularly in
middle-aged people. For people of great age the response to this question corresponds
less with the objective health status and more with the vitality of the person and his or
her general satisfaction with life. Elderly persons are inclined to assess their health more
positively than would appear to be justified according to an 'objective' criterion such as
medical opinion (Deeg and Hoeymans 1997).
Table 6.1 shows to what extent persons in different age groups assess their health as
moderate or poor.
Table 6.1 Moderate or poor perceived health status of persons living independently, by age category and sex,
1990-1998 (in percentages)a

35-54 years
55-64 years
65-74 years
≥ 75 years
75-84 years
≥ 85 years
(n)
a

1980

all
1991

8
10
13
14

(1,748)

women
1991

1998

1980

6
8
11
13

9
14
14
17
17
18

8
10
14
15

7
8
10
16

1998
10
14
16
20
20
20

(3,646)

(42,314)

(823)

(1,919)

(21,810)

Persons who assess their own health as 'not so good' or 'poor'

Source: Statistics Netherlands (LSS'80; DLO '91; POLS'97-'98); SCP calculation; Timmermans et al. (1996)

At the end of the 1990s there were more people than in previous years who considered
their health status to be moderate or poor, especially among women. It may be that a
difference in the method of data gathering is responsible for this,2 but it may also indicate
higher ambitions by the population with regard to their health (Kronjee refers to this in
Deeg et al. 2000). Comparison with the figures from the 1956 National Longitudinal
Survey of the Elderly confirms this latter suspicion (Pot and Deeg 1997). People in the
older age categories assess their health as poor more often than younger people, but
from the age of 75 onwards there is little further increase in the feeling of being unwell:
slightly less than a fifth of the very old feel not very healthy. The Leiden-85+ study
showed that 75% of the very elderly living at home who were questioned – all aged 85
or more – assess their health as 'good' to 'very good' (Gussekloo et al. 2000).
The figures in table 6.1 relate only to people living at home. Figure 6.1 compares the
perceived health of elderly people living independently and elderly people in institutions.
The information is based on data from the Elderly in Institutions Survey 2000 (see also
chapter 1). Respondents were able to choose from different response categories (see also
note 1), which means that the data cannot readily be compared with those from table 6.1
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Figure 6.1 Moderate or (very) poor perceived health, by residential status and age category, 2000
(in percentages) a
living
independently b

in sheltered
accomodation b

in residential
care home

in
nursing home

60
50
40

65-74 years

30
75-84 years
20
> 85 years
10
all

0
poor moderate
a
b

poor moderate

poor moderate

poor moderate

People who assess their own health as 'moderate’ or as 'poor’ or 'very poor’.
The group 'living independently’ can also include respondents who live in sheltered housing.

Source: SCP (AVO’99; OII2000; OII-wozoco 2000)

Residents of sheltered housing or institutions asses their own health more negatively than
elderly people living independently; this is to be expected because less than optimum
health is the main reason for living in such a facility. These differences disappear for
people aged 85 and over; this group assess their own health as poor or moderate roughly
just as often.
Many elderly people label their health 'moderate'; the opinion 'poor' is given less often.
Their opinions on their own health are evidently adapted to the circumstance of having
less good health and therefore present an overly favourable picture of the health status
of the elderly population. But if that is the case, it can in any event be observed that
health problems do not undermine the feeling of well-being of many elderly people,
including for a fairly large number of elderly people in institutions.
6.2.2 Psychological disorders
The three disorders most commonly affecting the elderly are anxiety, depression and
cognitive disorders. Other psychiatric issues which place heavy demands on psychiatric
health care, such as schizophrenia or personality disorders, are uncommon among older
people, although these illnesses too can arise in later life and separately from other
disorders (Brodaty et al. 1999; Forsell and Henderson 1998).3 However, if the definition
of what is regarded as a disorder is widened, other mental health issues are found to
occur with some frequency among the elderly. One of these is delirium, a disorder of the
consciousness which leads to a number of cognitive problems but whose hallucinatory
aspects are the most striking. It is estimated that between 50,000 and 80,000 elderly
hospital patients experience delirium each year (De Klerk and Timmermans 1999, based
on Lindesay 1997). At least 250,000 persons older than 55 experience loneliness as a
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serious problem (Linneman 1999). Between 40% and 50% of elderly people have
difficulty sleeping; half of these use sleeping agents continuously (Declerck and Verbeek
1999). A phenomenon such as loss which has not been fully dealt with is one of the most
important psychological problems in the third phase of life (Buijssen and Polspoel 1999).
Table 6.2 presents information on the occurrence of three commonly occurring
psychological disorders.
Table 6.2 Prevalence of three psychological disorders among 55-85 year-olds in the Netherlands, by age
category and sex, 1992/93 (in percentages)
age category
55-64 years 65-74 years 75-85 years
anxietya
depressionb
cognitive disorders
a
b

6.9
11.1
3.4

13.9
13.7
6.1

10.4
19.0
19.3

men

total
women

all

7.0
11.2
9.5

13.0
18.3
10.9

10.2
14.9
10.2

In a period of six months
In a period of one week

Source: VU (LASA'92/'93)

The figures in table 6.2 appear to be somewhat dated, but no more recent epidemiological
figures are available. In practice this presents little difficulty; in the first place the
occurrence of psychological disorders in the Netherlands appears to be fairly stable over
time (Kroon 1996; Vendrig et al. 2000), while in the second place the figures correspond
reasonably well with data gathered in other Western countries (Bremmer et al. 1997;
Beekman et al. 1999).
Around 10% of the population aged 55-85 (including residents of residential care homes)
suffer from anxiety, almost 4% from severe anxiety. 10% exhibit cognitive disorders,
1.5% of them severe. The percentage of older people suffering from depression is
estimated at around 15%, of whom 2% suffer from severe depression. The percentages
cannot be added together because both anxiety and cognitive disorders are quite regularly
combined with depression (Christensen et al. 1999; De Beurs et al. 2000). Nevertheless,
it can be concluded that psychological disorders are fairly common in the elderly; the
number of elderly people experiencing a fairly severe disorder within the space of six
months is probably of the order of 100,000.4
Elderly women suffer from the three disorders mentioned more often than elderly men.
The incidence of cognitive disorders and depression increases with age, while anxiety
is most common among 65-74 year-olds. Section 6.3.3 looks in more detail at these
differences on the basis of age and sex.
6.2.3 Chronic illnesses
The older people become, the greater the risk that they will develop chronic illnesses.
The figures in table 6.3 confirm this.
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Table 6.3 Chronic illnesses or disordersa, by age category and sex among people living independently, 1994 and
1997-98 (vertical percentages)
1994
1997-'98
35-54 55-64 65-74 ≥ 75 35-54 55-64 65-74 ≥ 75 75-79 ≥ 80
years years years years years years years years years years
all
no chronic illness
1 chronic illness
≥ 2 chronic illnesses

70
21
9

55
25
20

47
28
25

40
30
30

68
23
9

54
28
18

46
31
23

41
31
28

43
32
25

38
30
32

women
no chronic illness
1 chronic illness
≥ 2 chronic illnesses

68
22
10

52
26
23

43
29
28

34
31
35

63
25
12

49
27
23

42
29
28

37
33
30

39
36
25

34
30
37

(n; all)
a

(2,420) (743) (646) (392) (4,844) (1,534) (1,155) (635) (372) (263)

Has suffered one or more of sixteen severe chronic disorders during the last twelve months, viz. asthma, heart
condition, stroke, disease of the colon, liver disease, diabetes, thyroid condition, back complaint, arthrosis, arthritis,
chronic rheumatism, epilepsy, dizziness, migraine, skin disease, cancer

Source: Statistics Netherlands (GEZ'94; POLS'97-'98) SCP calculation

The figures in table 6.3 reveal two patterns, which are known from the research literature.
First, more women than men suffer from chronic illnesses, in all age categories. Second,
the incidence of chronic illness increases with age (Deeg et al. 1998 and 2000). It is
striking that 30-32% of respondents in the age category 35-54 – persons in the prime
of life – state that they suffer from one or more of the severe chronic disorders listed.
One explanation for this may be that improvements in diagnosis mean that more and
more incidences of illness are being discovered in the population (SCP 1998).
More than half the 'young elderly' (65-74 years) and almost two-thirds of the very
elderly have one or more chronic disorders. Among the over-80s, however, 38% report
that they suffer from none of these illnesses.
No significant differences are found in any of the age groups between the two
measurements years – 1994 and 1997/98 – in the incidence of the sixteen selected
chronic disorders.5
In the Leiden-85+ study, just over half the elderly people surveyed – all living
independently and aged 85 or over – suffered from one or more chronic illness, a
relatively small proportion (Gussekloo et al. 2000). These figures are based on GP
records and are therefore not easily comparable with the data mentioned earlier, which
were based on the opinions of the elderly respondents themselves.6 The figures do
however demonstrate that there is a fairly large category even among the very elderly
who are in relatively good health.
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The figures in table 6.3 relate to elderly people living independently. Table 6.4 presents
a few figures on the whole elderly population, including residents of institutions.

Table 6.4 Chronic illnessesa in the elderly, including residents of institutions, by housing type and age group, 1999
(index, the total per category = 100)
housing type
res. care nursing
independentb sheltered home home
no chronic illness
1 chronic illness
≥ 2 chronic illnesses
a
b

106
100
95

33
95
151

27
73
169

12
73
180

65-74
years
112
105
87

age group
75-84
≥ 85
years years
94
82
111

52
109
133

total
100
100
100

The figures relate to 24 chronic illnesses
The category 'living independently' can also include respondents living in sheltered housing

Source: SCP (AVO'99, OII2000; 0II-wozoco 2000)

Residents of institutional facilities suffer from chronic disorders more often than those
living independently. The high percentage claiming to have more than one disorder is
striking. The percentage of care and nursing home residents with chronic illnesses is
in fact over 90%, and most of these suffer from one or more chronic illness (not shown
in table). Most elderly people suffering from illness live in institutions. These figures
qualify the statements about the relatively good health among (very elderly) people living
independently (Leiden-85+ study); an ever smaller proportion of the elderly population
live in institutions, and a larger proportion with chronic illnesses is therefore to be
expected among those living independently.
Compared with the figures on perceived health, the data on chronic illnesses present a
much less favourable picture of the health of the elderly. This does not however mean
that the illness causes great suffering in all cases; more and more patients live under a
'mild medical regime' which stabilises the illness (SCP 1998). Section 6.3.2 looks at
the consequences of severe chronic illnesses for everyday life.
6.2.4 Physical impairments
Data on suffering from chronic illness say little about the consequences this has for day
to day functioning; physical impairments, by contrast, do. These impairments too are
fairly common among the elderly. Research on this subject refers to the 'geriatric
giants' – the health complaints which have the strongest negative impact on the daily
lives of the elderly (Gussekloo et al. 2000):
- mental function: memory disorders and emotional problems;
- mobility: the person cannot walk outside unaided; cannot climb stairs unaided;
suffers joint and/or muscle pain; uses a walking aid;
- stability and falling: dizziness when standing up; has fallen one or more times;
- vision and hearing: impaired vision, impaired hearing;
- incontinence: urinal incontinence, faecal incontinence.
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Section 6.2.2 has already discussed cognitive disorders and emotional problems.
Table 6.5 presents a few figures on the incidence of physical impairments among the
elderly. The figures confirm the picture from the literature that the elderly suffer motor
limitations relatively most frequently (Deeg et al. 1998; Deeg et al. 2000). This has an
impact on their domestic activities, which demand a high level of motor skill. Hearing
impairments occur at a younger age than vision impairments.

Table 6.5 Elderly living independently who suffer moderate or severe physical impairmentsa, by age category,
1999 (in percentages)
≥ 85 years

≥ 55 years

3
4
14
8
7
11
5

5
7
23
12
14
19
12

8
14
29
16
23
28
13

17
23
47
26
46
54
28

38
35
61
42
73
78
57

10
14
31
17
26
31
17

6

13

18

40

70

22

(ca. 4,250)

(ca. 1,500)

(ca. 1,250)

(ca. 600)

(ca. 100)

(ca. 3,500)

35-54 years 55-64 years 65-74 years 75-84 years
vision
hearing
sitting down and standing up
arm/hand
walking
household activities
personal care
impairments in general
(n)
a

For the definition see De Wit (1997).

Source: SCP (AVO'99)

The incidence of impairments increases markedly with age; half those aged 75-84 suffer
moderate or serious impairments in running their households while this applies for
three-quarters of the over-85s. Personal care skills are retained for longer: table 6.5 shows
that only 13% of the 'younger elderly' and just over half the very elderly suffer moderate
or severe limitations. 20% of the 'younger elderly' and three-quarters of the very elderly
have moderate or severe difficulties with walking. These figures relate to elderly people
living independently.
In the Leiden-85+ study, 97% of the very elderly living independently stated that they
received help with heavy domestic work, such as doing the shopping. Most of this help
was provided by family and neighbours. 70% of the respondents stated that they were
completely independent in their personal care tasks, such as washing, dressing, visiting
the toilet and eating (Gussekloo et al. 2000). The figures show how different the living
situation of elderly people is in the various age categories.
The figures described above relate only to elderly people living independently. Figure 6.2
presents information on the entire elderly population, including residents of institutions.
It also looks at the severity of the impairments.
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Figure 6.2 Physical impairmentsa among the elderly, including residents of institutions, by housing type and
age category, 1999 (vertical percentages)
housing type
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For the definition of the degree of impairment, see De Wit (1997).
The category 'living independently’ can also include respondents living in sheltered housing
This is a weighted average of elderly people living independently and those living in residential care or nursing homes.

Source: SCP (AVO’99); OII2000; OII-wozoco 2000)

Roughly two-thirds of elderly people experience no or only slight physical impairments.
Since slight impairments have little or no impact on functioning (De Klerk and
Timmermans 1999), it may be assumed that the majority of elderly people in the
Netherlands experience no problems in this area. There are however wide differences
between the categories: where more than half those aged between 75 and 84 still
experience mainly slight impairments, among the very elderly the proportion is less
than a quarter. Elderly people living independently experience physical impairments
less often and less severely than their peers in sheltered housing and institutions. This
is to be expected, since the severity of the impairments is an important reason for moving
into one of these facilities. This does not however mean that a majority of elderly people
with severe impairments live in institutions; there are roughly two million over-65s
living independently, of whom – in a rough estimate – 340,000 suffer severe physical
impairments; this compares with around 165,000 residents of institutions.
6.2.5 Life expectancy and life in good health
Calculations of the life expectancy of the population have shown a lengthening trend
in recent decades.7 A more important question than 'How long do we live?' is the more
recent question, 'Are those extra years healthy or unhealthy years?' In addition to life
expectancy as such, the healthy or unhealthy life expectancy has also been calculated
for a number of years now. Table 6.6 shows the most recent figures.
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Table 6.6 Life expectancy, number of years without physical impairments and number of years in perceived good
health, Dutch population, by sex, 1983-1998 (in average number of years)

total life expectancya
at birth
at age 65
expected number of years
without physical impairmentsb
at age 16
at age 65
expected number of years in
perceived good healthb
at birth
at age 65
expected number of years
in good mental healthb
at age 16
at age 65
a
b

1983

1989

men
1997

1998

1983

women
1989
1997

1998

72.9
14.0

73.7
14.3

75.2
14.7

75.2
14.7

79.5
18.6

80.0
18.9

80.6
18.8

80.7
18.8

-

39.8
5.5

38.8
5.0

-

-

37.4
4.2

34.8
4.4

-

58.7
8.4

59.7
8.4

60.5
8.6

-

61.2
9.8

61.3
9.5

60.2
9.2

-

-

52.7
12.3

53.9
13.7

54.4
14.2

-

54.4
14.6

56.1
16.6

56.2
17.1

Use has been made here of the OECD Indicator for physical impairments.
These are subjective opinions about the respondent's own health.

Source:a Statistics Netherlands,b, c, d Perenboom et al. (2001)

According to the most recent data, the life expectancy of men is 75 years, that of women
almost 81 years. Most of these years of life will be spent in perceived good health. The
number of years of life without physical impairments is lower (on average) than the
number of years spent in perceived good health; this is because the physical impairment
is for some time not experienced as ill health.
Men spend an average of 54.8 (16 + 38.8) years without physical impairments and
60.5 years in perceived good health; the figures for women are (on average) 50.8 and
60.2 years, respectively (Perenboom and Van de Water 1997; Perenboom et al. 1997;
Perenboom et al. 2001).8 It is not necessarily the case that ill health or impairments
coincide completely with the final years of life: illnesses and impairments come and go,
and may cause suffering for a shorter or longer period (see also § 6.2.6). It can however
be deduced from the figures that the relationship between the expected healthy years and
years of life at age 65 is a good deal less favourable. Of the almost 19 years of life which
75 year-old women still have to live on average, impairments occur in more than 14 of
them; in men aged 65 this is the case for almost ten of the expected fifteen years of life.9
There is still no explanation in the literature for these striking differences between the
sexes.
Table 6.6 shows the downward trend in life expectancy without impairments for both
men and women between the years 1989 and 1997. Among men there is an increase in
life expectancy in perceived good health, compared with a decrease among women.
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The Public Health Status and Forecast (Volksgezondheid Toekomst Verkenning) observes
that, 'a stable trend in severe and an increasing trend in less severe ill health, with a
simultaneous (slight) increase in the total life expectancy in ill health, is also found in
other developed countries.' (Perenboom et al. 1997; Jacobzone et al. 2000). In other
words, the number of years spent in ill health is increasing, but the severity of the ill
health is decreasing on average.
6.2.6 Changes in health status
It was noted earlier in this chapter that an illness or impairment which is measured at a
particular moment in research can be temporary in nature. Consequently, cross-sectional
studies of this kind say nothing about changes in health status at individual level. The
Longitudinal Aging Study Amsterdam (LASA) has gathered information over a longer
period on the health of 3,000 persons who were aged between 55 and 85 at the first
measurement moment. This makes it possible to track the health history of these
individuals. Table 6.7 shows how many new incidences of illness occurred within a
period of three years among the roughly 3,000 elderly people surveyed.

Table 6.7 New incidences of chronic illnessa between two survey momentsb, by sex and age category
(in percentages)
sex
chronic lung disease
heart disease
peripheral arterial vascular disease
diabetes
stroke
joint disorders
cancer
a
b

men

women

5.1
9.4
4.6
2.1
4.2
12.9
5.0

2.6
5.2
4.0
3.1
3.2
18.3
3.4

age at first survey moment
55-64 years 65-74 years 75-84 years
2.8
5.4
3.6
2.7
1.3
11.8
3.6

3.6
7.0
3.5
1.8
3.5
16.9
4.2

5.1
9.3
5.9
3.3
6.6
18.3
4.9

These (groups of) illnesses have been chosen because they are particularly important for the onset of physical impairments
First in 1992/'93, second in 1995/'96

Source: Deeg et al. (2000: 110)

The incidence of joint disorders increased particularly strongly. The fact that the
incidence of new chronic, degenerative illnesses increases with age is known from the
research literature (Pot and Deeg 1997; Verbrugge and Jette 1994). A few illnesses are
somewhat sex-specific: for example, lung disease and heart disease are more common
among men while joint disorders occur more frequently in women. The incidence of new
illnesses increases rapidly with age: in every elderly age category the number of cases
is higher than in the younger age groups.
In the LASA survey, changes in functional status and physical performance were
measured in elderly people aged 55-85 after a period of three years. The outcome is
shown in table 6.8 (Penninx et al. 2000).
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Table 6.8 Changes in functional statusa and physical performanceb between two survey momentsc
(in percentages)
improvement
deterioration
no change
a

b
c

in functional status

in physical performance

17
37
46

33
49
17

This was measured by asking whether the respondent could perform the following activities unaided: going up and
downstairs; walking outside for five minutes without resting; getting into and out of a chair; getting dressed and undressed;
using own or public transport; and cutting own toenails.
This was measured using a walking test, a chair test (getting in and out of a chair) and a 'jacket test' (putting on and
taking off a jacket).
First in 1992/'93, second in 1995/'96

Source: Penninx et al. (2000)

The health status of a large number of the respondents deteriorated over the three-year
period, particularly as regards physical performance, but also in terms of functional
status. Only a few experienced an improvement in functional status, while a third saw
an improvement in physical performance. The background to 'no change' was mainly
that the respondent experienced no impairment at either measurement moment. Recovery
of functions occurred mainly among the 'younger elderly': 25% of 55-64 year-olds
recovered within three years; the figure for 65-74 year-olds was 14% and for the over75s 7% (Deeg et al. 2000).
A good deal is known from research about the determinants of deterioration in functional
status (such as the main illnesses and their impact). The determinants of an improvement
in functional status have not yet been studied. It is suspected that there are many, and that
they are completely different from the determinants for deterioration (Verbrugge 1995).
6.3 Take-up of medical services

6.3.1 Key figures
It is a known fact that the elderly consume more medical care than younger people;
elderly people have more health problems than younger people and therefore seek
help and advice for those problems.
Figure 6.3 shows the trend in take-up of five (curative) medical services between 1985
and 1998 by persons in different age groups.
The figures confirm that the elderly consume more health care than younger adults.
There is one exception to this: there are no age-related differences in the use of
physiotherapy. This is striking, because elderly people much more often have physical
impairments. It is impossible to tell from the figures whether elderly persons have
different kinds of complaints which are not suitable for physiotherapy, or whether they
are being 'under-treated'.
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Figure 6.3 Take-up of medical provisions by age category, 1985-1997/’98 (in percentages)a
Consulted GP in past two months

Consulted specialist in past two months

70

30
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25
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20

40
%

% 15

30

10

20

5

10
0
1985

1990

1995

1997-98

0
1985

30

25

25

20

20

% 15

% 15

10

10

5

5
1990

1995

1995

1997-98

Received prescribed medicines in last 14 days

Admittes to hospital in last 12 months
30

0
1985

1990

1997-98

0
1985

1990

1995

1997-98

Had physiotherapy in last 12 months
30
25

> 75 years

20

65-74 years

% 15
55-64 years

10
5
0
1985
a

35-54 years
1990

1995

1997-98

Note that the scaling of the figures is different

Source: Statistics Netherlands (GEZ'85-’95; POLS-GEZ'97-’98); SCP calculation

Hospital admissions have declined slightly since 1985 and there has been a marked
increase in the use of physiotherapy; this latter finding applies for all age groups.
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6.3.2 Take-up by specific groups of elderly people
The chief reason for applying for medical care is of course not age, but suffering from an
illness. Figure 6.4 shows the take-up of medical services by people living independently,
but this time separately for people suffering from chronic illnesses, healthy people (no
chronic illness) and the population as a whole, again in various age groups.
The figures show that healthy people10 also need medical care, especially from their
GP. It is notable that the take-up of medical care by healthy people does not increase
with age; the average take-up figures for the population aged 35 and over and for persons
with one chronic illness do not differ greatly. However, the care take-up of persons
with two or more (severe) chronic illnesses is much higher and increases greatly with
age, though stabilises after age 70. The use of physiotherapy is an exception to this,
being lower among the elderly than younger people. This is striking because motor
disorders are particularly prevalent in later life.
It is expected that the increase in life expectancy will be accompanied by increasing
comorbidity, from 4.7% (present day, entire population) to 5.7% in 2015 (Westert et
al. 2001). It was seen earlier that patients suffering from more than one (severe) chronic
illness make more use of medical care than patients with one chronic illness. They
also more often use several kinds of medical service simultaneously. This is shown, for
example, in a study by Westert et al. (2001) into the take-up of (several) medical
provisions in the event of comorbidity in the population aged 16 and over living
independently. This study shows that almost 30% of those suffering from a chronic
illness have received only GP and specialist care, while more than 50% received clinical
or extended care. Patients with two or more chronic illnesses generally received extensive
care packages, combining GP and/or specialist and/or hospital admission (at least two
of these three) or an even more extensive package (at least three of the following forms
of care: GP, home care, physiotherapy, specialist, hospital admission) (Westert et al.
2001). Living with an illness thus has a major impact on the daily life of these patients.
It is notable that 7% of the chronically ill had received no form of care in the years
preceding the interview.
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Figure 6.4 Take-up of medical provisions, by presence of chronic illness and age, 1985-1997/’98 (in percentages)a
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Visited specialist in last two months
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Healthy persons have a medicine use of 0%, because this is part of the definition of 'healthy’.

Source: Statistics Netherlands (GEZ '85-’95; POLS-GEZ '97-’98); SCP calculation
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The figures presented above relate only to people living independently. Figure 6.5
contains information on the take-up of medical care by elderly people, living
independently or in various dependent facilities.
Figure 6.5 Take-up of medical provisions by over-65s, by housing type (in percentages)
80

living
independently

70

sheltered
housing

60
50
%
40

in residential
care home
in somatic
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20
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nursing
home

10
0
GP, last
three months
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last
3 months

physiotherapist,
last
12 months

hospital admission,
last
12 months

Source: SCP (AVO’99; OII2000; OII-wozoco 2000)

In all residential types, GP care is the most commonly used. Medical specialists are
widely consulted by people living independently and in sheltered housing, and less often
by residents of institutions. In nursing homes, some of the care will be provided by
resident GPs. Residents of somatic nursing homes make wide use of all four kinds of
curative care mentioned – a fairly logical finding.
For which illnesses do the elderly receive medical care? Old age in the West is
characterised by the onset of chronic/degenerative illnesses and a reduction in acute
illnesses. The most common severe chronic illnesses and disorders affecting the elderly
in the Netherlands are chronic lung disease, heart disease, peripheral vascular disease,
diabetes, strokes, joint disorders, dementia, depression and impaired hearing and vision
(Deeg et al. 2000).
Meerding and others have attempted to attribute the costs of health care in the
Netherlands – both 'cure' and 'care' – to specific illnesses or groups of illnesses
(Meerding et al. 1998). They calculated and estimated the costs for 34 diagnostic groups
based on the International Classification of Diseases (ICD-9). Table 6.9 shows some of
the results: the costs per age group for 15 important diagnostic categories. The ranking
is determined by the share taken by these illnesses in the total costs of health care in the
Netherlands. This share is further subdivided by age and sex of the patient (the latter not
shown here). The 15 diagnostic categories presented vary slightly for each age group.
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Table 6.9 Fifteen diagnostic categories ranked by their impact on the costs of health care in the Netherlands,
for three age groups, 1994 (in percentages)
45-64 years
diagnostic
category

≥ 85 years

65-84 years
% total
costs

diagnostic
category

% total diagnostic
costs category

% total
costs
22.2
6.6
5.9

learning disability,
Down's syndrome
motor disorder
dental disorder
incompletely described
clinical picture
coronary heart disease

9.4
8.3
6.3

dementia
stroke
motor disorder

9.5 dementia
6.7 stroke
5.8 fall/accident

5.8
5.0

psychological disorder
cancer

4.9
4.6

cancer
incompletely described clinical
picture
coronary heart disease
other cardiovascular disease

depression/anxiety
other cardiovascular disease
digestive disease
neurological disorder

3.4
3.3
2.7
2.7

5.6 motor disorder
incompletely described clinical
4.6 picture
4.0 heart failure
3.9 cancer
other respiratory disorder
2.9 neurological disorder
2.6
2.5 other cardiovascular disease

liverurological gallbladder and
pancreatic disease
high blood pressure
asthma and chronic
obstructive lung disorder
accident
share of age group in
total costs (%)
share of age group in
total population (%)

2.5
2.5

neurological disorder
other psychological disorder
fall/accident
asthma and chronic obstructive
lung disorder
2.5 other psychological disorder
liver, gallbladder and
vision disorder
2.3 pancreatic disease
diabetes
2.2 vision disorder

2.2
2.2

digestive disease
heart failure

2.2 neurological disorder
2.1 other accident

4.3
3.7
2.9
2.1
2.1
2.0
1.7
1.5
1.3
1.2
1.2
1.1

20.7

30.6

11.6

22.5

11.8

1.3

Source: Meerding et al. (1998); SCP calculation

There are wide differences in the take-up of medical care per diagnostic category. Longterm illnesses, which make the patient very care-dependent, such as learning disabilities
and dementia, cost the most. The share of 45-64 year-olds in the population and their
impact on the costs of health care are of the same order: 22.5% and 20%, respectively.
From age 65 the cost proportion climbs steeply. Meerding et al. (1998) observe that this
sharp increase begins at around age 50 and continues uninterrupted until age 95. The
per capita costs of health care in the Netherlands were USD 2,124 in 1994; the figure
for women was USD 2,481 (including costs relating to reproduction) and for men
USD 1,760.
The figures in table 6.9 say little about comorbidity, which is so important in old age.
An attempt was made in the LASA survey to divide the elderly into 'illness profiles',
by clustering illnesses which belong to different diagnostic categories. This takes into
account the most common combinations of illnesses. The health status of the elderly
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could be usefully summarised in the following illness profiles (Deeg et al. 2000):
I CNSLD (chronic non-specific lung disease) and/or cancer, accompanied by physical
impairments and a relatively high risk of depression;
II 'other' chronic illnesses which are not specific to the elderly and in which physical
impairments do not play a significant role (e.g. hypertension or back complaints);
III cognitive disorders, without other illnesses or impairments;
IV severe joint complaints, accompanied by physical impairments and a high risk of
depression and/or cognitive disorders;
V cardiovascular disease and/or diabetes, accompanied by problems with vision;
VI healthy: none of the health problems listed.
Table 6.10 shows how many older people fall into each profile. Profile VI (healthy
elderly people) is not shown in the table.

Table 6.10 Occurrence of elderly people in five illness profiles, by age and sex (in percentages)a
profile I

profile II

profile III

profile IV

profile V

men
65-69 years
70-74 years
75-79 years
80-84 years

29
32
35
38

40
38
36
33

28
34
37
41

17
21
27
32

53
59
66
72

women
65-69 years
70-74 years
75-79 years
80-84 years

31
35
38
42

48
46
43
41

34
37
41
45

29
39
61
78

43
50
57
64

a

A person may be classified in more than one profile, so that the percentages add up to more than 100 (n = 2,141).

Source: Deeg et al. (2000)

With the exception of profile II – complaints not associated with old age – the proportion
of elderly people within an illness profile increases with age, with the correlation being
greatest in profiles IV (joint complaints, physical impairment, psychological disorders)
and V (cardiovascular disease, diabetes, vision problems). Profile V is generally the
most common, with one exception: women aged 75-84 most often fall into profile IV.
People often fit into more than one profile. The LASA survey calculated the remaining
life expectancy for each profile; the figures are shown in table 6.11.
Among healthy elderly people (profile VI) there is virtually no difference between the
life expectancy of men and women. In all other profiles the differences between men
and women are large; this also applies between the individual profiles. People with
profile I (CNSLD and/or cancer) and profile V (cardiovascular disease and/or diabetes)
have a short life expectancy. Women with profile II (other chronic illnesses) and III
(cognitive disorders) generally have a long life expectancy after age 65: 26 and just under
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24 years, respectively. The figures indicate that the longer remaining life expectancy
of women compared with men means a longer life with illness (Deeg et al. 2000).
Table 6.11 Remaining life expectancy for each of the five illness profiles and the healthy profile, by age and sex
(in years)
men
at age 65
at age 80
women
at age 65
at age 80

profile I

profile II

profile III

profile IV

profile V

profile VI

8.5
3.8

20.8
10.8

18.4
8.7

13.9
6.3

8.3
3.8

32.8
18.1

12.3
5.5

26.1
13.4

23.9
12.0

19.1
9.1

12.0
5.4

33.8
19.0

Source: Deeg et al. (2000)

The next question of course relates to the take-up of care by elderly people with these
different profiles. The remaining life expectancy and degree to which the person has
to rely on informal care, medical care in a stricter sense and/or institutional care are
important factors here. Elderly people with dementia (illness profile III) and joint
complaints (profile IV) have a fairly long life expectancy and often require professional
home care and institutional care for a long period. Meerding et al. (1998) also found in
their study that dementia, strokes and joint complaints place the greatest burden on the
costs of the health care system. Elderly people with CNSLD and/or cancer (profile I)
and cardiovascular disease and/or diabetes (profile V) make intensive use of medical
care; however, as these diseases are generally associated with a relatively short life
expectancy, institutional care is often not required.
Summing up, while elderly people in profiles I and V mainly require (short-term but
intensive) medical provision, those with profiles III and IV mainly require (long-term)
care provisions.
6.3.3 Take-up of help with psychological problems
The Report on the Elderly 1998 devoted extensive attention to the take-up of a variety
of provisions by people with different types of psychological disorders. Among other
things it was observed that older people with anxiety and depression make relatively
frequent use of medical services (GP, specialist) and use large amounts of drugs. The
take-up of peripatetic mental health care (Regional Institutes for Mental Welfare,
RIAGG), is however strikingly low, with only a fraction of the target group being
reached. Older people with cognitive disorders present a different picture: their medical
consumption is no higher than average and they have frequent contact with the RIAGG
(especially those with dementia). They also make frequent use of care provisions such
as home care and institutionalised care.
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Comparing the literature used for the Report on the Elderly 1998 with the most recent
literature reveals increasing criticism of the help extended to the elderly with
psychological problems. There are three recurring observations in that criticism. The
first is that the consequences of psychological disorders for daily functioning and the
well-being of elderly people are often so serious that help is urgently needed in these
cases; this was made clear in the previous section. The second observation is that
suffering and the loss of quality of life resulting from common psychological disorders
are unnecessary because these problems are generally easy to treat (Beekman et al. 1998;
De Beurs et al. 1999; Hendriks et al. 1999; Penninx et al. 199a; Geerlings et al. 2000).
Thirdly, many observe that the psychological problems of the elderly are often not
recognised by care workers and that the help which is given often consists only of the
incorrect administering of the wrong drugs (Nisenson et al. 1998; De Beurs et al. 1999;
Beekman et al. 1998; Cuijpers 1999; Draper 1999; Hendriks et al. 1999). Almost a
quarter of elderly people suffering from anxiety, for example, are prescribed
benzodiazepines, and the percentage among elderly people with depression is just as
high (Beekman et al. 1997). Yet it is known that these drugs have very severe side effects,
causing all manner of psychological disorders, leading to dizziness resulting in falls
(Hendriks et al. 1999), while older people also rapidly become dependent on them
(Beekman et al. 1999; Van Balkom et al. 2000). Zitman concluded on the basis of data
such as these that the drugs given to elderly people with psychological disorders in order
to combat those disorders in fact actually caused them. The result is that they are often
prescribed for very long periods because the complaints appear to justify this (Zitman
1999).
Most of the criticism is levelled at GPs. To some extent this is justified because it is
they who have to diagnose the disorder and refer the patient; moreover, it is they who
most often treat the problems with the wrong drugs. On the other hand, GPs appear to
face these problems more or less alone. Although increased attention has been given to
elderly people with depression in the mental health care system in recent years, elderly
people suffering from anxiety disorder are not served by this branch of health care
(De Beurs et al. 1999; Cuijpers 1999).
In short, the care for the elderly with psychological problems is not adequate. In
mitigation, it must be said here that it is not simple to diagnose problems of this kind
(Van Tilburg 1997; Vermeulen et al. 1997). One reason for this is easy to deduce from
what was stated earlier about the cause and effect of psychological disorders: they are
so closely interwoven with somatic health problems in the elderly that it is difficult to
identify the central problem, which may have caused others. A second complicating
factor is that the elderly are much more inclined than the younger generations to translate
their psychological problems into somatic complaints. As they often have observable
somatic health problems, it can be a long time before the psychological complaints are
recognised as such. Finally, both the elderly and their carers are inclined to see health
problems as the unavoidable price for old age; as a result, the possibility of removing
those complaints is ignored.
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Offering therapeutic help to elderly people with psychological problems is thus far
from simple. Nevertheless, much more is possible than is currently happening.
6.4 The 'disablement process': causes and effects

6.4.1 Introduction
Earlier sections looked at the incidence of illnesses and impairments among the elderly.
It was demonstrated that illnesses are more common among the elderly than younger
persons and that they more often lead to impairments. This 'disablement process' is
however not automatic: there are many factors which hinder or promote the onset of
illness and impairments.
Risk factors promote the onset of impairments. These factors, which are already present
before the onset of the impairments, include an environment which is harmful to health
and high-risk behaviour and lifestyle on the part of the persons themselves. Interventions
are activities by persons or organisations intended to prevent or reduce the onset of
impairments as far as possible. Such interventions may be medical therapies,
rehabilitation, aids and home adaptations, or adaptations to the person's own behaviour
and lifestyle.
Little attention is given in the literature to the inhibitors. These are behaviours, activities
and circumstances which can impede interventions. Examples include a lack of
confidence in the therapy by the patient, increased alcohol use by the patient to combat
their own fears, negative attitude and opposition from the community. Figure 6.6 shows
this in diagrammatic form.
Figure 6.6 The disablement process
interventions
by others

illness
(pathology, injury, condition)

disorder

risk factors

impairment

interventions
by individual

inhibitors from
the community

disability
or social disadvantage

inhibitors
from individual

The following sections deal with the risk factors which increase the chance of disorders
and impairments occurring. In a report such as this, such a list of causes and effects
cannot be other than fragmentary and global. Nevertheless, the overview shows a number
of opportunities for possible interventions. Section 6.5 discusses the risk factors more
explicitly. Here, a number of factors are examined in succession: high-risk habits
(§ 6.4.2); the relationship between disorders and impairments (§ 6.4.3); causes and
effects of psychological disorders (§ 6.4.4); and limitations experienced through health
problems § 6.4.5).
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6.4.2 High-risk habits
Attention is given below to the following forms of behaviour which are potentially
harmful to health: use of tobacco; use of alcohol; insufficient exercise and unhealthy
diet, leading to overweight. Table 6.12 presents some figures on this by age category.
Table 6.12 Incidence of behaviour harmful to health among people living independently, by age group, 1997-'98
(in percentages)
55-64 years

65-74 years

≥ 75 years

34
48
37
41
27
25
31
8

28
56
33
38
34
20
40
12

21
60
42
44
45
19
41
12

14
79
60
70
35
10
38
9

(6,000)

(1,900)

(1,500)

(1,000)

34-54 years
smokes tobacco every day
does not play physical sport
does not walk regularly for pleasure
does not cycle regularly for pleasure
drinks alcohol daily
drinks more than 14 units of alcohol per week
is overweighta
is obeseb
(n)
a
b

Quetelet Index 25.0-29.99
Quetelet Index 30.0 or higher

Source: Statistics Netherlands (POLS'97-'98) SCP calculation

A certain high-risk behaviour is characteristic of a certain age category: elderly adults
smoke less often than younger people; the elderly engage in physical sport less often
than younger people; but cycling and walking for pleasure are only given up at great
age (more can be found on this in chapter 7). The elderly drink alcohol more often than
younger people, but the high weekly consumption of alcohol is more characteristic of
younger adults. Overweight is equally common in all age categories.
Risk behaviours are also gender-specific (not shown here): elderly women smoke less
often than elderly men and younger women; they also consume less alcohol than elderly
men and younger women; the oldest women engage in the least exercise, followed by
the oldest men; in the younger age groups there are no differences here between men
and women. The greatest health risk, however, is caused by the coincidence of several
risk behaviours. Figure 6.7 presents a few figures.
A third of people aged 35-75 have a fairly high score – more than eight – for unhealthy
behaviour. The oldest age group achieve a slightly lower score; this is because this
category consists mainly of women who, as stated earlier, smoke less and drink less.
In a cross-sectional survey such as this, however, it is not possible to discover a causal
relationship between health behaviour and illness. Naturally, a cross-sectional survey
such as the Permanent Quality of Life Survey (POLS) also shows that those with the
highest risk score (8-16) more often suffer chronic illness than those with the lowest
score (0-2) – in fact no less than four times as often (not shown here).
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Figure 6.7 Coincidence of a number of behaviours harmful to health among people living independently, by age
category, 1997-’98 (in percentages)a
100
90
80
70
60
% 50
40
30
20
10
0

8-16 points
5-7 points
3-4 points
0-2 points
35-54 years

a

55-64 years

65-74 years

75 years

For smoking, drinking, exercise and weight subjects can achieve a minimum score of 0 (good) and a maximum of 4 (bad).
0 points = no risk behaviour whatsoever on these four factors; 16 points = maximum risk behaviour on these four factors.

Source: Statistics Netherlands (POLS'97-’98); SCP calculation

All this does not mean that a change in lifestyle is no longer worthwhile in later life. The
literature often recommends in particular more physical exercise (see also chapter 7),
a healthier diet and more active help-seeking behaviour.
6.4.3 Disorders and impairments
Chronic illnesses differ somewhat in their effects on physical functioning, among other
things depending on the age of the person. In a summary of American research,
Verbrugge provides an overview of the incidence of physical impairments as a result
of seven severe chronic, fatal and non-fatal disorders (Verbrugge 1995).11 In adults
aged below 65 severe physical impairments are usually the result of fatal illnesses. At
higher ages it is non-fatal disorders which cause most physical impairments, especially
arthritis and vision disorders. Hearing disorders produce the least severe impairments
in all age groups. Non-fatal disorders (the 'non-killers') are the most important health
problems in old age, according to Verbrugge.
Chronic illnesses often lead to moderate or severe impairments in household activities
(50% of cases) and walking (47%). Difficulties with personal care are also fairly
common, though to a lesser extent (29%) (De Klerk and Timmermans 1999: 111).
The Report on the Disabled 2000 described the correlation between twelve severe
chronic illnesses and seven physical impairments, including sensory impairments
(De Klerk 2000).12 Strokes, joint wear, joint inflammation, back complaints/hernia
and cancer had the most far-reaching impact on physical function.
The results of the second measurement in the Longitudinal Aging Study Amsterdam
(LASA) show that joint disorders and strokes are the main causes of physical
impairments; even more than these, however, suffering from more than one chronic
illness has dramatic consequences for a person's physical functioning in daily life
(Deeg et al. 2000). This is also apparent from the figures in table 6.13.
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Table 6.13 Correlation between chronic disorders and moderate or severe physical impairments in over-55s living
independently, 1999 (in percentages)

no chronic disorder or illness
1 chronic disorder or illness
≥ 2 chronic disorders

vision

hearing

2
4
6

10
12
20

impairments affecting
sitting
and
personal
standing
walking
care
10
28
62

7
22
54

3
14
38

household
activities general
11
28
61

5
17
49

Source: SCP (AVO'99)

As regards the physical impairments, the figures confirm the observations in the
literature that old age in Western countries is characterised by the onset of chronic
degenerative illnesses which give rise to physical and psychological impairments in
great old age (Pot and Deeg 1997: 105 ff.).
Risk factors have a major impact on the disablement process, by determining whether
or not physical and psychological limitations arise as a result of impairments. In earlier
Reports it has been demonstrated that the factors chronic illness, great age, female
gender, living alone and low socio-economic status all greatly increase the chance of
the onset of physical limitations. This applies for every factor individually, and to an
even greater extent where they occur in combination (De Klerk and Timmermans 1999).
This picture is found in all international studies on this topic (the major longitudinal
old age studies such as the McArthur Studies of successful ageing; the Alameda county
study; the longitudinal study in New South Wales, Australia; and the LASA in the
Netherlands).13 Great age and suffering from more than one chronic illness dramatically
increase the risk of severe physical limitations. Elderly single women with a low income,
low education and physical impairments are the category of elderly people most in need
of care. This also applies for elderly men with the same characteristics.
Much attention is therefore devoted in policy and research to lifestyle as a key factor
which is open to influence in the short term. Some researchers stress that the influence
of heredity on health declines in old age while the importance of lifestyle factors
increases markedly (Rowe and Kahn 1997, based on the Swedish adoption/twin study
of ageing). In particular, interest is focused on healthy or risky behaviour and the psychosocial characteristics of the elderly.
In the past, the SCP has compiled forecasts of the future number of persons aged 65 and
over who will suffer from physical impairments (Timmermans et al. 1997a). The increase
in the proportion of the very elderly and of single women in the elderly population will
boost this number further. The increase in the education level of the elderly tends to have
a reducing effect, but the combined effect of these factors however produces an increase
in the number of elderly with severe physical impairments. This increase will amount
to around 210,000 persons in the period 1995-2015, equivalent to an annual increase
of 1.1%.
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6.4.4 Psychological disorders
The likelihood of anxiety disorders occurring is greater where there is some vulnerability,
but negative life events also regularly lead to such disorders. Women, people with a low
education level and people with extremely negative war experiences are more vulnerable,
as are neurotics and people with little sense of control over their own lives (Beekman
et al. 2000; De Beurs et al. 2000).
The loss of a partner or child and loss of health are negative life events which lead to
anxiety relatively frequently (Beekman et al. 2000). This does not apply for all cases
of loss of health, because as people grow older their fear of illness and death generally
reduces (De Beurs et al. 2000). But there are disorders for which the opposite applies;
respiratory illnesses in particular are repeatedly cited as causes of anxiety, as are heart
disease, strokes and incontinence. The risk of such a disorder occurring is greatly
increased if elderly people have more than one chronic disorder (Hendriks et al. 1999;
Van Balkom et al. 2000).
What is usually termed in the literature 'major depression' among older people often has
a long pre-history. Vulnerability is the chief explanatory factor for its incidence, but it
also regularly occurs following the death of a partner (Beekman et al. 1997). Milder
forms of depression are usually the result of loss of health, particularly when
accompanied by the onset of physical impairments. Vulnerability also plays a role but,
unlike major depression, this is related not so much to personality but mainly to social
circumstances. For example, the risk of mild depression is higher among elderly people
who have few social contacts, feel unsafe, are dependent on help and – partly through
physical impairments – have the feeling that they are losing control over their own lives
(Knipscheer et al. 2000). A high degree of self-reliance and social support consequently
offer protection against the onset of depression in elderly people with failing health
(Beekman et al. 1997). City-dwellers and women suffer from depression relatively
frequently. The over-representation of women probably has to do with their greater
vulnerability due to their low socio-economic position (Sonneberg et al. 2000).
Interestingly, loss of a partner leads to depression more frequently among men than
among women (Van Grootheest et al. 1999); the much smaller network of elderly men
probably plays a role in this (Thomése 1998). The foregoing implies that by no means
every elderly person exhibiting depressive symptoms actually develops a depressive
disorder (Halloran et al. 1999). On the other hand, milder disorders which are not
properly treated generally disappear for only a short period or become chronic (Geerlings
et al. 2000).
Depression in the elderly is often accompanied by other disorders. Reference was made
earlier to the regular combination of anxiety and depression (Beekman et al. 2000). More
severe depression is regularly combined with a series of other psychological problems
such as psychoses and hallucinations (Brodaty et al. 1997).
As people grow older, most of their cognitive skills diminish. This rarely leads to
problems because the rich experience of elderly people compensates for their reduced
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cognition. These aspects of normal ageing are long-term processes because the cognitive
functioning of elderly people proves to be reasonably stable over a period of three years
(Aartsen and Smits 1998). Among those whose faculties declined were groups who were
vulnerable in other health areas: the very elderly, women, elderly people with a low
socio-economic position and persons experiencing difficulties in performing daily tasks.
As shown earlier in this section, there are also a fair number of psychological problems
which lead to cognitive disorders.
The cognitive disorders with the biggest impact are the various forms of dementia. An
estimated 6.5% of the Dutch population aged over 65 suffer some form of dementia
(Eefsting et al. 1996). This figure is a snapshot; it is estimated that 15% of those reaching
the age of 65 in the countries of the West will develop dementia after that age. At age
85 the figure is 35% (St. George-Hyslop 2000).
Precisely how dementia arises is still a puzzle, though progress has been made in several
areas in recent years. For example, the insight into the biochemical puzzle which appears
to be present in cases of dementia has increased greatly. This has not yet led to
explanations, but has opened up the way for a proliferation of promising explanatory
research (St. George-Hyslop 2000). This has brought to light a differentiation in the
forms of dementia.
In addition, a number of statistical correlations have been demonstrated between
dementia and all manner of other characteristics, creating greater clarity about risk
groups (Skoog 2000). It has been known for some time that the incidence of dementia
increases exponentially with age, and also that this disorder occurs more frequently in
people with a certain aptitude or with certain disorders (Downs Syndrome, Parkinson's
disease) (Boersma and Van Tilburg 1999). More recent is the understanding that memory
complaints reported by the elderly themselves without any measurable loss in their
cognitive capacity, is a relatively strong predictor for Alzheimer's disease (Geerlings
2000). This is even more likely if the person is also suffering from depression, because
symptoms of depression – particularly among the better educated – often prove to be
the first symptoms of Alzheimer's disease (Chen et al. 1999; Boersma and Van Tilburg
1999). A less common form of dementia, Lewy body type dementia, is accompanied
in the early stages by psychological disorders much more than other forms of dementia
(Ballard et al. 1999). Insights of this kind make early detection of dementia possible;
detection has also been improved through the development of diagnostic tools. Early
recognition of dementia is important for several reasons. Some of these will be discussed
later, but one can be mentioned here: treatment with drugs which slow down the
dementia process. At present these new drugs have only a modest delaying effect (Skoog
2000; St George-Hyslop 2000), but these and other drugs still to be developed can only
be used if the dementia manifests itself, and it is therefore important that it is recognised
as early as possible.
Elderly people suffering from anxiety have a relatively high probability of psychological
comorbidity. Not only do they more often suffer from more than one anxiety disorder,
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but such disorders are also often accompanied by depression (Christensen et al. 1999;
Van Balkom et al. 2000). The impact of a single anxiety disorder can however also be
far-reaching; usually impairments arise in everyday, caring and social activities; as a
result, elderly people suffering from anxiety have a much reduced perceived quality of
life (De Beurs et al. 1999). People in this group also regularly develop cognitive disorders
as a result of the anxiety disorder (Paterniti et al. 1999). If other psychological disorders
are also present, the quality of life on the points mentioned earlier is much worse (De
Beurs et al. 1999). It is however striking that mild, single anxiety disorders do not differ
much from severe disorders in their effects; moreover, many of these milder cases
become chronic if not treated (De Beurs et al. 2000).
Depressive disorders also often have very negative effects on the daily life and wellbeing of the elderly. Thus elderly people suffering from depression have a significantly
greater risk of experiencing difficulties with personal care (67% increase) and mobility
(73% higher risk). In fact depression has an even stronger negative impact on these
impairments than somatic chronic disorders (Penninx et al. 1999b). In part this
correlation is explained by the fact that depressed elderly people are less physically
active and have fewer social contacts. Part of the explanation can also be found in the
fact that depression occurs more often in those elderly people who frequently already
have less good health, such as women, lower socio-economic groups and the very elderly.
A third explanatory factor is the chronic illnesses in which depression is either one of
the symptoms (Alzheimer's disease and Parkinson's disease), or the consequence of the
loss of health, e.g. in the case of arthritis and strokes (Penninx et al. 1999b). Even after
correction for these causes, however, a correlation remains between depression and the
onset of physical impairments (Penninx et al. 1999b). The consequences of depression
in fact go much further because this disorder not only leads to deficiencies in many areas
of cognitive function (Halloran et al. 1999; Paterniti et al. 1999), but is also a cause of
early death (Janzing et al. 1999), especially for older men (Penninx et al. 1999b).
70% of elderly people with dementia receive professional help; half live in an institution
and 20% receive care and/or nursing at home. Ultimately 70% of those suffering from
dementia are admitted to a nursing home (Boersma et al. 1997). This illustrates how
much dementia undermines the self-reliance of the patient. The illness is also often
accompanied by all manner of psychological and behavioural disorders. Partly because
of these, relatives caring for someone with dementia face a very heavy burden. This in
turn results in a great deal of psycho-pathology among these helpers, including
depression and anxiety (Boersma and Van Tilburg 1999). This illustrates yet another
reason why it is important to recognise the early stages of dementia as soon as possible:
the need to support informal helpers can then start before the burden of care is felt to
the full. The accompanying psychological problems are generally treatable. The smaller
the loss of cognitive capacity, the better elderly people can be taught to compensate for
that loss as much as possible (Comijs and Jonker 1999).
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6.4.5 Perceived limitations
Limitations experienced by people in their daily lives as a result of health problems are
often the result of physical impairments, though problems relating to stamina and in
particular pain also have a major impact.
Elderly people living in institutions report severe pain more frequently than those living
independently. The very elderly living at home and in institutions differ little in their
experience of pain, however: a relatively large number – one-third – of both groups
experience (very) severe limitations through pain. With advancing age the number of
elderly people living independently who suffer from severe pain increases.
Figure 6.8 gives an impression of the number of elderly people living independently and
in institutions who suffer pain and experience limitations to a greater or lesser extent
as a result.
Figure 6.8 Limitations caused by pain in elderly living independently and in institutions, by age group, 1999
(vertical percentages)
living independently

living in institution

100
90
80
70
60
% 50
40
30
20
10
0

considerable,
(very) great
limitations
through pain
slight
limitations
through
pain
no
limitations
through
pain
65-74 years 75-84 years

85 years

65-74 years 75-84 years

85 years

Source: SCP (AVO’99; OII2000; OII-wozoco 2000)

Table 6.14 summarises the percentages of people in various age groups over time who
have a long-term disorder (not specified here), and the extent to which this gives rise
to (reported) limitations.
Roughly a quarter of the population aged 35 or older feel at least slightly limited by
chronic disorders or disabilities; 10% feel severely limited. Among the elderly these
percentages are generally a good deal higher: a quarter of the oldest age group feel
severely limited in 1999 in their daily lives through health problems.
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Table 6.14 Limitations experienced as a result of chronic illnesses or disabilities, by age group and severity
of the limitation, people living independently, 1983-1999 (in percentages)
1983

slight or severe limitations
1987
1991
1995
1999

1983

severe limitations
1987
1991
1995

1999

35-54 years
55-64 years
65-74 years
≥ 75 years

16
32
36
42

16
31
34
46

18
33
36
46

16
26
33
45

18
29
37
47

5
14
13
18

5
12
12
21

5
12
12
18

5
10
14
23

7
10
11
24

all

25

25

26

23

26

10

9

9

9

10

Source: SCP 9AVO '83-'99)

The differences between the years are not great. There appears to be a trend whereby the
incidence of slight and severe limitations remains the same or declines; the incidence
of severe limitations reduces in the younger age group and increases among the oldest
respondents. This reflects the falling mortality rate – including in the case of chronic
illness – among the elderly in the Netherlands. Internationally there is a trend in
developed countries for severe ill health to remain stable and increase less severely
(Perenboom et al. 1997). The Organisation for Economic Cooperation and Development
(OECD) notes that a clear trend can be identified in the Netherlands in the incidence
of severe physical limitations in recent years (Jacobzone et al. 2000).
Not everyone who experiences limitations is continually hindered by them. This is
illustrated in figure 6.9; around 10-20% of people with an illness or disorder say that
they rarely or never suffer limitations because of it. The same proportion occasionally
experienced limitations. Roughly a quarter of elderly people living at home say they are
continually hindered by their illness. This latter category increases in size with age: from
9% among 35-54 year-olds to 28% for those aged 75 and over. The complaints and
limitations do come and go, but increasingly remain in the oldest age groups.
Figure 6.9 Number of persons living independently who experience limitations due to illness, disorder or disability,
by age group, 1997-’98 (in percentages)
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continual
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55-64 years

65-74 years
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Source: Statistics Netherlands (POLS '97-’98); SCP calculation
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6.4.6 Healthy ageing
The perspective can also be reversed: what would people need to do in order to remain
healthy and not develop any illnesses or impairments? Research on the elderly has
frequently referred in recent years to the notion of 'healthy ageing', and a great deal of
effort has been made to trace and define this healthy group of elderly people. The
Leiden-85+ study cited earlier is one of these (few results of this study have yet been
published).
An attempt is made below to identify a category of healthy persons in the Permanent
Quality of Life Survey 1997-'98. Those assigned to this group describe their own health
as 'good' or 'very good', are not taking prescribed medicines and do not suffer from
chronic illness. The numbers can be seen in figure 6.10.
Figure 6.10 Persons in good health, by age category and sex, in 1997-’98 (in percentages)
70
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%
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men
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0
35-54 years

55-64 years

65-74 years

> 75 years

Source: Statistics Netherlands (POLS’97-’98); SCP calculation

Men are much more often healthy than women, in all age categories, but the differences
diminish with age from 65 onwards. It is striking that no more than 51% of 35-54 yearolds meet the criteria for being healthy. The 15% healthy over-75s can be seen as the
'healthy ageing' category; this category is indeed small.
Who are these people and how do they remain so healthy? This is a cross-sectional
survey, which presents only a snapshot and is thus unable to suggest causal relationships.
Longitudinal studies are better for establishing relationships, though these studies are
often descriptive and have difficulty demonstrating causality. It is above all the psychosocial characteristics of 'perceived competence', 'social contacts' and 'resilience' which
emerge from these studies (Rowe and Kahn 1987; Rowe and Kahn 1997; Deeg et
al. 2000).
'Competence' refers to the ability of the individual to take decisions in respect of the
activities to be performed and the way in which this should be done. Healthy elderly
people have greater competence; elderly people with weak competence are more likely
to develop physical impairments (e.g. Rowe and Kahn 1997; Mendes de Leon et
al. 1996).
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'Social contacts and the social network' refers to the degree to which the individual is
part of a network of relationships, and above all the way in which the network benefits
the individual. The social network is very important for maintaining health and physical
function. There are however conditions: the social relationships must support the
individuals in their competence, rather than working against them; and the support must
be given specifically in those areas of life where the individual needs it. If these
conditions are met, the network supports the individual's health; if they are not met, it
can even lead to the immune system and hormonal balance of the individual being
weakened and cause their health to suffer (Seeman 1996; McAvay et al. 1996; Seeman
and McEwen 1996). The LASA survey shows that elderly people with lower socioeconomic status have a smaller network than those with a higher status, and thus receive
less support. It may be that the quality of this support is insufficient to have a positive
impact on health (Deeg et al. 2000).
'Resilience' refers to an individual's capacity to adapt to changing circumstances.
Successful elderly people use various strategies to maintain their independence, even
when suffering from complaints. Baltes and Baltes refer in this connection to an
adaptation strategy comprising three components: selection of the areas of life in which
the individual is still willing and able to function; optimisation of the choices to ensure
successful implementation; and compensation for lost skills (Baltes and Baltes 1990).
Experiencing physical impairments has a considerable impact on the time use of the
individual concerned. It also has an impact on the setting of priorities: the least
compulsory activities (e.g. hobbies) are the first to be abandoned and the most
compulsory (e.g. personal care) are maintained for longest (Leiden-85+ study; Verbrugge
1995). Success here consists of being able to optimise the choices and compensating
for the losses.
6.5 Risk factors

The foregoing sections have shown that severe health problems have a major negative
impact on the daily life and well-being of the elderly. A series of causes of shifts in the
disablement process have also been charted. As noted earlier in this chapter, these shifts
are not always unavoidable and irreversible. This section summarises these risk factors
once more, in fairly global terms. More detail is not possible within the scope of this
chapter, and moreover some topics are discussed more extensively in later chapters
(such as the relationship between exercise and health in chapter 7 and the provision of
services to the elderly in chapter 8). Table 6.15 summarises the risk factors already
referred to in earlier sections.
The risk factors for the onset of physical impairments or psychological disorders and
impairments can be divided into four groups. The first includes personal and personality
characteristics. Some of these factors are givens (such as sex and age); others are very
difficult to change because they have a long history. Little can be done to change these
factors through the provision of help, except for a heightened alertness to the
development of vulnerability.
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A second group of risk factors consists of shortfalls in sources of help. It is a known
fact that an income which meets the necessary living costs is a condition for good health.
Thanks to the state retirement pension, possibly supplemented by national assistance
benefit, this need is met in the Netherlands. The socio-economic health differences
between different groups of elderly people are consequently the result of differences in
opportunities and risks during the course of their lives which correlate with their socioeconomic position. Earlier in this chapter it was noted that new generations of elderly,
who have known prosperity and are better educated, will probably suffer fewer serious
health problems on average.
Table 6.15 Risk factors for physical impairments and psychological disorders or impairments in the elderly
physical impairments

psychological disorders
and impairments

personal and personality
characteristics

vulnerability
lack of competence/resilience
female
very advanced age

vulnerability
lack of competence/resilience
female
very advanced age
resident of large city

sources of help

low socio-economic status
small social network

low socio-economic status
little social contact
loss of key network members

lifestyle characteristics

high-risk lifestyle
inadequate help-seeking behaviour

living alone
inadequate help-seeking behaviour

health problems

two or more chronic disorders
stroke
dementia
diseases of locomotory apparatus
depression and anxiety disorders

two or more chronic disorders
stroke
dementia
respiratory diseases
other psychological disorders
heart disease
physical impairments

Elderly people with a small social network or little social contact are relatively
vulnerable. They are more often affected by health problems and also have fewer sources
of help to accommodate those problems. Elderly men appear to run an additional risk
here because they generally have a smaller network, which moreover is often acquired
through their female partner. Since single elderly men will form the most rapidly growing
group of elderly people in the coming decades, their relative vulnerability on this point
may deserve more attention.
It is known from the care for chronic psychiatric patients that they can be successfully
helped to develop a new or broader network (Glissenaar and Reijn 1999; Kerseboom
and Geelen 1999). There are now also a number of projects aimed at providing lonely
elderly people with the desired social contact in an adequate way. Restoration of
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social networks and widening of social contacts could make a key contribution to the
health and well-being of elderly people who have become vulnerable because of health
problems. It is sometimes suggested in this context that, by analogy with the 'care plans',
'welfare plans' should be drawn up for very vulnerable elderly individuals with the aim
of providing a cohesive whole of service-provision, social activation and network repair.
Lifestyle characteristics are the third group of risk factors. The opportunities for avoiding
illnesses or, if they do occur, avoiding their negative effects through treatment, are widely
discussed in the Public Health Status and Forecast compiled by the National Institute for
Public Health and the Environment (RIVM). This survey shows that many interventions
are possible and useful, including – or precisely – in later life. It can be deduced from
this that intensification of the health policy for the elderly is desirable, and that it must
be possible to improve further the quality of life of ill elderly people through directed
medical intervention and by influencing lifestyle. For details reference is made to the
various sections of the survey (Gunning-Schepers and Jansen 1997; Maas et al. 1997;
Van der Meer and Schouten 1997; Pot and Deeg 1997). Here, the possibilities for
prevention of the most debilitating disorders in old age – strokes, dementia and disorders
of the locomotory apparatus – are briefly summarised.
A great deal has become known in recent years about preventing strokes; in particular,
high blood pressure has been found to be the most common cause, though diabetes,
cardiovascular disease and lifestyle factors – including in particular alcohol consumption,
smoking, obesity, excessive use of cooking salt and insufficient consumption of fruit
and vegetables – and too little physical activity are also important. Early detection of
high blood pressure (and of diabetes) is important and already receives special attention
from GPs. There are thus many opportunities for preventing strokes. Primary prevention
of Alzheimer's disease is not possible because there is no understanding of the
determinants; this is the case for vascular dementia, for which the risk factors are the
same as for strokes. In both types of dementia secondary prevention, in the form of
treatment of the secondary symptoms – depression, behavioural disorders,
hallucinations – is important and possible.
Primary prevention of joint inflammation and wear is not possible with the present level
of knowledge, because the cause of these disorders is not understood. Even early
detection cannot halt the progression of these disorders, though medication and surgical
treatment, which considerably increase the well-being of the patient, are possible.
Physical inactivity and overweight exacerbate the symptoms.
Health problems make up the fourth group of risk factors. The disorders listed are those
illnesses which have the greatest impact on quality of life. The most debilitating
moreover place a heavy burden on the health care budget. These are two good reasons
for searching for possibilities for combating these illnesses or reducing their negative
impact on daily life. The disorders differ in the degree to which they require fundamental
research or adaptation of the care-provision, but in time it should be possible to make the
elderly of the future healthier than today's elderly, especially in terms of quality of life.
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It is striking that a number of disorders appear in both columns in table 6.15. This
illustrates the interaction between physical disorders, psychological disorders and
physical or psychological impairments. A fifth type of risk factor can be deduced from
this: comorbidity. In fact it is not so much the comorbidity itself as the loss it indicates
which is important. These are thus risk factors of a different order: when a person
experiences great loss, there is a strong chance that this will lead to further loss. These
are elderly persons at the end of the disablement process, who end up in a downward
spiral which ultimately leads to loss of control over their own lives.
6.6 Summary

The majority of elderly people feel healthy, have no severe chronic disorders or have a
disorder which gives them little trouble thanks to medical treatment. A majority also
suffer little or no trouble from physical or psychological impairments. Moreover, illnesses
and impairments are quite often temporary in nature in the elderly. Seen in this way, the
statement which began this chapter, that old age brings with it infirmities, is decidedly
too negative.
However, it also became clear in this chapter that a minority of the elderly in the
Netherlands have to deal with psychological problems, severe chronic disorders and
permanent severe cognitive or physical impairments. There are great differences in this
respect between different categories of elderly people. Elderly women have far more and
far more frequent health problems than elderly men, though in fact these male-female
differences also occur among the younger population. More important is the age-related
difference: a majority of those aged 80 and over have relatively severe health problems;
moreover, a large number of them suffer from several of these problems simultaneously.
Yet there is a large group in this category of the very elderly who remain in reasonable
to good health up to a very great age – and probably until just before death.
The elderly consume more medical care than younger people, but it is mainly ill elderly
people who demand a great deal of care. Moreover, especially where there is
comorbidity, several types of medical service are often consumed simultaneously. Elderly
people suffering from chronic non-specific lung disease (CNSLD) and/or cancer (often
accompanied by physical impairments and depression) and those with cardiovascular
disease and/or diabetes are the biggest users of medical provisions. After the age of 65
dementia and joint disorders are the diagnoses leading to the highest costs, partly because
this clinical picture usually results in long-term care consumption (often within an
institution). GPs are the most frequently consulted care-providers. Their knowledge of
the problems facing the elderly is of crucial importance because, more than in other
phases of life, there is a correlation between different complaints in old age. Preventing
the onset of new complaints and accidents is important.
Health differences between elderly people are determined largely by predisposition, but
behaviour, positive and negative experiences and opportunities in earlier life also play
a part. Nevertheless, many health problems arise due to circumstances which occur in
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later life. Thus a large group of elderly people pursue high-risk habits such as smoking
and excessive eating or alcohol use, while an even larger group take less exercise than
is desirable for their health. A healthy lifestyle has a more favourable impact on health
the earlier it is begun, but even at a greater age healthy living generates health benefits.
Psychological problems affect a fairly large percentage of the elderly. Here again, the
source often lies in the past. Predisposition, a vulnerability acquired in youth, but also
very negative war experiences are partially responsible for psychological problems in
later life. There is another group for whom such problems arise due to loss experienced
in later life: the loss of a partner, loss of their own health or of social contact lead
relatively frequently to depression and anxiety disorders.
Physical impairments arise in later life primarily because of the onset of chronic
disorders. Diseases of the musculo-skeletal apparatus – including rheumatism and
arthrosis – dementia and strokes are the most debilitating illnesses, but the decline in
physical function is greatest where there is comorbidity: having two or more chronic
disorders.
The consequences of psychological disorders are also far-reaching. They often lead to
other psychological problems, to cognitive and physical impairments and greatly
undermine the well-being and social functioning of the individual.
There is a group of elderly people where health problems and resultant social problems
invoke and reinforce each other to such an extent that their health enters a downward
spiral, ultimately leading to loss of independence. This occurs relatively most often
among the oldest age group, and it is therefore no surprise that a relatively large number
of people in this group – a quarter of all persons aged 75 and older – feel severely
hindered in their daily functioning by chronic illnesses or disabilities.
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The response categories differ from study to study. In the LSS and POLS surveys by Statistics
Netherlands the respondent can answer with 'very good', 'good', 'sometimes good sometimes
poor', 'not too good' or 'poor', while in the Elderly in Institutions Survey 2000 and the 1999
Amenities and Services Utilisation Survey, the response categories used are 'very good', 'good',
'moderate', 'poor' or 'very poor'.
The questions in the various surveys do not differ, but the surveys sometimes differ in structure.
Thus the POLS survey makes no use of proxies (people who may answer questions in the place
of the respondent if the latter is not capable of doing so).
In research among elderly visitors to Danish GPs, Forsell and Henderson found that 6.3% of
these patients suffered from paranoid hallucinations; this was particularly common among elderly
people with cognitive disorders (12.1%).
An estimated 30,000 elderly people suffer from severe anxiety without having any other psychological
disorder; the number of elderly people suffering from severe depression is estimated at 50,000. At
least 40,000 elderly people display severe cognitive disorders; some of these will also have other
disorders (De Klerk and Timmermans 1999).
This may also be due to a slightly changed method of questioning in POLS 1997-'98, which could
produce a smaller number of illnesses than the questionnaire in 1994.
Arthrosis, a common complaint among the elderly, was not included in the Leiden-85+ study.
The increase in life expectancy in the Netherlands recently appears to have come to an end or
stagnated (SCP 2000).
It was noted in section 6.2.2 that many elderly people adjust their perception of health to their
circumstances, so that their perception reflects more a general feeling of well-being. However,
there are also impairments which are congenital or acquired later and which do not entail health
complaints, and which are therefore not experienced as ill health.
The measures used in the table for life without impairments deviate from similar measures in the
Report on the Elderly 1998 and in the Public Health Status and Forecast 1997. This means that
the data in this Report cannot be compared with those reports. The new measure differs from the
former criteria in three respects: short-term impairments have been omitted; impairments are
weighted by severity (a severe impairment counts for more years in ill health than a mild impairment);
and the response category 'some difficulty' (= slight impairment) has been included (leading to a
higher number of years with impairments compared with the method used previously).
'Healthy people' are identified as those persons who describe their own health as 'good' or 'very
good', who are not taking any prescribed medicines, and who do not suffer from a chronic illness.
The fatal illnesses were chronic obstructive lung disease, ischaemic heart disease, diabetes and
cancer. The non-fatal illnesses or disorders were hearing impairments, arthritis and vision
impairments.
The twelve (groups of) chronic illnesses were asthma, heart condition/heart attack, stroke,
stomach/intestinal disorders, gall bladder or liver disease, kidney stones or kidney disease, diabetes,
back complaints/hernia, joint wear, joint inflammation, epilepsy and cancer. The seven impairments
were hearing impairments, vision impairments, arm/hand function impairments, difficulties in sitting
and standing up, difficulties in walking, difficulties in personal care tasks and difficulties with
household activities.
See e.g. Guralnik and Kaplan (1999), Seeman et al. (1994), Deeg et al. (2000) and Simons et al.
(2000).
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7 PHYSICAL EXERCISE
Mirjam de Klerk and Anamaria Waarts

7.1 Introduction

It was noted in chapter 6 that health depends on a large number of factors, including a
person's lifestyle. One of the components of this lifestyle is the degree to which people
engage in physical exercise.1 This chapter looks at the extent to which the elderly take
part in sport or physical exercise, and the extent to which there is a correlation between
health and physical exercise.2 In doing so data is drawn from the literature and various
research databases. The Amenities and Services Utilisation Survey carried out by the
Social and Cultural Planning Office (SCP) in 1999 (AVO '99) contains data on various
sports practised by people and on other forms of physical exercise, as well as indicators
for physical health (chronic illnesses, physical impairments). Data on other physical
activities, such as do-it-yourself or gardening, are taken from the Health Survey carried
out by Statistics Netherlands in 1996 (GEZ'96). Data on the mental health of older
people, as well as longitudinal data (data gathered on the same older subjects at the
various points in time) are available from the Longitudinal Aging Study Amsterdam
carried out by Vrije Universiteit Amsterdam (LASA '92/'03 and LASA '95/'96).3
The data presented in this chapter generally relate to elderly people living independently;
only the LASA study includes data on a number of elderly residents of institutions
(mainly care homes).
This chapter is structured as follows. Section 7.2, on the basis of the literature, outlines
the correlation between physical activity and health. Section 7.3 examines the extent to
which the elderly engage in sport or are physically active in some other way, and the
degree to which this has changed in recent years. The correlation between physical
activity and health, as this emerges from Dutch research data, is the focus of section 7.4.
Section 7.5 then examines this correlation more closely, taking into account all manner
of other characteristics of the elderly. The chapter concludes with a summary in
section 7.6.
7.2 Relationship between exercise and health: the literature

It has been pointed out frequently in recent years that physical activity can be of great
importance for health and therefore needs to be encouraged (see e.g. the 2001 policy
agenda of the Dutch Ministry of Health, Welfare and Sport, and TK 1996/1997b). Not
only is physical inactivity claimed to be bad for health, physical activity is also said to
have a positive effect on health by helping prevent the onset of some disorders. In this
section a distinction is drawn between physical health – the absence of physical
impairments, chronic illnesses or risk factors such as a heightened cholesterol level
– and mental health – i.e. the absence of psychological complaints such as depression
or anxiety disorders.4
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A group of research institutes have together established the 'Dutch standard for healthy
exercise' (see Hildebrandt et al. 1999). Standards are drawn up on the basis of literature
studies for the duration and intensity of physical exercise which is said to have a
positive influence on health. For the over-55s the standard is set at a minimum of 30
minutes of moderately intensive physical activity on most – or preferably all – days of
the week. The meaning of 'moderately intensive' is defined separately for each age group:
the older a person is, the lower the intensity level which is referred to as 'moderately
intensive'.5
Physical exercise, which can be carried out during free time, work, study, whilst
travelling to and from work or in the home, not only includes sport, but also other forms
of exercise, such as cycling to the shops, walking or gardening. It is advisable to integrate
the exercise pattern into the daily activities in order to increase the chance that this
pattern will be maintained; this is the conclusion of Baumann (1996) following a
literature study of the effects of exercise on health. For example, elderly people should
cycle or walk at least once a week.
Schuit et al. (1999) conclude on the basis of the MORGEN survey ('Monitoring of risk
factors and health in the Netherlands') that physical activity correlates with a healthier
blood profile, lower body weight and better perceived health.6 People who are very
active derive most benefit from their activities, though this differs little from the benefit
derived by fairly active people. Inactivity is particularly common among the elderly, the
low-educated, widows/widowers, the unemployed and the incapacitated for work, and
correlates with poorer perceived health. Bosscher et al. (1996) found that chronically ill
people engage in physical activity less than those without a chronic illness.
Exercise reduces the risk of a large number of illnesses, including cardiovascular disease,
acute thrombosis, diabetes mellitus type II, osteoporosis and certain forms of cancer,
such as colonic cancer (Huijsman et al. 1996; Schuit 1997; Schuit et al. 1999; Hoeben
1998; van Mechelen 1998; Hildebrandt et al. 1999; Stiggelbout et al. 1998; Pate et al.
1995). This comes about because of an altered blood composition, a reduction in body
fat content and body weight, and lower blood pressure. In addition to a preventive effect
on the onset of illness, exercise has a positive impact on the course of various (chronic)
illnesses.7 For example, existing complaints are less likely to become severe if people
engage in physical exercise (Hildebrandt et al. 1999: 9).
Slight to moderate exercise promotes health in general, but moderate to vigorous exercise
would contribute more to reducing the risk of cardiovascular disease (Mazzeo et al.
1999). If these physical activities are not exaggerated, so that there is no risk of injury,
promoting physical exercise can be seen 'as a relatively cheap, non-medicalising means
of prevention for a number of important diseases' (Hoeben 1998: 25).
Physical exercise can also influence elderly people's self-reliance and mobility, as shown
in various studies (Simonsick et al. 1993; LaCroix et al. 1993; Clark 1996; Visser 2000).
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Elderly people who regularly partake of physical exercise – such as walking, gardening,
sport or household activities – have a lower risk of developing mobility problems in
later years. This also applies for elderly people with a chronic illness.
Physical activity can even lead to a reduction in mortality – including as a result of
cardiovascular disease; intensive sport has the biggest effect here. Embarking on an
exercise regime is not sufficient for this; it is important to continue the regime. Those
who remain active – walking or cycling for 20 minutes three times a week – have a lower
mortality risk than people who become active, become inactive or remain inactive; 23%
of the general mortality can be attributed to failure to maintain an active lifestyle,
according to Bijnen (1997: 92) in a longitudinal study of 65-85 year-old men (the
'Zutphen study'). Finally, regular exercise not only leads to a longer life, but also to a
better quality of life, according to Mazzeo et al. (1999) on the basis of a literature study.
Summarising, the literature shows that the elderly are well-advised to engage in
moderately intensive exercise for a half hour on five to seven days per week. Examples
of activities include swimming, cycling, walking or running, which for preference should
be incorporated in the daily pattern of life. Milder forms of exercise also often have a
positive effect on general health, but to prevent cardiovascular disorders, for example,
more intensive exercise is needed.
Mental health
Chapter 6 refers to the close correlation between physical impairments and psychological
disorders such as depression or anxiety disorders. It would therefore appear reasonable
to assume that preventing physical complaints can in certain cases help prevent
psychological problems. Examples of the effect of exercise on mental health might
include a reduction in anxiety or depression, or improved memory (Van Mechelen 1998;
Hildebrandt et al. 1999).
A study by Schuit involving several groups of 60-80 year-olds8 observed that after six
months' training the symptoms of depression had reduced, but did not differ significantly
from those of a control group. The self-reliance of both intervention groups had however
increased compared with the control group. Schuit concludes that, 'the increase in selfreliance, in combination with the social aspects of group sport, can ultimately lead to
a reduction in the incidence of symptoms of depression among older people' (Schuit
1997:98).
Several authors (Bosscher 1991; Mazzeo et al. 1999) believe that regular physical
exercise correlates with a reduction in depressive disorders. Both cross-sectional and
longitudinal studies indicate that symptoms of depression are related to physical
inactivity; the less exercise people take, the greater their risk of developing depression
(whereby it is not always clear what is the cause and what the effect). Morgan and
Bath (1998), however, point out that the effects of physical exercise are very modest:
'(…) the contribution is, at best, extremely modest.'

PHYSICAL EXERCISE

145

Mazzeo et al. (1999: 132-135) also make mention in their literature study of a correlation
between physical activity and cognitive function, asserting that physical exercise can
delay or prevent a decline in cognitive function. However, this is demonstrated in crosssectional studies, where interpretations of the findings are difficult because cause and
effect cannot be separated. One of the few longitudinal studies to demonstrate a
correlation between cognitive function and exercise is the study by Christensen et al.
(1996). Büchner et al. (1992), however, believes that there is no clear relationship
between cognitive function and physical exercise.
In summary it can be stated that feelings of, say, depression occur more frequently in
people with physical complaints. If their physical health improves through physical
activity, this could also lead to a reduction in their psychological problems. It is however
difficult to demonstrate a direct correlation between psychological problems and
exercise.
7.3 Participation in sport and other forms of physical exercise

7.3.1 Introduction
'Exercise' can be interpreted in several ways. It includes all manner of sporting activities,
but also activities such as cycling, walking or gardening. These latter activities were
cited by Hildebrandt et al. (1999), for example, as suitable activities for older people.
This section first describes to what extent the elderly participate in a range of sporting
activities (§ 7.3.2) and other forms of physical exercise (§ 7.3.3). Attention then turns
to the intensity with which people exercise, in particular the number of hours spent in
sporting or other physical activity (§ 7.3.4). Finally, the extent to which the elderly meet
the 'Dutch standard for healthy exercise' is examined (§ 7.3.5).
7.3.2 Participation in sport
Data are available from several sources on participation in sport by the elderly. The
Amenities and Services Utilisation Survey (AVO), for example, presents respondents
with a large number of sports and asks whether they have practised them during the
year preceding the interview.9 The question relates to genuine physical activities and
not to things such as fishing, doing puzzles, etc. Figure 7.1 shows the participation in
sport in one year by age group and sex.
There is a clear and strong correlation between age and sport: significantly fewer elderly
people participate in sport than younger people. This correlation is the same for men
and women; among 35-64 year-olds, women appear to participate in sport slightly more
often than men, whereas among the over 65s men appear to be active slightly more often.
These differences are not significant, however.
Section 7.5 devotes more attention to the factors correlating with taking part in sport.
It will be seen there that, even where allowance is made for factors such as health, age
still correlates strongly with participation in sport.

146

PHYSICAL EXERCISE

Figure 7.1 Participation in sporting activities in one year by people aged over 35, by age group and sex, 1999
(in percentages)
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Source: SCP (AVO’99)

If we look at individual sports, we see that the correlation outlined above between age
and sport does not apply for all kinds of sport. Table 7.1 shows the participation in a
number of popular sports.10 It can be seen from the table that participation does not
decrease for all sports as age increases. For example, the over-55s practise gymnastics
more often than the younger age group. Walking and cycling are the most popular
activities among 55-64 year-olds; other sports, such as tennis or keep-fit, are more the
province of younger people. These data again support the picture of a boundary at age
75, from which age participation in sport declines steeply.
Table 7.1 Sports practised by many people in one year, by age category, 1999
(as a percentage of the total population)
swimming
cycle touring, cycle racing
keep-fit, aerobics
walking
ball sportsa
jogging
tennis
gymnastics
(n)
a

35-54 years

55-64 years

65-74 years

≥ 75 years

28
18
14
13
11
10
9
3

21
22
7
17
5
4
8
6

18
14
3
12
2
2
4
8

6
5
1
4
1
1
1
6

(4,327)

(1,424)

(1,116)

(759)

Football, indoor football, handball, hockey, volleyball, korfbal, basketball, softball, baseball

Source: SCP (AVO'99)

Sport can be good for health (see also § 7.2), but can also have a social function, since
people often participate in sport with others. It cannot be ascertained from the available
databases to what extent people play sport together; all that can be determined is whether
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someone practises a sport in a club and whether it is a team, duo or solo sport. In general,
solo sports are much more popular than other sports (see also De Haan and Breedveld
2000). This applies particularly for the elderly, only a few of whom participate in team
or duo sports. Elderly people also rarely play sport in a club – though this does not
necessarily mean that they do not engage in physical activity together with others.
Participation in sport has increased considerably in recent decades (De Haan and
Breedveld 2000). Table 7.2 shows to what extent this increase also applies for the elderly.
Table 7.2 Proportion of people participating in sport, by sex and age category, people aged 35 or older,
1983-1999 (in percentages)
35-54
years

men
55-64
years

≥ 65
years

35-54
years

63
63
65
65
65

45
42
42
51
53

29
31
30
32
39

59
61
62
66
66

38
44
47
52
58

index
(1983 = 100) 103

116

134

112

153

1983
1987
1991
1995
1999

women
55-64
≥ 65
years years

35-54
years

all
55-64
years

≥ 65
years

total
≥ 35
years

(n)

22
27
25
28
34

61
62
63
65
65

42
43
45
51
56

25
29
27
30
36

47
49
51
54
56

(7,088)
(7,971)
(6,651)
(7,821)
(7,627)

155

107

133

144

119

Source: SCP (AVO'83-'99)

Participation in sport by all over-35s increased by almost 20% between 1983 and 1999,
as the 'total' column shows: 47% in 1983 compared with 66% in 1999. However, the
biggest increase took place among older people, and especially the over-65s, with more
women in particular taking up sport. In 1999 roughly 44% of the over 55s participated
in sport: approximately 1.5 million persons.
The Longitudinal Aging Study Amsterdam (LASA) put a number of questions to people
aged 55-85 at various moments in time. Among other things the respondents were asked
whether they had participated in sport in the two weeks prior to the survey, and if so
how often and for how many minutes.11 This provides a picture of the extent to which
people continued to play sport, took up a sport or dropped a sport between survey
moment 1 (1992/'93) and moment 2 (1995/'96). Table 7.3 presents the findings.
Table 7.3 Participation in sport at survey moment 1 (1992/'93) and survey moment 2 (1995/'96) by 55-85 year-olds
(vertical and horizontal percentages)
survey moment 2
does not
survey moment 1
survey moment 1
plays sport play sport
died
total
plays sport
does not play sport
total
(n)

47
53
100

52
16

40
67

8
17

(2,919)

(904)

(1,329)

(289)

Source: VU (LASA'92/'93 and '95/'96) SCP calculation
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100
100

At the start of the LASA survey, just under half those aged 55-85 took part in sport. The
fact that this percentage is slightly lower than in table 7.2 has to do with the fact that the
question asked here was different: in this survey the question asked about participation
in sport in the two weeks preceding the survey, whereas before that the question was
about participation in sport during the preceding year.
Of the 55-85 year-olds participating in sport at the start of the LASA survey, slightly
more than half were still active three years later, 40% had stopped and 8% had died. Of
those who initially did not play sport, 16% had taken up a sport, 67% were still not
active and 17% had died. It is clear from this that a large proportion remained active
(32% of those who were still alive after three years) or inactive (35%). There was also
a reasonably large group who had stopped playing sport (24%). This could have to do
with advancing age. The group which had taken up a sport is small (8%). It should be
noted here that these two measurements are snapshots: the respondents were asked only
whether they had participated in sport in the two weeks prior to the survey; whether they
had taken part in sport in the intervening period is not known.
Roughly twice as many people who initially did not participate in sport had died by the
second measurement moment than those who did participate in sport. These data say
nothing about any causal link, however: it may for example be that it is precisely the
older and less healthy people who do not participate in sport, and these have a
significantly higher chance of dying than younger people.
7.3.3 Participation in other forms of physical activity
People can be physically active in other ways than sport, for example walking, cycling
or gardening.12 Table 7.4 shows the extent to which people in different age groups spend
at least one hour per week on such activities.
Table 7.4 Participation in other physical activity than sport (at least one hour per week), by age category, 1996
(in percentages)

walkinga
cyclinga
do-it-yourself
gardening
at least one of these activities
(n)

35-54
years

55-64
years

men
65-74
years

≥ 75
years

35-54
years

women
55-64 65-74
years years

39
46
63
58
79

37
46
63
62
82

35
35
62
60
79

33
26
32
42
62

51
65
37
61
83

50
55
28
59
81

39
32
18
46
70

32
21
9
24
48

(1,273)

(405)

(287)

(152)

(1,221)

(370)

(331)

(294)

≥ 75
years

a This means walking/cycling to and from work, school, shops, clubs

Source: Statistics Netherlands (GEZ'96) SCP calculation
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Here again, the elderly undertake these kinds of activities less often than younger age
groups. As with sporting activities, the over-75s in particular take relatively little exercise.
Participation in physical activities by 55-64 year-olds is virtually the same as that of
younger people, though 55-64 year-old women are less frequently active than younger
women. People aged under 65 cycle more often than they walk, whereas the over-65s
walk more often.
7.3.4 Frequency of physical exercise
There are several ways of looking at how much physical exercise the elderly undertake.
This subsection first looks at the extent to which people are active (in sport) on a weekly
basis, then examines how many hours per week people devote to physical exercise.
Table 7.2 showed that more and more people have taken up sport. However, this says
nothing about the degree to which they participate. For example, the percentage of
people participating in sport who are active each week, or who practise several sports,
declined in the 1990s (De Haan and Breedveld 2000: 43). Table 7.5 shows how often
people participated in sport at the end of the 1990s.
Table 7.5 Degree to which the over-35s participate in sport, by sex and age category, 1999
(in percentages and averages)
35-54
years

men
55-64
years

≥ 65
years

35-54
years

women
55-64
years

≥ 65
years

35-54
years

total
55-64
years

≥ 65
years

65
18

53
13

39
7

66
17

58
13

34
8

65
18

56
13

36
8

23

15

11

22

17

11

23

16

11

29

30

24

29

26

25

29

28

25

39

35

36

36

34

37

37

34

35

all
participation in sport (%)
weekly participation (%)
average number of weeks
per year
participants in sport
weekly participation (%)
average number of weeks
per year
Source: SCP (AVO'99)

The elderly appear to practise sport less intensively than younger people, though this
difference turns out to be attributable solely to the fact that fewer elderly people take
part in sport: looking at participants in sport, the proportion of elderly people practising
sport weekly is hardly any lower than the proportion of 35-54 year-olds. The average
number of weeks also shows no variation between older and younger participants, with
around three times per month being the average in both cases.
The AVO '99 survey sought to ascertain to what extent people participate each week in
a number of (sporting) activities which were assumed to be popular among the elderly.
The data are shown in figure 7.2; cycling and walking may relate to travelling to a shop
or club, for example, or to a cycling or walking outing.
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Figure 7.2 Percentage of the over-35s who are physically active each week, by age category, 1999
(in percentages)
70
60
50
40
%

35-54 years

30

55-64 years

20
65-74 years

10

75 years

0
cycling on
home trainer

gymnastic
exercises

exercise programmes
for the elderly

walking

cycling

Source: SCP (AVO’99)

The sports listed are practised more often by the elderly than younger people, at least
for cycling on a home trainer. The percentage active in gymnastics, walking and cycling
increases with age up to 75 years, following which there is a decline. Roughly one-sixth
of the over-65s and 7% of 55-64 year-olds state that they are active at least weekly in
the special programme 'More Exercise for Older People' (MBvO); this would represent
around 450,000 people.13 It is not known whether there is a greater demand for such a
provision. Research is currently under way to assess the impact of the programme
(Lim 2000).
The high percentage of participants who are active on a weekly basis is fairly
exceptional. Table 7.5 showed that only a limited number of people practise sport weekly;
evidently most of the elderly people who perform gymnastic exercises or cycle on a
home trainer have managed to fit these activities into their weekly routine. There are
in fact virtually no people who practise these sports only occasionally (e.g. monthly);
they are either practised regularly or (virtually) never.
The LASA survey asked how much time the respondents had spent on sport in the
preceding 14 days (including walking and/or cycle trips). The responses are shown in
figure 7.3.
The figure shows several things. First, male participants spend on average more hours per
week on sport than female participants, and these differences increase with age, reaching
around one hour per week (two hours in 14 days) among the over-75s. The average
number of hours devoted to sport shows virtually no difference between 55-64 year-olds
and the over-65s. The over-75s, by contrast, devote less time to sport. If the population
as a whole, including those who do not participate in sport, is considered, 55-74 year-olds
spend an average of two hours per week on sport and the over-75s an average of one
hour.
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Figure 7.3 Average number of hours spent on sport in the 14 days preceding the survey, 1992/’93
(in average number of hours)
10
9
8
7
6
5
4
3
2
1
0

participants only

total population

men
women
total
55-64 years 65-74 years

75 years

55-64 years 65-74 years

75 years

Source: VU (LASA'92/’93); SCP calculation

The LASA survey not only contains data on participation in sport, but also on the time
spent by the respondents in the 14 days preceding the survey in various forms of physical
activity, such as walking or cycling (excluding walking or cycle outings) or gardening.
These data were converted into the number of hours spent in one week on physical
activity (see figure 7.4). For the sake of completeness, the data on participation in sport
(see figure 7.3) have been added.
Figure 7.4 Average number of hours spent on physical activity by 55-85 year-olds, 1992/’93
(in average number of hours per week)
12
10
8
6
4

other
physical activity

2

sport

0
55-64 years

65-74 years

75 years

55 years)

Source: VU (LASA'92/’93); SCP calculation

The over-55s spend an average of nine hours per week on physical activity, roughly
2.5 hours of which is devoted to sport. The age pattern identified earlier is also found
with the other forms of physical exercise: the differences between 55-64 year-olds and
65-74 year-olds are slight, but the over-75s undertake significantly less physical exercise.
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7.3.5 The Dutch standard for healthy exercise
Several researchers (Hildebrandt et al. 1999) have compiled the 'Dutch standard for
healthy exercise' (see also § 7.2). This standard, which was established on the basis of
a literature study, indicates how long and how intensively individuals would have to be
physically active in order to have a positive impact on their health. The over-55s, for
example, would need to spend at least 30 minutes almost every day in moderately
intensive physical activity.
Hildebrandt et al. (1999) have used several methods to ascertain the extent to which the
Dutch standard for healthy exercise is met. For example, the Statistics Netherlands Health
Survey 1996 was used to assess how many hours per week people devote to sport or
sporting activities. The exercise also has to have a certain intensity in order to comply
with the standard. By taking the average level of intensity of an activity and correcting
for body weight, an assessment was made of whether the intensity was sufficient
(Hildebrandt et al. 1999: 31-52). Table 7.6 presents the results. It should be noted here
that some forms of physical exercise, such as household activities, cycling and walking
to the shops or a club, have been left out of consideration. The data thus provide an
indication of the minimum percentage of the population who take sufficient exercise.
The figures are also intended to give an indication of a number of risk groups.
According to these data, around 20% of the Dutch population meet the exercise standard.
The percentage among 65-75 year-olds is actually slightly higher; this is because the
standard for the over-65s is lower than that for younger people, so that exercise of the
same intensity is more likely to meet the standard in the older age group. Moreover,
allowance is made for the effort people have to make in order to perform a certain
activity, and this effort is greater for older people than younger people.14 Even the
over-75s comply with the standard roughly as often as the average population.
A strikingly high percentage of the over-65s are inactive (do not participate in sport or
sporting activity); among the over-75s the figure is as high as 71%. This has to do partly
with the poorer health of elderly people: among those who perceive their own health
as good or very good, the percentage meeting the standard is much higher than among
persons who perceive their health as poor. The latter category also contains a high
percentage of inactive people (people who take no physical exercise at all), as well as
a group suffering from several chronic illnesses. Having a chronic disorder has no
influence here on the degree to which people meet the standard. Sections 7.4 and 7.5
devote more attention to the relationship between health and exercise.
Gender has virtually no influence: men and women in the population as a whole take
roughly the same amount of exercise, as figure 7.1 also showed. Education level
correlates mainly with the degree to which people are inactive (no exercise at all) or
semi-active (some exercise, but insufficient to meet the standard), and is much less
significant for the degree to which people meet the exercise standard.
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There is no clear picture regarding the exact percentage of people who meet the Dutch
standard for healthy exercise. For example Hoeben (1998), on the basis of the same
Health Survey, states that 40% of the Dutch population meet the standard. However,
Hoeben used a different method to determine whether an activity is performed
intensively enough.

Table 7.6 Percentage of the population who are active, less active or inactive according to the Dutch standard for
healthy exercise, on the basis of sporting activities, by background characteristics, 1996/1997
(horizontal percentages)a
meets the standardb

semi-activeb

inactive

20

45

35

15
24
24
21
20
24
31
31
18

54
47
47
47
42
40
29
18
12

31
30
30
32
38
37
40
52
71

22
18

44
46

34
36

16
20
21
22
21

26
42
49
57
63

58
38
31
21
17

25
20
17
14
9

51
48
33
32
20

25
33
50
55
71

21
21
19
17
14

49
45
38
34
23

31
35
42
50
63

c

total

age category
35-39 years
40-44 years
45-49 years
50-54 years
55-59 years
60-64 years
65-69 years
70-74 years
≥ 75 years
sexc
male
female
educationc
primary education
secondary education
senior secondary education
higher professional education
university
subjective healthc
very good
good
reasonable
sometimes good, sometimes poor
poor
chronic disordersc
0
1
2
3
>3
a
b
c

Respondents were asked whether they practise sport or another form of physical exercise. Examples listed were tennis,
handball, gymnastics, keep-fit, skating, swimming, walking or cycling in leisure time, jogging, dancing, gardening.
'Meets the standard' means that people take sufficient exercise to meet the Dutch standard for healthy exercise. 'Semi-active'
means that people participate in sport or sporting activity, but intensively enough to meet the standard.
These data relate to people aged over 16.

Source: Hildebrandt et al. (1999: 49-50)
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Not only can the intensity be a source of discussion, but the definition of physical
exercise can also lead to differing conclusions. For example sections 7.3.2 and 7.3.3
showed that a majority of the elderly walk or cycle weekly, and that this percentage is
much higher than the percentage of participants in sport in the population at large. The
high percentage of inactive people then appears to be an overestimate; it may be that
these people do take exercise – walking or cycling or household work – but that this is
not a sporting activity.
Hildebrandt et al. (1999: 23-29) also carried out a telephone survey of 4,000 Dutch
citizens aged between 16 and 89, asking them how many days they had been sufficiently
active (a minimum of 30 minutes spent on moderately intensive physical exercise which
leads to a noticeable increase in the breathing rate). These may also be activities at work
or household activities. On the basis of this survey, 40% of the population state that they
take sufficient (at least five days per week) physical exercise, while 12% are completely
inactive.
While it is difficult, therefore, to determine the exact percentage of people who meet the
Dutch standard for healthy exercise, it is clear that a large part of the Dutch population
do not meet it. The elderly do not score any lower on this than the rest of the Dutch
population, though people with health problems do fail to meet the standard significantly
more frequently than others. More attention is devoted to the relationship between
physical exercise and health in the next section.
7.4 Correlation between physical exercise and health

This section focuses on the relationship between exercise and health. Indicators for
physical health include the number of chronic illnesses and physical impairments people
suffer (§ 7.4.1). In the area of mental health, the correlation between physical exercise
and depression, anxiety and cognitive disorders is examined (§ 7.4.2). Only bivariate
analyses are presented here; section 7.5 uses a number of multivariate analyses to
investigate the relationship between health and exercise if allowance is made for other
characteristics, such as age or sex.
7.4.1 Physical exercise and physical health
Table 7.7 shows the correlation between physical exercise and the presence or absence
of (combinations of) chronic illnesses and physical impairments. First the group without
chronic illnesses is compared with the group with chronic illnesses; then the group
with chronic illnesses is divided by number of illnesses and the presence or absence
of impairments. A distinction is then made between people with and without slight or
severe physical impairments, regardless of whether or not they also have a chronic
illness.
People with a chronic illness take part in sport less than people without such an illness
(see also Bosscher et al. 1996). This is particularly true for people who have several
illnesses, or who also experience physical impairments. Having physical impairments
appears to show a stronger correlation with participation in sport than the presence of
chronic illness: 27% of those with severe impairments take part in sport, compared
with 64% of people without impairments.
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Table 7.7 Participation in sport and other physical exercise (at least one hour per week), by chronic illnesses
and physical impairments, 1996 or 1999 (in percentages)
selection of people with chronic illness
number of
illnesses

impairments

degree of impairment
moderate/

no illness

all

one

≥ two

without

with

none

slight

severe

sporta

63

51

58

46

63

39

64

50

27

walkingb, c
cyclingb, c
gardeningc
DIY 57

53
60
70
43

46
50
58
48

49
56
62
35

41
41
51
59

50
64
70
33

43
41
50
56

48
58
60
43

48
54
67
23

35
29
38

at least one of these activities

93

84

88

77

91

71

87

85

64

(2,038) (1,573)

(920)

(566)

(605)

(880) (2,361)

(817)

(598)

(n)
b

This means walking/cycling to and from work, school, shops, clubs.

Source: a SCP (AVO '99); c Statistics Netherlands (GEZ '96); SCP calculation

The differences between people with and without health problems are smaller for other
forms of physical exercise, but the pattern is the same: those with (severe) physical
impairments, several illnesses or illnesses accompanied by physical impairments
undertake less physical exercise. This correlation says nothing about a causal link: people
may suffer illnesses because they take little exercise, but it may also be that they take
less exercise because they suffer from illnesses.
Naturally, the differences found here may also be caused by factors other than health. It
was demonstrated earlier, for instance, that older people take part in physical exercise
less frequently and that advanced age is often accompanied by health problems.
Section 7.5 will show that health also correlates with physical exercise if allowance is
made for things such as age differences.
7.4.2 Physical exercise and mental health
The link between sport or other forms of physical exercise and mental health can be
studied using the LASA survey. Table 7.8 shows the average score on the CES-D scale
(an indication of depression disorders) for various groups of subjects.
People who do not participate in sport generally have a higher score on the CES-D scale,
and therefore a greater chance of depression, than people who engage in sport. This
applies for both men and women. These data do not show whether people who are
depressed have little interest in sport or whether people who do not engage in sport
become depressed more rapidly (Bosscher 2000: 209).
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Table 7.8 Average depression score of 55-85 year-olds by engaging/not engaging in sport, age category and sex,
1992//93 (in averages)
do not practice sport

men
practice sport

do not practice sport

women
practice sport

7.4
5.1
5.4
6.0
7.4
8.7

5.7
5.3
4.5
6.1
6.1
7.7

7.4
9.9
11.6
9.8
11.0
11.0

6.6
7.6
6.7
8.7
8.9
9.5

55-59 years
60-64 years
65-69 years
70-74 years
75-79 years
80-84 years
Source: Bosscher (2000: 209)

Table 7.9 presents figures on anxiety, depression and cognitive disorders in relation to
sport and exercise. Exercise here means walking or cycling, for example to a shop.
Table 7.9 Sport and exercise by 55-85 year-olds, by mental health, 1993 (in percentages)
depression
no
yes

anxiety disorders
no
yes

cognitive disorders
no
yes

sport

58

43

54

47

55

37

exercise
walking
cycling

93
85
56

84
75
39

92
85
56

86
79
38

93
85
56

81
74
32

Source: VU (LASA'92/'93); SCP calculation

Elderly people who suffer from psychological disorders engage in sport, walking or
cycling less often than those who do not suffer these disorders. It should however be
repeated here that, though there is a correlation, no conclusions can be drawn on the
basis of these data regarding a causal relationship. It will for example become clear in
section 7.5 that physical health and age also play a role.
Table 7.10 shows the extent to which changes in sporting behaviour correlate with
changes in the presence of psychological disorders.15
The main thing shown by the table is how small the differences are: people who have
more disorders appear to have stopped participating in sport slightly more often, while
those with fewer disorders appear to have taken up sport slightly more often. However,
the differences are so small as to be insignificant, and it can therefore not be
demonstrated that changes in psychological health correlate with changes in sporting
patterns.
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Table 7.10 Changes in participation in sport by 55-85 year-olds, by changes in psychological disorders, between
1992/'93 and 1995/'96 (vertical percentages)

all
participation in sport
unchanged
taken up a sport
dropped sport
(n)

67
8
24
(2,389)

depression
the
fewer same
more
67
11
22

68
8
24

65
9
26

(577) (1,344)

(210)

anxiety disorders
the
fewer same
more
66
11
23

68
8
24

68
7
25

(206) (1,887)

(198)

cognitive disorders
the
fewer same more
73
9
19

67
8
25

68
5
27

(187) (1,912)

(68)

Source: VU (LASA'92/'93 and '95/'96) SCP calculation

7.5 Multivariate analyses

The previous section used bivariate analyses to examine the correlation between, for
example, age or physical health and participation in sport or physical exercise. These
analyses made no allowance for the mutual influence of all manner of other
characteristics; for example, the relationship between age and physical exercise could
perhaps be explained by the fact that older people more often suffer from chronic illness.
This section uses a number of multivariate analyses to investigate which factors correlate
with participation in sport or other physical activity (§ 7.5.1), with physical health
(§ 7.5.2) and with mental health (§ 7.5.3), with a correction being applied for other
factors.
7.5.1 Characteristics which correlate with physical activity
The Amenities and Services Utilisation Survey (AVO) was used as a basis for examining
the influence of various characteristics on participation in sport (see also note 9) and
other physical activities (cycling and/or walking), taking into account the influence of
other characteristics. To this end a selection was made of people aged over 55.16 This
multivariate analysis generates several data, which are presented in table 7.11. 'R'
indicates the relative importance of a characteristic: the higher the value of R, the more
important that characteristic is in determining whether or not someone pursues sport
or other daily physical activity. The table also presents odds ratios; an odds ratio greater
than 1 indicates that people in this category have a greater chance of engaging in sport,
for example, than the control group, which has an odds ratio of 1. A correction is applied
here for other characteristics. An odds ratio of less than 1 for a certain category means
there is less chance that the people in this category will engage in sport.
It was already evident from figure 7.1 that the elderly engage in sport less often than
younger people. This remains the case if allowance is made for other characteristics,
such as health. If a correction is applied for characteristics such as health or education
level, the elderly actually take part in other forms of physical exercise more often than
younger people. Table 7.4 showed that the elderly engage in physical exercise less often
than younger people. However, no correction was applied here for the fact that the elderly
are less healthy: although they walk or cycle less often than younger people, this has
to do not so much with their age as with their health. If allowance is made for this,
they engage more frequently in physical exercise.
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Table 7.11 Participation in sport and other physical activities (walking and cycling) by people aged over 55,
by a number of background characteristics (and corrected for other characteristics), 1999 (in R and odds ratios)a
R
age category
55-64 years
66-74 years
≥ 75 years
sex
male
female
physical impairments
no impairments
slight impairments
moderate/severe impairments
chronic illnesses
no chronic illness
1 chronic illness
≥ 2 chronic illnesses
education level
low
medium
high
income
very low
low
medium
high
a
b

sport
odds ratio

0.13

walking of cyclingb
R
odds ratio
0.06

1
0.73
0.36
0.04

1
1.28
0.78
(0.00)

1
1.27

1
1.15

1
0.84
0.37

1
(1.00)
0.39

0.12

(0.00)

(0.02)
1
(1.15)
(1.11)

0.12

1
(1.00)
(0.79)
0.05

1
1/78
2.27
0.07

1
1.43
1.05
(0.00)

1
1.20
1.23
1.90

1
(1.08)
(0.93)
(1.00)

Where the figures are between brackets, this means that they do not deviate significantly from the control group (p ≥ 0.05).
This relates both to the weekly (minimum 15 minutes) walking and cycling for transport purposes and walking and cycling
excursions. Supplementary analyses of factors related to walking or cycling show the same patterns as those presented here.

Source; SCP (AVO'99)

It was shown earlier, in figure 7.1, that men and women engage in sport with
approximately equal frequency. However, if allowance is made for other factors such
as age and health, more women participate in sport than men. No differences are found
between men and women for the other forms of physical exercise.
The presence or absence of physical impairments correlates closely with whether or not
someone engages in sport or other physical exercise: those with severe impairments
are significantly less likely to engage in sport or physical activity than others. However,
this says nothing about the causality of this relationship: physical impairments may
present an obstacle to engaging in sport, but it may be that sport or physical activity
lead to better health (see also § 7.5.2).
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Whether or not someone suffers from chronic illness bears no relationship to whether
or not they engage in sport, if allowance is made for the severity of their physical
impairments. This means that chronic illnesses, if they do not lead to physical
impairments, need not form an obstacle to engaging in sport. A correlation was seen
earlier, in table 7.7, between having a chronic illness and physical exercise.17 However,
no correction was applied there for the presence of physical impairments and age.
Evidently physical exercise does not correlate so much with having chronic illnesses,
but more with the physical limitations people experience. It should be noted that the
analysis looked only at the number of chronic illnesses people have; there may be a
correlation if individual illnesses (e.g. cardiovascular disease) are examined. However,
the number of respondents does not permit such an analysis.
Education level correlates much more strongly with practising sport than with other
physical exercise: highly educated people engage more in sport than other people. This
corresponds with the data presented by De Haan and Breedveld (2000). Income does
not correlate with physical exercise, but people with a low income do participate less
in sport. It may be that the purchase of certain clothing or equipment is too expensive
for people on a low income; another explanation may be that people on a low income
or with a low education level perform more physically intensive work and thus take part
in sport to a lesser degree.
The correlation between psychological disorders and physical activities can also be
examined using the LASA survey (not shown in any table). Elderly people with
depressive symptoms or disorders or cognitive disorders engage less in sport than other
people. There is no correlation between anxiety disorders and participation in sport.
People with depression also participate in other forms of physical exercise less than
other people.
7.5.2 Characteristics which correlate with physical health
It was noted earlier that the correlation found between physical health and physical
exercise may mean that poor health presents an obstacle to participation in sport or other
physical exercise (table 7.11), but may also indicate that sport leads to an improvement
in health. This section looks at this latter relationship on the basis of the LASA data.18
Table 7.12 shows the extent to which physical impairments or chronic illnesses at survey
moment 2 correlate with participation in sport or other physical activities at moment 1,
if allowance is made for other characteristics at moment 1. The upper part of the table
confirms the correlations found in chapter 6: physical health, both in the form of physical
impairments and chronic illnesses, shows a strong correlation with age and sex, with the
very elderly and women having a greater chance of having poor health than others. These
data also show the strong correlation between physical impairments and chronic illnesses
and between a number of psychological disorders and physical complaints (for this
latter topic see chapter 6).
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Table 7.12 Physical impairments and chronic illnesses at survey moment t2 (1995/'96), by background
characteristics and participation in sport at survey moment t1 (1992/'93), corrected for other characteristics
(in R and odds ratios)a
physical impairments
at t2 ('95/'96)
R
odds ratio
age category
55-64 years
66-74 years
≥ 75 years
sex
male
female
physical impairments
no impairments
slight impairments
severe impairments
chronic illnesses
no chronic illness
1 chronic illness
≥ 2 chronic illnesses
sport
no participation in sport
participates in sport
depression
disorder not present
disorder present
anxiety disorder
disorder not present
disorder present
cognitive disorder
disorder not present
disorder present
a

0.19

chronic illnesses
at t2 ('96/'96)
R
odds ratio
0.04

1
1.56
4.79
0.08

1
1.21
1.57
(0.02)

1
1.78
0.33

1
(0.80)
0.05

1
8.96
62.87
0.08

1
1.51
2.22
0.41

1
1.56
2.25
0.07

1
3.67
35.85
(0.00)

1
0.62
0.02

1
(0.99)
(0.00)

1
1.50
(0.00)

1
(0.88)
0.03

1
(1.01)
(0.01)

1
1.35
(0.00)

1
(1.46)

1
(0.93)

Where the figures are between brackets, this means that they do not deviate significantly from the control group (p ≥ 0.05).

Source: VU (LASA'92/'93 and '95/'96) SCP calculation

People who engage in sport have a lower likelihood of having physical impairments
than people who do not. The presence of chronic illness shows no correlation with
participation in sport if allowance is made for the presence of physical impairments. It
may be that this is because chronic illnesses have been measured too broadly here (the
study looked only at whether someone has at least one illness). Whether there is a
correlation with specific illnesses cannot be investigated because of the small number
of respondents. It should be stressed yet again that the data presented here say nothing
about causality: sport may result in fewer physical impairments, but it is also perfectly
possible that physical health forms an obstacle to participation in physical activities
(see table 7.11).
Whether people have impairments or chronic illnesses at survey moment 2 correlates
very strongly with the presence of impairments or chronic illnesses at moment 1.
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An analysis was carried out to investigate whether physical impairments or chronic
illnesses at moment 1 correlate with participation in sport at moment 1 (not shown in table).
This analysis also showed that participation in sport correlates with physical impairments
but not with chronic illnesses. The extent to which the number of hours spent on sport or
other forms of physical exercise (cycling, walking, gardening) correlates with physical
health was also analysed. This analysis (not shown in table) leads to the same findings
as in table 7.12: the number of hours spent on exercise (sport or otherwise) correlates
with physical impairments, but not with chronic illnesses.
7.5.3 Characteristics which correlate with mental health
The LASA survey contains information on a few psychological disorders at two
moments in time. This makes it possible to examine, for people who do or do not suffer
from depression, anxiety or cognitive disorders – including dementia – at moment 2,
to what extent background characteristics (participating/not participating in sport,
having/not having disorders three years earlier) influences the presence of these disorders.
Table 7.13 shows the results of such a regression analysis, again expressed in R and
odds ratios.
Table 7.13 Depression, anxiety and cognitive disorders at survey moment t2 (1995/'96), by background
characteristics at survey moment t1 (19982/'93), corrected for other characteristics (in R and odds ratios)a
depression
anxiety disorder
cognitive disorder
at t2 (1995/96)
at t2 (1995/'96)
at t2 (1995/'96)
R odds ratio
R odds ratio
R odds ratio
age category
55-64 years
66-74 years
≥ 75 years
sex
male
female
physical impairments
no impairments
slight impairments
severe impairments
chronic illnesses
no chronic illness
1 chronic illness
≥ 2 chronic illnesses
sport
no participation in sport
participates in sport
depression
disorder not present
disorder present
anxiety disorder
disorder not present
disorder present
cognitive disorder
disorder not present
disorder present
a

0.06

0.02
1
(1.18)
1.73

0.07

0.08
1
1.65

0.07

0.00

0.00

0.08

0.00

0.07

0.00

0.00

0.08

0.11

0.00

0.22

1
(0.71)
0.03

1
3.97
0.00

1
(1.24)

1
0.55

1
2.65

1
3.09
0.00

1
(0.77)
(0.72)

1
(0.92)

1
3.74
0.17

1
2.06
2.95

1
(1.19)
1.73

1
(0.90)
0.18

1
(0.87)

1
1.27
(1.11)

1
1.22
1.96
0.00

1
1.96
7.71

1
1.64

1
1.27
2.17

1
1.42
0.29

1
(0.73)

1
11.04

Where the figures are between brackets, this means that they do not deviate significantly from the control group (p ≥ 0.05.

Source: VU (LASA'92/'93 and '95/'96) SCP calculation
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0.26
1
(1.19)
(0.88)
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As discussed extensively in chapter 6, age, sex and physical health all show a (strong)
correlation with the psychological health of the elderly. In this analysis, no clear
correlation could be demonstrated between participation in sport at moment 1 and the
presence of psychological problems three years later at moment 2. Elderly people who
engage in sport appear to have a smaller chance of having psychological disorders, but
only the relationship with cognitive disorders such as dementia is significant.
Psychological disorders show the strongest correlation with the presence of psychological
disorders three years earlier.
Analysis of the number of hours spent on sport or other physical exercise (cycling,
walking, gardening), or of the relationship between sport and psychological disorder
at one measurement moment (not shown in table), again suggests a correlation only
with cognitive disorders.
7.6 Summary

This chapter looks at the extent to which the elderly – people aged over 55 – are
physically active and which factors influence physical activity. The correlation between
exercise and health is also examined.
The elderly engage in sport less than younger people. Nevertheless, almost half (44%)
of the over-55s participate in sport. The percentage of the total population aged over 35
who participate in sport increased between 1983 and 1999 from 47% to 61%, with the
biggest increase among the over-55s. The most popular activities among the elderly are
swimming, cycling, tennis and walking – sports which are also popular among younger
people. Only a small percentage of elderly people take part in team sport or sport through
a club.
Other forms of physical exercise are interpreted in this chapter primarily as walking
and cycling, as well as do-it-yourself and gardening. Here again, participation in these
activities decreases with age. This is related primarily to health: the elderly take less
exercise because they more often have physical impairments than other people.
In addition to the question of whether or not people engage in physical exercise, the
intensity of that exercise is also an important factor determining the impact on health.
Older people are advised to engage in moderately intensive exercise – e.g. swimming,
cycling or walking – for at least half an hour per day on at least five days per week. The
exact percentage who meet this norm is difficult to establish, because a great deal
depends on the type of activities included and the method of determining whether the
intensity is sufficient. Hildebrandt et al. (1999) assert that roughly 20% of the population
participate in sporting activities sufficiently to meet this norm. If other activities (in the
household, at work or walking and cycling) are taken into account, roughly 40% of the
Dutch population meet the standard, according to their own assertions. It is in any event
clear that the majority of the population are not active enough to meet the standard.
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It can be deduced from the literature that there is a correlation between physical health
and sport: exercise reduces the risk of disease and also has a positive impact on the
course of certain illnesses. This study also reveals a relationship between physical health
– in particular the presence of physical impairments – and participation in physical
exercise. It is however unclear whether people are healthier because they engage more
in sport or whether they engage more in sport because they are healthier. A relationship
between exercise and psychological disorders could only be demonstrated in this study
for cognitive disorders; here again, the direction of this correlation is not known.
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Notes

1

2
3
4

5

6

7

8

9

10

11

12
13

14

The terms 'exercise', 'physical exercise' and 'physical activity' are used interchangeably in this
chapter. The terms refer both to sport and to activities such as walking or cycling. Where terms
such as 'participating in sport' are used explicitly, this relates exclusively to sporting activity and
not, for example, walking to a shop, club, etc.
Too much or incorrect physical exercise can also lead to injuries; no attention is devoted to this in
this chapter.
The authors thank Dorly Deeg and Marjolein Visser from LASA for their careful commentary on
an earlier version of this chapter.
Physical health can also be seen as 'physical fitness', i.e. a person's condition (stamina,
suppleness). The correlation between physical exercise and physical fitness is not explicitly
covered in this chapter. For the positive correlation between physical exercise on the one hand
and better stamina, sense of balance, flexibility of joints or reaction time on the other, see e.g.
Van Heuvelen et al. (1999).
For the Dutch standard for health exercise, people were divided into young people (aged under 18),
adults (18-55 years) and the elderly (aged over 55). Young people are advised to engage in
moderately intensive physical activity for one hour per day; for adults and the elderly half an hour
on at least five and preferably all seven days of the week is the standard. The term 'moderately
intensive' is defined for each age group in MET (metabolic equivalent) values, a criterion used to
measure energy consumption (see also Hildebrandt et al. 1999: 33-34).
MORGEN (Monitoring of risk factors and health in the Netherlands) is a study of the health status
of Dutch people and the correlation between lifestyle factors and the onset of chronic disorders.
This study was carried out by the National Institute of Public Health and the Environment (RIVM)
on 4,034 people aged between 20 and 65.
Namely coronary heart disease and diabetes mellitus type II and possibly also CNSLD, osteoporosis,
stroke, (..) rheumatoid arthritis, epilepsy and cystic fibrosis (Mosterd et al. as cited in Hildebrandt
et al. 1999).
One group which cycled on a home trainer for 30 minutes four times per week, one group which
participated in a group aerobics session for 45 minutes three times per week, and one control
group.
The AVO survey asks about the following sports: football, swimming, badminton, sailing/rowing,
canoeing/surfing, jogging, horse riding, tennis, table tennis, indoor football, cycle touring/cycle
racing, athletics, gymnastics, fighting or defensive sport, handball, hockey, walking, volleyball,
korfbal, basketball, skating, car/motorcycle sport, golf, softball/baseball, keep-fit/aerobics, squash,
inline skating and 'other sports'. People in this survey were not explicitly asked to what extent
they participate in activities in the More Exercise for Older People Programme. Respondents were
also asked whether they practised these sports as members of a club, in competition or as training,
for how many weeks per year, for how many hours per week and in what kind of location (e.g.
inside or outside).
The criterion adopted was that a minimum of 5% of the over-35s or 5% of the over-55s had to
practise this sport. The other sports are practised by few (elderly) people, and an analysis by age
is therefore not worthwhile.
Practising sport is interpreted more broadly in this study than in the AVO. In the LASA survey, for
example, fishing, billiards and bowling are also included as sports. These sports in fact form only
a fraction of the total number of sports listed by respondents.
With regard to gardening, it is not known whether people have a garden. Looking after plants on
a balcony, for example, can also be regarded as gardening here.
The Netherlands Institute for Sport and Exercise (NISB) estimates the number of participants in
the More Exercise for Older People Programme at around 300,000 (Deeg et al. 2000: 228).
Elderly people probably apply a broader definition of 'more exercise for older people', with some
interpreting gymnastics via the television, for example, in this way.
This was done by assuming different MET (metabolic equivalent) values for different age groups
(see also note 5).
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15 The average scale values for anxiety, depression and cognitive disorders are taken as a basis
here. Only respondents who showed more than a standard deviation between 1993 and 1996
were included in the analysis.
16 The same analysis was also carried out on the over-35s. This produced exactly the same patterns.
17 Moreover, in table 7.7 a different definition of walking or cycling is used; there the definition related
only to walking or cycling as a means of transport, while in table 7.11 cycling and walking outings
are also included in the definition.
18 Whether or not people experience physical impairments is determined in the LASA survey on the
basis of three items: climbing a staircase with 15 steps without stopping; cutting one's toenails; and
using public transport.
For anxiety the HADS (Hospital Anxiety and Depression Scale) was used (Zigmond and Snaith
1983); a score of more than four on this scale indicates anxiety symptoms/disorder. The
measurement instrument used for depression is the CES-D's scale after Radloff (1977); a score
of 16 or more on this scale indicates symptoms or disorders. The MMSE (Mini-mental Status
Examination) (Folstein et al. 1975) was used to determine cognitive disorders; a score of less
than 24 indicates disorders.
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8 TAKE-UP OF SERVICES AND CARE PROVISIONS
Alice de Boer, Josette Hessing-Wagner, Mirjam de Klerk, Sjoerd Kooiker

8.1 Introduction

Independence has become part of the lifestyle of the new generation of elderly
(Timmermans et al. 1997a). This emphasis on independence is reflected for example in
the preference shown by the elderly for independent rather than institutionalised housing.
Policymakers and care institutions are responding to this trend; whereas care for the
elderly in the 1970s consisted primarily of homes for the elderly and home help
organisations (SCP 1998), today there is a wide range of provisions available for this
age group.
These provisions are aimed at preventing or compensating for limitations. It became
clear in earlier chapters that there are several ways of achieving this.(see also Verbrugge
and Jette 1994) Medical interventions (hospital admission, medicine use) were
discussed in chapter 6; the relationship between housing and health was covered in
chapter 5 (adapted housing, residential setting). This chapter covers provisions in the
fields of welfare, transport and care. Topics covered include activity centres, meal
provisions, senior citizens' advisers, day care facilities, wheelchair provision, transport
provisions, self-regulated help, home care, person-allocated budget, care and nursing
homes offering peripatetic care, care in sheltered housing and other non-independent
housing facilities.
This chapter charts the availability and take-up of various provisions, from 'light' to
'heavy'. The availability and take-up of welfare provisions for the elderly is the subject
of section 8.2. Section 8.3 presents take-up and appreciation figures for a number of
provisions covered by the Services for the Disabled Act (WVG). Section 8.4 focuses
on the take-up of informal care and home care by elderly people living independently
over a period of ten years. Professional, informal and mental health care in institutions
and sheltered housing are the main topics of section 8.5. The chapter concludes with a
summary of the results (§ 8.6).
In addition to literature sources, the following datasets were used: (1) a study by Ipso
Facto of the implementation and effects of the Services for the Disabled Act; (2) the
Amenities and Services Utilisation Surveys (AVO) from 1991, 1995 and 1999, covering
the take-up of informal care and home care; (3) the Elderly in Institutions Surveys for
2000, including residents of forms of sheltered housing (OII 2000 and OII-wozoco
2000). These data sources have facilitated enormous progress in the description of the
take-up of care and other provisions by the elderly. On the one hand this progress is
reflected in the description of a time series of care provisions over ten years, whilst on
the other hand, up-to-date information is available on the care and residential status of
the elderly in independent sheltered housing, as well as older people in care and nursing
homes. Earlier Reports were unable to distinguish between these different forms of
housing.
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8.2 Welfare provisions for the elderly

8.2.1 Introduction
Welfare services for the elderly are designed to enable them to structure their daily lives
as they see fit and prevent those lives being overly drab. Having the feeling of doing
something useful or of belonging can contribute to an improved feeling of well-being
and perhaps also to a better perceived health. This could lead to a lower or different
take-up of care provisions.
The welfare system for the elderly has three core functions (Graveland et al. 1996):
- Social reactivation: encouraging people to take on community tasks, to look after
their own interests and self-organisation.
- Social prevention: preventing social exclusion; promoting opportunities for making
life worthwhile and coping with loss; providing support to help people control their
own lives.
- Individualised support and help: individual support in maintaining or restoring the
balance between the individual and his or her environment.
At present the welfare system for the elderly appears to be focused mainly on prevention,
support and help for vulnerable individuals, entailing not only practical services in the
form of the provision of meals, transport or temporary admission to a care facility, but
also all kinds of education and advice (see also § 8.2.3). Social reactivation appears to
receive less attention. This is however an important side-effect, because the welfare
system for the elderly uses a large number of elderly volunteers. The senior citizens'
unions obviously play an important role in protecting the interests of the elderly;
however, their activities fall outside the scope of this section.
Voices have been raised recently calling for a review of the socio-cultural function of
the welfare system for the elderly, with an increasing focus on social reactivation of the
elderly. The future older generation will after all include an ever larger group of relatively
young and vital individuals, who are able to use their professional expertise or life
experience for the benefit of the community (Houben 2000a and b).
8.2.2 Organisation and funding
Under the Welfare Act, local authorities have been responsible since 1988 for the welfare
policy for the elderly, i.e. for 'activities aimed directly or indirectly at promoting the
social functioning, supporting and promoting or looking after the interests of (…) and
the elderly' (Bulletin of Acts, Orders and Decrees 1994). Decentralisation was seen as a
way of improving the response to local differences and achieving a better match between
supply and demand. Local authorities have also been responsible since 1997 for the
implementation and funding of part of the supporting policy on the elderly. Among other
things this policy is given form in the provision of services by care homes to elderly
people living independently.1
Local authorities do not receive a specific subsidy for welfare and socio-cultural policy
for the elderly; the funding they receive for this policy forms part of the total amount
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they receive from the municipality fund based on an allocation formula established by
the Council on Municipal Finances. They have the freedom to structure the welfare
system for the elderly as they see fit. Virtually all local authorities organise and fund a
range of activities providing welfare and other services to the elderly (meals service,
personal alarm service, day care, etc.). To this end they subsidise municipal and
inter-municipal elderly people's welfare foundations, senior citizens' unions, patient
and volunteer organisations. Those making use of the welfare provisions are expected
to make a contribution to the costs, though this is often reduced for the least well off
(Kwekkeboom 1997). A local authority grant is for example usually available if the costs
of a meal are too much for individual clients.
When the Social and Cultural Planning Office (SCP) suggested in 1997 that there may
be doubts concerning the creation of an effective and cohesive local policy on the elderly
and the disabled (Kwekkeboom 1997), a project was launched on 1 March 1999 under
the terms of the Intergovernmental and Local Policy on the Elderly (IgLO: TK
1999/2000a). In this project delegates from twenty 'pioneer' local authorities spent
two years developing and exchanging ideas, insights and experiences on research,
implementation and problem areas in the field of municipal policy on the elderly. The
working group is not concerned only with vulnerable elderly people, but also with the
growing group of vital and active senior citizens. The key focus is on the role of the
local authority as a stimulator, coordinator and director of local policy on the elderly
(Regouw 1999). A checklist was compiled on the basis of which local authorities can
set out the focus areas in the fields of housing, care and services for the elderly people
(IgLO/VNG 2000; IgLO 2001).
The decentralised nature of the welfare policy means it is difficult to obtain a picture
of the availability and take-up of welfare provisions for the elderly. The organisation,
content and funding of provisions which could be labelled 'welfare provisions' vary from
one municipality to the next and are not mutually comparable. Various attempts to
obtain clarity in this area have so far failed because of differences in definition and
interpretation by the respondents in the surveys.2 National data on the exact supply3
and take-up, as well as data on costs and effects, are consequently not available.
More and more people are calling for services and welfare ('the third domain') to be
given a more prominent position in the policy alongside care and housing provisions.
Greater clarity on the functions, take-up and effects of welfare provisions for the elderly
would appear to be a condition for this. Another key factor is a more professional
approach by the welfare system itself (Graveland et al. 1996: 193) and a better
infrastructure for welfare information.
8.2.3 Availability of welfare provisions
It is however known that Dutch municipalities offer a wide diversity of provisions and
activities in the field of welfare for the elderly. These are often organised by special
welfare foundations for the elderly (SWOs) and/or residential facilities; there are more
than 500 SWOs in the Netherlands (Adresgids Ouderenzorg 2000). These foundations
function autonomously and therefore have a degree of freedom in determining which
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activities they offer. A large part of the activities are carried out by volunteers, who
therefore play a key role in these foundations. These volunteers, themselves often aged
over 55 (and therefore part of the target group of the policy on the elderly), are employed
in areas such as transport, meal provision and recreation, as hosts in service centres or
open meals centres or in providing help with day care. Table 8.1 presents a picture of
what the welfare system for the elderly has to offer.
Table 8.1 Overview of activities in the field of welfare work for the elderly
category

activity

practical services

meals on wheels, meals at a central point, alarm service, transport, shopping service,
odd-jobs service, telephone circles
More Exercise for Older People (MBvO) programme, hobby and game meetings,
choir, (folk) dancing, museum visits, walking outings, excursions
computer courses, language courses, study groups, memory training
senior citizens' adviser, home visits, consultation, referrals
day care, lodgings provision, holiday respite care, living room projects

meeting, recreation, culture
training and education
information and advice
reception

Source: VOG, Statistics Netherlands, various municipalities (supplementary data)

Virtually all municipalities have a meals service, personal alarm systems and reception
schemes. Often the SWOs cooperate with residential institutions, with registration and
distribution being taken care of by the local SWO, for example, while meal preparation,
meals provision and the central alarm centre being provided through local care homes.
Most local authorities also have a wide range of provisions for the elderly in areas
such as befriending, recreation, culture, training and education. This may consist of
computer and handicraft courses, bridge and games groups, supervised museum visits,
woodland walks or shopping expeditions.
A relatively new element in the category 'information and advice' is the offering of the
services of a senior citizens' adviser. In many municipalities the adviser seeks to identify
the demand on the part of the elderly by means of home visits and surgeries, and to
provide advice, information and mediation services in bringing together the demand
for help and the supply. The adviser may be employed by a welfare organisation for
the elderly, a broad-based welfare organisation or a local authority, but often the work
is done by volunteers. For professional advisers, a common ratio is one post for every
2,000 people aged over 65. The name of the post varies (senior citizens' adviser, senior
citizens' consultant, care mediator, etc.4), as does the interpretation of the job content;
in the 'narrow' variant the adviser is restricted to providing advice, information and
referrals, whilst advisers with a 'broad' remit also undertake tasks such as organising,
providing support, coordinating and monitoring care (Lammersen and Keijsers 1999).
Day care and related provisions are generally the responsibility of residential institutions
(see also table 8.2 for an overview of the actual take-up of these provisions). Sometimes
welfare organisations and/or home care organisations play a mediating role. There is
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also regular cooperation between volunteers and welfare organisations, particularly in
the areas of meals provision, personal alarm services and day care. Care, service and
welfare products are not only offered to residents of the institution concerned and
associated sheltered homes, but increasingly also to elderly people living independently
in the vicinity.
An increasing number of outreach services are also being provided by nursing homes,
such as a consultation function by resident doctors or ergotherapists, or supplementary
care in residential care homes. The precise nature of the care offered by nursing homes
to elderly people living independently, and the take-up of those services, is not known.
What is known is that there are approximately 4,500 day treatment places (Lower House
2000/2001a: 152). In 1998 roughly 8,000 people aged 65 or over made use of these
facilities.
Research at nursing and care homes shows that almost half the institutions surveyed
offer 'care packages' or 'care subscriptions' (Fabbricotti 1999).5 The composition and
price of these packages varies widely, but as a minimum they generally include a
provision for personal alarm services and recreational support. The doubts which
politicians and senior citizens' unions had about these care packages (Lower House
1999/2000b) related to fears about double insurance cover and the creation of a two-tier
care system (Fabbricotti 1999). Their protests did not lead to a decline in the availability
of these packages.
8.2.4 Take-up of welfare provisions
A great deal is happening in the various municipalities in the field of welfare provisions
for the elderly, but the availability and take-up of these provisions are not recorded in
a comparable way. At national level data are only available on the take-up of outreach
services provided by care homes. These services can be characterised as belonging to
the welfare domain. Table 8.2 provides an overview.
Table 8.2 Supply and take-up of outreach services by residential care homes, 1990-1998
residential care homes with some
form of service provison (in %)
1990
1995
1998
connection of homes
to alarm system
meals provision
short-term admission
day care/reception
night care/reception
total number of res. care
homesa/users
a

take-up of these services (in numbers
of persons and percentage of over-65s)
1990
1995
1998

58
81
76
36
18

66
75
87
53
18

70
73
88
47
12

52,581
36,545
13,990
11,756
526

1,575

1,425

1,380

115,398

(2.7)
(1.9)
(0.7)
(0.6)
(0.02)

59,389
48,432
20,869
15,930
553

(6.1) 145,173

(3.0)
(2.4)
(1.0)
(0.8)
(0.03)

66,089
54,621
26,572
17,415
1,702

(3.1)
(2.6)
(1.3)
(0.8)
(0.1)

(7.2) 166,399

(7.9)

Includes homes not offering outreach services.

Source: Statistics Netherlands (1996c, 2000c)
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Table 8.2 shows an increase in take-up of the various provisions. Nevertheless, only a
limited percentage of the over-65s made use of these provisions in 1998.
To give an impression of the take-up of other welfare provisions at municipal level,
SCP approached a number of IgLO municipalities by telephone with a request for
information. Again, the material was so varied that no conclusions could be drawn on
the supply and take-up of welfare provisions for the elderly, although the impression
seems justified that the take-up of most provisions is not large. It did however become
apparent that great importance is attached in all municipalities approached to activities
in the field of welfare services for the elderly, and that the range of provisions offered
is generally varied (see also table 8.1).
Most municipalities have a meals provision service. A national survey shows that
around 6% of the over-65s make use of such a service (Timmermans et al. 1997a);6
most of these are aged 75 or over. Most municipalities subsidise this provision as a
form of supporting policy on the elderly. The wide range of ready-to-serve meals in
supermarkets and other shops today, and the increasing opportunities for home care,
may be contributory factors in the relatively low number of people using the municipal
meals services.
A survey of elderly people in the west of the province of Brabant asked which provisions
they needed most. Those who were already using a welfare provision reported mainly
that they would like to make more frequent use of courses, home visits by volunteers,
recreational activities and memory training (Van Tits et al. 2000). Those who did not
make use of these provisions were most interested in memory training, an odd-jobs
service and home visits by volunteers. A survey by ANBO (League for 50+) of people
aged over 50 showed that the meals service, odd-jobs service in and around the home
and transport service were seen as the most indispensable provisions for independent
living. These services are also used relatively often (ANBO 2001).
It seems reasonable to assume that the market for practical services in the home and
temporary respite care will only increase in the future. A survey of residential care
homes shows that most of them are assuming an increase in demand for all forms of
external service-provision (Wever and Coolen 2000a). Future older generations will
have become accustomed to using all manner of services in the home and, where they
are able, will be prepared to pay for them. It also seems likely that informal carers in
the future will be more assertive and will make more use of provisions which provide
them with temporary respite.
8.2.5 Effects of welfare provisions
In general, little research has been carried out into the effects of the welfare provisions
for the elderly.7 It is not known, for example, whether the take-up of welfare provisions
leads to a lower or greater take-up of other (e.g. medical) provisions. The small amount
of research which has been carried out appears to suggest that welfare provisions are
subjectively indispensable for a small group of elderly people in making their lives
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more pleasant and enabling them to live independently. In particular the meals service,
personal alarm service and availability of temporary respite care are seen as
indispensable both by the elderly people questioned and by their carers, in enabling less
self-reliant elderly people to continue living independently. For more self-reliant elderly
people, socio-cultural provisions, exercise activities, information and education are also
considered important (Reijneveld et al. 1998; ANBO 2001).
A recent international literature study suggested that home visits by senior citizens'
advisers had a disappointing effect on the health and physical and mental functioning
of the elderly (Van Haastregt et al. 2000). Despite the fact that the positive effects could
not be objectively observed, however, 96% of the clients in the Netherlands stated that
they found the visits valuable. The researchers conclude that home visits by senior
citizens' advisers are definitely worthwhile from the perspective of offering practical
and emotional support; however, given the high costs of professional advisers, they
suggest using properly trained volunteers for this (Van Haastregt et al. 2000). A study
is currently under way into the functioning of senior citizens' advisers as part of the
Senior Citizens' Advisers Incentive programme.8
Provisions for temporary admission, day admission and day care – all forms of respite
care – are not only important for the welfare of the elderly themselves, but also
contribute to relieving the burden on the informal care network and to enabling informal
helpers to continue carrying out their heavy task for longer (Duijnstee et al. 1994).
Recent research into the effects is not known.
8.3 Provisions under the Services for the Disabled Act (WVG)

The Services for the Disabled Act (WVG) came into force on 1 April 1994, giving local
authorities responsibility for the delivery of housing provision, transport services and
wheelchairs. Chapter 4 looked at housing provisions delivered under the WVG; this
section focuses on the take-up of transport provisions and wheelchairs (§ 8.3.1). It also
looks at the experiences of (elderly) clients with the WVG (§ 8.3.2).
The data used were supplied by Ipso Facto, one of the bureaus which conducted research
into the implementation and effects of the WVG.9 They consist of both registration data
gathered by local authorities and data from a survey of a sample of applicants for
provisions under the Act, in order to ascertain their experiences with the WVG (n = 785),
and also of 'WVG-clients' using a collective transport provision (n = 319). Since the
focus is explicitly on the experiences of the WVG-applicants with the Act (and its
provisions), the term 'WVG-clients' will be used here rather than 'WVG-applicants'.
8.3.1 Take-up of WVG-provisions
Table 8.3 shows the number of WVG-provisions delivered in a given year for the period
1994-1999. These data relate to all clients, i.e. including people younger than 55.10
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Table 8.3 Number of newly allocated transport provisions and wheelchairs under the Services for the Disabled Act
(WVG), 1994-1999 (in absolute numbers and percentages)
1994
motorised scooters
other provisions in kind
financial grants
collective transport
total
wheelchairs
sports wheelchairs
total
a

increase
1999 1995-1998 in %

1995

1996

1997

1998

9,000
3,900
147,800 40,200
74,800 56,800
228,800 111,900

13,100
7,400
62,100
69,800
152,400

15,900
7,100
58,300
69,800
151,100

18,300
9,500
63,300
67,600
158,600

17,600
8,700
52,200
57,500
135,900

95.6
123.6
29.6
–2.2
21.4

38,900
500
39,500

39,100
600
39,700

41,800
700
42,500

46,300
1,000
47,200

58.0
66.7
58.4

6,200a
a

15,900
200
16,100

29,300
600
29,800

In 1994 no distinction was drawn between motorised scooters and other provisions in kind.

Source: Ipso Facto and SGBO (2001)

The Services for the Disabled Act (WVG) was introduced in 1994. In that year many
new clients were added who had previously been served by the General Invalidity
Benefits Act (AAW). Between 1995 and 1998 the number of WVG-provisions allocated
for transport services grew considerably. It seems reasonable to assume that more and
more people discovered the provisions available under the Act, but concrete data on
changes in familiarity with the Act are not available (more on this can be found at the
end of this subsection). The strongest growth took place in provisions in kind, including
motorised scooters. Between 1998 and 1999 the growth in the number of WVGapplicants for transport facilities declined, as the number of applicants stabilised (Ipso
Facto and SGBO 2001). This did not apply for allocations of wheelchairs, which
continue to increase.
Since 1995 the percentage of elderly people receiving a WVG-provision has remained
reasonably stable, with roughly two-thirds of the individual transport facilities and
wheelchairs being allocated to people aged over 65. The over-65s account for
approximately 75% of newly allocated entitlements to collective transport (Ipso Facto
and SGBO 2001); the elderly thus form an important target group of the Services for
the Disabled Act.
Reference was made earlier to the number of newly allocated provisions in one year.
The number of people with a WVG-provision is of course higher, because many of them
continue to use the provision for an extended period. Thus there were around 600,000
transport facilities in issue at the end of 1999 (of which almost 300,000 were collective
transport provisions). This is more than twice as many as in 1995, when the figure was
just over 300,000 (of which 125,000 were for collective transport). The number of
wheelchairs in issue rose from 40,000 in 1995 to 120,000 in 1999 (Ipso Facto and
SGBO 2001). These figures also point to an enormous increase in the take-up of the
WVG. One person may receive several WVG-provisions, and the number of WVG-clients
is therefore smaller than the number of provisions in issue. The exact number of clients
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is not known, but it is known that more than 575,000 people had an ongoing WVGprovision at the end of 1999 (often a transport provision) and that almost 120,000 people
received a one-off provision (such as a home adaptation or sports wheelchair). Roughly
two-thirds of the clients are aged 65 or over (Ipso Facto and SGBO 2001).
Just as important as the take-up of the WVG is the non-take-up. To determine this it
would be necessary to find out how many people who have a right to a WVG-provision
actually enforce that right. However, these persons cannot be identified in a survey. The
AVO did ask people whether they themselves considered that they needed a provision
in the year preceding the survey, or whether they had submitted an application under
the WVG, and if not, why not. This survey provides no insight into the extent of the
non-take-up (because it is not known how many people have a right to a provision), but
does illustrate the most important reasons for non-take-up.
Almost 3% of independent households stated that they needed a WVG provision in the
year preceding the survey. 61% of this group were familiar with the WVG. However,
it is particularly the elderly who are unfamiliar with the Act. Lack of familiarity is also
the chief reason for not applying for a provision; more than 70% of those who are
familiar with the WVG have subsequently submitted an application. The numbers of
respondents who are familiar with the WVG but do not submit an application is too
small to enable conclusions to be drawn about the main reason for not applying. Among
the reasons given are the procedure (which is felt to be too complicated and timeconsuming), the fact that the low costs of the provision make it not worthwhile, help
received from the family, the fact that the provision is only needed temporarily, or that
applicants have already been turned down at an earlier date.
8.3.2 Experiences with WVG-provisions
It was shown above that lack of familiarity with the WVG is the main reason for people
not applying for provisions. However, even people who are familiar with the Act need
more information; a minority of applicants (38%) say they are sufficiently familiar with
the WVG (Ipso Facto and SGBO 2001). The elderly less often state that they are familiar
with the Act (39% of 65-75 year-olds and 34% of the over-75s) than clients aged under
65 (49%). Above all they would like general information about aids, about the WVG
itself and about the municipal policy on the disabled, more so than information on
practical issues such as opening times or information on complaints procedures. Around
42% of WVG-applicants are not sure which provisions are covered by the Act; this is
the same for both older and younger people.
Table 8.4 shows to what extent WVG-clients are (dis)satisfied with the various provisions
they have been allocated.
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Table 8.4 Dissatisfaction regarding transport provisions among WVG-clients, 1996 and 1999 (in percentages)
dissatisfied with quality of provision
1996
1999

did not receive correct provisions
1996
1999

collective transport
transport costs grant
transport provision in kind
wheelchair

19
20
7
22

15
10
7
11

16
13
7
13

14
6
11
9

total

12

8

12

5

Source: Ipso Facto and SGBO (written supplementary data)

It can be seen from the table that people are generally very satisfied with their WVGprovisions, and slightly more often in 2000 than in 1996. There are two possible
explanations for this latter finding. In the first place, the quality of the provisions
themselves may have improved: it is quite possible for example that, based on earlier
evaluations, more allowance is being made in the collective transport provision for the
wishes of the users. Another possibility is that people have adjusted their expectations.
In 1995 there was a relatively large number of WVG–clients who had previously received
provisions under the General Invalidity Benefits Act (AAW); people generally received
higher benefit and more frequently received individual transport provisions under the
AAW than under the WVG.
WVG-users were the least satisfied with the collective transport provision in 1999, too.
A survey by Ipso Facto of 319 collective transport clients shows that 9% consider this
provision to be totally unsuitable, roughly 20% consider it not entirely suitable and 73%
consider it suited to their situation. The chief reasons for finding the collective transport
provision less suitable are insufficient scope, health reasons (people cannot share a taxi
or get into a taxi, for example), and the fact that people are not always able to make
concrete arrangements (people themselves sometimes do not know precisely when an
appointment will end, and sometimes clients do not know how long they will have to
wait for the taxi).
Around 40% of the clients state that they are not always able to use the collective
transport provision. The problems cited are the scope of the system (people wish to
travel further) and the fact that the collective transport service is not always available
at the desired times.
One of the problems with collective transport cited by clients relates to long-distance
transport. The government assumes that people, including those with functional
impairments, will use public transport for this. However, because this service is
insufficiently accessible a new travel service, Traxx, was introduced on 1 July 1999.
This system makes use of the existing transport facilities, such as train and collective
transport, combined with additional services, for example for transfers. Disabled people
can travel via Traxx at the normal public transport fares. It is not known whether any
research has been carried out into experiences with Traxx; it is however known from
the WVG survey that 78% of collective transport clients had never heard of Traxx some
ten months after its introduction.
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Table 8.5 indicates the level of dissatisfaction with the collective transport provisions
under the WVG. 11 The data relate only to six municipalities and should therefore be
interpreted with the necessary caution.
Table 8.5 Reasons for dissatisfaction with collective transport, by age category, 2000 (in percentages)
< 65 years

≥ 65 years

total

44
58
23
30
23
17
15
16
10
6
19
8
10

45
37
20
17
18
20
10
6
7
7
3
3
1

45
41
20
19
19
19
11
8
7
7
6
4
3

not always clear how long the journey will take
taxi is not always there at the appointed time
drivers are not helpful
having to register an hour in advance is awkward
journey time is too long
I don't know in advance how much I have to pay
the people are not friendly towards me
I don't like having to share a taxi
taxi control room opening hours not adequate
taxi control room is not well informed
drivers are not experts in disabled transport
drivers do not have a good driving style
I feel unsafe during the journey
Source: Ipso Facto (written supplementary data)

Clients complain mainly about the fact that they do not know precisely how long their
journey will take, and about the fact that they sometimes have to wait a long time for
the taxi. They also dislike having to register for their journey in advance. One-fifth of
the clients feel the drivers are not helpful. Younger clients complain more frequently
about this than older clients.
Client contribution under the WVG12
Clients have to pay a contribution for some WVG-provisions.13 Table 8.6 shows the
percentage for whom this applied in 1996 and 1999, and to what extent this was a
problem.
Table 8.6 Percentage of WVG-clients having to pay a contribution, by age category, 1996-1999
(in percentages)
1996
< 65 years ≥ 65 years
paid contribution
got into financial difficulties
(n)

1999
total < 65 years 65-74 years ≥ 75 years total

35
19

28
10

29
13

20
20

13
13

(270)

(532)

(802)

(168)

(123)

16
4

17
11

(236) (527)

Source: Ipso Facto and SGBO (written supplementary data)

In 1999 roughly a sixth of clients paid a contribution, significantly fewer than in 1995,
when the figure was 29%. The drop in this percentage is due to a change in the client
contribution regulations on 1 April 1996, when the contribution for wheelchairs was
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abolished and the contribution for other provisions reduced to a maximum of 45.4 euro
per year. It is notable that the percentage of respondents stating that paying a contribution
put them in financial difficulties has hardly fallen.
The elderly are less often required to pay a contribution, because they generally have
a poorer income position. They also get into financial difficulties less often as a result
of the WVG contributions than younger people (see table 8.6)
Effects on independence
WVG-clients were asked to what extent they themselves considered that the Act had
an impact on their independence. The results are shown in table 8.7. A distinction is
made by age and degree of physical impairment.
Table 8.7 Effects of WVG-provisions according to the clients, by age category and degree of impairment, 1999
(in percentages; n = 749)
age category

< 65 years ≥ 65 years
as a result of WVG...
feels happier
more independent
less dependent on others
better able to carry out daily activities
able to continue living independently
greater participation in social activities

84
81
75
74
67
66

82
79
78
61
62
57

physical impairments
not greatly
greatly
dependent
dependent
on help
on help
73
80
68
64
52
66

79
82
80
64
60
62

total
82
79
77
65
64
60

Source: Ipso Facto and SGBO (written supplementary data)

Persons in receipt of WVG-provisions state above all that these provisions enable them
to feel better in themselves and less dependent on others (approx. 80%). The effect on
their ability to continue living independently or to participate in community activities
is slightly less pronounced, though two-thirds of the clients still believe that the Act
helps them in this respect, too. The elderly feel to a slightly lesser extent than younger
clients that the Act has an impact on the way in which they are able to perform their
daily activities or to participate in the community. People in severe need of help appear
to take a slightly more positive view than others on a number of points concerning the
effect of the Act; for example, thanks to the WVG they feel less dependent on others
than people requiring little help.
Table 8.8 shows how people assess their own self-reliance with and without various
types of WVG-provision. These data relate to all WVG-clients, including the non-elderly.
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Table 8.8 Self-reliance of clients of provisions under the Services for the Disabled Act (WVG), with and
without aids, by provision, 1999 (vertical percentages)
(non-brick)
home
housing
transport
adaption
provisions
provision
wheelchairs
without
with without
with without
with without
with
completely dependent
on help
5
greatly dependent
on help
14
needs help, but can do
a lot self
25
reasonably independent 57
completely independent 0
(n)

(401)

total
witout
with

3

9

6

4

3

12

8

5

4

8

15

10

11

6

24

16

11

7

12
48
29

22
54
0

14
45
26

19
66
0

12
46
34

28
36
0

18
48
10

18
66
0

10
47
33

(401)

(293)

(293)

(609)

(609)

(284)

(284)

(737)

(737)

Source: Ipso Facto and SGBO (written supplementary data)

Roughly a third of clients say they are completely independent of others thanks to their
WVG-provisions; these are people with transport provisions (see table 8.8). People in
a wheelchair are also largely independent of others thanks to their WVG-provision.
Chapter 6 showed the extent to which the elderly suffer physical impairments and how
dependent or independent they may be on others as a result. Aids such as those provided
under the WVG are one way of promoting the independence of the elderly people and
thus giving them greater control over their own lives.
8.4 Care take-up by elderly people living independently

8.4.1 Introduction
This section describes the trend in the use made by the elderly of care services provided
in their own home. The care take-up is presented in stages; the spotlight is first focused
on elderly people who compensate for their health problems by accepting help from
the primary network (§ 8.4.2). For those who are unable or unwilling to manage with
this help, the next section looks at the use of paid help provided by home care services
or private helpers (§ 8.4.3). the final section examines which elderly people make use
of specific 'care packages' (§ 8.4.4).
Unless stated otherwise, the whole of this section focuses on care take-up by independent
households whose head is older than 55. This is because the most common forms of
domestic help are not offered to persons but to households. For practical reasons,
however, the terms 'the elderly', 'elderly people' or 'the over-55s' are sometimes used
rather than 'elderly households'.
8.4.2 informal care
There are signs that elderly people today (have to) rely less on care and support from
their children, family and other network members, and this is likely to continue in the
future.
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The increasing participation by women in the labour market is generally given as the
reason for this (see e.g. SZW 1999). The trend in the take-up of informal care by the
elderly in the 1990s can be seen in figure 8.1. Informal care is defined as help provided
by family members, neighbours or acquaintances (living in or otherwise) with household
activities and/or personal care14 over a period of one year prior to the survey. This
informal help does not include voluntary work, because in quantitative terms this is
not especially relevant.
Figure 8.1 Informal help, by type of help (source) provided to independent elderly households (over-55s), 1991-1999
(in percentages)
14
12
10
8
%

1991

6
4

1995

2
1999

0
total
informal
help

nuclear extended neighbours friends
family
family

personal household
activities
care

Source: SCP (AVO’91-’99)

The percentage of elderly households receiving informal help during the course of a year
totals approximately 11-13% in the last ten years, and no clear trend can be identified
in this figure. It is not known how the intensity of the informal help has changed.
Figure 8.1 also shows that elderly people who need support usually receive it from their
partner, children and other family members, and to a lesser extent from neighbours and
friends. It is also clear that informal help with household activities is more common
than help with personal care (9% and 4%, respectively in 1999).
The literature shows that take-up of informal help is determined by a number of factors,
of which the presence of physical impairments and advanced age are the most frequently
cited (Timmermans et al. 1997a; Kempen and Van Sonderen 1996). The relationship
between household form and receiving informal help is not uniform: the survey by
Verheij et al. (1998) of vulnerable elderly people showed that people living alone receive
informal help more often, while other researchers (Kempen and Van Sonderen 1996)
show that the recipients of informal help often share their household. This may be related
to the way in which informal help is defined, and whether the help given to partners
was explicitly included. Finally, there are studies which show that elderly people living
at home in the large cities receive informal help less often than their counterparts in
rural areas (Breda and Van Pellicom 1999; Verheij et al. 1998). Those who do receive
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informal help generally receive it more often from neighbours in the cities and from
family members in the country. Table 8.9 outlines the relationship between a number
of socio-demographic and socio-geographic characteristics and the take-up of informal
help.
Table 8.9 Receipt of informal helpa by elderly households (over-55s), by physical impairments, age,
household type and degree of urbanisation, 1991-1999 (in percentages)b
severity of physical impairmentsc
no impairments
slight impairments
moderate impairments
severe impairments
age category
35-54 years
55-64 years
65-74 years
75-84 years
≥ 85 years
household type
living alone
cohabiting
degree of urbanisation
very highly urbanised
highly urbanised
moderately urbanised
little urbanised
not urbanised
total
a
b
c

personal care

domestic help

total

(n)

1
3
4
17

4
8
16
29

5
10
19
35

(2,998)
(1,381)
(1,187)
(683)

2
2
4
5
14

7
5
8
18
29

8
7
10
19
34

(5,220)
(2,403)
(2,200)
(1,340)
(305)

5
3

15
6

17
8

(2,681)
(3,568)

4
3
4
4
4

9
9
10
10
13

11
11
11
12
15

(1,067)
(1,238)
(1,263)
(1,410)
(1,265)

4

9

11

(6,249)

Help from family members, partners, children, neighbours, friends, acquaintances in the 12 months preceding the survey.
The figures shown are the average percentages for the years 1991, 1995 and 1999.
Apart from the breakdown by age group, this table focuses on the over-55s.

Source: SCP (AVO'91/'99)

According to table 8.9, elderly households having a family member with severe
impairments, the very elderly and people living alone make relatively frequent use of
informal help. This applies both for help with personal care and help with domestic
activities. Age has little effect: the amount of informal care provided to 55-64 year-olds
is virtually the same as for 35-54 year-olds. The degree of urbanisation does however
have an influence: roughly 11% of the elderly in urban areas receive help from their
social network, compared with almost 15% of those in rural areas. This discrepancy is
most pronounced for domestic help; informal help with personal care tasks shows no
correlation with degree of urbanisation.
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A multivariate analysis shows that physical impairments, age, household type and degree
of urbanisation make a significant contribution to explaining the take-up of informal
care (not shown in table). Controlling for the variable 'sex' shows that this has no effect.
As indicated earlier in the notes to figure 8.1, the survey year – after adjustment for
the characteristics mentioned earlier – has no influence. Elderly households with certain
characteristics thus received informal help in 1999 just as often as elderly households
with the same characteristics in 1991. It is not known whether elderly people in these
years received informal help for the same number of hours per week.
8.4.3 Take-up of home care
Home care services underwent a radical shake-up within the space of around ten years.
Demand for help increased and became more complex and, partly in the light of
increasing competition, the implementation and organisation of the service became
more flexible and client-driven. This led to the addition of intensive home care services
and 7 x 24-hour availability. The allocation of help was also no longer the exclusive
preserve of care institutions, but became part of an independent, regional indication
system. This placed more emphasis on alternatives to home care, such as certain
provisions under the Services for the Disabled Act ('WVG-provisions').
In addition, greater scope was created for commercial home care providers.15 At
present, in addition to the 125 'mainstream' home care organisations, there are around
50 private organisations which are eligible for funding under the Exceptional Medical
Expenses Act (AWBZ). There are also an estimated 150 organisations which are not
funded in this way and which provide home care on a commercial basis. A proportion
of these 150 organisations is likely to register in the near future with regional care centres
with a request for official 'recognition'; this is a response to the plans by the Dutch
Minister of Health to admit new providers to the home care system after 1 January 2001
in order to help reduce waiting lists (TK 2000/20001a).16 Little is known about the
number of clients of private home care organisations or their characteristics. A large
proportion of the clients are people who have been granted a 'person-allocated' budget,
who often make us of private agencies if the mainstream home care organisations are
unable to meet their demand.
An alternative to home care came into effect on 1 July 1995: the national personallocated budget (PGB) scheme for nursing and care.17 The budget-holder receives a
sum of money from the regional care centre to pay for a care need as identified by the
Regional Indication Organisation (RIO). The person who receives the budget can spend
it on care as they see fit; they can choose the care-provider themselves – a private
agency, a mainstream home care organisation or an informal care-provider – as well as
the amount and content of the help and the moments at which it is provided. The budget-holder is responsible for the payment for the purchased care, which is initially
paid for by the Social Insurance Bank (SVB) on the budget-holder's behalf. In most
regions there is no waiting list for person-allocated budgets. The total number of clients
waiting for a budget in 1999 was 2,900 (Wils and Scholten 2000).
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Figure 8.2 shows the number of budget-holders with a person-allocated budget for nursing
and care since the introduction of the scheme. It should be noted that this figure also
includes people aged under 55.
Figure 8.2 Trend in the number of person-allocated budgets for nursing and care, 1999-2000
(in absolute numbers)
number of budget-holders (x 1,000)

18

16.282

16
14
12
9.408

10
7.184

8
6
4

6.045
4.000

2
0
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1997
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Source: TK (2000/2001c and d)

The number of people with a person-allocated budget was 4,000 in 1996, and had risen
steeply to 16,282 by the end of 2000. The average age of budget-holders was 58 in 1998
(De Klerk and Timmermans 1999). Clients of home care services are significantly older:
71 years.
A major source of dissatisfaction in mainstream home care is that people have to wait a
long time for care and that the care is rationed. In 2000 54,300 people with an indication
for nursing and care were on a waiting list for home care or care at home (Wils and
Scholten 2000).18 The precise number of elderly people in this figure is not known. 44%
of those on the waiting lists receive some form of interim care consisting of a different
home care product or fewer hours than the indicated number.
Most clients have to wait several weeks between being placed on the waiting list of a
home care organisation and actually receiving care. Table 8.10 shows the variation in
the waiting period between different home care products. It should be noted that the
figures do not relate only to elderly people, but cover the total population.
Table 8.10 Average waiting period for home care clients per home care product, October 1999 (in weeks)
care
specialist care
general daily activities
household daily activities
home help
nursing
specialist nursing
advice, instruction and information
total home care

12
6
9
16
31
4
6
3
8

Source: Van Rooij et al. (2000)
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People wait an average of 31 weeks for home help (table 8.10). Help with household
activities also has long waiting periods of approximately 16 weeks. The shortest waiting
times are for advice, instruction and information (3 weeks) and nursing (4 weeks). Those
receiving help by no means always receive the number of hours' help for which they
have an indication. This is sometimes referred to as 'care rationing', and at the end of
1999 was being applied by rather more than half the home care organisations (Van Rooij
et al. 2000). This method of dealing with a scarcity of supply is not new, but has been
part and parcel of care practice for a very long time. The average number of hours of
home help has fallen by a third over the last ten years (SCP 1998).
At present 80% of home care clients are aged 65 or older, and this age group also receive
80% of the home care hours provided (TK 1999/2000c). Figure 8.3 shows the take-up
of public home care services for household activities and/or personal care in the 1990s.19
For comparison, the percentage of elderly people using private help services paid for
by the household itself (e.g. a cleaner) or a private nurse is also included in the figure.
The percentage of elderly people receiving home care services increased over ten years
from 11% in 1991 to 13% in 1995 and 14% in 1999. In this bivariate analysis, this
increase is significant (p ➝ 0.05). However, a supplementary multivariate analysis shows
that the 'year effect' in the take-up of home care is eliminated after correction for a
number of background characteristics of elderly households (not shown).20 Elderly
people with specific characteristics – such as advanced age, severe physical impairments
or living alone – thus had just as great a chance of using home care services in the 1990s.
Figure 8.3 Take-up of public home care and private help by elderly households living independently (over-55s),
1991-1999 (in percentages)
16
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Source: SCP (AVO’91-’99)

Elderly households are found to receive home care most frequently for household
activities, and to a much lesser extent for personal care or nursing (figure 8.3). Around
12% make use of the private alternative to home care in the form of private help or a
private nurse. The percentages of people with home care and with private help are
roughly the same, though it should be pointed out that the percentage of elderly people
with a private nurse (e.g. from a private home care service) is very small: most of the
private help consumed by elderly people relates domestic help.
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If the results in figure 8.1 are compared with those in figure 8.3, it can be seen that the
percentage of elderly households receiving home care is just as large as the percentage
receiving help from their social network (in 1999: 14% with home care and 11% with
informal help). This indicates that both forms of care are important sources of help for
elderly households with a care requirement.
It is not health problems themselves, but the resultant functional limitations which are
essential in gaining access to public home care services. The main tasks of the home
care service reflect this, with the main services provided being domestic help, personal
care and psychosocial support (Arts et al. 1997). Nursing and technical medical care
are also provided. It is likely that there is a strong correlation between the severity of
the limitations and the take-up of home care. In addition to health status, there are other
socio-demographic and socio-economic characteristics of elderly people which are
related to take-up of home care, namely age, household type and income (De Klerk and
Timmermans 1999). Table 8.11 shows the relationship between these socio-demographic
and socio-economic characteristics and home care.
Table 8.11 Take-up of home carea by elderly households living independently (over-55s), by severity of physical
impairmentsb and agec of the person in the household most in need of help, by household type and by net
household income, 1991-1999 (in percentages)d
severity of physical impairments
no impairments
slight impairments
moderate impairments
Severe impairments
age category
35-54 years
55-64 years
65-74 years
75-84 years
≥ 85 years
household type
living alone
cohabiting
net household income
lowest 33%
middle 33%
highest 33%
take-up of informal care
no informal care
informal care
total
(n)
a
b
c
d

1991

1995

1999

3
6
20
47

3
12
21
48

3
10
21
51

3
2
9
25
39

3
5
11
27
42

4
5
9
28
42

18
6

21
7

23
7

20
9
4

23
9
7

25
13
4

9
26

11
30

12
25

11
(1,927)

13
(2,178)

14
(2,144)

Measured over the 12 months preceding the survey; help with personal care and domestic help.
Physical impairments include problems with general daily activities, mobility problems and household problems.
Apart from the breakdown by age group, this table focuses on the over-55s.
The figures are the average percentages for the years 1991, 1995 and 1999.

Source: SCP (AVO'91-'99)
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Two conclusions can be drawn from table 8.11. First, those in great need of help, those
in the oldest age group, elderly people living alone and elderly people in the lower
income brackets make relatively frequent use of home care services. This finding is in
line with the rules for determining the home care indication and the level of client
contributions.21 On the other hand, there are other households receiving home care where
there are no physical impairments (3%); this may be because physical impairments
were determined at the moment that the survey took place, whereas the take-up of home
care was measured over a much longer period. It may also be that there are psychosocial
problems.22 Elderly people receiving home care also relatively frequently receive
informal help. The Regional Indication Organisations (RIOs) take into account the
availability of informal help when allocating home care services.
The second conclusion from table 8.11 is that the percentage of people receiving home
care has increased slightly among those with a severe physical impairment, the oldest
age group, people living alone and elderly people in the lower income brackets.23
This finding can be interpreted in two ways. It could indicate a stricter system of
indication by the RIOs as a result of increasing scarcity of supply and care rationing
(see table 8.10); or it may be that these results are distorted by characteristics which
help explain the take-up of home care. The results of a multivariate analysis suggest
that the second interpretation is nearer the truth (not shown). The effect of physical
impairments, age, household type and household income on home care do not differ
significantly from year to year, after correction for a series of socio-demographic, socioeconomic, housing and help characteristics (see also notes to figure 8.3).24
Another factor which influences the take-up of home care is housing characteristics.
In the literature, however, the direction of this correlation is not uniform. One survey
demonstrates that aids, housing type and home adaptations make elderly people less
dependent on home care (Timmermans et al. 1997a).25 It also became clear in this
survey that for specific groups of elderly people, such as those with severe impairments,
living independently is only possible if professional help is present alongside housing
provisions. Hooimeijer and others (1997), by contrast, showed for all over-55s that living
in a zero-staircase dwelling and the presence of aids in the home does not reduce demand
for care, but actually increases it. Comparable results were found in a small-scale study
by Fabbricotti and Huijsman (2000). They demonstrated that elderly people in need of
help who live in a home which is suitable for living independently make relatively
frequent use of all manner of health and other care provisions. Table 8.12 maps out
the influence of a number of housing characteristics on the take-up of home care by
elderly households.
Table 8.12 shows that elderly households whose homes have been adapted and/or who
live in a home designed for the elderly are much more frequent home care clients (30%
and 34%, respectively, compared with the average take-up of 13%). Elderly people living
in a dwelling which is accessible without having to climb stairs do not make more use
of home care services; this applies both for personal care and domestic help.

186

TAKE-UP OF SERVICES AND CARE PROVISIONS

Table 8.12 Take-up of home carea by elderly households living independently (over-55s), by housing type, presence
of technical adaptations and external accessibility of the dwelling, 1991-1999 (in percentages)b
personal care
housing type
single-family dwelling
flat/apartment
housing for the elderlyc
other dwelling
home adaptations for the disabled or less abled
no adaptations
adaptations
accessibility of dwelling without stairs
not accessible without stairs
accessible without stairs
total
a
b
c
d

domestic help

total

(n)

5
6
14
5

6
12
29
8

8
15
34
9

(3,819)
(1,534)
(694)
(197)

4
14

7
25

10
30

(5,258)
(963)

5
6

11
10

13
13

(1,420)
(4,779)

6

10

13

(6,244)

Measured over the 12 months preceding the survey.
The figures show the average percentages for the years 1991, 1995 and 1999.
Includes sheltered housing and service flats.
Examples: adaptations to the shower, bathroom, bath, WC, thresholds removed, lift installed, building access improved.

Source: SCP (AVO'91-'00)

A supplementary multivariate analysis shows that after correction for a number of
background characteristics the effect on home care take-up of living in a home
specifically designed for elderly occupants disappears (not shown in table; see also
notes 20 and 24). Residents of housing for elderly people with a high home care take-up
are therefore a specific group of households needing help which share other
characteristics such as advanced age, many impairments and a low income. Other
research has shown that housing for elderly people is more often occupied by the oldest
age groups, people with severe impairments and people in the lower income brackets
(Timmermans et al. 1997a); these are also groups which make wide use of home care
services.
In the same analysis the correlation between home adaptations for the disabled and
take-up of home care remains intact. The combined take-up of these adaptations and
home care may indicate a specific referral behaviour on the part of care-providers: users
of provisions under the Services for the Disabled Act (WVG) are frequently referred
to the home care system (De Klerk 1997).26
8.4.4 Different types of care
Sections 8.4.2. and 8.4.3 describe the take-up of informal help and home care in the last
ten years. In practice, of course, elderly people may receive help from several sources
simultaneously. Table 8.13 gives an impression of how often different types of help
coincide.
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Table 8.13 Take-up of different types of helpa with personal care and/or domestic tasks by elderly households living
independently (over-55s), 1991-1999 (vertical percentages)b
excl. people without
the help sources referred to

total

–
25
29
32
3
9
1
1

69
8
9
10
1
3
1
0

(1,955)

(6,249)

received no help from the sources listed
only informal help
only home care
only private help
both informal and private help
both informal help and home care
both home care and private help
home care, informal and private help
(n)
a Measured over the 12 months preceding the survey.
b The figures shown are the average percentages for the years 1991, 1995 and 1999.

Source: SCP (AVO'91-'00)

Table 8.13 presents a clear picture of the take-up of help by elderly households living
independently in the 1990s: 69% are able to manage without any form of help. Why
these households do not receive help is unknown; it is highly likely that they are healthy,
and it may also be that their living and housing situation means they do not need to
ask for help. In addition, the limited access to professional care – e.g. not receiving a
positive indication, or having a positive indication and being placed on a waiting list–
can also lead to non-take-up. In a very small number of cases, the lack of care provisions
has to do with self-neglect. Recent research in the Netherlands shows that for every
10,000 over-65s living independently, 134 persons are in a neglected condition (Te
Vaarwerk et al. 2000). This group of elderly people is characterised mainly be
psychiatric, cognitive and physical morbidity and social isolation. Most of them have
no recorded help requirement.
A large number of elderly people receive help from only one source. In total 27% of
elderly households receive only informal help, only home care or only private help
(8% + 9% + 10%). The two most common combinations are informal care/home care
and informal care/private help, though there are also less obvious combinations such
as home care together with private help. This may be because the two care-providers
provide different types of care: the home care worker helps with personal care and the
private helper with domestic tasks, for example. An alternative interpretation is that the
households concerned first receive one and then the other form of help; in this case two
types of help are counted, and therefore measured as a help combination in the total.
The pattern of help combinations is in fact not much different if all Dutch households
are examined (Timmermans et al. 2001). The biggest difference is the percentage of
people without any form of care, which is somewhat higher in the total population (80%
in 1999), a result of the fact that far fewer people in the younger population have
impairments.
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Table 8.14 gives an impression of the relationship between the severity of physical
impairments of the people in the household most in need of help and the combinations
of help sources used. The table presents data only on elderly households receiving one
or more forms of help.
Table 8.14 Take-up of different types of helpa with personal care and/or domestic tasks by elderly households
living independently (over-55s), by severity of the physical impairments of the person in the household most
in need of help, 1991-1999 (vertical percentages)b

only informal help
only home care
only private help
both informal care and private help
both informal care and home care
both home care and private help
home care, informal and private help
(n)

no
impairments

slight
impairments

moderate
impairments

severe
impairments

28
14
46
3
4
1
1

24
27
42
4
4
1
0

26
32
28
3
9
1
0

21
40
13
3
19
2
2

(434)

(423)

(569)

(530)

a Measured over the 12 months preceding the survey.
b Figures given are the average percentages for the years 1991, 1995 and 1999.

Source: SCP (AVO'91-'99)

Take-up of home care, whether or not in combination with informal help, increases
with the severity of physical impairments according to table 8.14. This is logical given
the indication criteria applied by the Regional Indication Organisations. The relationship
is different for 'only informal care' and 'only private help': the majority of healthy
elderly people use these forms of help more often than the least healthy older people.
Table 8.9 appeared to contradict this by showing that having physical impairments
correlates with a bigger take-up of informal care; however, no allowance was made
there for the take-up of public home care services.
8.5 Sheltered housing and institutional facilities

8.5.1 Introduction
This section covers four topics. First an overview is given of trends in institutional care
in the 1990s (§ 8.5.2), and the characteristics of the residents of institutions are then
described (§ 8.5.3). Section 8.5.4 looks at the take-up of professional and informal care
in sheltered housing and residential care homes; this is followed by the opinions of
elderly residents on the extent and quality of the care provided (§ 8.5.5). The
psychological support given to residents in the various types of housing is the subject
of the final section (§ 8.5.6).
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The Older People in Institutions 2000 survey (OII 2000) has made available new data
on the residents of care and nursing homes and those in sheltered housing (see also
chapter 1 and Appendix A). A final practical comment is in order here: reference is
sometimes made in this section to 'institutions'; this has been done to indicate that this
is a reference to residential care and nursing homes, not to sheltered housing.
8.5.2 Trends in institutionalised care
From the 1970s to the 1990s, care policy focused on substitution in care for the elderly.
The goal of this policy was to bring about relative shifts in the take-up of provisions:
from institutionalised to semi-institutionalised and community-based provisions, from
intensive to extensive care, from long-term to short-term care, from curative to preventive
care, from professional to informal care, and from expensive to cheap provisions
(Nies 1992).
In 1998 there were 107,806 older residents of care homes and 65,906 living in nursing
homes (Wils and Scholten 2000).27 Data on the trend in these figures over the last ten
years are presented in figure 8.4.

Figure 8.4 Percentage of the over-65s living in a residential care or nursing home, 1990-1998
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Source: Statistics Netherlands (Statistiek bejaardenoorden); SIG (Jaarboek verpleeghuizen); SCP calculation

Where just under 7% of the over-65s lived in care homes in 1990, the figure in 1998
was just over 5%. This reduction far exceeds the very modest growth in the percentage
of elderly people living in nursing homes. On balance, fewer and fewer elderly Dutch
people live in residential homes. This has become possible partly through alternatives
in the form of housing specifically for the elderly and sheltered housing; demand for
housing suitable for the elderly exceeds supply (see also chapter 5).
Three trends are discussed below which dominate the present supply of residential
facilities: the moving of nursing home and residential home care out into the community;
improvements in housing quality; and quantitative and qualitative shortfalls in client
care. The first of these trends means that the care provided by nursing and care homes
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is increasingly being provided outside the institutions.28 For example, nursing homes
spend part of their budget on elderly people with a nursing home indication but who
are living in residential care homes. These individuals receive intensive care with the
aim of postponing or avoiding admission to a nursing home. This leads to a reduction
in the transfer of patients from care homes to nursing homes; at present this figure stands
at 17% (Wever and Coolen 2000b). Residential care homes in turn provide communitybased care to elderly people living in their local neighbourhoods and elderly residents
of housing-care complexes or sheltered housing. Roughly a quarter of those receiving
services from nursing or care homes do not live in those institutions (Wever and Coolen
2000b). More information on this subject can be found in section 8.2.4.
Many residential care homes began devoting attention to housing quality in the 1990s.
Carrying out renovations or new construction without impacting on the budget enabled
more space and facilities to be created per resident (Nies et al. 2000). This was however
sometimes accompanied by a reduction in capacity. The housing quality in nursing
homes was also addressed; figure 8.5 portrays this trend in the 1990s.

Figure 8.5 Number of beds per room in nursing homes, 1992-1998 (in percentages)
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As can be seen, there was an increase in the number of one and two-person rooms in
nursing homes. This is partly the result of the policy to promote privacy.29 In 1998 41%
of the rooms in nursing homes were suitable for single occupation. Multi-person rooms
usually hold two, three or four beds (35% for two persons and 21% for 3-4 persons).
Large rooms with five or six beds are the least common (3%). In section 5.6.1 it was
shown that multi-person rooms are mainly a feature of nursing homes built before 1990.
There are long waiting lists and waiting times for institutional care. According to the
most recent survey, in 2000 there were approximately 47,400 people with an indication
on the waiting lists for nursing homes (11,400 people) or residential care homes
(36,000 people) (Wils and Scholten 2000). 54% of those on the waiting lists for
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residential care homes receive interim care in the form of home care; 74% of those on
the waiting list for somatic nursing home care receive this interim care. No data are
available on interim care for those waiting for psycho-geriatric nursing home care.
In many cases, being placed on the waiting list resolves nothing; in practice people still
have to wait months before they are taken 'into care' (Van Rooij et al. 2000). In 1999
the average waiting period for people who had since been admitted to a residential care
home was 35 weeks – more than eight months. The waiting time for a place in a psychogeriatric nursing home was 18 weeks. The waiting period for somatic nursing homes
is comparable with that for home care services, at around eight weeks (see also § 8.4.3).
The majority of institutions state that the waiting periods and waiting lists have
lengthened rather than decreasing in recent years. This is due among other things to a
lack of capacity or budgetary constraints in combination with an increase in demand.
The low rate of transfer to other segments of the care sector is also often put forward
as an explanation, for example clients living in a nursing home because there are no
places for them in a residential care home or in the home care service.
In addition to quantitative frictions, as reflected in the data on waiting lists and waiting
periods, qualitative frictions can also be identified. A recent survey of residential care
home managements indicated a number of discrepancies between the demand for care
and the care delivered to a substantial proportion of the clients (Wever and Coolen
2000b). Figure 8.6 presents some of the results of this study.
Figure 8.6 Percentage of residential care homes in which the management feels there are shortcomings in
parts of the care delivered, 1999 (n = 320; in percentages)
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Figure 8.6 shows that the shortcomings in residential care homes lie not so much in
the area of domestic help (23%), help with meals (24%) or help with personal care
(36%), but above all in the area of support with psychological problems or dementia
(65%) and useful day structuring (54%). Chapter 6 looked extensively at the mental
health of elderly people and the shortcomings in the available help in this area.
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8.5.3 Characteristics of residents
The reduction in the number of places in residential care homes identified in section
8.5.2, together with the simultaneous increase in the number of elderly people, has led
to a change in the population profile of nursing and care homes. The care needs of
nursing home residents from the 1980s onwards are shown in figure 8.7.

Figure 8.7 Care requirementa of clients of nursing homes, 1984-1998
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Source: SCP (1998); Wils and Scholten (2000)

The care intensity in nursing homes increased in the 1980s, and stabilised in the 1990s.
This applies for all four categories of nursing home clients. The trend in the care needs
of care home residents is shown in figure 8.8 for the period 1970-1998; the care needs
of these residents continued to grow throughout the 1990s.

Figure 8.8 Care requirement of residents of residential care homes, 1970-1998 (in percentages)
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Table 8.15 shows the age distribution within the institutional sector for 1990 and 1998.
By way of comparison, the age distribution of the residents of sheltered housing is shown
for 2000. The Elderly in Institutions Survey 2000, from which these data are taken, looks
only at people aged over 65.

Table 8.15 Age distribution of residential care home and nursing home residents and residents of sheltered housing,
1990-1998 and 2000, respectively (vertical percentages)a
sheltered
housing
2000
< 65 years
65-74 years
75-84 years
85-89 years
≥ 90 years
a

–
17.2
54.4
20.6
7.9

residential
care home
1990
1998

nursing home
(total)
1990
1998

nursing home nursing home
(somatic)
(psychogeriatric)
1990
1998
1990
1998

0.5
7.4
44.4
29.3
18.4

7.2
14.3
42
22.3
14.2

2.9
11.2
45.4
25.6
14.9

0.5
7
42.2
30.1
20.2

7.4
14.3
40.2
22.5
15.5

3.1
10.6
42.1
26.6
17.5

11.2
17.1
39
19.2
13.5

12.3
18.6
38.1
17.9
13.2

These figures are annual averages of the age distribution on 1 January and 31 December of one year.

Source: Statistics Netherlands (Statistiek verzorgingshuizen); SIG (Jaarboek verpleeghuizen); SCP (OII-wozoco 2000)

It can be seen from table 8.15 that the percentage of people in the oldest age group in
care homes and somatic nursing homes increases (see also chapter 1). In psycho-geriatric
nursing homes, by contrast, it is the percentage of people aged below 65 which shows
a slight increase. Furthermore, residents of sheltered housing are younger on average
than residents of institutions.
8.5.4 Take-up of care
It was stated in section 8.4.4 that lifestyle has an impact on demand for home care
services (table 8.12). The focus there was on care take-up by elderly people living
independently in adapted housing and 'ordinary' dwellings. This section looks more
closely at the help received by residents of institutions and sheltered housing.
Little is known from research about the professional care provided to elderly residents
of care homes or sheltered housing.30 Wever (2000) has shown that residents of '
traditional' care homes receive a relatively large amount of help with domestic activities.
Clients of care homes which provide help exclusively on a non-residential basis are able
to manage with less help. No difference was found in the help provided with personal
care for the two groups of elderly people. Vanden Boer (1996) demonstrated on the basis
of data for Belgium that the majority of elderly residents of service flats are self-reliant
in the area of personal care but need help with domestic tasks.
The percentage of residents of sheltered housing and institutions who regularly made
use of professional help was investigated using SCP data (see table 8.16). The table does
not show the help received by residents of institutions with heavy domestic tasks, because
it is assumed that this help is provided as a matter of course. Social support was also
not included for the same reason.
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Table 8.16 Regular professional helpa received with different activities by elderly people, by housing type, 2000 (in
percentages)
sheltered housing

residential care home

nursing home

personal care
nursing treatmentc
light domestic workd
mobilitye

14
14
20
6

41
57
45
11

91
91
83
43

total

34

71

99

(827)

(656)

(309)

b

(n)
a

b
c
d
e

Residents of sheltered housing have received help from the housing institution/residential facility, the home care service,
private help, other (not informal) help; institutional residents have received help from staff of the institution. 'Regular'
means virtually daily.
Examples: eating and drinking, sitting down and getting up, getting in and out of bed, getting dressed, putting on shoes,
washing face and hands, washing fully, using the toilet.
Examples: medicines, treatment of wounds, help in putting on elastic stockings.
Examples: putting away shopping, dusting, making the bed (not doing the daily shopping).
Examples: going up and down stairs, entering and leaving the dwelling, moving around outside the dwelling, walking for
10 minutes without stopping. Those who are confined to bed and/or use a wheelchair were ruled out of this analysis.

Source: SCP (OII2000; OII-wozoco 2000)

The percentage of residents receiving professional help with personal care, nursing,
light domestic work or mobility is very high in nursing homes: almost 100% (table 8.16).
This is logical, because this help forms part of the care package provided in nursing
homes. Residents of care homes by no means receive help with everything (71%). They
receive help most frequently with nursing treatments (57%) and least often with mobility
(11%). This result corresponds with the figures in figure 8.8, where it was shown that
a sizeable proportion of care home residents are able to manage, possibly with some
domestic care. Only a third (34%) of sheltered housing residents rely on professional
help from others. This help may come from the home care service, the housing complex
or another source. Residents most often receive help with light domestic work (20%);
it is not known to what extent these people receive help with heavy domestic work.
The help provided by professionals to residents of institutions and sheltered housing
depends on several factors, with the presence of physical impairments and advanced
age being the most important. Table 8.17 shows the distribution of care take-up across
age groups and groups of elderly people with impairments of varying severity.
As table 8.17 shows, the percentage of residents receiving professional help increases
with the severity of the physical impairments and age of the resident. This applies both
for residents of sheltered housing and residents of care homes. 66% of those in sheltered
housing having a severe physical impairment make use of professional care, while 84%
of care home residents with the same health status receive care. Nursing home residents
are an exception: they all receive professional help for things such as personal care,
nursing treatments and mobility. There is also a small group of elderly people without

TAKE-UP OF SERVICES AND CARE PROVISIONS

195

physical impairments in sheltered housing and care homes who receive professional help.
It may be that this group have other impairments which were not studied (e.g. psychosocial or psychiatric problems), or it may be that their partner requires help.

Table 8.17 Regular professional helpa received with at least one type of activityb, by severity of physical
impairments, age and housing type of elderly people, 2000 (in percentages)
severity of physical impairments
no impairments
slight impairments
moderate impairments
severe impairments
age of resident
65-69 years
70-74 years
75-79 years
80-84 years
85-89 years
≥ 90 years
total

sheltered housing

residential care home

nursing home

8
24
22
66

9
36
58
84

c

93
100

23
23
21
34
50
59

70
76
73
68
69
77

97
100
99
99
100
97

34

71

99

(827)

(656)

(311)

(n)
a
b
c

c

Residents of sheltered housing have received help from housing institution/complex, the home care service, private help,
or others (not informal); residents of institutions have received help from the staff of the institution.
Help with at least one of the following: personal care, mobility, nursing treatments, light domestic work. The activities are
listed in notes b, c, d and e in table 8.16.
Result not shown due to insufficient numbers.

Source: SCP (OII2000; OII-wozoco 2000)

In addition to serious health problems on the part of the recipient, overloading of
informal care-providers is another key reason for admitting an elderly person to a care
home or comparable facility (SCP 2000). However, the informal help does not stop when
the elderly person moves; the majority of helpers remain active even after the move. A
small-scale study of informal carers of elderly people in a residential care home showed
that these carers were also providing a great deal of care before the resident was admitted
(De Hoog et al. 1997). The same publication reveals that informal helpers provide help
with a wide range of activities; they provide emotional support (keeping the elderly
person company, talking about the past), and also often run errands and go shopping
(sometimes together with the elderly person concerned).
Table 8.18 shows the percentage of residents of sheltered housing and institutions who
do their daily shopping themselves, as well as the percentage who request help with
this from (informal) helpers.
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Table 8.18 Help with daily shopping, by housing type, 2000 (in percentages)
sheltered housing
respondent self or partner
partner living elsewhere, children, family, friends
someone from the housing complex/institution
private help
home care service
someone else, unknown
(n)

residential care home

nursing home

75
16
2
2
3
2

44
36
17

1
14
46

(827)

(656)

(311)

Source: SCP (OII2000; OII-wozoco 2000)

75% of those in sheltered housing do not need help from others for their daily shopping,
according to table 8.18. A small proportion receive help from professionals (2% + 2%
+ 3% = 7%); another group receive help from a partner living elsewhere or from other
family members (16%). Care home residents receive help from informal sources much
more frequently: roughly a third ask family members to bring in their daily shopping.
The percentage of elderly people in nursing homes who receive help from a staff member
is much greater than in sheltered housing; among other things this is because residents
of institutions much more often have physical and other impairments.
It is known from the literature that many informal carers provide help to elderly residents
of care homes (Van Westerhoven and Van Loveren-Huyben 1997). Family members
support residents financially, with shopping, transport and also with more complex care
activities such as washing, getting dressed/undressed and eating. Figure 8.9 shows the
extent to which the three types of residents referred to earlier make regular – i.e.
weekly – use of informal help with personal care and mobility. This help may come from
a non-cohabiting partner, from children/grandchildren, other family members, fellowresidents and/or neighbours. Help may be given with eating and drinking, sitting down
and standing up, getting in and out of bed, getting dressed, putting on shoes (personal
care); climbing up and down stairs, leaving and entering the home or moving around
outside the home (mobility). People who are confined to bed are not included in the
figures on mobility.
Many elderly people receive informal help with personal care and/or mobility, including
if they live in an institution. The percentage is smallest for residents of sheltered housing
and highest for nursing home residents. The informal carers provide help with climbing
stairs and moving around outside the home more often than with personal care.
These findings broadly correspond with the results in figure 8.6, which showed that
– according to the managements – there is a structural shortfall in the care and support
provided to residents of care homes. The findings presented in figure 8.9 show that this
shortfall is made up to some extent by informal carers.
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Figure 8.9 Regular informal help received, by type of help and housing type, 2000 (in percentages)
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Source: SCP (OII2000; OII-wozoco 2000)

8.5.5 Opinions of residents on their care
The government and care institutions are increasingly attaching importance to the views
of clients. In the 1990s a number of statutory measures were taken establishing the rights
of these residents, such as the Client's Right of Complaint (Care Sector) Act, the Care
Institutions Quality Act and the Clients of Care Institutions Participation Act. One of
the initiatives from the Ministry of Health, Welfare and Sport is an incentive programme
entitled 'Space for living' (Ruimte voor eigen leven), which was implemented by
Prismant. This programme provides nursing and care homes with a method for mapping
out the situation with regard to privacy and the attitude of institutions to their residents,
thus providing a basis for improvements. This section focuses on the opinions of the
elderly on the care provided in sheltered housing and residential institutions. The data
for this are drawn from the Elderly People in Institutions Survey 2000 (OII 2000 and
OII-wozoco 2000).
Earlier research has shown that 72% of nursing home residents generally feel at home
(De Veer and Kerkstra 1998). Residents of somatic departments, in particular, have a
less positive view of the atmosphere in the nursing home. Lack of privacy, the fixed
daily routine and the attitude of carers are the most common criticisms. The positive
aspects lie in the better care, social contacts and companionship. Residents of traditional
care homes also express a positive view on living in the institution (Wever 2000); around
80% of residents feel that sufficient help is provided, and the same percentage are
satisfied with the quality of the help offered.
The quality aspects of the care provided are based on and derived from measurement
instruments developed by Taes et al. (1996), Van Lingen et al. (1990) and Van Weert
et al. (1989). The method used is in line with the QUOTE measurement instruments
(Sixma et al. 1998). First respondents are asked whether they feel that a specific quality
indicator applies for them (performance score), and then whether they consider the
indicator in question to be important (importance score). The performance items have
four response categories, ranging from 'no' (do not agree) via 'not really' and 'more or
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less' to 'yes' (agree). The importance items also have four response categories: 'not
important', 'fairly important', 'important' and 'extremely important'. Multiplying the
performance and importance scores produces the 'impact score' for the quality aspect
in question.31 These scores can be used as building blocks for improving the quality of
care from the perspective of the client.
Table 8.19 gives the opinions of residents of independent sheltered housing on the quality
of the care offered, in the form of average performance, importance and impact scores.
In general, high impact scores on quality indicators coincide with a high importance
score and 'poor' performance. The table also presents the average score for all items;
the aspects of quality of care which are above average can be seen as bottlenecks.

Table 8.19 Average performance, importance and impact scoresa of the quality aspects of the care delivered
to elderly people in sheltered housing, 2000 (in percentages), N=814)
importance score

impact score

5-minute waiting time
confidential conversation with nurse/carer
customised care
self-activation
coordination of care

performance score
1.99
3.05
1.76
1.44
1.38

3.20
1.92
2.69
2.00
1.99

1.46
1.34
1.15
0.77
0.74

average score for all items

1.91

2.36

1.09

a

Three of the five original statements were formulated positively. Here, all statements are negatively encoded so that it
becomes clear which points require additional attention. Averages have been calculated for four response categories for
both the performance and importance scores.

Source: SCP (OII-wozoco 2000)

Table 8.19 shows that the waiting time before help arrives after the alarm has been
sounded, ability to have a confidential conversation and receiving customised care are
quality aspects of the care provided to residents of sheltered housing which need
improving. The impact scores for these aspects exceed the average score of 1.09.
The fact that the waiting time is an important quality indicator for these residents is
shown among other things by the importance score of 3.2. 43% of residents believe that
receiving help within five minutes of pressing the personal alarm button is of very great
importance (not shown in table). A quarter also state that they have negative experiences
with this quality indicator. This outcome leads to a performance score of 1.93. A quarter
do not (really) agree with the statement 'if I press the alarm button, I always receive help
within five minutes' (not shown in table). On balance, of the series of items studied, the
quality aspect 'waiting time' receives the highest impact score: 1.46.
The opportunity to have a confidential conversation with a professional is also a problem
area for this group of respondents, as shown by the response patterns (impact score 1.34).
This is caused mainly by the less than positive experiences with being able to hold
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such a conversation (performance score 3.05). 53% of elderly people in sheltered housing
say they have no nurse or carer to whom they can talk in confidence (not shown in table).
A series of fifteen statements on the institutional care delivered was submitted to
residents of care and nursing homes. Table 8.20 presents the performance, importance
and impact scores of care home residents for specific aspects of the quality of care
provided.

Table 8.20 Average performance, importance and impact scoresa for quality aspects of the care provided to
residents of residential care homes, 2000
importance score

impact score

5-minute waiting time
confidential conversation with nurse/carer
privacy
attention for appearance
customised care
being taken seriously
time of getting up
coordination of care
coming in without knocking
time of toilet visits
moving about
leaving in peace
carers take things out of my hands
courtesy
self-activation

performance score
2.04
2.28
1.44
2.79
1.47
1.32
1.58
1.58
1.53
1.23
1.32
1.26
1.35
1.19
1.32

2.89
2.49
3.19
1.80
3.08
3.35
2.96
2.56
2.78
3.39
3.20
3.15
2.65
3.01
2.30

1.45
1.25
1.18
1.14
1.10
1.08
1.04
1.03
1.03
1.00
1.00
0.99
0.89
0.88
0.77

average score for all items

1.58

2.85

1.06

(570)

(523)

(524)

(n)
a

A number of the original statements were formulated positively. Here, all statements are negatively encoded so that it
becomes clear which points require additional attention. Averages have been calculated for four response categories for
both the performance and importance scores.

Source: SCP (OII2000)

For residents of care homes, the top four problem areas (in order of importance) are
waiting for help after operating the personal alarm, being able to have a confidential
conversation with a carer, lack of privacy and care for their appearance (impact scores
of 1.45, 1.25, 1.18 and 1.14, respectively). The high impact score for 'waiting time' was
obtained by looking at the views of care home residents: 30% disagree wholly or partly
with the statement that they are helped within five minutes of pressing the alarm button.
The items 'I have too little privacy', 'The carers devote attention to my appearance
everyday' and 'I have a nurse/carer to whom I can talk in confidence' score highly mainly
because of the importance attached to them (privacy, confidential conversation with
carer) and the less good experiences of residents (attention for appearance, confidential
conversation with carer).
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Table 8.21 gives an impression of the quality of care as perceived by residents of somatic
(departments of) nursing homes. The questions were not put to psycho-geriatric patients.32
By way of comparison, the impact scores for care home residents from table 8.20 are
also shown.

Table 8.21 Average performance, importance and impact scoresa for quality aspects of the care provided to
residents of somatic nursing and care homes, 2000
somatic nursing home residents
performance score importance score
impact score

impact scores
of care home
residents

privacy
5-minute waiting time
time of toilet visits
time of getting up
confidential conversation with nurse/carer
moving about
coordination of care
customised care
being taken seriously
entering without knocking
attention for appearance
leaving in peace
courtesy
Carer takes things out of hands
**doing things oneself

2.24
2.35
2.04
2.50
2.14
1.79
1.84
1.53
1.43
2.18
2.04
1.41
1.30
1.39
1.30

2.97
2.84
3.08
2.45
2.71
2.87
2.60
3.08
3.24
2.18
2.27
2.96
2.94
2.53
2.22

1.72
1.67
1.48
1.45
1.36
1.20
1.20
1.17
1.13
1.07
1.06
1.04
0.97
0.88
0.72

1.18
1.45
1.00
1.04
1.25
1.00
1.03
1.10
1.08
1.03
1.14
0.99
0.88
0.89
0.77

average score for all items

1.83

2.73

1.21

1.06

(176)

(178)

(178)

(524)

(n)
a

A number of the original statements were formulated positively. Here, all statements are negatively encoded so that
it becomes clear which points require additional attention. Averages have been calculated for four response categories
for both the performance and importance scores.

Source: SCP (OII2000)

Somatic nursing home residents feel that their privacy could be improved; this quality
item achieves the highest impact score (1.72). This is because of both the perceptions
of the residents (41% feel they have too little privacy) and the great importance attached
to it (73% consider having sufficient privacy to be very important) (not shown in table).
The waiting time after pressing the alarm button receives the next highest score (impact
score 1.67). There is even more scope for improvement on this aspect for somatic nursing
home residents than for care home residents. The items 'I can decide for myself, in
consultation, when I go to the toilet', 'I am free to decide when I get up', 'There is a
nurse/carer to whom I can talk in confidence' also achieve high impact scores (1.48, 1.45
and 1.36, respectively). Residents of somatic nursing homes score more highly on all
these aspects (privacy, five-minute waiting time, time of visiting toilet and getting up,
and being able to have a confidential conversation) than care home residents. Evidently

TAKE-UP OF SERVICES AND CARE PROVISIONS

201

nursing home residents perceive a greater discrepancy between their experiences and
the importance they attach to the relevant aspects of the quality of care.
Based on the data in tables 8.19, 8.20 and 8.21, a comparison can also be made of the
views of residents of care homes, somatic nursing homes and sheltered housing. Two
aspects of the quality of care show a difference depending on housing type (not shown).
The waiting time after pressing the alarm button achieves a high impact score for all
housing types; somatic nursing home residents in particular see this as a problem in
the quality of care. Constantly having to tell new carers how they want to be helped
(coordination) is also a sensitive issue for this resident group, who perceive a wide
discrepancy between their wishes and reality on this point. Little or no difference is
found by housing type for the aspects 'confidential conversation', 'customised care' and
'doing things oneself'.
How to identify the presence or absence of differences between resident groups with
respect to their views on the quality of care is another issue. On the one hand this will
have to be sought in resident characteristics (e.g. somatic nursing home residents have
a greater need for specific provisions than other types of resident), and on the other hand
in institutional characteristics (e.g. availability and deployment of staff).
8.5.6 Spiritual care in different housing types
The spiritual welfare of the elderly is a topic which receives relatively little attention
in reports and policy documents. Yet it can be important to devote attention to this,
especially given that many elderly people in institutions are religious and find themselves
in a phase of their lives when they are faced with important life questions. This section
looks at the availability and take-up of spiritual care in institutions against the
background of the religious convictions of elderly people.
Secularisation passes elderly residents of institutions by
The Netherlands is one of the most highly secularised countries in Europe (SCP 2000).
However, the degree of secularisation is lower among the elderly and has largely passed
by the oldest age groups, many of whom live in care institutions. 22% of the over-75s
living independently answered the question about religious conviction with 'no religion';
the figure for residents of care and nursing homes was even lower.33 There are however
notable differences between residents of the different housing types; the number of nonbelievers is for example particularly low in residential care homes (see table 8.22).
The highest proportion of people who see themselves as religious are found among
care home residents: almost 80%, compared with around 65% of nursing home residents.
For religious residents of care homes, religion has become more important in recent
years (for 46%; not shown in table). This applies to a slightly lesser extent for religious
residents of (somatic) nursing homes and sheltered housing (37% and 39%, respectively.
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Table 8.22 Present religious conviction of elderly living independently (age 75 and older) and of elderly in
institutions, and degree of religious conviction of elderly in institutions by housing type (in percentages)

present religious conviction
Dutch Reformed
Orthodox Calvinist
Roman Catholic
other (including Islam/
Humanism)
no religion

living
independently
(age ≥75 years)

sheltered
housing

residential
care
homes

28
9
34

26
13
34

31
10
37

27
8
37

30
10
23

7
22

6
21

7
15

4
24

10
27

12
16
36
36

9
13
40
39

16
18
34
32

14
24
30
32

(826)

(574)

(212)

(180)

degree of religious conviction
not religious
neutral
slightly religious
strongly religious
(n)

somatic psychogeriatric
nursing
nursing
homes
homes

Source: SCP (AVO'99; OII2000; OII-wozoco 2000)

Organisation of spiritual care
At present the availability of spiritual care in institutions such as hospitals and nursing
homes is laid down in the Care Institutions Quality Act (Section 3). In every care
institution where a patient or client spends at least 24 hours, spiritual care must be
available which matches their religion or ideological conviction (Bulletin of Acts, Orders
and Decrees 1996). The former Residential Homes for the Elderly Act contained no
formal rules on spiritual care. It was up to the provinces and major cities to provide
this care by allocating budgets. Individual institutions then bore responsibility for the
actual provision of spiritual care, which they were able to organise as they saw fit within
the confines of the staff budget. Homes for the elderly traditionally had a residential
function and residents retained both their own GP and their own priest or vicar. As a
result, spiritual care in these homes has no long institutionalised tradition (Overheid,
Godsdienst and Levensovertuiging 1988: 113). Now that residential care homes are
increasingly acquiring a care function and falling within the scope of the Exceptional
Medical Expenses Act, a new situation has arisen. New legislation was proposed in
1997 which might have ensured an equal distribution of spiritual care throughout the
various institutions; however, the bill to regulate spiritual care in the care sector, judicial
institutions and the armed forces failed to make the statute book, stranding in the Upper
House on account of the funding problems involved in achieving the equal distribution.
Now, spiritual care in residential care homes falls under the Quality Act, but this does
nothing to guarantee the equal distribution of that care among the different types of
institution.
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Surveys of care-home client councils
The National Organisation of Client Councils in the Care for the Elderly (LOC) carried
out a survey in 1999 of 640 client councils to ascertain the position of spiritual care in
care homes. A key result was that 58% of the client councils and 52% of the institution
managements considered this care to be very important (Cliëntenraad 1999: 12-15).
However, it is up to individual institutions to translate that perceived importance into
practice. Only a minority – just over 14% according to an estimate by the Housing-care
Federation in 1996 – employed a spiritual carer, usually for one or two days per week.
In addition, churches provide a proportion of the spiritual care and it is possible to obtain
spiritual care from the Humanist Society on request. All in all, the spiritual care provided
in residential care homes is rather meagre. In a reaction to the survey, the situation in
nursing homes, where there are more spiritual carers in permanent employment, is
recommended as a worthwhile goal (Cliëntenraad 1999: 15).
Availability and take-up of care
An overview is given below of the availability and take-up of spiritual care. The
differences already highlighted between care and nursing homes can be seen clearly
here. The overview is based on a survey of the managers of a sample of 96 care homes,
84 nursing homes and 209 sheltered housing complexes (OII 2000 and OII-wozoco
2000).
62% of residential care homes have a chapel or room for contemplation. There are large
differences depending on denomination; for example, all Roman Catholic homes have
such a facility, compared with less than half the protestant homes. Spiritual care is made
available as a matter of course by most residential care homes: 97% receive regular visits
from a priest, vicar or spiritual carer. Only a few non-denominational homes or homes
with a different denomination report that this is not the case for them. The managements
of 30% of homes believe that the number of hours' spiritual care available is insufficient;
this is mainly the case for non-denominational homes (9 out of the 21 homes). It is also
notable that strongly religious residents relatively often live in institutions whose
managers believe that the number of hours of spiritual care is inadequate. These are
mainly homes which are non-denominational or have an 'other' denomination.
Nursing homes have a chapel or room for contemplation more often (74%) than
residential care homes, with Roman Catholic institutions being the best served (92%
have a chapel, compared with e.g. 46% of non-denominational institutions). Regular
spiritual care is available in all homes. The views on the number of hours of spiritual
care are more favourable than with residential care homes: 19% of nursing homes feel
that the care provided is insufficient. This is striking, because residential care homes
contain more religious residents.
Importance of spiritual care for residents
Religious elderly people were asked whether they consider it important to talk to a
spiritual carer, priest or vicar or with the staff about life issues; they were also asked
how satisfied they are with the time and attention given to this (see table 8.23).
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Table 8.23 Importance of and satisfaction with spiritual care among religious residents, by housing type, 2000
(vertical percentages)
sheltered housing

residential care home

nursing home

talking to a spiritual carera about life issues
yes, very important
yes, important
no, not very important

26
30
44

30
34
37

36
25
39

talking with staff of institution about life issues
yes, very important
yes, important
no, not very important

9
22
69

10
37
52

21
34
45

satisfaction with attention of spiritual carera for life issues
yes, very satisfied
yes, satisfied
no, not satisfied

20
57
23

19
57
24

26
53
21

satisfaction with attention of staff of institution for life issues
yes, very satisfied
yes, satisfied
no, not satisfied

13
63
25

10
65
24

16
53
30

(593)

(410)

(116)

(n)
a

Or priest or vicar.

Source: SCP (OII2000; OII-wozoco 2000)

A majority of the religious residents of care homes consider it important to be able to
talk to a spiritual carer about life issues, and are generally satisfied with the time and
attention available for this. It emerges clearly that talking about life issues is seen much
less as a task for the staff: only a small minority consider it very important to be able
to do this. 66% of elderly people who regularly discuss religion (not shown in table)
consider it very important to be able to talk to a spiritual carer about life issues; only 25%
consider it important to be able to talk to staff about this. Spiritual carers are therefore
their first point of contact.
Strongly religious elderly people – almost 40% of care home residents – attach much
more importance to spiritual care than elderly respondents who describe themselves as
'fairly religious'. The need to talk about life issues with staff is also clearly greater among
the strongly religious than the fairly religious. It is striking that strongly religious elderly
people are on the one hand more often 'very satisfied' about the time and attention
devoted to spiritual care, whilst on the other hand being slightly more frequently
dissatisfied than elderly people who describe themselves as 'fairly religious'. They
evidently have a more pronounced opinion.
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It was seen earlier that the number of hours' spiritual care was regarded as insufficient
in 30% of institutions. Contrary to expectations, this shows no correlation with the level
of satisfaction of the residents. It is thus not the case that more residents are dissatisfied
about the spiritual care in institutions whose managers also consider the number of hours
devoted to spiritual care to be insufficient. This could mean that the opinions of the
residents are not based on the number of hours of care but, for example, more on the
kind of attention given to the recipient by the spiritual carer.
It appears that nursing home residents attach slightly more importance to spiritual care
than care home residents. This applies in particular for the ability to talk to staff about
life issues: twice as many nursing home residents consider this important. Nursing home
residents are also more satisfied than care home residents with the time and attention
devoted to this subject by staff. Once again, the opinions of the institution management
on the adequacy of the number of hours' spiritual care shows no correlation with the
satisfaction of the residents in this regard.
Many nursing home residents who attach great importance to being able to talk to a
spiritual carer also consider it important to be able to talk to staff about life issues.
Nevertheless, the spiritual carer appears to have a specific input; for example, it is
abundantly clear that religious residents who regularly talk about religion consider it
important to be able to talk about life issues to a spiritual carer. When it comes to the
importance of talking to the staff about life issues it is much less important whether
the resident talks frequently about religion or not.
Religious residents of sheltered housing see talking about life issues primarily as a task
for mainstream spiritual carers; they are much less inclined to talk to (other) staff about
these issues.
8.6 Summary

This chapter examines a wide range of provisions: welfare provisions, the Services for
the Disabled Act (WVG), informal care, private help and home care, care in
institutionalised settings and sheltered housing. The most important findings are recapped
in this section.
Since the end of the 1980s, welfare policy has been the responsibility of local authorities.
The availability of welfare services and activities for the elderly is highly diverse and
ranges from practical service-delivery and reception to recreational activities and
education. Little is known about the size of the supply, the take-up or costs of the welfare
system for the elderly. Although no studies are available which demonstrate the effects
of this service-provision, it is undeniably the case that provisions such as the meals
service, personal alarm service and day care are important for a number of less selfreliant elderly people in enabling them to maintain their independence.
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Take-up of provisions under the Services for the Disabled Act (WVG) has increased
considerably since the Act's introduction in 1994. Both the number of applications and
the number of provisions supplied have risen enormously: at the end of 1999 135,000
transport provisions and more than 47,000 wheelchairs had been applied for (see
chapter 5 for the housing provisions). Roughly two-thirds of the users are aged 65 or
older. The WVG makes a considerable contribution to the self-reliance of elderly people
in need of care: around 80% say that they are more independent thanks to the WVG.
Generally speaking, people are very satisfied with the WVG-provisions. The greatest
dissatisfaction concerns collective transport: clients particularly dislike not knowing
how long a journey will last, and also dislike having to wait.
Two-thirds of elderly households living independently are able to manage without
informal or private help or home care. There are various reasons for non-take-up: these
people are relatively healthy; their living and residential situation means they do not
need to apply for help; or there is limited access to professional help. For a very small
group of older people, the non-take-up of care provisions is related to self-neglect.
The percentage of elderly people receiving informal help from their partner, family
members, friends and/or neighbours has remained stable in the last ten years, at between
11% and 13%. It is not known whether the intensity of the informal care has changed
in this period. In 1999 14% of elderly households received services from the public home
care system; 11% had access to private help (usually a cleaner or private nurse). All in
all, home care and private help are just as important as sources of help for elderly people
as is informal care.
The elderly are the main clients of the mainstream home care system: at present 80%
of home care clients are aged 65 or over, and this group receive 80% of the hours of
home care allocated. The percentage of elderly households living independently and
receiving home care has increased slightly over the last ten years, from 11% in 1991 to
13% in 1995 and 14% in 1999. However, the 'year effect' is eliminated after correction
for a series of background characteristics of the elderly; this means that elderly people
have (had) an equal chance of receiving home care over this period.
In 1995 an alternative to home care became available: the person-allocated budget for
nursing and care services. Since the introduction of this scheme the number of budgetholders has grown to 16,262 in 2000, including both elderly and younger people.
Despite budgetary constraints in the mainstream home care system, integration of home
nursing and home help services, equalisation of client contribution schemes, and the
entry to the market of private home care organisations, the take-up of home care by the
elderly underwent little change or even reduced in the 1990s. Clients are having to
manage with fewer and fewer hours of help. Potential home care clients are also
confronted with long waiting lists and waiting times. In 2000 there were 54,300 younger
and older people with an indication for nursing and care on the home care waiting lists;
44% of these people had access to alternatives in the form of another home care product
or fewer hours than were indicated. The average waiting time for home help services
was 30 weeks in 1999, while for help with daily household activities it was 15 weeks.
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Little is known from earlier research about the professional and informal care offered
in institutions. The percentage of nursing home residents receiving professional help
with personal care, nursing treatments and mobility is high, as might be expected. Care
home residents are much more frequently self-reliant: roughly half receive professional
help with nursing treatments, personal care or light household activities; almost 90%
require no help with mobility.
Informal care also plays an important role in institutions. Roughly a third of nursing
home residents receive weekly help from informal helpers with mobility; a quarter of
them receive help with personal care. This finding may point to a shortage of staff in
nursing homes, for example, or to a greater need for care on the part of specific resident
groups.
The government and care institutions make continual efforts to improve the quality of
care. Among other things this is reflected in a fall in the number of multi-person rooms
in nursing homes, and it is evident from the opinions of residents that this trend needs
to go further. Clients of somatic nursing homes state that privacy, waiting times after
pressing the alarm button, freedom in deciding when they go to the toilet and when
they get up, and being able to hold a confidential conversation are aspects of the quality
of care which could be improved. These aspects score highly on the quality scale because
people have bad experiences with them and/or because they consider them very
important.
Most elderly people in care and nursing homes and in sheltered housing have a religious
conviction and see themselves as religious. Care home residents are more often (very)
religious than others. A majority of the religious residents of institutions consider it
important to be able to talk to a spiritual carer – rather than with the institution staff –
about life issues. In general, residents are satisfied regarding the time and attention they
receive in this regard. Nevertheless there is a sizeable group – a quarter of religious
residents of care homes and a fifth of nursing home residents – who are dissatisfied
with this aspect. More than a quarter of residents are also dissatisfied regarding the
attention devoted to this subject by staff, an issue which is considered important by
nursing home patients in particular.
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Until that time this was a task of the provincial authorities.
An initial survey by Statistics Netherlands led to a publication which was to be the first in a series
(Neefjes et al. 1997). However, this publication contains virtually no information on take-up.
Communication problems and differences of interpretation and definition meant it was ultimately
impossible to complete and continue the series (Elbers/Vollemans verbal testimony).
It is however known that meals provisions, personal alarm services and day care services are
available in virtually all municipalities (see also § 8.2.3); however, no data are known on other
services, for example in the fields of training and education or information and advice.
The term 'senior citizens' adviser' is used here, but other terms are also used, such as senior citizens'
consultant, senior citizens' worker, care coordinator, care mediator, care consultant, supporting
policy coordinator for the elderly, etc.
In addition to mainstream funding sources (Exceptional Medical Expenses Act, scope-broadening
measures, supporting policy), non-mainstream sources (sponsoring, subsidies, funds, gifts and
donations, commercial activities) are also often used to fund the products. 72% of residential care
homes used non-mainstream sources; the figure for nursing homes was 60%.
There are probably wide differences at local level. For example, research in the west of the province
of Brabant showed that 14% of over-55s surveyed use the meals service; research in the Eemland
region suggested a figure of 5% for the hot meals service (GGD Eemland 1999).
Where research does exist, it appears to focus more on charting the experiences of clients than
on determining effects. For example, there is often no control group with which effects can be
compared.
The results of this study are anticipated in the early months of 2001.
The researchers thank Silvia Derks from the Ipso Facto research bureau for making available the
data.
The figures in table 8.3 are based on a written survey which is held each year in Dutch municipalities.
Both positive and negative statements were submitted to respondents. Here, all statements were
formulated negatively, so that it becomes clear which points need additional attention.
Municipalities can not only levy a client contribution (for a provision in kind), but may also require
additional payments, for example in the form of a contribution paid by the disabled person for a
provision for which a local authority grant is paid. The text henceforth refers only to 'client
contributions'.
The exact amount may differ from one municipality to the next.
With respect to personal care and nursing, the questions in the AVO 1999 were as follows: 'Have
you or anyone else in the household received nursing and/or help with personal care, such as
help in washing, administering injections, etc., at any time in the last 12 months? We do not mean
maternity help.' With regard to domestic help, the question was formulated as follows: 'Do you
currently receive regular help in the household or have you received help in the household in the
last 12 months?'
The figures reported in this paragraph are based on verbal and written information from the Dutch
home care sector organisation BTN, which represents private home care organisations that are
eligible for funding under the Exceptional Medical Expenses Act, from the private home care
organisations association SPOT, which represents home care organisations not eligible for such
funding, and from the Health Inspectorate.
The introduction of market forces in the home care sector was halted on 1 January 1998 by special
Order in Council; as a result, new providers were no longer eligible for funding under the Exceptional
Medical Expenses Act. The Order remained in force until 1 January 2001.
In addition to the person-allocated budget for nursing and care services, there is also a client-linked
budget for the mentally disabled. This is less relevant for the elderly, as it focuses mainly on the
young and young adults (De Klerk and Timmermans 1999).
Care at home comprises all forms of care, including care provided under the client-linked budget
scheme, but excluding 24-hour care in a residential nursing or care home.
The precise formulation of the question is given in note 14.

TAKE-UP OF SERVICES AND CARE PROVISIONS

209

20 The logistic regression analysis included the following background characteristics: physical
impairments, household type, age, education level, household income, take-up of informal care,
private help, home adaptations and year of survey. Including the variable 'age' in the model rules
out the possibility that the increase in the take-up of home care is a result of the ageing of the
population in this period.
21 The relationship between severity of physical impairments and take-up of home care can never
be a one-to-one relationship, because survey data rather than indication data are used. Even in
the latter case, the relationship could never be 100%, because those allocating home care provisions
assess identical cases in very different ways (Buijs et al. 2000). In 1997 the client contribution
schemes in the home care system were harmonised (Bulletin of Acts, Orders and Decrees 1997).
The new contribution comprises a combination of the old contribution for home nursing services
and the older income-dependent contribution for subsidised home help. This means that an annual
contribution of approx. 22.7 euro is payable for home care. In addition, an income-dependent
contribution is payable at a basic rate of 4.5 euro per hour.
22 Problems in carrying out household activities have not always been charted in the same way in
the various AVO surveys. A 'repair' was carried out to rectify this (Gerritsen 2001), which is
incorporated in the measure for physical impairments. Psychosocial problems are not included in
the questions on need for help in the AVO survey of people living independently. Such health
problems are however included in the Elderly in Institutions Survey, including among elderly
people in sheltered housing.
23 Supplementary analyses show that better-off elderly people make relatively frequent use of private
help or a cleaner. For them, the difference between the client contribution and the hourly pay for
the private help is so small that the benefits of a private helper win out. One benefit, for example,
is that the range of tasks to be carried out can be determined by the elderly person themselves; it
may also be that this method is used as a means of circumventing the waiting lists and care rationing
applied by home care organisations.
24 A correction was applied in the logistic regression for the following main effects: severity of the
physical impairments and age of the person in the household most in need of help; household
type; education level; income; informal help; private help; and survey year. The interaction between
physical impairments, age, household type, income and survey year was included in order to carry
out a multivariate check on the effect described in table 8.11. None of these interactions proved
to be significant.
25 A selection was made in the analysis for elderly households (over-65s) who have at least slight
impairments and use a minimum of one care provision (Timmermans et al 1997a).
26 The combined take-up of housing and care provisions is in fact not limited to adaptations and home
care. Research figures with 1995 as a reference year show that roughly half a million people aged
over 65 and disabled persons have to go to different agencies because they receive housing benefit,
funding under the Exceptional Medical Expenses Act and WVG-provisions (TK 2000/2001e).
27 The number of nursing home patients cited also includes people in day treatment, day admission
and day care.
28 This policy on care homes is also referred to as 'supporting policy' and 'scope-broadening'.
29 In recent years nursing homes, interest and umbrella organisations, public administrators and the
media have regularly devoted attention to improving the privacy of nursing home residents. The
perceived lack of privacy is caused largely by the continued existence of multi-person rooms in
nursing homes. Nursing homes built before 1980 generally have five and six-person rooms. The
Ministry of Health, Welfare and Sport therefore developed policy to promote privacy (TK 1996/1997c).
This reduced the number of three, four, five and six-person rooms while at the same time boosting
the availability of one and two-person rooms.
30 Information is available from local (substitution) experiments; however, nationally representative
data are scarce.
31 The impact scores were calculated as follows: impact = performance score x importance score/4.
The minimum impact score is 0.25, the maximum 4.
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32 The performance scores were submitted to family members of psycho-geriatric patients, but these
scores deviated so widely from those of the people who were able to answer themselves, that they
were left out of consideration. This finding corresponds with the literature. For example, research has
shown that family members assess the perceived quality of life of nursing home residents slightly
lower than the residents themselves (Van Campen et al. 1999).
33 The OII and AVO surveys used one question, the 'single-step question', to ask about religious
conviction. The SCP survey on secularisation first asked whether people regarded themselves as
belonging to a church community and if so, which. This 'two-stage question' produces a higher
number of non-church members (Becker and Vink 1994).
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9 THE USE OF ICT
Jos de Haan

9.1 The elderly in the information society

The elderly are the most disadvantaged group in the information society. They often have
difficulty with the transition from traditional products and services to their modern
digital variants; equipment and services are rarely tailored to their specific user
requirements (Freudenthal 1999); they have fewer digital skills than younger people
and feel a certain anxiety about taking their place in the information society (Van Dijk
et al. 2000). The over-70s in particular complain about the lack of information, training,
user-friendliness and costs (Doets and Huisman 1997).
Owing to their limited access to the products of the information and communication
technology (ICT) world, such as the personal computer or mobile telephone, the elderly
are potentially missing out on information and consumer pleasures, and may even be
missing out on some of their civil rights (cf. Van Rijsselt and Wijers 1997). And where
they are still active on the labour market, 'digital disadvantage' can also mean that they
are no longer able to keep up with changes.
The ongoing digitalisation of society not only presents threats for the elderly, however,
but also opportunities. A wide range of applications have been developed, such as
personal alarm services, tele-medicine and tele-care, which enable them to continue
living independently for longer. Communication services (such as e-mail) enable them
to maintain social contacts without having to leave home; these services could among
other things offer some compensation for the reduction in social contacts after retirement.
According to some (e.g. NRC Handelsblad newspaper on 7 December 2000), many
'silver surfers' are already storming the worldwide web. Are the elderly really queuing
up in front of the Internet cafes? Do they have no fear of the technology and are they
consumed by a mass curiosity about the digital world?
The differences between older and younger people will be examined here on the basis
of the possession and use of a personal computer (PC). The PC is currently one of the
most prominent ICT products, being used among other things as a gateway to the Internet
and the world of e-mail. This has given the PC a key position in the information society;
anyone who does not have or cannot use a PC is excluded from the use of a new
information source and communication tool. Some elderly people will benefit from
new opportunities, others will not; the question is which elderly people these are.
Section 9.2 looks first at the ownership and use of computers in households, and also
examines their distribution among different sections of the elderly population. Use of
PCs by the elderly outside the home, particularly at work and in libraries, is the subject
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of § 9.3. Employees can become familiar with the computer whilst at work, and where
the employer operates a funding scheme, this can form a key incentive for people to
purchase their own PC.
This chapter also looks at the background to the differences in PC ownership and use.
Income is generally an important determinant of differences in ownership of technical
equipment; does this also apply for the elderly? Other factors are lack of interest or
practical usefulness and lack of skills needed to operate the equipment. The computer
skills of the elderly are the topic of section 9.4. These skills can be acquired among other
things in housing-care centres; section 9.5 discusses the results of an ICT project in these
centres. The influence of computer skills is compared with other factors in section 9.6.
Section 9.7 looks at the future of the elderly in the information society. Finally,
section 9.8 reiterates the conclusions.
The spread of modern information and communication technology is described on
the basis of the following databases: the 1995 Time Use Survey (TBO), the 1998 Use
of New Communication Aids Survey (GNC) and the 1999 Amenities and Services
Utilisation Survey (AVO). In the TBO and GNC surveys, one person from each
household took part in the survey; in the AVO survey, all members of the household
filled in a questionnaire. All statements in this chapter relate to persons, not to
households.1
9.2 Ownership and use of ICT products

Ownership
The survey 'Digitalisation of daily life' (Digitalisering van de leefwereld) revealed that
the elderly are one of the groups who are at a disadvantage as regards ownership and
use of modern ICT products (Van Dijk et al. 2000). This applies not only for the most
widely discussed technologies in the information society – the personal computer,
access to the Internet and mobile telephones – but also for other equipment and for
various electronic payment cards. The over-65s in particular own ICT products
considerably less often than younger people, and ownership levels among the over-75s
are even lower than among 65-74 year-olds (table 9.1).
The personal computer (PC) is currently the main means of accessing the digital
highway. This access is crucial for participation in the information society, and it is
precisely with respect to the PC that the differences between the various age groups are
greatest. Attention will therefore be concentrated here on the ownership and use of the
PC, including use of the Internet.
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Table 9.1 Ownership of ICT products, by age category of the respondent, population aged 35 and older,
1998 (in percentages)
35-54 years

55-64 years

65-74 years

≥ 75 years

cordless telephone
mobile telephone
fax
answering machine/voicemail

61
37
25
49

46
21
16
36

42
14
6
26

34
10
2
12

cash/debit card
credit card
'electronic purse' card

97
42
51

94
37
44

84
26
35

75
21
20

personal computer, laptop or notebook
Internet access

74
26

42
12

18
2

5
2

VCR
television with teletext

87
90

75
90

60
90

38
75

Source: SCP (GNC'98)

Based on the figures at the end of 1998 it was expected that the difference in PC
ownership between younger and older people would increase further in the short term,
primarily because of the relatively strong growth among 18-34 year-olds. More recent
data make it possible to determine whether this anticipated development did indeed
occur. Therefore, contrary to what is usual in the Reports on the Elderly, figure 9.1 also
presents data on 18-34 year-olds. In order to be able to examine the penetration rate of
PCs in the slightly longer term, the figure also contains data from 1995.
Figure 9.1 Ownership of a personal computer, laptop or notebook, by age category of the respondent, population
aged 18 and older, 1995-1999 (in percentages)
90
80
70
60
50
%

1995 (TBO)

40
30

1998 (GNC)

20
10

1999 (AVO)

0
18-34 years

35-54 years

55-64 years

65-74 years

75 years

Source: SCP (TBO’96; GNC’98; AVO’99)

The absolute differences between persons younger and older than 65 increased between
1998 and 1999. The anticipated strong growth in PC ownership by 18-34 year-olds did
indeed occur. Figure 9.1 also shows that a large number of 55-64 year-olds had a PC at
home between 1995 and 1998, and that this rapid spread continued at the same pace
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in 1998. This age group is therefore still able to keep up more or less with younger
people. This cannot however be said for the over-65s, who not only less often own a
PC, but also possess equipment with less powerful processors than younger people
(Van Dijk et al. 2000).
There are not only differences between age groups, but also within them. These
differences are related to other background characteristics; table 9.2 investigates the
correlation between these age-related ownership differences for four characteristics.
Table 9.2 Presence of a personal computer, laptop or notebook in households, by age and a number of
background characteristics of the respondent, 1999 (in percentages)
35-54 years

55-64 years

65-74 years

≥ 75 years

men
women

78
75

54
41

29
18

11
6

primary/lower secondary education
senior secondary education
higher education

67
83
93

37
60
82

17
35
46

5
8
27

low income
middle income
high income

47
74
89

23
46
73

12
22
41

4
11
14

one-person household
multi-person household

49
80

29
51

10
28

4
12

Source : SCP (AVO'99)

PC ownership turns out to depend partly on income, education level, household
composition and sex. These differences can also be observed within age categories;
older people with a high income and high education level have a PC at home much more
often than their less well-off and less well-educated peers. The differences between the
sexes are relatively small.
So far, differences in ownership rates have been described for each background
characteristic; there has been no investigation of whether the influence of different
characteristics reinforce or cancel each other out. The elderly generally have a lower
education level than younger people, and their average income is also lower. Moreover,
it is known that there are mutual correlations between these characteristics: education
level correlates with income, for example. Are the differences between older and younger
people influenced more strongly by income or education level? In other words, is the
difference attributable more to financial restrictions than to a lack of (computer) skills?
A multivariate analysis which controlled for the influence of other characteristics showed
first that age has a greater influence than the other characteristics.2 In other words, PC
ownership is more a question of age than of income or education level. Secondly, the
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ownership differences between age groups are to some extent attributable to the other
characteristics: most strongly to income and then to education level. To some extent
the differences in PC ownership are thus the result of financial restrictions and lack of
skills where these ensue from a person's education level. Household composition also
has a modest impact; elderly people more often live alone, and this has some influence
on the fact that they less often have a PC. The influence of sex on differences in PC
ownership between age groups is slight.3 Together, the four characteristics explain
almost 30% of the differences between age groups. However this means that more than
two-thirds of the differences have to be attributed to other factors. Section 9.6 will look
at some other explanatory factors in more detail.
The question is whether the elderly themselves see not having a PC as a disadvantage,
and what reasons they give for this. In 1998, non-owners of a PC were asked whether
they intended to buy one. The results show that few elderly people had such an intention
(see figure 9.2); of those aged 75 and over, only 2% had such plans. The difference
between 35-54 year-olds and the over-55s was also large.
Figure 9.2 Plans to purchase a PC and reasons for non-ownership, non-owners aged 35 and older, 1998
(in percentages)
100
90
80
70
60
% 50
40
30
20
10
0

35-54 years
55-64 years
65-74 years
75 years
no plans
to buy a PC

too expensive too difficult

no interest

PC at work
is enough

Source: SCP (GNC’98)

Of course the plans that people had in 1998 may not be the same as what they
subsequently did. However, the low rate of spread of PCs among the elderly people
between 1998 and 1999 (see figure 9.1) does indicate some correlation. Moreover,
statements about purchase plans also give an indication of motivation or need. The
figures here in no way suggest a feeling of missing out on a valuable asset.
A further insight into how the elderly perceive not having a PC can be deduced from
the reasons they themselves put forward. The most commonly cited reason for the
absence of a home computer is lack of interest (figure 9.2). Interest is in part related
to the perceived functionalities of the PC, which need not necessarily correspond with
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the actual functionalities. The lack of interest suggests that there are not many elderly
people who miss the perceived functionalities of a PC. This applies equally for the
much-discussed access to the Internet. International comparative research in Europe
shows that people aged over 55 who do not have access to the Internet are also not
particularly interested in it (Gilligan 1999).
The other reasons cited indicate that a lack of computer skills is more of an obstacle
to purchasing a PC than insufficient income. Although ownership differences between
younger and older people bear a fairly strong relationship to income, few elderly people
suggest that the price of a computer prevents them buying one. Fear of technical
equipment may also play a role.
The set of mental barriers which need to be overcome for a purchase are described by
Van Dijk (2000) using the term 'psychological accessibility'. For elderly people in
particular, this is a major obstacle to obtaining access to the digital highway.
Almost half of all elderly people experience problems in using equipment or machines.
The computer is the most commonly cited example, followed by the video recorder and
the mobile 'phone. Elderly people give two reasons for this much often than younger
people: they cannot remember codes or actions, and it is difficult to put things right if
something goes wrong (Lammerts van Bueren 2000). These findings indicate that
memory is a problem for elderly people. Research by Freudenthal (1999), by contrast,
suggests that there are problems with equipment design. Among the commonly occurring
problems she lists legibility of screens and labels, use of foreign language, programming
and motor control during operation. She also asserts that manuals frequently create
problems; they are often too thick – or too thin – are unclear and poorly formulated, the
font size is often too small or the foreign language inaccessible. And yet user-friendliness
is not a decisive argument in decisions on whether or not to buy. For example, only 5%
of elderly people say they would like to have a PC if it were easier to use (Lammerts
van Bueren 2000).
There are few elderly people who once had a PC but no longer have one. This applies
for 31% of non-owners in the 35-54 age group, 20% of 55-64 year-olds and 6% of
65-74 year-olds. This phenomenon does not occur among the over-75s. This subgroup
of respondents is however too small to make reliable statements about the reasons for
getting rid of a PC.
Use
Not everyone who has a PC at home actually uses it. If the presence of a PC is a
household characteristic, its use is a strictly individual affair. It is therefore useful to
look more closely at PC use. The percentage of non-users among PC owners generally
increases with age; 42% of 65-74 year-old PC owners never use their PC, or use it less
than once a month; the figure for 35-54 year-olds is only 26%. The few over-75s who
own a PC are an exception to the rule: one-third of this group never use the PC or use
it less than once a month.
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PC use also correlates with background characteristics. In contrast to the figures just
cited, table 9.3 shows PC use as a percentage of the total population.
Table 9.3 Use of a personal computer, laptop or notebook at home, by age category of the respondent, 1999
(as a percentage of the population)
35-54 years

55-64 years

65-74 years

≥ 75 years

total

55

31

13

5

men
women

63
48

41
21

18
7

8
3

primary/lower secondary education
upper secondary education
higher education

43
63
79

20
43
64

8
19
32

3
6
20

low income
middle income
high income

32
53
68

14
31
52

7
11
25

3
7
7

one-person household
multi-person household

58
41

32
23

14
7

6
3

Source: SCP (AVO'99)

Comparison of tables 9.2 and 9.3 shows that differences between men and women are
more clear-cut in PC use than PC ownership. PC use also depends on income, education
level and household composition; the proportions reflect the ownership rates referred
to earlier.
PC use was also subjected to a multivariate analysis.4 This showed that differences in use
between age groups can also be partly attributed to the other characteristics. However,
education level is the most important determinant here, with income in second place.
The influence of sex on differences in PC use between age groups is relatively small.
To obtain a more precise picture of the use of PCs in households, table 9.4 describes
the use of eight applications.
Table 9.4 Reasons for using a computer at home (at least once per month), by age category, 1999
(as a percentage of PC owners)
word processing
games
Internet
information services (e.g. travel planner,
CD-telephone directory)
e-mail
consulting reference works on CD-Rom
spreadsheet/database
drawing package

35-54 years

55-64 years

65-74 years

≥ 75 years

56
37
36

51
26
27

41
30
17

40
25
14

34
33
27
24
15

36
24
22
20
13

17
16
19
12
13

20
16
23
16
15

Source: SCP (AVO'99)
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The use of applications by computer owners declines with age. This applies for relatively
old applications such as word processors, spreadsheets and games, and even more so for
online services (Internet and e-mail). Relatively small differences are found in consulting
reference works on CD-ROM, and no differences at all in the use of drawing packages.
In discussions about the information society, access to the Internet is of particular
importance. In the rapid spread of Internet connections, it is once again the elderly who
lag behind. The ownership of relatively old equipment by the elderly is one of the reasons
for their limited access to the digital highway; their PCs are generally less powerful and
less frequently fitted with a modem (Van Dijk et al. 2000).
9.3 Use outside the home

People who do not have access to modern ICT resources at home need not be excluded
from the information society; access can also be obtained at other locations. Some
elderly people who have not left the labour process are able to use a computer at work,
and possibly benefit from employer funding to help with the purchase of a home PC.
However, non-workers can also gain access in many locations: community centres,
regional training centres, Internet cafes or libraries. This section looks at the use of
computers at work and in libraries. SCP has no data on the use of PCs at other locations.
Work
Many of the early computer users became familiar with information technology via
training or work and have therefore learned to value the benefits of computer use. Older
people did not receive this introduction at school, but employment did offer many of
them this opportunity. At present roughly a third of peopled aged between 55 and 65
are active on the labour market (see also chapter 3). It is possible to ascertain whether
this group use a computer at work or have access to the digital highway there.
A large part of the generation which will be retiring in the coming years have learned
to use a computer at work. More than half (55%) of 55-64 year-old employees use a
PC on a daily or weekly basis at work (table 9.5), though this is lower than the figure
of 69% for younger employees. PCs at work where older people are employed have an
Internet connection even more frequently than for younger employees, and almost as
often have an e-mail connection. 55-64 year-olds also almost keep pace with their
younger colleagues in the use of these online services.
The differences between older working men and women are small. Female workers aged
55-65 actually use a PC slightly more often and also more often have access to the
Internet than their male peers. On the other hand, men in this age group can make use
of e-mail more often.5
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Table 9.5 Use of PC at work and availability of Internet and e-mail connection at work, by age category of the
respondent, working people aged 35-65, 1998 (in percentages)
total

35-54 years
men
women

total

55-64 years
men

women

use of PC at work
daily
regularly
rarely/never

55
13
31

59
12
29

49
15
35

37
18
45

32
23
45

47
8
45

Internet connection at work

42

45

37

51

50

55

use of Internet at work
daily
weekly
monthly
less/never

10
13
6
72

13
14
7
66

6
9
3
81

4
23
7
67

3
20
10
67

a

–
–
–

e-mail connection at work

60

66

50

56

59

49

use of e-mail at work
daily
weekly
monthly
less/never

28
12
4
57

30
13
5
52

23
8
2
67

20
12
1
67

21
10
2
67

a

a

–
–
–

Too few respondents (n < 25) for a reliable analysis.

Source: SCP (GNC'98)

It may be that these older people will continue to use their computer skills after
retirement. It seems logical to assume that this experience and these skills formed an
incentive to purchase a PC for the home. At the end of 1998 53% of 55-64 year-old
workers had a PC at home (not shown in table). In 52% of these cases, the employer
had played a role by paying all (12%) or part (12%) of the costs or by offering a PC
purchase scheme (28%) (GNC 1998).
Libraries
The majority of older people (55+) have however not acquired any computer skills during
their (working) lives. They have also not enjoyed the financial benefits of funding
schemes by employers for the purchase of a home PC. These factors have contributed to
the fact that fewer older people have a PC at home than younger people (Van Kesteren
and De Haan 2000). As mentioned in the introduction to this chapter, however, elderly
people without a PC at home can gain access to a computer elsewhere. The library is
increasingly one of these locations. Older people can also take computer lessons here,
from first principles up to more advanced applications.
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Table 9.6 Membership of libraries and use of computer in libraries, by age category, 1999 (in percentages)
35-54 years

55-64 years

65-74 years

≥ 75 years

member of library

34

29

33

27

uses computer in library
members only

19
47

10
31

7
19

2
6

consults catalogue
members only

19
47

10
31

6
17

2
5

1
2

1
2

1
2

0
0

uses Internet
members only
Source: SCP (AVO'99)

Roughly a third of the elderly population belong to a library (table 9.6), virtually the
same as the percentage as 35-54 year-olds. There are however differences in the use of
library computers, which are used much more by younger people than older people. In
practice this computer use is confined mainly to consulting the catalogue. More and
more libraries have computers with an Internet connection, but the age groups shown
in table 9.6 make virtually no use of this facility.6 The fact that older people make less
use of computers in libraries may indicate a certain digital 'stage fright'; they tend to
look for and select books in the traditional manner.
9.4 Computer skills

Computer skills are of great importance for the ownership and use of a PC. Lack of
these skills could work to the disadvantage of older people (Doets and Huismans 1997;
Steyaert 2000). Many older people have never sat in front of a computer; they do not
have one at home and have also not come into contact with computers at work or
elsewhere. At the end of 1998 this applied for 77% of 65-74 year-olds and for no less
than 91% of the over-75s. By way of comparison: 19% of 35-54 year-olds have never
used a computer. People who have never used a computer keyboard will not possess
digital skills, and there is therefore no point in asking them where they gained their
PC skills.
This section looks at computer skills and their acquisition. This information relates only
to people who have used a computer at some time. There are too few computer users in
the over-75 age group to facilitate a reliable analysis, and for this reason no subdivision
is made in this section in the group of over-65s.
Older computer users generally assess themselves as less skilled than younger people.
With the exception of programming, this applies for all applications listed in table 9.7.
Basic skills such as using the keyboard, word processing and using Windows are the
skills best mastered by the elderly people. It is notable that in 1998 they relatively often
used DOS software for word processing, whereas younger people had more often
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switched to Windows versions. Older people thus not only possess relatively old
hardware, but also older software. The fact that they are less often 'online' is reflected
in their relative lack of Internet and e-mail skills.
Table 9.7 Mastery of computer skills (good or very good), by age category, people who have used a computer
at some time, 1998 (in percentages)
understanding of keyboard functions
word processing in Windows
Windows
word processing in DOS
spreadsheets
e-mail programs
searching/surfing the Internet
drawing packages
programming

35-54 years

55-64 years

≥ 65 years

53
40
36
30
21
19
17
14
7

38
29
25
34
16
12
9
10
3

36
15
19
23
12
2
1
5
6

Source: SCP (GNC'98)

Older people – and, for the matter, 35-54 year-olds too – state that they have learned
most by trying things out on the computer themselves (table 9.8). they have also learned
a good deal on computer courses and by consulting computer manuals. The role of work
again emerges, particularly among 55-64 year-olds. They cite colleagues as sources of
computer skills to roughly the same extent as the 35-54 year-olds. The widely favoured
ideas about children who introduce their parents to the digital world are supported to
only a limited extent by the figures (cf. Klumper 2000).
Table 9.8 Places where or people from whom computer skills were learned (quite a lot or a lot), by age category,
people who have used a computer at some time, 1998 (in percentages)
trying things out self on the computer
special computer courses
colleagues
computer manuals
friends, acquaintances, neighbours
follow-up course
children
secondary school

35-54 years

55-64 years

≥ 65 years

43
23
19
15
13
6
5
1

34
20
18
20
8
2
12
0

32
15
12
14
11
3
5
0

Source: SCP (GNC'98)

The importance of computer courses can be discussed further on the basis of data on
participation in various courses. It is hardly surprising that these figures show that older
people have mainly followed courses for those applications that they use regularly and
in which they consider themselves to be competent: word processing and operating
systems (see table 9.9).
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Table 9.9 Computer courses followed, by age category, people who have used a computer at some time, 1998
(in percentages)
word processing
specialist programs for work
operating system (Windows, DOS)
spreadsheets/databases
programming
drawing packages
accounting packages
e-mail
Internet
statistical programs

35-54 years

55-64 years

≥ 65 years

47
37
32
24
13
11
11
10
8
6

43
34
28
19
13
10
12
8
4
8

32
21
23
19
11
4
12
3
3
6

Source; SCP (GNC'98)

A relatively small group of elderly people have a PC at home or have used a PC
elsewhere. They either followed courses or learned to use the PC as they went along.
Most elderly people do not use a PC, however. Some of these are people who no longer
live independently. By offering facilities, however, these people can sometimes still be
brought into contact with PCs; the following section looks at this in more detail.
9.5 Internet access in housing-care complexes

There are some elderly people who would like to follow a computer course outside their
home but who have physical difficulty in leaving home. A national project has been
launched to provide Internet access in housing-care complexes ('Internetten in woonzorgcentra') to help some of these people.7 It is mainly over-75s who are reached by
this project; it was seen earlier that this group have had only very limited contact with
the digital world. The intention is to introduce Internet access on a structural basis into
locations where housing, service-delivery and care are combined. Internet café pilot
projects have been launched in 48 of the 1,300 housing-care centres in the Netherlands.
A recent study ('Ouderen & @penstaartjes') provides a first, fairly rosy picture of the
results of this experiment (Klumper 2000). The elderly people who visit these Internet
cafes have often heard family – usually their children – talking about the Internet. The
curiosity this has aroused is heightened by the frequent references to the worldwide web
in the conventional media. Social contacts also play an important role in removing fear
of the computer and imparting the first computer skills. In fact these elderly people do
not differ in this respect from elderly people outside housing-care complexes
(cf. Van Kesteren and De Haan 2000). The study also shows that Internet cafés have a
'catalytic effect' on elderly people, who use the opportunity offered to become
acquainted with the Internet. Expectations of the participants on their computer use in
the future vary; some say they will not continue using the Internet independently, but
find it enough to be aware of the possible uses and to feel they are not left out of
conversations. Others will continue their usage to a lesser extent, with games and e-mail,
preferably directly with children and grandchildren abroad, being particularly popular.
A third group see the Internet as a useful way of spending their time and wish to
explore the possibilities further.
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9.6 Determinants of ICT use: barriers to the digital highway

Income is one of the main barriers to access to the information society, especially for
the over-65s (Gilligan 1999). People's financial position helps determine whether they
can meet the costs of purchasing and using equipment.8 It was shown earlier that income
has a bigger influence on the differences in PC ownership between younger and older
people than education level, household composition and sex, but that not all
differences can be explained by this factor: elderly people who have sufficient financial
resources also often hesitate about buying a computer. This indicates that other factors
are at least partially significant.
In addition to the costs, lack of information also plays a role. The elderly are less familiar
with things such as Internet functionalities than younger people (Gilligan 1999). They
also sometimes think that what is currently available via the Internet is insufficient to
interest older people. Many people state that they are not particularly interested in using
computers (see figure 9.2); this does not however mean that they are unaware of the
possibilities of PC use. Many older people have never used a computer, lack the
necessary computer skills and are largely unaware of the potential of the PC.
It also became clear earlier that the work situation, and in particular use of a PC at work,
influences the presence of a PC in the household: PC experience gained at work is the
most important factor determining whether older people also have a computer at home
(Van Kesteren and De Haan 2000). This section will look more closely at the extent to
which the differences in PC ownership and use between age groups are attributable to
the work situation and the possession of computer skills.
To investigate the influence of these factors, multivariate analyses were performed for
both the possession and use of a PC in households. The influence of the work situation
and of computer skills was also controlled for the influence of income, education level,
sex and household composition. The analyses were repeated with the help of the health
insurer ANOVA (cf. § 9.2)9 Table 9.10 adds a number of variables to the analysis model
in stages. The first model shows only the beta coefficient and the univariate correlation
between ownership and age. Another advantage of the phased structure is that the fall
in this beta coefficient indicates to what extent the difference between age groups can
be attributed to the other variables. After controlling for income, education level, sex
and household composition, the beta coefficient for age falls from 0.45 to 0.36.
The use of a PC at work has about the same influence on the presence of a PC in the
home as does education level. Although analyses in section 9.3 indicated that this work
experience is age-related, this is not confirmed by the data in table 9.10. The beta
coefficient for age in model III remains 0.36, which suggests that having a job and
gaining PC experience there does not explain all of the correlation between PC
ownership and age after controlling for other background characteristics. What does
have an influence on age-related differences in PC ownership is having computer skills;
the correlation between these skills and ownership of a PC is very strong, as might be
expected. Computer skills, which also correlate with education level and having a job,
also explain a large part of the differences in computer ownership between age groups.
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Table 9.10 Determinants of ownership and use of a PC, population aged 18 and over, 1998 (in beta-coefficients)
I

ownership
II
III

use
IV

I

II

III

IV

age
income
education level
multi-person household
sex (man)
having a job
using a PC at work
digital skills

0.45

0.36
0.18
0.18
0.10
0.07

0.36
0.20
0.14
0.09
0.06
0.08
0.14

0.20
0.14
0.04
0.12
0.02
0.03
0.10
0.58

0.40

0.33
0.17
0.21
0.03
0.14

0.31
0.18
0.15
0.03
0.14
0.09
0.21

0.10
0.11
0.06
0.07
0.04
0.02
0.06
0.65

explained variance (in %)

20.2

27.5

29.2

44.4

16.0

25.7

28.7

47.7

Source: SCP (GNC'98)

A comparable picture emerges for PC use. However, there are also a number of
differences, which is to be expected because a large proportion of PC owners do not
use their computer regularly (once a month or more). Here again, the four background
characteristics explain part of the correlation. As indicated in section 9.2, education
level is more important than income here. Compared with PC ownership, sex also has
a greater influence on PC use. The influence of having a PC at work is also greater and
also has an effect on the differences in usage between age groups. A part of the lower
PC use by older people can thus be attributed to their relative lack of experience with
a PC at work.
Having computer skills has an even greater influence on PC use than on ownership.
Varying mastery of computer skills even largely explains the difference between the age
groups. Lack of computer skills is much more important than education level, income
or work experience, above all, elderly people need computer training in order to begin
using computers.
9.7 The elderly and the digital future

There are several different kinds of access to the information society. In the first place,
there must be an interest in media information, and psychological barriers (e.g. fear of
the computer) to using technical equipment must have been overcome. In the second
place, those with an interest must possess the necessary equipment. Thirdly, access is
determined by digital skills.
Many elderly people still harbour a disinterest – and possibly also a fear of the
computer – in the use of new media, though there are signs of growing curiosity. The
elderly indicate to a greater extent than younger people that they still prefer traditional
media for obtaining information, with television, newspapers and radio as the most
popular (Van Dijk et al. 2000). This has to do first and foremost with the fact that so
few elderly people have a PC at home. The differences in ownership can be attributed
to only a relatively small extent to differences in income: relatively few elderly people

226

THE USE OF ICT

state that the price of a PC is a problem. Much more important for access to the
information society is the possession of computer skills. Here again, the elderly lag
behind the younger generations. Even if PCs and the Internet manage to penetrate
virtually every household, there will probably still be differences in computer skills
between older and younger people. These differences will also correlate with differences
in types – and possibly also frequency – of use.
Lack of access to the information society can be attributed partly to technical barriers.
The elderly are confronted with a deterioration in their physical, sensory and cognitive
capacities. This means they need equipment which is specially designed to meet their
needs. This 'design-for-all' principle has been receiving more attention recently, partly
through the drawing up of design guidelines (Freudenthal 1999). This meets the wishes
of the elderly, who feel that manufacturers only consider young people when developing
new products (Lammerts van Bueren 2000). The Association of Catholic Organisations
of Senior Citizens (Unie KBO) has called for an action programme to reduce the
technical disadvantage of the elderly. Manufacturers are given an important role in this;
they must concentrate more on making equipment and manuals more user-friendly.
Despite a lack of interest, almost half of all elderly people say they are afraid they will
not be able to keep up with modern technological developments in the future (Lammerts
van Bueren 2000) – reason enough to consider the development of the situation in the
near future. There are two mechanisms which make it likely that ownership and use of
PCs by the elderly will increase further in the years ahead. In the first place, the elderly
are subject to the regularities of diffusion processes. Secondly, a process of generational
change will lead to a further spread.
According to the first perspective, the differences between older and younger people
should be seen in the light of a diffusion process. The logic of such processes dictates
that differences in ownership of a certain product first increase, then decrease as the
market becomes saturated. Twenty years ago there was hardly a single PC present in
Dutch households; there were thus also no differences in that situation. During the
1980s and 90s these differences arose and grew. Analysis of diffusion curves shows
that the differences between different sections of the population are greatest when the
penetration of a product is around 50% – as was the case for the PC at the end of the
twentieth century. The level of diffusion among the 'leading' population groups is then
often around 80%, while the groups lagging behind achieve little more than 20%. The
same thing applies to an even greater extent for the difference between older and younger
people; these differences were greatest between 1998 and 1999. In the longer term, if
the spread of PCs continues, it is inevitable that the differences will reduce. Further
diffusion is likely on the grounds of falling prices and increasing user-friendliness,
resulting in shrinking ownership differentials. The catching-up exercise by the elderly
will receive a further impetus from large companies and informal social networks. An
example of the former is the Dutch supermarket chain Albert Heijn, which encourages
the use of the PC for doing the weekly shopping; an example of the second phenomenon
is where purchasers of new PCs pass on their old machine to their parents, for example.
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PCs are replaced on average every three years. The old PC is then moved to the children's
room, or goes to other family or friends outside the household, or to a school. To put it
in extreme terms, the inequality in PC ownership would be largely eliminated if every
purchaser of a PC in the next three years were to pass on their old equipment to someone
who does not yet have one.
The second mechanism is the process of generational change. Today's 55-64 year-olds
will be aged between 65 and 75 in ten years' time. A generational perspective assumes
that a generation sticks to its behaviour patterns, views and skills. It has been
demonstrated in this chapter that today's young senior citizens much more often own
and use a PC than the over 65s. They also regularly come into contact with PCs at work
and acquire computer skills. This generation of digitally better-equipped people will
join the over-65s in the coming years. The place of today's 55-64 year-olds will then be
taken by today's 45-54 year-olds. This process of generational change will contribute
to the further diffusion of PCs among the elderly.
Both mechanisms lead to an optimistic forecast: the elderly will increasingly find their
way into the digital world in the future. This leaves the question of whether these trends
are proceeding quickly enough, and whether there will not be a small group who will
be permanently excluded from the use of computers – and if so, whether this matters.
Is the diffusion rate of PCs and Internet connections fast enough? Will failure to keep up
with technological developments lead to social exclusion? Apart from information, more
and more services are being delivered electronically (e.g. telebanking, teleshopping,
telelearning, electronic tax returns, etc.). The abolition of familiar service-delivery
channels could lead to a degree of social exclusion. The recent debate on the further
automation of ticket sales by NS Netherlands Railways and of cash withdrawals from
banks illustrates this problem. The possible closure of counter services would place
the elderly in difficulties when they wish to purchase (train) tickets and withdraw cash.
The commotion surrounding these plans indicates clearly enough that keeping open the
traditional channels for communication and information transfer deserves attention as
long as there is a group of Dutch citizens who do not possess modern technology and
are unfamiliar with operating it.
An important question in relation to today's older generation in the coming period will
be how they can acquire computer skills. There are currently many places where they can
follow courses, such as community centres, regional training centres or welfare centres
for the elderly. The 'Seniorweb' organisation also plays an important role here. The
number of computer courses offered to elderly people by this organisation increased
from 10,000 in 1998 to 15,000 in 1999, and the number of participants is projected to
have doubled in 2000 (Seniorweb 2000). There are now waiting lists for these courses.
In order to lower the threshold to the digital world, Seniorweb uses volunteers as
'ambassadors', who give a helping hand to late starters. Interest in this aspect is also
growing; the number of such ambassadors increased from 350 in 1998 to 500 in 1999.
New elderly users can also go to the website www.seniorweb.nl for support.10 The
number of hits on this site grew from 130,000 in 1998 to 260,000 in 1999, and this
number is expected to have doubled in 2000.
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The growth in these facilities is offering more and more elderly people an opportunity
to acquire computer skills. The Internet cafés in housing-care complexes are even able
to reach the oldest age groups (see § 9.5). The threshold to the digital highway is
becoming lower and lower for more and more elderly people.
9.8 Summary

The elderly, particularly those aged over 65, have a PC at home considerably less often
than 35-54 year-olds. These differences between age groups increased between 1995
and 1999. If elderly people do have a PC, it is often a less powerful machine running
older software; for example, they still fairly often use word processors running under
DOS.
Many elderly people do not see the lack of a PC as a loss: lack of interest is the most
commonly cited reason for not having a PC. This applies equally for the much-discussed
access to the Internet; only a small proportion of non-owners in the older generation
plan to purchase a PC.
Not everyone who has a PC at home actually uses it. The percentage of non-users
generally increases with the age of the owners. The few over-75s who own a PC are an
exception to this. The lower use of PCs by the elderly is most marked in relation to
online services, particularly Internet and e-mail.
A large proportion of the generation who will be retiring in the years ahead have learned
to use a computer at work; more than half (55%) of 55-64 year-old employees use a
computer daily or weekly at work. People in work also more often have a PC at home
than their non-working peers. In 52% of these cases the employer had played a role in
this by paying for the home PC in full (12%), in part (12%), or by offering a PC purchase
scheme (28%). 55-64 year-old employees gain their computer experience at work and
often receive help from colleagues in acquiring computer skills.
The elderly also make less use than younger people of the computers present in libraries.
19% of 65-74 year-olds and 6% of the over-75s use these computers, compared with
47% of 35-54 year-olds.
Elderly people with a high income and high education level much more often have a
PC at home than their less well-off and less well-educated peers. The difference between
elderly men and elderly women is relatively small, but is greater when it comes to
computer use. Differences in usage are influenced more strongly by education level than
income or sex.
The use of home PCs is also strongly influenced by PC use at work; a proportion of the
differences in usage between age groups can be attributed to this factor. Elderly people
thus use the PC at home less than younger people in part because they have less
experience with a PC at work.
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However, the most important influence on the age differences in both ownership and
usage has to do with whether or not people possess the necessary computer skills. This
influence is greater on PC use than ownership. Lack of computer skills is much more
important than education level, income or work experience. Elderly people require
computer training above all in order to enable them to begin using computers.
Imparting computer skills can lower the threshold to the digital world for the elderly.
Elderly computer users generally see themselves as less skilled than younger users.
Basic skills such as word processing and Windows are mastered by elderly people to a
greater degree than other applications. Elderly people learn most by trying things out on
the computer themselves, followed by computer courses and then consulting computer
manuals. The most popular courses among the elderly deal with word processing and
operating systems. Facilities are being set up in any number of places in order to help
the elderly gain access to the digital world. One place where this is happening is in
housing-care complexes, where Internet café pilot projects have been set up in 48 of the
1,300 complexes in the Netherlands. Initial results of these projects are encouraging.
There are two mechanisms at work which make it likely that the ownership and use of
PCs by the elderly will increase in the future. In the first place the elderly, like everybody
else, are subject to the regularities of diffusion processes. Secondly, a process of
generational change will contribute to the further spread of computers and their use.
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Notes

1

The most widely used source in this chapter is the Use of New Communication Aids Survey
(GNC). A questionnaire was sent to the surveyed addresses, where the respondent was chosen
at random: the first person in the household to have a birthday after a certain date was asked to
fill in the questionnaire. The respondent was then asked about ownership and use of ICT products.
For example: 'Do you have a PC at home?' Respondents were not asked whether they regard a
PC as a personal possession or as the property of the whole household.
2 The beta coefficients from the ANOVA analysis of PC ownership are: age 0.34; income 0.19;
education level 0.19; household composition 0.12; sex 0.03. The explained variation is 34%.
3 The uncontrolled correlation between age and PC ownership is 0.48 (beta coefficient). The fall
from the eta to the controlled (beta) value indicates the degree to which the differences are
attributable to the intervening variable. In four different analyses a control variable was added.
The beta coefficients for age amount to 0.40 after addition of income, 0.41 after addition of
education level, 0.43 after addition of household composition, and 0.47 after addition of sex.
Together, these four variables account for a decrease in the beta coefficient of age to 0.34.
4 The beta coefficients from the ANOVA analysis of PC use are: age 0.28; income 0.13; education
level 0.24; household composition 0.05; sex 0.11. The explained variance is 27%.
5 Women take part in the labour process less often than men: 18% of 55-64 year-old women are in
work compared with 45% of men. Among 45-54 year-olds these figures are 50% and 88%,
respectively, and among 35-44 year-olds 59% and 92%, respectively (Keuzenkamp and Oudhof
2000).
6 Young people aged up to 35 use library computers much more frequently.
7 A housing-care complex is defined here as a cooperative venture consisting of a certain combination
of a residential care home, a nursing home, home care services, a housing association and some
form of coordinated social work for elderly (Klumper 2000: 9).
8 Use of ICT products such as (mobile) telephones and the Internet involves subscription and/or
connection costs after the initial purchase. These also have a greater or lesser impact on household
income.
9 The analyses in section 9.2 are based on data from the AVO '99 survey. As this survey provides
no information on PC use at work or on computer skills, it was decided here to use the slightly
older GNC data. Differences in the time of the survey and types of sample mean that the value of
the coefficients differ. However, the ratio between the coefficients is the same.
10 Seniorweb is also active in leading e-mail groups, maintaining a PC help-line, answering digital
requests for information and disseminating information packs. A help-at-home service was also
launched in 2000.

THE USE OF ICT

231

10 ELDERLY MEMBERS OF ETHNIC MINORITIES
Jaco Dagevos

10.1 Introduction

This chapter outlines the living situation of elderly members of ethnic minorities.
Although this might arouse the expectation that the specific position of such persons
is described here in relation to all topics previously discussed in this Report, such as
education, employment, housing, health, care and ICT, this is not the case. This is not
just because a description of all these topics would require a whole book rather than just
a separate chapter, but also because up-to-date data are by no means always available
for elderly members of ethnic minorities on all these topics. For this reason the number
of subjects covered has had to be restricted.1
This chapter provides a description of the number of elderly people currently living in
the Netherlands and of past and probable trends. In addition detailed attention is paid
to the extent to which elderly members of ethnic minorities are integrated into society.
Two dimensions to the integration of minority groups have been distinguished, namely a
structural and a socio-cultural dimension. Structural integration refers to the participation
of ethnic minorities in the core institutions of society, such as education and employment.
Socio-cultural integration refers above all to the way in which ethnic minority groups
draw closer to the surrounding community or, by contrast, set themselves apart in terms
of values, language and social contacts. Whereas structural integration relates in
particular to the 'socio-economic gap', therefore, socio-cultural integration refers
particularly to the 'socio-cultural gap' in relation to the indigenous community. Finally,
the health situation of elderly members of ethnic minorities is examined.
This chapter draws chiefly on information from the Social Position and the Use of
Provisions by Ethnic Minorities (SPVA) survey, the data which were collected in 1998.
The SPVA deals with the four largest minority groups in the Netherlands, namely the
Turks, Moroccans, Surinamese and Antilleans, providing a representative picture of
each of them (Martens 1999). The SPVA was conducted with the aid of translated
questionnaires, administered as far as possible by bilingual pollsters. Particularly in order
to obtain an accurate picture of elderly Turks and Moroccans, the use of bilingual
pollsters is an absolute necessity. Generally speaking, the numbers of elderly people
interviewed were sufficient to allow each of the minority groups to be reported on
separately.
An indigenous group was included in the SPVA as a control group. As the main
aim of the survey is to identify the position of ethnic minorities, the fieldwork was
predominantly carried out in cities (including the four big cities of Amsterdam,
Rotterdam, The Hague and Utrecht), in which many members of minorities live. This
means that the data on indigenous Dutch in the SPVA are not representative of the
Dutch population as a whole.
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The use of the SPVA as the principal source of data also means that the main emphasis
of the chapter is on describing the position of the four largest minority groups in the
Netherlands. Other groups, of which refugees and southern Europeans are the most
important, have been left out of account. Apart from the lack of (current) data, this is
also based on the consideration that the number of older people among refugees is at
present still very limited (see e.g. Van den Tillaart et al. 2000).
This chapter refers to ethnic minorities and non-indigenous persons. Although strictly
speaking the latter term is not correct in this context, the terms ethnic minorities and
non-indigenous persons have been treated as synonymous in the interests of readability.2
This chapter departs to some extent from the age limits used elsewhere in the report. In
principle persons aged 55-69 have been classed as elderly. The reason for setting the
upper age limit at 69 is related to the differences in age distribution between ethnic
minority and indigenous older people; there are significantly more people aged 70 and
over among elderly indigenous people than there are among elderly people of nonindigenous origin. Setting an age limit of 69 years thus facilitates a proper comparison
of indigenous and non-indigenous elderly people.
Given the available numbers of elderly people in the SPVA it is not possible to break
these categories down further into subcategories. Elderly members of ethnic minorities
are compared with indigenous persons aged 35-54, who are also referred to in the text
as 'the elderly of the future'. Considerable attention has been devoted to this group since
they will increasingly determine the profile of the elderly ethnic population in the coming
years.
When it comes to the description of the labour market position, persons aged 50-65 have
been classed as 'elderly'. The lower limit has had to be dropped from 55 to 50 years in
order to obtain sufficient numbers. Since many labour market statistics relate by
definition to persons aged up to 65 the upper limit has been left at that age. Given the
'extension' of the age limits, persons aged 35-49 have been taken as the comparative
group for the description of the labour market position. On a number of occasions it has
proved necessary to depart from this age limit when making use of research carried out
by others.
This chapter is arranged as follows. Section 10.2 provides information on the number
of elderly people among the ethnic minorities, on the developments in these numbers
and on the migration history of older non-indigenous people. Section 10.3 focuses on
the divergent elements of structural integration, while section 10.4 deals with various
aspects of the socio-cultural integration of elderly members of ethnic minorities. Their
health situation is discussed in section 10.5. A number of conclusions concerning the
position of elderly members of ethnic minorities in the Netherlands are drawn in
section 10.6.
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10.2 Older non-indigenous people: numbers, developments and migration history

Table 10.1 contains figures on the number of Turks, Moroccans, Surinamese and
Antilleans (including Arubans), broken down by age. The table also provides information
on the number of other non-western non-indigenous persons and on the total (i.e.
including the four big groups) of non-western non-indigenous persons in the
Netherlands.3
The table reveals that the number of Turks, Moroccans and Antilleans aged over 55 is
comparatively limited. In particular the number of real 'wrinklies' (75+) is very limited.
There are significantly more Surinamese aged 55 and over: the figure has now risen
above 27,000. The number of very elderly Surinamese is also relatively large: over
3,700 Surinamese are aged over 75. In comparison with the Surinamese group, there
are many younger people among the Turkish and Moroccans groups. At the same time
it is evident that a substantial number of Turks and Moroccans are now also aged between
35 and 55, and may be regarded as the elderly of the future.
As can be seen from the final column of the table, there are over 92,000 non-western
elderly members of minorities in the Netherlands. The vast majority of these belong to
one of the four large minority groups.
Table 10.1 Ethnic minorities by age, 2000 (in absolute numbers)4

Turkish Moroccan Surinamese

other
non-Western
Antillean
minorities

total
non-Western
minorities

0-14 years
15-29 years
30-44 years
45-54 years
55-64 years
65-74 years
≥ 75 years

100,480
92,670
73,970
20,190
16,965
4,105
510

90,730
80,435
54,255
17,560
15,575
3,310
335

77,385
79,345
85,190
33,545
15,725
7,575
3,745

31,390
33,435
25,845
10,160
4,280
1,540
555

134,730
113,240
126,425
35,135
11,705
4,875
1,855

434,715
399,125
365,685
116,590
64,250
21,405
7,000

total

308,890

262,220

302,515

107,195

427,965

1,408,770

Source: Statistics Netherlands (2000d); SCP calculation

The high number of younger people among the Turks and Moroccans emerges clearly in
figure 10.1 showing the number of people by age-category. For purposes of comparison
the age-distribution of indigenous persons is also shown for each minority group. Over
30% of the Turks and Moroccans are aged under 14 and around 40% between 15 and 35.
The Surinamese clearly differ in this regard, particularly because the proportion of
younger people in this group is substantially lower than in the case of the Turks and
Moroccans, while the share in the older age-cohorts is significantly higher. In
comparison with the indigenous community, however, there are many younger people
among the Surinamese. The age breakdown of the Antilleans group lies in between that
of the Surinamese and that of the Turkish and Moroccan groups.
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Figure 10.1 Ethnic minorities by age, 2000 (in percentages)
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From the above it is evident that the share of elderly members of minorities in the (older)
population is still modest. Less modest is the increase in the number of such persons
over the past 10 years. This can be seen from table 10.2, showing the size of the elderly
population among minority groups in 1990 and 2000. In 1990 there were a little over
30,000 older people among the four largest minority groups. Ten years later the figure
had risen to nearly 75,000, an increase of 44,000. In other words, the category of elderly
people among the four largest minority groups has risen by nearly two and a half times.
The biggest increase has taken place among the Turks and the Moroccans. In comparison
with 1990 there are three and a half times as many Turks and nearly four times as many
Moroccan elderly people. While the increase in the number of Surinamese and Antillean
older people has been less spectacular, in relative terms it has still been substantially
greater than the increase in the number of elderly indigenous persons. The Surinamese
category grew during the period 1990-2000 by over 10,000, taking it to one and a half
times the level in 1990. During the same period the number of elderly Antilleans virtually
doubled.
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Table 10.2 Population aged 35 and older, by country of origin and age, 1990 and 2000
(in absolute numbers and indices)
1990a

2000b difference 1990-2000 index: 1990=100

Turkey

≥ 55 years
35-54 years

6,145
41,250

21,580
61,720

15,435
20,470

351
150

Morocco

≥ 55 years
35-54 years

5,067
35,327

19,220
48,285

14,153
12,958

379
137

Surinam

≥ 55 years
35-54 years

15,891
49,795

27,045
89,030

11,154
39,235

170
179

Neth. Antilles ≥ 55 years
35-54 years

3,409
16,376

6,735
26,440

3,326
10,064

198
161

subtotal

≥ 55 years
35-54 years

30,512
142,748

74,580
225,475

44,068
82,727

244
158

Netherlands

≥ 55 years
35-54 years

2,972,986
3,396,026

3,295,955
4,013,176

322,969
617,150

111
118

Source: a Roelandt et al. (1991);b Statistics Netherlands (2000d and e); SCP calculation

The number of members of minorities aged 35-54 has also increased. The rate of growth
of the various groups differs however from that of elderly people. In relative terms the
number of Moroccans rose the least in this age-category, followed by the Turks and
Antilleans. Among the Surinamese the relative increase in the number of 35-54 year-olds
is the largest. These findings form the mirror-image of those for the rate of growth in
the numbers of elderly people.
This outline of the number of elderly people among ethnic minorities and the relevant
trends point to differences between the various groups and a dynamic situation. The
ethnic minority groups tend to differ in terms of the number and proportion of elderly
people. The Turkish and Moroccan community is predominantly youthful. At the same
time the number of older people among Turks and Moroccans is now substantial and is
growing rapidly – a trend that is likely to continue unless remigration takes off in the
coming years. In comparison with the Turks and Moroccans the Surinamese and
Antillean groups have larger relative numbers of older people or elderly people of the
future. Given the age-breakdown of the Surinamese group the increase in the number
and proportion of elderly people may be expected to be the highest among this group
in the coming years. The number of elderly people has also increased sharply in recent
years among the Antilleans, a development that is likely to be sustained in the coming
years.
Future developments
This expectation is confirmed by the population forecasts of Statistics Netherlands (CBS)
(Table 10.3).5 The increase in the number of older people is strongest in relative terms
among the Antilleans and the Surinamese. The number of older people is also expected
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to grow among the Turks and Moroccans, but less so relatively. All in all the Statistics
Netherlands forecast suggests that there will be around 125,000 non-western elderly
members of ethnic minorities in the Netherlands in 2005. This figure will rise in
subsequent years to reach approximately 228,000 in 2015. Then too a very high
proportion – 70% – of older people will be members of one of the four classic nonindigenous groups, although this figure will have come down; at present members of
the four large groups account for some 80% of non-western elderly members of ethnic
minorities.
Table 10.3 Forecast ethnic minority population aged 35 and older (middle variant), by country of origin and age,
2000-2015 (in absolute numbers x 1,000) and indices)
2000

2005

2015 index: 2000=100

Turkey

≥ 55 years
35-54 years

21.6
61.7

28.0
81.2

41.4
119.5

192
193

Morocco

≥ 55 years
35-54 years

19.2
48.3

23.9
64.0

34.8
105.3

181
218

Surinam

≥ 55 years
35-54 years

27.0
89.0

35.8
100.3

65.8
112.1

243
126

Neth. Antilles ≥ 55 years
35-54 years

6.7
26.4

9.7
29.8

18.1
38.3

270
145

≥ 55 years
35-54 years

74.6
225.5

97.4
275.3

159.8
375.2

214
166

non-Western minorities
(total)
≥ 55 years
35-54 years

92.7
338.7

125.2
426.2

228.0
610.1

246
180

subtotal

Source: Alders (1999); SCP calculation

Brief account of the migration history of elderly members of ethnic minorities: reasons
for migration and length of stay
Partly with a view to the interpretation of findings in the field of structural and sociocultural integration, this section briefly examines the migration history of elderly
members of ethnic minorities. This is done by presenting information on the length of
stay and the reasons for moving to the Netherlands. Elderly members of ethnic minorities
are almost without exception migrants. The proportion of such people born in the
Netherlands and who consequently form part of the second generation is very limited.
The same also applies to the comparative category of minorities aged 35-55.6
Information on the most important reason for coming to the Netherlands has been
obtained solely from heads of households. Since women are seldom regarded as the head
of the household among older persons, especially in the case of Turks and Moroccans,
only the figures for men are shown here.
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Migration motives
Figure 10.2 indicates major differences in migration motives between Turkish and
Moroccan males on the one hand and Surinamese and Antillean males on the other.
Elderly Turkish and Moroccan males are almost without exception migrant workers
who came to the Netherlands in the 1960s and 1970s – sometimes spontaneously and
sometimes recruited – to perform unskilled or semi-skilled work, generally in industry.
Turkish and Moroccan men now in the older category were therefore so called 'guest
workers' who came to the Netherlands on an individual basis with the intention of
returning to their country of origin after working for a few years in the Netherlands.
Generally speaking this generation of migrant worker came from poor, backward rural
areas in Turkey and Morocco. As will be shown further in section 10.3, most of them
had very little education.
For older Surinamese and Antillean men, work was much less frequently a motive for
coming to the Netherlands. Relatively often they were education migrants who came
to the Netherlands to obtain a (further) degree. Many of them came from the upper and
middle classes, were comparatively well educated and often had a strong orientation
towards the Netherlands (cf. Van Hulst 1994).
Apart from education migration, the political situation – especially the looming
independence – was a significant motive for older Surinamese to come to the
Netherlands. In comparison with elderly Surinamese, relatively high numbers of older
Antilleans cite work as their most important reason for coming to the Netherlands. This
is 'spontaneous' migration, apart from which Dutch industry recruited Antillean workers
in the second half of the 1960s (Koot and Ringeling 1984). In addition elderly Antilleans
also frequently refer to 'other reasons'. Insofar as it is possible to determine a more
concrete motive, this concerns family reunion or alternatively people came over with
their parents.
Figure 10.2 Main reason for coming to the Netherlands by men aged 35-69, by age and ethnic group, 1998
(in percentages)
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The above points to huge differences between elderly Turks and Moroccans on the one
hand and elderly Surinamese and Antilleans on the other. The Turks and Moroccans
currently in the older age group have come predominantly from poor, often rural strata,
whereas among the older Surinamese and Antilleans, the middle and upper classes are well
represented. It goes virtually without saying that such differences have their effect on
the way in which members of these groups have managed to secure a position for
themselves in Dutch society.
Although employment is also the dominant migration motive among Turkish and
Moroccan men aged 35-54, other motives are becoming more significant. In particular
this concerns persons who came to the Netherlands for reasons of family reunion and
family formation. Among the Surinamese and Antilleans in this age group, education
remains an important migration motive. In addition family reunion is an important factor
and a good many Surinamese came to the Netherlands with their parents. The latter
applies especially to Antilleans.
Length of stay
The fact that older Turkish and Moroccan men mainly came as migrant workers may
also be deduced from the length of stay: the vast majority of them have been in the
country for over 25 years. Given the date when the data were gathered – 1998 – this
means that most arrived in the Netherlands before 1973 and have lived here without
interruption since then. Although a recruitment stop was announced in 1973, this did
not mean that labour migration from Turkey and Morocco dried up completely.
In comparison with the men, the period of residence of elderly Turkish and Moroccan
women is much shorter. The background to this is well enough known: Turkish and
Moroccan men left for the Netherlands without a partner with the idea of returning to
their country of origin relatively quickly. As the prospects of an early return receded,
many decided to bring over their partner, often accompanied by the children, to the
Netherlands. This could however take some time, as evidenced by the difference in the
respective length of stay of older Turkish and Moroccan women, who almost without
exception came to the Netherlands to join a partner who was already in the country.7
The differences in the length of stay between Moroccan and Turkish women also clearly
indicates that the reunion of partners got under way at a later point among the Moroccans
than among the Turks.
Surinamese women have also been in the Netherlands for some time. Around 80% of
the women and 90% of the men and been in the Netherlands for at least 15 years. In
comparison with the Turks and Moroccans the difference in length of stay between men
and women is smaller, reflecting the fact that among the Surinamese both men and
women came to the Netherlands by themselves. Single migration followed by reunion
with a partner has been a much less common phenomenon among the Surinamese.
Among older Antilleans, the relatively high proportion who have been in the Netherlands
for only a relatively brief period stands out. They therefore came to the Netherlands at
a later age. The extent to which they lived in the Netherlands at an earlier point cannot
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be determined on the basis of these figures. An important difference between Antilleans
and the other groups is that the former are citizens of the Kingdom of the Netherlands
and are able to come to the Netherlands without legal restrictions, while departure to the
Netherlands Antilles does not adversely affect their ability to return. Two-way migration
is therefore comparatively common among Antilleans.

Figure 10.3 Length of stay of 35-69 year-olds, by age, sex and ethnic group, 1998 (in percentages)
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The above figures on length of stay and motives for migration already serve to
characterise elderly members of ethnic minorities from the various groups to some
extent. It will be shown below that the specific migration history of each of the groups
has its effect on the structural and socio-cultural integration of elderly members of
ethnic minorities. It will be seen again and again that older Turks and Moroccans are
generally in an unfavourable position, while the situation of older Surinamese and
Antilleans is more chequered.

ELDERLY MEMBERS OF ETHNIC MINORITIES

241

10.3 Structural integration of elderly members of ethnic minorities

The structural integration of elderly members of ethnic minorities has been measured
in this section in terms of level of education and labour market and income position.
10.3.1 Education
The average level of education of older Moroccans and Turks is very low. Over 80% of
elderly Moroccan men and virtually all elderly Moroccan women have no education.
In most cases this will mean that they are illiterate. A high proportion of older Turks
also have no education, especially the women. In comparison with Moroccans, more
elderly Turks have had primary schooling.
The low level of education of elderly Turks and Moroccans reflects the situation in the
country of origin when they were of school-age. Particularly in rural areas, from which
many elderly Turks and Moroccans come, the possibilities for pursuing education were
limited. In addition education was regarded as less necessary for women, as evident from
the lack of education, especially among Moroccan women.
In comparison with the elderly, Turks and Moroccans aged 35-54 are better educated.
This comes as little surprise: given the level of education of the older people it would be
virtually impossible for the situation to be any worse. What stands out particularly is the
high level of people without any education at all among the 35-54 year-olds, especially
the Moroccans. In this age-category roughly half the Moroccan men and three-quarters
of Moroccan women have not had any education.
Elderly Surinamese and Antilleans are significantly better educated than their Turkish
and Moroccan contemporaries. As noted previously, a proportion of the older Antilleans
and Surinamese came to the Netherlands for education reasons. On arrival in the
Netherlands they were already comparatively well educated and then added to their
educational qualifications. Elderly Antillean men, in particular, are often well educated.
This emerges for example from the limited difference between the number of Antilleans
and elderly indigenous men with a diploma at upper secondary education or higher.
Older Surinamese men are also reasonably well educated. Generally speaking Surinamese
and Antilleans men are better educated than the women from these groups. Older
Surinamese and Antilleans differ in particular from older indigenous persons in respect
of the proportion of those lacking any education.
Taken as a whole elderly Surinamese and Antilleans are less well educated than
Surinamese and Antilleans aged 35-54. Few Surinamese and Antilleans in the younger
age bracket have had no education whatsoever, while a higher proportion than among
the elderly are better educated (upper secondary education or higher).
In comparison with the extremely low level of education of the elderly Turks and
Moroccans, 35-54 year-olds in these groups are better educated, but once again the
uneducated predominate. For this reason the level of education of these groups of older
people will improve only very gradually in the coming years. The picture among elderly
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Surinamese and Antilleans, the relatively high number of whom have higher education,
is more favourable. Furthermore, the level of education among the younger age-cohort
means that the proportion of better educated persons among these older people is likely
to increase in the coming years.
Figure 10.4 Education level of 35-69 year-olds, by age, sex and ethnic group, 1998 (in percentages)
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10.3.2 Employment
As noted, the Turkish and Moroccan males currently making up the elderly are
predominantly migrant worker who came to the Netherlands in the 1960s and 1970s in
search of unskilled or semi-skilled work. Until the end of the 1970s the labour market
position of these men was characterised by very low unemployment – for a long time
this was lower than that of the indigenous population – and an overrepresentation in the
lower occupations (cf. Heijke 1979). This picture changed radically in the 1980s and
1990s, particularly in relation to unemployment. As will shortly be illustrated on the
basis of the statistics, the inactivity among older Turks and Moroccans is very marked:
a substantial proportion of the men are long-term unemployed or unfit for work. Insofar
as they are still working they are at the bottom end of the occupational structure. It will
also be seen that Turks and Moroccans in employment have achieved little if any upward
mobility over their careers.
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The picture is much less gloomy among older Surinamese and Antilleans, a
comparatively high proportion of whom are still employed and who are better spread
across the occupational structure than the Turks and Moroccans.
Net labour participation rate
The net labour participation rate provides the point of departure for discussing the labour
market position of elderly members of ethnic minorities. This measure indicates the
proportion of the population employed for 12 hours a week or more. Figure 10.5 shows
the figures for the elderly (here: 50-64 year-olds, see § 10.1). The net labour participation
rate turns out to be low among older Turks and Moroccans, especially women, virtually
none of whom are in employment. Of the older Turkish and Moroccan men
approximately 20% have a job. In comparison with the men from the other groups
examined here this is a very low percentage. A little over half the Surinamese and
approximately 60% of the Antilleans and indigenous males aged 50-64 are in
employment. The differences in net labour participation among older indigenous and
older Surinamese and Antillean men are therefore limited or non-existent. The latter
also applies to the net participation of women in these groups; the proportion of women
aged 50-64 in paid employment does not differ between older Surinamese, Antilleans
and indigenous women.
Figure 10.5 Net labour participation rate of 35-64 year-olds, by age, sex and ethnic group, 1998 (in percentages)
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The low net participation rate of older persons, especially elderly Turks and Moroccans,
implies that many in this age bracket do not or no longer have any relationship with
paid employment and consequently occupy a different social position (e.g. unemployed,
incapacitated or working in the household). Precisely what this position is and how
groups differ from one another on this score are discussed later in this chapter. To begin
with the position occupied by the employed is examined.
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Position of the employed: occupational level
The position of people in employment has been indicated by means of occupational level
(Statistics Netherlands 1993). Differences in occupational level express the differences
in knowledge and skills required for the performance of certain activities. The occupational level classification distinguishes occupations from elementary up to and including
higher and academic/scientific level. The position of elderly members of ethnic minorities in work is described on the basis of this classification. Given the lack of numbers
– especially among elderly Turkish and Moroccan women – no distinction has been
drawn by sex (see figure 10.6).
Given what emerged previously about the migration history and level of education of
older Turks and Moroccans, the high share in elementary and lower occupations is not
surprising. Over 80% of the Turks in employment and a somewhat lower share of
Moroccans in employment are engaged in such occupations. The occupational level of
the elderly Surinamese and Antilleans in employment is significantly higher. The
difference between these groups of older people on the one hand and indigenous older
people on the other is comparatively limited. Elderly indigenous persons are less
frequently engaged in elementary and lower occupations than older Surinamese and
Antilleans and more frequently in higher and academic/scientific occupations, but the
differences are not pronounced. This result underlines the fact that elderly Surinamese
and Antilleans form a special category and, partly as a result of their favourable level of
education, have completed a relatively successful professional career.
The limited differences between the two age brackets are striking. This points to the fairly
static nature of the position of those in employment: something which in fact applies to
all groups.

Figure 10.6 Occupational level of 35-64 year-olds, by age and ethnic group, 1998 (in percentages)
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Position of those in employment: sector
Figure 10.7 shows the sectoral breakdown of those in employment. A distinction has
been drawn between agriculture, fisheries and mining; industry; financial and business
services; public administration, education, health and welfare; and other. The latter
sector comprises repair firms, trade, the hospitality industry, transport, storage,
communications, culture, other services and the construction industry. Given the low
proportion working in the construction industry, the 'other' category broadly consists
of individuals working in other services.
The representation by sector of the older Turks and Moroccans continues to reflect their
migration history. Older Turks, in particular, are heavily represented in industry: it was
mainly for jobs in this sector that migrant workers were recruited. Although the growth
in unskilled jobs in industry stagnated during the period in which they came to the
Netherlands, there were still labour shortages as large numbers of indigenous persons
moved out of these jobs at this time in favour of the services sector. The jobs that fell
vacant were generally filled by migrant workers.
In addition older Turks and Moroccans stand out for the fact that they are relatively often
employed in the agricultural sector, meaning in their case primarily horticulture.
Especially in the case of Moroccans, this again reflects the early stages of their stay in
the Netherlands: the first Moroccans to find paid employment in the Netherlands were
often engaged in horticulture (cf. Amersfoort and Van der Wusten 1975).

Figure 10.7 Representation per sector of 35-64 year-olds, by age and ethnic group, 1998 (in percentages)
100

35-49 years

100

80

50-64 years

80

60

60

%

%
40

40

20

20

0

0
Tur

Mor

agriculture

Sur
industry

Ant indigenous
business services

Tur

Mor

Sur

government/health care

Ant

indigenous

other

Source: ISEO/SCP (SPVA’98)

The representation of older Surinamese and Antilleans in the various sectors of the
economy is totally different. Particularly notable is the high proportion in the public
sector and healthcare. Apart from the fact that this divergent distribution by sector is
related to the comparatively high numbers of women in employment, Surinamese
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(especially the Creoles) and Antilleans have traditionally been heavily engaged in whitecollar occupations such as administration, nursing and education. For many who came to
the Netherlands in the 1960s, obtaining an initial or further diploma for such occupations
was an important migration motive (Van Amersfoort 1968; Dagevos and Veenman 1992).
The high level of representation of Surinamese and Antilleans in the public sector may
be explained in part by the government's positive discrimination policy, from which these
ethnic groups benefited especially (Dagevos and Beljaarts 1996).
In comparison with their older 'compatriots', Moroccans aged 35-49 are less frequently
employed in industry. Similarly in the case of Turks, the proportion of 35-49 year-olds
employed in industry is lower than that for the elderly but still high. It is notable that
comparatively large numbers of Turks and Moroccans aged 35-49 are employed in
agriculture, especially horticulture. An explanation in terms of recruitment holds less
good for this age bracket. The reasons for the relatively high level of representation
need instead to be found in the low entry requirements in this sector, so that persons who
would otherwise not be well placed in the labour market due to their poor education
or lack of Dutch are able to find employment. It is also conceivable that Turks and
Moroccans already working in the country will propose members of their own group
if there is a vacancy (cf. Odé 1996).
In the case of Surinamese and Antilleans aged 35-49 the government and healthcare
remain an important sector. The differences from older Surinamese and Antilleans as
regards the distribution over the various sectors are not marked.
Position of the employed: occupational mobility
On the basis of figures from the SPVA'98 it is possible to obtain an overall insight into
occupational mobility. In the case of those now or formerly in employment in the
Netherlands, the occupational level of the first job in the country and the current job
is known. In the case of persons no longer performing paid employment at the time of
the survey, the occupational level of their last job is known. In this way it is possible to
determine the level at which people began their careers and the occupational level they
have attained.8 Figure 10.8 presents these figures for heads of households aged 50-64.
What stands out in respect of the Turks and Moroccans is not just the marked
representation in unskilled and semi-skilled occupations but also the lack of occupational
mobility among these older persons. Only a very small proportion have managed to move
upwards from their first job. Nor has the leap been a big one: in comparison with the
representation of Turks and Moroccans over the various occupational levels at the start
of their careers there has been a slight increase in the share in intermediate occupations.
The occupational careers of elderly Turks and Moroccans therefore has not been a
success story. This generation of Turks and Moroccans was recruited at the bottom-end
of the occupational ladder and few have succeeded in improving their occupational
position over the course of their careers. The most important form of mobility for this
category has been in the direction of inactivity (long-term unemployment and
incapacity). This is discussed in more detail in the next section.
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Figure 10.8 Occupational level of the first and present or last job, by ethnic group, 50-64 year-old heads of
households, 1998 (in percentages)
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The occupational mobility of elderly Surinamese and Antilleans is different. In the first
place older Surinamese and Antilleans are much more widely distributed over the
occupational structure than are elderly Turks and Moroccans. Secondly there is
considerable mobility. A good many elderly Surinamese and Antilleans have managed
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to improve their positions over the course of their careers, as evidenced from the rise in
the proportion of those in a job at higher or academic/scientific level and the declining
numbers in unskilled jobs.
As in the case of figures presented previously, the favourable position emerges of elderly
Surinamese and, in particular, Antilleans. If the occupational level of the first job of
older Antilleans is compared with that of indigenous contemporaries, the differences
turn out to be minor when it comes to the proportion of persons in intermediate, higher
and academic/scientific professions. Large numbers of indigenous persons have,
however, improved their position. In comparison with older Surinamese and Antilleans
greater numbers of indigenous persons have exchanged an unskilled or semi-skilled job
for an occupation at intermediate or higher level.
Position of the employed: conclusion
Turks and Moroccans who came to the Netherlands as migrant workers were almost
without exception employed at the bottom end of the occupational ladder and very few
have managed to improve their position over the course of their occupational careers.
The position of older Surinamese and Antilleans in employment and the course of their
occupational careers indicate that we are dealing here with totally different categories
of older people. They are better educated than the older Turks and Moroccans, generally
came to the Netherlands for different reasons and, partly in consequence, their careers
have developed much more favourably.
Inactivity of elderly members of ethnic minorities
Figures on the net participation rate indicate that few older Turks and Moroccans, in
particular, are in employment. The level of inactivity among these groups is consequently
high. The precise form this inactivity takes can be derived from figures supplied by
the Ministry of Social Affairs and Employment (SZW 2000). In the relevant sources,
employment incapacity, unemployment and national assistance databases have been
related to the population data from the basic municipal records, thereby making it
possible to determine the incidence of benefits in each ethnic group. This does however
suffer from the drawback that the analysis is based on persons aged 40-64, a rather wide
age-span for the purposes of this report. Nevertheless a number of salient findings may
be presented, not just on account of the high quality of this source but also because the
age limits in question provide a good impression of the position of inactive 'elderly'
immigrants.
Figure 10.9 shows the proportion of men drawing incapacity, unemployment or national
assistance benefit. The figures indicate that no fewer than 64% of Turkish and 62% of
Moroccan males aged 40-64 are dependent on some form of benefit. In the case of both
groups employment disability is the most common cause of inactivity: 40% of Turkish
men and 32% of Moroccan men are drawing invalidity benefit. Large numbers of Turkish
and Moroccan men are also on national assistance, providing an indication of long-term
unemployment: 19% of Turkish men and 24% of Moroccan men aged 40-64 are on
national assistance.
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Surinamese and Antillean males in this age-category are much less dependent on benefit
payments then Turks. Even so, a third of Surinamese men aged 40-65 are drawing
benefit. Significant proportions of Surinamese men are also drawing invalidity benefit
(17%) or national assistance (13%). In comparative terms few Surinamese men are
drawing unemployment benefit. Fewer Antilleans are on benefits than the Surinamese.
In their case the comparatively large number of national assistance recipients stands out.
Older indigenous males are not only less often on benefit than their ethnic minority
contemporaries but the relative share on unemployment benefit or national assistance
is substantially lower. This implies that indigenous males of this age are unemployed
(either short-term or long-term) to only a very limited extent, certainly when compared
with males from ethnic minorities. The inactivity of indigenous males is primarily due
to employment incapacity.
Figure 10.9 Take-up of social security insurances and provisions by 40-64 year-olds, by sex and ethnic group,
1998 (in percentages)
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Many women from ethnic minorities aged 40-65 are also drawing benefit – Surinamese
and Antillean women even more frequently than the men in these groups. This result
reflects the differences in the participation rate of the women in the various groups,
which is very low among older Moroccan Turkish women and by contrast high among
older Surinamese and Antillean women.
Among the Antillean and Surinamese women the high proportion on benefit – especially
national assistance – stands out. This finding is related to the high proportion of single
women in these groups. Comparatively large numbers of older Turkish women draw
invalidity benefit.
The figures on inactivity among older persons from ethnic minorities not only indicate
a disconcertingly high proportion of benefit-claimants but also point to a major gap
between the benefit-claimants and the labour market. The majority of these inactive
persons are long-term unemployed or incapacitated for work – categories in which people
generally have little chance of finding a job.
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10.3.3 Income
The labour market position is directly correlated with income position. Participation in
the labour market implies for example that people will generally have an independent
source of income, either from employment or as benefit-recipients. The position in the
occupational structure correlates fairly closely with the level of income. Since various
details are known about the labour market position of older ethnic persons, their income
position can be predicted with some certainty. The precise situation forms the subject
of this section, which first establishes the extent to which people have an independent
income. In the case of those who do the differences in income are examined. Attention is
also paid to the extent to which people are satisfied with their income and to the level
of financial worries.
Own income and level of income
Figure 10.10 indicates that Turkish and Moroccan women in particular very often
have no income of their own from employment or benefits (national assistance,
unemployment, invalidity or state/private pension). These women work in the household
and are financially dependent on their partners. Elderly Turkish and Moroccan women
least frequently have an income of their own and lag behind women aged 35-55 years
in this regard.
Figure 10.10 Availability of own income, by age, sex and ethnic group, 35-69 year-olds, 1998 (in percentages)
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The picture differs for Surinamese and Antillean women, who more frequently have a
separate income than indigenous women. This is based on the high labour force
participation rate as well as the high proportion of one-person households. The latter
means that Surinamese and Antillean women excluded from the labour process in the
longer term are able to claim national assistance. Virtually all men have an independent
source of income.
Given the low labour force participation rates, the consequently marked dependence on
benefits and the heavy representation of those in employment at the bottom-end of the
occupational structure, it is hardly surprising that the income position of elderly Turks
and Moroccans, in particular, leaves much to be desired. Elderly persons from ethnic
minorities are concentrated in the lower income categories, as can be seen from figure
10.11 showing the proportions of people with separate incomes from employment or
benefits. Persons without an income of their own have been left out of account.
Figure 10.11 Net monthly income of 35-69 year-olds having their own source of income, by age,
sex and ethnic group, 1998 (in percentages)
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Among elderly ethnic minority males the low incomes are due in particular to the high
level of employment invalidity and long-term unemployment. Due in part to the fact
that the majority of those qualifying for state pension among the ethnic minorities do
not have full pension entitlements as they only came to the Netherlands at a later age
(see Tesser et al. 1998 for a detailed discussion of this problem) the income from state
pensions is also low. Low incomes are more frequently encountered among elderly
ethnic minority women, of whom the vast majority have a net monthly income of 860
euro or less. This is based on the lower earnings, due partly to the high level of part-time
work and partly to the low status jobs in which many women work, and on the high
number of benefit-claimants.
Taken as a whole the income position of 35-54 year-olds is more favourable than that
of the elderly, which is due in particular to the less pronounced dependence on benefits
in this category. Nevertheless the proportion of low incomes is also very high among
the 35-54 year-old women from ethnic minorities. Insofar as they have an independent
income this generally takes the form of national assistance, while earnings from
employment are mostly low. Particularly notable among Turkish women is the high
proportion of those incapacitated for work who, as indicated by the level of net monthly
income, are generally in receipt of low benefits.
Attitudes towards level of income and financial worries
As figure 10.12 shows, many elderly people from ethnic minorities find their income
inadequate. This figure shows the replies of elderly members of ethnic minorities to
the question as to whether their only income is too low, enough or more than enough
to live off. This question was solely posed to heads of households; no distinction by sex
has consequently been made.
The differences in reply correspond fairly well with the objective differences in income
between the groups. The vast majority of elderly Turks and Moroccans indicate that they
cannot live off their income. Approximately 80% of the elderly Turks and 75% of the
elderly Moroccans consider their income to be low or much too low. Although elderly
Surinamese and Antilleans more frequently consider their income to be adequate, over
60% of these groups consider their income to be low or much too low. The differences
between indigenous and ethnic elderly persons are very marked: over 70% of indigenous
elderly people consider that their income is enough or more than enough to live off.
The differences between the elderly and persons aged 35-54 are strikingly limited. Within
the groups there is little difference in the extent to which they regard their income as
adequate. Although the average income of 35-54 year-olds is higher (see figure 10.11),
opinions about the level of income do not differ substantially from those of the elderly.
This is probably because these households are supporting more children, and so have
more difficulty in getting by on their income.
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Figure 10.12 Views on level of income, by age and ethnic group, 35-69 year-old heads of households, 1998
(in percentages)
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The fact that incomes are often perceived as inadequate is translated into the extent to
which the elderly from ethnic minorities have financial worries. The rank-order of the
groups is virtually the same as before. Few elderly Turks and Moroccans indicate that
they never have financial worries, whereas this is more common among elderly
Surinamese and Antilleans. The difference between elderly indigenous and minority
persons is once again pronounced; over 70% of indigenous elderly people say that they
never have any financial worries, while the proportion of those facing continual worries
is very small.
Figure 10.13 Occurrence of money worries among 35-69 year-olds, by age and ethnic group, 1998 (in percentages)
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10.4 Socio-cultural integration

As noted the integration of ethnic minorities can be measured not just by their socioeconomic position but also by the extent to which they differ in terms of social
interaction patterns, norms and values, and language. These subjects touch on what is
known as socio-cultural integration.
The degree of socio-cultural integration of elderly members of ethnic minorities is
examined in this section on the basis of various indicators. The first indicator to be
examined here could be referred to as 'social isolation'. This concerns the extent to which
the elderly from ethnic minorities maintain social contact with indigenous persons and
consider such contacts to be desirable (§ 10.4.1). In addition it is established to what
extent elderly persons from ethnic minorities differ in their views on such matters as the
roles of men and women, individualisation and secularisation (§ 10.4.2) and command
of Dutch (§ 10.4.3). Finally the degree of socio-cultural integration is measured in terms
of the propensity to return to the country of origin.
10.4.1 Social distance
Social distance has both a behavioural and an attitudinal component. The behavioural
component relates to the extent to which ethnic minorities deal with indigenous persons
in their leisure time, while the attitudinal component concerns the extent to which they
desire contacts with such persons. Information on both components was collected in
the SPVA. The extent of contact between ethnic minorities and indigenous persons has
been derived from questions on visits by Dutch friends or neighbours, about the ethnic
make-up of the circle of friends – exclusively or mainly contact with members of the
person's own group, a mixed circle of friends, and exclusively or mainly indigenous
friends – and about contacts in the neighbourhood with indigenous persons or members
of their own group. Attitudes in relation to social interaction with indigenous persons
have been determined indirectly. Respondents were asked what one would think if one
of their children were to have contact with Dutch friends and how they would react if
one of their children were to choose an indigenous partner.
Scale analysis indicates that most of these variables are interrelated.9 At one end of the
scale are individuals who have little if any informal contact with indigenous persons
and who also regard this as undesirable (measured in terms of the desirability of children
having indigenous friends or choosing an indigenous partner) and, at the other,
individuals who form the mirror-image. In the middle are people who sometimes have
informal contact with indigenous persons and do not have any pronounced views about
the desirability of such interaction.10 For the purposes of presentation the scale has been
subdivided into five classes. The information has been gathered solely from heads of
households, so that no breakdown by sex has been provided.
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Figure 10.14 Social distance, by age and ethnic group, 35-69 year-old heads of households, 1998 (in percentages)
100

35-54 years

100

80

80

60
%

60
%

40

40

20

20

0

55-69 years

0
Tur

Mor
verry little
contact

Sur

Ant
little contact

Tur
little/lots of
contact

Mor
lots of
contact

Sur

Ant

very great deal
of contact

Source: ISEO/SCP (SPVA’98)

The differences between the elderly from the various ethnic groups are pronounced.
Many elderly Turks and especially Moroccans rarely if ever have social contact with
indigenous persons and would often consider it undesirable for their children to marry
or associate with a Dutch person. In other words, the social distance of elderly Turks
and Moroccans is very great. Their contacts are primarily confined to members of their
own group. Their generally poor socio-economic position will not be unrelated to this.
In their research into long-term unemployed ethnic minorities, Van Eekert and Gelderloos
(1990), for example, indicate that the longer unemployment persists, the more that older
Turkish and Moroccan men confine their social contacts to their own circle and barely
have any dealings with indigenous persons.
The picture among elderly Surinamese and Antilleans differs radically. For many their
circle of friends and acquaintances consists predominantly of indigenous persons and
few would object if their children were to go about with or marry indigenous persons.
They have both feet firmly in Dutch society.
Also notable is the fact that the social distance of elderly Surinamese and Antilleans
and 35-54 year-olds is virtually the same. From this it can once again be concluded
that the vast majority of elderly Surinamese and Antilleans are well integrated groups
in terms of both socio-economic position and their pattern of informal contacts.
The comparison between elderly Turks and Moroccans and the 35-54 year-olds does,
however, point to a decline in social distance: the proportion having regular social
contacts with indigenous persons is much higher among 35-54 year-old Turks and
Moroccans than among the elderly. Even so, the high degree of social distance in the
younger age group is the most striking result. Turks and Moroccans are much more
geared to their own group in their informal pattern of contacts than are Surinamese
and Antilleans.
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10.4.2 Cultural distance
Research into cultural distance or – if one prefers – cultural integration is a touchy subject.
Cultural integration would need to be measured in terms of the extent to which the culture
of an ethnic minority group differs from that of the host society or the extent to which
an ethnic minority group has adjusted to the culture of that society. Cultural integration
would then be reflected by the adoption by minorities of the norms, values and attitudes
characteristic of the indigenous population. The difficulty of comparing values, norms
and attitudes lies in the cultural heterogeneity of both the indigenous and the immigrant
population. Norms, values and attitudes are not fixed attributes but display considerable
variation, also among the indigenous population. What might for example be regarded
as totally acceptable and desirable among the better educated is regarded by others as
reprehensible and something to be avoided. If this line of reasoning is taken further, the
inevitable conclusion is that there is no such thing as a Dutch norm or a Dutch culture
in terms of which the 'cultural adjustment' of minorities can be measured. No such
conclusion is, however, being drawn here. With a view to the variation one also finds
within the indigenous population, the concept of 'culture' may be operationalised in
terms of the process of modernisation.
By modernisation is meant the process that is typical of Western Europe and which
describes the transition from an agricultural to an industrial/post-industrial society. The
development of a specific pattern of values, norms and attitudes is closely related to that
transition. If reference is made to modernisation, this generally refers to the changes
in the direction of a modern, rational and bureaucratic, urbanised, secularised and
individualised democratic nation-state. It is not infrequently regarded as one of the most
fundamental developments in western societies (Ester et al. 1993). Modernisation has
had a profound effect on divergent aspects of human existence and on attitudes towards
what is regarded as valuable and suitable. The norms, values and attitudes
characteristically associated with the process of modernisation are not difficult to deduce.
Attitudes towards the desired behaviour of people are less and less determined by
religious precepts, group ties and gender. Similarly self-evident relationships of authority
have given way to positions held down on the basis of functionality. Secularisation,
individualisation, the democratisation of relationships of authority and women's liberation
are key elements in the process of modernisation and hence of contemporary western
culture.
The extent of the cultural distance of elderly persons from ethnic minorities is discussed
below against this background. Even more than in the case of social distance, efforts to
measure – almost irrespective of by which means – cultural distance arouses resistance.
Apart from the fact that the differences within the indigenous population are noted,
the criticism is rapidly voiced that those who view cultural integration in a particular
manner also consider that 'others' should integrate in a comparable manner. The risk
of being charged of ethnocentrism is very real. It has however been attempted to show
above that attitudes associated with the process of modernisation provide a particular
point of reference for assessing the attitudes of minorities and indigenous persons. The
process of modernisation is regarded here as an ideal type, in the sociological sense of
the word. This does not involve any value judgments in terms of good or bad. The line
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of reasoning is that certain values, norms and attitudes associated with the modernisation
of western societies constitute central elements for the culture of those societies. It is
this observation that provides the point of departure for the comparison of attitudes
between and within groups.11
The SPVA included a series of statements relating to attitudes about the roles of men
and women, individualisation, secularisation and the democratisation of relationships of
authority. In addition a number of more independent items have been included, relating
to such matters as sexuality, euthanasia and the acceptability of the death penalty.
The scale analysis carried out results in a measure expressing the differences in
modernisation of attitudes.12
Once again the differences between the groups are marked (see figure 10.15). The vast
majority of the elderly Turks and Moroccans hold predominantly traditional views.
Among other things this means that they think traditionally about the division of all sorts
of tasks between men and women, attach major importance to religion, reject euthanasia
and have little faith in allowing teenagers to decide for themselves. The views of
elderly Turks and Moroccans differ strongly from those of elderly Surinamese, Antilleans
and indigenous persons, who much more frequently have more modern views. Elderly
indigenous persons turned out to be the most progressive.
Figure 10.15 Modernity of views of 35-69 year-olds, by age and ethnic group, 1998 (in percentages)13
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Taken as a whole the elderly more often hold traditional views than persons aged 35-54.
This applies to all groups. Among Turks and Moroccans a substantially lower proportion
of the younger age category holds traditional views, while the share of persons with
moderately traditional views is higher than among the elderly. The share of Turks and
Moroccans with moderately or distinctly modern views nevertheless remains limited,
even among the 35-54 year-olds. The difference in views is accordingly largest between
the groups, because the share of persons with progressive views among Surinamese,
Antilleans and indigenous 35-54 year-olds is greater than among the elderly.
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10.4.3 Command and use of the Dutch language
Command of Dutch may be regarded as an independent element of the socio-cultural
integration of minorities. At the same time it is a precondition for structural and sociocultural integration. The latter is readily deduced. If members of ethnic minorities wish
for example to maintain long-term contacts with indigenous persons, fluency in Dutch
is an important precondition. The same applies to the relationship with structural
integration. Proficiency in Dutch for example improves the prospects of gaining
(attractive) work.
The SPVA reveals whether ethnic minorities have problems with speaking and/or reading
Dutch and whether they talk Dutch with their partner and/or the children.14 The language
questions were solely posed to head of households. Although a good command of Dutch
need not necessarily mean that Dutch is spoken in private (see on this subject Tesser
et al. 1999: 90-96), it may be assumed that there is a reasonable correlation between
fluency and use. This is likely if only because people who speak little if any Dutch will
not speak Dutch privately with the children or their partner. In order to investigate this
correlation the language questions were included in a Homals analysis. The object is to
establish whether the questions asked correlate in such a way that the scores on these
questions can justifiably be incorporated into a summary scale indicating proficiency in
Dutch and the extent to which the language is used (in private). The expected correlation
was indeed established.15 The variables included in this analysis may be regarded as a
scale. A low scale value means in this case that persons with no command of Dutch and
do not speak the language with their partner or children, while a high score means that
the individuals are fluent in Dutch and speak it at home.
Not unsurprisingly the vast majority of elderly Turks and Moroccans speak little if any
Dutch and, consequently, do not use the language in the home situation. It is well
established that despite the length of time they have been in the Netherlands few of
the first generation migrant workers have mastered Dutch. The command and use of
Dutch among elderly Surinamese and Antilleans virtually form the mirror-image.
Put differently, elderly Surinamese and Antilleans rarely have problems with Dutch and
also generally speak the language with their partner or children. Nor is this particularly
surprising. The education they followed in their country of origin was provided in Dutch.
It was noted previously that many of the elderly Surinamese and Antilleans come from
the upper and middle classes, environments in which Dutch was generally spoken at
home (cf. Dagevos and Veenman 1992). Furthermore a good many elderly Surinamese
and Antillean people have received education (including higher education) in the
Netherlands, which undoubtedly contributed towards their command of Dutch. At the
same time, there is a difference in the language scores of the elderly Surinamese and
Antilleans; this is related in particular to the fact that Surinamese more often speak
Dutch at home than Antilleans do.
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Figure 10.16 Use and command of the Dutch language by 35-69 year-old heads of households, by age and ethnic
group, 1998 (in percentages)
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Although the 35-54 year-old Turks and Moroccans are more fluent in Dutch than the
elderly, the numbers speaking no or only poor Dutch remain very high. Some 50% of
the Turks and 35% of the Moroccans of this age do not speak Dutch. Among other things
the poor command of Dutch is related to the fact that Turks and Moroccans in this age
category are virtually all first-generation minorities who came to the Netherlands as
(young) adults. In comparison with the elderly the language proficiency of 35-54 yearold Surinamese and Antilleans is (even) better.
10.4.4 Propensity to repatriate
As evident from the above, elderly Turks and Moroccans occupy a marginal position
in Dutch society. Their socio-economic position is unfavourable and they have few if
any links with the indigenous society. Against this background it might be expected that
a high proportion of these elderly people would want to repatriate. This does not however
prove to be the case. Elderly Turks, in particular, are not substantially more inclined to
return to Turkey than 35-54 year-olds. Although elderly Moroccans are somewhat more
inclined to repatriate than younger Moroccans, the differences are not spectacular.
These patterns emerge in figure 10.17, which brings together information on the
propensity to repatriate of heads of households. In order to prevent the replies to
questions about possible return from being excessively vague, those who want to return
or do not exclude repatriation were asked whether they also saw practical possibilities
for doing so. Information was therefore generated about both the propensity to return
and expectations of carrying out this intention. Four categories were distinguished:
- people wanting to return and who see possibilities for doing so;
- people wanting to return but who see no possibilities for doing so and do not
know if there are real possibilities;
- people who do not know whether they want to return;
- people who do not want to return.
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Figure 10.17 Propensity to repatriate and assessment of the possibilities for doing so by 35-69 year-old
heads of households, by age and ethnic group, 1998 (in percentages)
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Apart from the fact that elderly people barely differ from the 35-54 year-olds in terms
of the propensity to return and assessment of the possibilities for doing so, the minor
differences between the groups are also notable. Among each of the groups around 20
percent of the elderly intend to return to their country of origin and also see practical
possibilities for doing so. With the exception of elderly Moroccans, the proportion of
elderly Turks, Surinamese and Antilleans not wishing to repatriate are in the same order
of magnitude.
These findings are striking as they indicate a low correlation between the degree of
structural and socio-cultural integration and the desire to return. Given the socioeconomic and socio-cultural position of elderly Turks and Moroccans, one would expect
them to have a strong propensity to return, particularly among the younger age cohorts
and certainly in relation to their Surinamese and Antilleans contemporaries. The
differences are not however great. Evidently there are other reasons affecting the decision
to repatriate, such as the presence of children in the Netherlands and the availability of
good medical facilities. In addition ambiguity about financial arrangements (e.g. benefit
and pension entitlements) and the loss of their Dutch passport underpin the decision to
remain in the Netherlands (cf. Tesser et al. 1998).
It is not easy to build up a clear picture of the numbers of elderly people who have in
fact returned. One particular problem is the fact that the emigration figures are based on
nationality, so that it is not possible to determine how many Surinamese and Antilleans
have in fact returned, while in the case of Turks and Moroccans approximation only is
possible.16 Although the statistical material does therefore have its limitations, it can be
concluded that the numbers are not large. In 1999, 686 persons of Turkish nationality
left the Netherlands, of whom 119 were aged between 50 and 65, and 58 persons aged
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65 or over. Not all but certainly the vast majority of those 686 – 621 of them – returned
to Turkey. In the same year 500 persons of Moroccan nationality left the Netherlands to
settle elsewhere. Once again the number of elderly people who departed is limited: 86
were aged between 50 and 65 and 51 were aged 65 or over. Of these 500 persons, 437
settled in Morocco (Statistics Netherlands 2000e).
10.5 Health

The living situation of elderly members of ethnic minorities is characterised by a number
of aspects that can make health an even more problematical area of life for them than
for indigenous elderly persons. A number of these aspects have been touched on above.
The lack of education, poor command of Dutch and lack of prospects in the labour
market constitute risk-factors for health. In addition elderly Turks and Moroccans have
made little progress towards adapting to the indigenous social environment and its values
during their time in the Netherlands. Elderly persons from these groups have generally
remained 'foreigners' in the Netherlands. To a certain extent the length of time they have
spent in the Netherlands means that they have also become foreigners in their countries
of origin. It is conceivable that many older Turks and Moroccans suffer from a certain
degree of dislocation, with all the potential consequences of this for health.
This section examines the health of elderly members of ethnic minorities. The focus
is necessarily restricted. National research into the health situation and medical
consumption of members of ethnic minorities has now become dated, while it was
also recently discussed in detail in the Report on Minorities 1998 (Tesser et al. 1998)
and in the Report on the Elderly 1998 (De Klerk and Timmermans 1999). A number
of local surveys have, however, been carried out in recent years. A discussion of the
most important findings of those surveys may also be found in the two reports noted
above.
In order to obtain an up-to-date picture of the health situation of elderly members of
ethnic minorities the SPVA has once again been drawn upon. This provides data on how
people view their own health and how often they have visited their family doctor over
the past two months. Needless to say this information provides no more than an overall
impression of the health situation and medical consumption of elderly persons from
ethnic minorities. The questions were asked of heads of households, so that there is no
breakdown by sex.
View of own health17
It is notable that the differences in structural and socio-cultural integration noted earlier
are reflected in the health situation of elderly members of ethnic minorities. Elderly Turks
and Moroccans more often consider their health to be poor or very poor than elderly
Surinamese, Antilleans and indigenous persons, of whom the latter category the least
frequently report poor or very poor health (see figure 10.18). The differences are marked.
Over 40% of elderly Turks and Moroccans consider their own health to be poor or very
poor, while only a little over 10% of elderly indigenous persons take a similar view.
There are furthermore hardly any elderly Turks and Moroccans who consider their
health to be excellent, compared with 20% of indigenous elderly persons.
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Figure 10.18 View of own health by 35-69 year-old heads of households, by age and ethnic group, 1998
(in percentages)
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The differences between the groups of elderly persons are also evident among the elderly
of the future, although they tend to assess their health more favourably. Nevertheless a
reasonably sizeable number of Turks and Moroccans aged 35-54 indicate their health to
be poor or very poor.
Visits to GP
The differences between the groups in the perceptions of their health are translated only
partly into visits to the GP (figure 10.19). Elderly Turks, in particular, turn out to visit
the GP very frequently – more frequently, for example, than Moroccans with a broadly
similar rating of their health. Similarly elderly Surinamese go to the doctor comparatively
frequently; more frequently indeed than might be expected from the perceptions of their
health. In comparison with the Turks and Surinamese, Moroccans go to the doctor rather
less often.
Many Turks aged 35-54 also go to the doctor frequently. This is striking, particularly
in comparison with the Moroccans, who greatly resemble the Turks in terms of health
perceptions and relevant background characteristics but nevertheless go to the doctor
significantly less often. Language and communication problems between patient and
doctor, as a result of which members of ethnic minorities tend to visit the doctor more
often, are probably no more common among Turks than Moroccans. The precise reasons
for the differences in the number of visits to the family doctor cannot however be
deduced from the available research data.
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Figure 10.19 Visits to GP in the last two months by 35-69 year-old heads of households, by age and
ethnic group, 1998 (in percentages)
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10.6 Summary

The findings about the position of elderly persons of ethnic origin consistently point
in the same direction. Elderly Turks and Moroccans have barely integrated into Dutch
society, while the integration of elderly Surinamese and Antilleans is much further
advanced.
The economic, social and cultural gap between elderly Turks and Moroccans and the
indigenous society is extremely wide. Their health is also poorer than that of the elderly
persons from the other groups investigated. Many elderly Turks and Moroccans are on
the margins of Dutch society. The level of inactivity among elderly Turks and Moroccans
is high and many have very low incomes, on which they say they can get by barely if
at all. In addition elderly Turks and Moroccans have little if any social contact with
indigenous persons during their leisure time; instead they associate mainly with members
of their own group. In terms of attitudes, for example on the respective roles of men
and women and on religion, they differ markedly from the indigenous 'average'. The
elderly Turks and Moroccans are groups in their own right, cut off from the economic,
social and cultural mainstream of Dutch society.
From time to time elderly Turks and Moroccans who are no longer economically active
make calls for labour force participation to be promoted. Based on the findings in this
chapter such initiatives should not be expected to lead easily to success. It needs to be
borne in mind that we are dealing here with a category whose individual members have
little to offer in the labour market. Many of them have little if any education, are virtually
illiterate and have little or no command of Dutch. In addition many have been out of
the labour process for some time and are no longer oriented towards paid employment.
Persuading employers to take on people from this category, as well as encouraging
elderly Turks and Moroccans to focus on the labour market, will not be straightforward.
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The positions of elderly Surinamese and Antilleans differ radically from those of elderly
Turks and Moroccans. In various respects they barely differ from indigenous elderly
persons. They have managed to secure a reasonably good socio-economic position and
are also well integrated in social and cultural terms. Among other things this finding may
be attributed to the migration history of these groups. A substantial proportion of the
elderly Surinamese and Antilleans came from the upper strata of (former) Surinamese
and Antillean society. In particular, they have used education as a mobility channel to
integrate in the Netherlands in an economic, cultural and social sense. This picture does
not however apply to all elderly Surinamese and Antilleans. Others with less education
and who often came as a labour migrant or at an early age with their family have not
managed to carve out such a favourable position for themselves. All things considered,
however, a good many elderly Surinamese and Antilleans can be considered to have
integrated successfully, which cannot be said of the elderly Turks and Moroccans.
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Notes

1

In deciding on the content of this chapter account has also been taken of the research previously
and still being conducted by SCP into elderly persons of ethnic origin. The Report on Minorities
1998 is wholly dedicated to the social position of elderly persons of ethnic origin. Topics discussed
in that report are examined here as well. In particular this concerns information on the socioeconomic position of elderly members of ethnic minorities. The present chapter does however
make use of more recent data, so that it may be regarded as an up-dated picture of elderly ethnic
persons. In addition detailed attention was paid in the Report on Minorities 1998 to health and
care – subjects dealt with here no more than in passing. This is due to the fact that more recent,
national material than in the Report on Minorities is not available. Reference has therefore been
made to this report for information on this aspect. At the same time the content of this chapter
consists of a selection of topics that are being examined in more detail in a study into the social
position of elderly ethnic persons currently being carried out on behalf of the Ministry of Health,
Welfare and Sport. Apart from the fact that the latter study is able to examine certain topics (such as
demography, the labour market and social contacts) in greater depth, more attention has also been
paid to developments that elderly ethnic persons have been through in the course of the 1990s.
2 Non-indigenous persons are residents of the Netherlands of foreign origin, generally defined
operationally as persons who were not born in the Netherlands, or one of whose parents was not
born in the Netherlands. Ethnic minorities form a special category of non-indigenous persons: these
are groups suffering from deprivation and which for that reason form the object of the government's
integration policy. Numerically the most important groups are the Turks, Moroccans, Surinamese
and Antilleans. In addition there are a number of southern European groups, Tunisians, Moroccans,
refugees and persons entitled to asylum, as well as caravan dwellers and gypsies.
3 Statistics Netherlands (CBS) includes among the non-western countries: Turkey and the countries
of Africa, Latin America and Asia (with the exception of Japan and Indonesia).
4 Statistics Netherlands (CBS), from which the data are arrived, rounded the numbers up randomly
to the nearest five. The rounding off is performed for age groups and the total. Minor variations
can therefore arise between the total consisting of the sum of the numbers in each age group and
the total published by Statistics Netherlands.
5 The forecast in question runs from 1998 to 2015. The actual population figures for 2000 are
presented in the table. Statistics Netherlands publishes the figures for the forecast in absolute
numbers that need to be multiplied by 1,000, for each five-year category. In the table printed in the
main text the age brackets '35-54 years' and '55 years and older' have been used. In order to fill
these in the various five-year age groups have been aggregated. This inevitably gives rise to
differences due to the rounding off of the figures in the five-year age groups.
6 Among the elderly 0% of Turks, 0.3% of the Moroccans, 2% of the Surinamese and 2% of the
Antilleans belonged to the second generation. In the 35-55 age bracket the second generation
share is 1% among Turks, 1% among Moroccans, 4% among Surinamese and 6% among
Antilleans.
7 Although the SPVA data do not provide an adequate insight into the migration motives of elderly
Turkish and Moroccan women, certain details are of course known from other research. See for
example Tinnemans (1994).
8 It should be borne in mind that the actual mobility is underestimated by this method of calculation.
The five occupational levels distinguished are broad and many of the job changes take place within
and not between the occupational levels.
9 This concerns a Homals analysis. A detailed discussion of this analysis can be found in Dagevos
(2001).
10 The scale has a minimum value of 1 (pronounced social distance in relation to indigenous persons)
and a maximum value of 5.3 (limited social distance in relation to indigenous persons). But these are
the object scores (= respondents scores) generated by the Homals analysis for the first dimension.
11 Research into the cultural attitudes of ethnic minorities is not the only subject to arouse passions.
Houtman (2000) refers in this content to Felling and Peters, who describe 'conservatism' and
'progressiveness' as 'concepts from which you can see the gunsmoke rising'.
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12 Details on the factor-analysis carried out can be found in Martens and Weijers (2000).
13 Questions about modernisation were asked alternately of the head and the latter's partner. In
addition these questions were submitted to the oldest child living at home, provided the latter was
aged over 15.
14 Questions relating to the command of Dutch are: 'Do you, if you conduct a conversation Dutch,
sometimes have difficulty with the language' (response categories: yes, often have difficulty/speak
no Dutch; yes, sometimes; no, never). Those who indicated that they often or sometimes had
difficulty speaking were asked: 'Do you ever have difficulty understanding Dutch when reading
newspapers, letters or leaflets?' (Response categories: yes, often have difficulty; yes, sometimes;
no, never). The use of Dutch was investigated by means of the following questions: 'Do you speak
Dutch with your partner?' (Response categories: yes, often/always; yes, sometimes; no, never);
'Do you speak Dutch with your children?' (Response categories: yes, often/always; yes, sometimes;
no, never). The latter two questions were of course posed solely to persons with a partner and
children respectively. Information on the use and command of Dutch was therefore not obtained
from the respondents by means of self-reporting. This is subject to drawbacks, but detailed analysis
of language proficiency is not possible within the scope of the questionnaire survey. In research
recently conducted among refugee groups respondents' own estimates of their language ability
was compared with the pollster's appraisal. These turned out to correspond reasonably well, thus
generating confidence in the validity of these questions.
15 At .76, the fit, which expresses how well respondents have been placed in their categories of
variables, is at a very acceptable level. In addition the Homals solution lends itself well to
substantive interpretation. The variable categories lie in the horseshoe pattern typical of a Homals
analysis, with on the one side a cluster of the categories expressing a poor command of Dutch
(frequent problems with speaking Dutch, frequent problems with reading Dutch, no speaking of
Dutch with children and no speaking of Dutch with partner) and on the other the categories
expressing a good command of Dutch. In the middle are the categories that one would expect to
find there: 'sometimes have difficulty speaking Dutch', 'sometimes have difficulty reading Dutch',
'sometimes speak Dutch with partner' and 'sometimes speak Dutch with children'.
16 So as not to overburden the main text with all sorts of technical commentary, the problems are
examined in more detail in this note. The Monthly Population Statistics indicate how many people
depart in a certain year for, for example, Turkey, with the aim of settling there for a certain period.
Of these persons it is known which have Dutch and non-Dutch nationality. In respect of the nonDutch it can then be determined which have the nationality of the country for which they have
departed. To take an example, in 1999, 621 persons of Turkish nationality left for Turkey. From
another table of the Monthly Statistics it is possible to determine the total number of persons of
Turkish nationality who left the Netherlands. In 1999 and this was 686 persons, of whom 621 therefore went to Turkey and are return-migrants. The age breakdown is known only for the 686
persons. Two problems arise. The first but least important is that the age is not known for all
persons of Turkish nationality who left the Netherlands. The second problem is that it is unclear
which are the persons of Dutch nationality should be classed as Turks on the basis of the country
of birth criterion. These problems also affect Turks and Moroccans – although the elderly the least
– because persons with dual nationality are classed among the non-Dutch. The main text presents
the numbers of those with Turkish and Moroccan nationality respectively who left the Netherlands
in 1999. In the case of Surinamese no figures can be responsibly presented. This is not just
because the ethnic origin of persons of Dutch nationality is unknown – it could be assumed that
all or a large number may be placed in the Surinamese group – but more particularly because no
distinction by age is made for persons of Dutch nationality. This means that it is not possible to
determine the number of elderly people among those who migrated.
17 In respect of this question it is difficult to estimate the extent to which differences in culture are
significant for views about one's own health. Nevertheless this question appears to have some
validity since the differences noted here are consistent with more objectively determined differences
in the health situation of indigenous and non-indigenous persons in – now dated – national and
local surveys.
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11 CONCLUDING ANALYSIS
Mirjam de Klerk and Joost Timmermans

On 1 January 2000 there were 3.7 million elderly people (aged over 55) in the
Netherlands. This Report on the Elderly 2001 presents an up-to-date overview of diverse
aspects of their living situation, ranging from participation in education, employment
and information and communication technology (ICT) to help and take-up of housing
and care provisions. Where possible, the living circumstances of the elderly are compared
with those of younger adults (35-54 year-olds). The Report also examines to what extent
the position of the elderly improved in the 1990s, and whether this applies to the same
degree for all elderly people. Explicit attention is devoted to the position of elderly
members of ethnic minorities and elderly people living in sheltered housing – where
services are also provided, such as a personal alarm service or meals service – or in
residential care or nursing homes.
11.1 Increasing social participation
One of the objectives of the policy on the elderly is to increase their participation in
society. This Report looks at the extent to which the elderly participate in a range of
aspects of community activity. The question of whether this participation is adequate is
however difficult to answer, since there are no standards against which the participation
of the elderly can be measured – though to some extent such standards are implied in
the constant comparison with the participation of 35-54 year-olds. There is an implicit
assumption here that elderly people ought to participate in the community just as much
as the generation after them. If, for example, they have a lower income or a smaller
home, or if they participate in sport less often, the conclusion is quickly drawn that the
elderly are disadvantaged and that this demands a solution. In identifying differences
between age categories, the question is often necessarily ignored of whether elderly
people themselves perceive this as a problem. It is impossible to avoid this, because in
general no data are available on the views of the elderly. In the few cases where those
views are known, it turns out that elderly people sometimes experience the problems
identified differently: the elderly less often participate in education and use PCs less
frequently, but when they themselves are asked what they think, many of them turn out
not to have any interest in these matters. Evidently they do not see themselves as
disadvantaged in this respect.
Something similar may apply for other aspects of social life. A large number of elderly
people, particularly those of advanced age, will have no interest in participating in
voluntary work or physical exercise. The question is whether the government should
pursue policy in these areas for these people. On the one hand both society and the
elderly people concerned can benefit from an active older population; on the other hand,
people have the individual freedom to decide how they wish to structure their lives.
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The situation is different for elderly people who do wish to play an active part in society
but who experience obstacles in doing so, for example because there are no suitable
provisions or because buildings are inaccessible. Cases such as these do require extra
policy. Identifying which areas of life may harbour problems, and investigating whether
these problems are increasing, is one of the specific objectives of this Report, in addition
to the general goal of sketching a total picture of the position of the elderly in society.
This Report also seeks to identify vulnerable groups: if people have a low socioeconomic status, for example, this may reduce their take-up of provisions, for example
because they do not have the full information. This then places the accessibility of
provisions in jeopardy; such cases demand extra policy to compensate for this.
11.2 Aspects of the living situation of the elderly

11.2.1 Education
Education level is particularly relevant for someone's position in society: people with a
high level of education, for example, participate to a greater extent in paid employment,
voluntary work and sport. There is also a strong correlation between low education
level and poor physical and mental health. Generally speaking, the elderly have a
significantly lower education level than younger adults. This educational disadvantage
is greater among the oldest age groups than among the 'younger elderly', and is also
greater among women than men. Elderly Turkish and Moroccan people also have a very
low education level (see also § 11.2.9).
However, education level does not always provide an accurate reflection of acquired
knowledge and skills, particularly among the elderly. Although many of these people
achieved few diplomas in their youth, they have built up a range of skills throughout
their – working – lives. On the other hand, there are also some elderly people who have
lost the skills they once learned. This is apparent, for example, from an examination of
'functional literacy': at least 20% of 55-74 year-olds achieve a score on this test which is
below the minimum needed in order to be able to function adequately in modern society,
and who therefore have problems with things such as reading texts.
A low education level or poor literacy has consequences in many areas. For example, a
great deal of information on state provisions and how to apply for them is only available
in written or digital form. All manner of forms which have to be filled in, for example
to obtain aids for the disabled or to apply for individual housing benefit, will be too
difficult for this group of the elderly. There are some elderly people who do not apply
for provisions under the Services for the Disabled Act (WVG) because of the red tape
involved. Moreover, elderly people with a low education level in particular do not always
have access to the right information. It almost speaks for itself that these people will
also have no access to the new media via which more and more information is being
channelled.
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Their limited skills make this group of elderly people highly dependent on their social
network: often, for example, they will be helped by their children. Elderly people with a
limited network are highly dependent on the welfare services for information, advice
and mediation in obtaining provisions and services and meeting their obligations. There
is however a risk that a proportion of them are living in less favourable circumstances
than necessary, because they are missing out on provisions and services. At least as
important is the fact that they are likely to be insufficiently equipped to participate in
society to a degree which is regarded as desirable.
Education and training can do little to change this situation. After all, only a small
proportion of the elderly follow qualifying courses (aimed at imparting basic skills or
at the attainment of a diploma for a particular occupation), and those who do are mainly
younger elderly people or those who already have a higher education level. Furthermore,
only a limited number of elderly people are interested in courses of this type.
The education level of the elderly will not improve given their current take-up of
mainstream education provisions, and must therefore be accepted as a given. The
educational disadvantage of the elderly will however decrease with each successive
generation of older people.
Another way of supporting elderly people with few skills may be through the use of
senior citizens' advisers. It should be stressed here, however, that this is no more than
a possibility. Chapter 8 shows that there is no clear information on the role played by
these advisers in the life of the elderly; it is unknown to what extent elderly people know
their adviser, to what extent they make use of this provision, whether they are helped
sufficiently through the mediation of the adviser, or how elderly people resolve their
problems if they do not find their way to a senior citizens' adviser and have no network
to help them.
What is clear is that professional senior citizens' advisers are a relatively expensive way
of carrying out this information and advisory task (including helping with applications
for provisions and services). It may be that elderly people can help each other, possibly
through the deployment of volunteers who take on the role of adviser. However, this does
not solve the problem of the relatively low rate of social participation of elderly people
with few skills. The dilemma remains of whether society should provide education and
training for a group who are insufficiently equipped to cope with modern citizenship,
or whether society should and can regularly assume those tasks itself.
11.2.2 Employment
In the Report on the Elderly 1998 it was noted that the labour participation rate of the
elderly was rising again (De Klerk and Timmermans 1999). This was also the case at
the end of the 1990s; in 2000 64% of men and 31% of women in the 50-64 age group
were in employment. One reason for this growing participation rate is the raising of the
early retirement age. This appears to be having an effect earlier than was anticipated in
the Report on the Elderly 1998: where many elderly people – primarily men – used to
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stop work at age 60, this now happens a year later. Although the early retirement age has
been raised in several Collective Labour Agreements from 60 to 62 years, in practice
few men continue working to that age. This makes it likely that the participation rate of
60-64 year-old men will increase slightly in the next few years. This rising participation
in employment has not brought about a reduction in the number of people drawing the
various types of benefit. The number of older workers moving on to unemployment
benefit has remained constant in recent years; the influx of women into the invalidity
benefits system has remained stable, while that of men has increased slightly. The
percentage of elderly people receiving invalidity benefit remains as high as ever.
It was seen in the Report on the Disabled 2000 that employees with health problems
leave the labour process more easily in later life than young disabled workers, and end
up on invalidity benefit earlier (De Klerk 2000). Older workers also less frequently
resume work after a period of illness or incapacity for work than do younger people. This
means that, for example, older people with a low education level have virtually no chance
of finding another job following a period of illness. This is due among other things to
the fact that the employment services focus mainly on ill workers with a good labour
market profile. It was also pointed out in the Report on the Disabled 2000 that the
work carried out by people with chronic illnesses or physical impairments is often
insufficiently adapted to their capacities. Workers themselves cite working hours (e.g.
being able to work at their own pace) as the measure they consider most important.
Adaptations to the working environment can be invaluable in enabling older people
with impairments to continue or resume working.
It is clear from the foregoing that there is a continuing need to focus attention on the
problem of older workers leaving work and moving on to invalidity benefit, and also
on the prospects of reintegrating them into the labour process. Workplace adaptations
and an employment service which is geared more to the needs of older people are
possible steps which could be taken. Another way of promoting the participation of
older people in the employment process would be to invest more in older workers, thus
enabling them to keep up their skills. It was observed in the Report on the Elderly 1996
that older workers participate relatively little in company training schemes (Timmermans
et al. 1997b). The most recent figures on the educational participation of the elderly show
that their participation in training (especially company training), though increasing, is
still far behind that of younger workers.
No hard data are available on the reasons why elderly people participate in such courses
less often than younger workers. The differences between the education level of younger
and older workers are too small to provide an explanation. It may be that older workers
are less motivated: for some of them it will be a long time since they followed any
courses. In addition, the investment motive will be less applicable for older workers:
because their remaining working life is often limited, they will not always be willing
to invest much time in training. The same probably applies for employers, and this may
explain why they prefer not to spend money on company training for older workers. It
is not clear whether there are sufficient training opportunities available; it may be that
these opportunities are present, but that older workers do not find them. More support
from the workplace is then needed.
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A final way of increasing the participation rate of the elderly is through a reduction in
working hours, though too much should not be expected of this. In the Report on the
Elderly 1998 it was found that people with a part-time job continue working for slightly
longer than full time workers; the differences are however small.
Another point for attention is the participation in unpaid work, in the form of voluntary
work or the provision of informal help in the older person's own circle. A majority of
younger elderly people (50-74 years) are active in some way in voluntary work. It was
noted in the Report on the Elderly 1998 that many elderly people whoa re not active in
this way have no interest in being so. On the other hand, a number of obstacles were also
identified (which in fact also apply for younger people) to taking up voluntary work.
These include the costs incurred in performing voluntary work, the accessibility of
buildings or the psychological threshold for people with a low education level (De Klerk
and Timmermans 1999). If the Cabinet wishes to increase the social participation of the
population, solutions for these problems will have to be found at local level.
11.2.3 Financial status
The weak financial status of the elderly is a theme which has been dealt with repeatedly
in the Reports on the Elderly. In the 1990s their income – like that of 35-54 year-olds –
more or less kept pace with inflation. Between 1996 and 1998 the incomes of elderly
people rose by approximately 455 euro per annum; the main reason for this was the
increase in the older person's allowance, a move which benefited single elderly people
and elderly people on a low income in particular. Based on forecasts by the Netherlands
Bureau for Economic Policy Analysis (CPB) it may be assumed that the new tax regime
introduced in the Netherlands in 2001 will further improve purchasing power.
These trends in income led to a reduction in the number of elderly people on low incomes.
Nevertheless, there will still be a group in the future who have to live from a low income;
these are elderly people who have built up insufficient or no pension – many of them
(single) women and members of ethnic minorities – and thus have to live solely from
the state retirement pension. The elderly have to live from a low income for a long period
more often than other age groups, since they have no means of improving their income.
Moreover, elderly people on a low income are confronted more than other groups with
rising housing and other fixed costs. Although the position of these elderly people has
improved markedly in recent years, the situation is still out of balance. The question of
whether their financial position is adequate to sustain a lifestyle which can be regarded
as generally acceptable is still extremely pertinent, particularly as regards elderly people
with a low income (15% of the total, including many over-75s).
It is often asserted that more and more elderly people have considerable assets, some
of which have been built up in their own homes. The chapter on housing shows that this
picture is only partially correct. Whilst it is true that home ownership among the elderly
has indeed increased – though it still lags behind that of younger households – and that
the average value of their homes has risen substantially in line with ever-increasing
prices, this does not apply for all elderly people. In the first place, tenants do not build
up any wealth in this way. Secondly, a growing proportion of elderly people do not
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redeem their mortgages fully; this means that the differences between different groups
of elderly people are widening. Moreover, a proportion of elderly people, though they
have a growing asset in their home, can only release this capital if they sell their home.
In other words, elderly people cannot use their assets in order for example to buy care
or services within their present home.
For the first time since the Report on the Elderly 1996, this Report also looks at the
financial position of elderly people in care and nursing homes. These residents often
have a low income, which means that the vast majority of them have to live from pocket
money and clothing allowance (188 euro per month for a single person). A large part
of this money is spent on essential items such as personal care, transport and insurance.
Although little money then remains for other things, residents of institutions rarely
complain. To some extent this can be explained by the fact that the institution provides
their basic needs such as housing, food, recreation and social contact. In addition, their
poorer health means that these elderly people are often less active in the community and
go out less. But government policy is aimed at increasing the participation of elderly
people in society; if this also applies for residents of institutions, then the pocket money
and clothing allowance they receive is likely to prove inadequate, since after meeting
their fixed costs they have virtually nothing left for things such as transport or recreation.
Above all, residents of institutions feel that they have too little money to buy gifts. While
this may not come as a surprise, it does illustrate the narrow financial basis on which
elderly residents of institutions survive. Moreover, outgoings of this nature are more
important than they seem; many residents of institutions would like to do something in
return for the very regular informal help and support they receive from members of
their social network.
11.2.4 Housing situation
The most important reason prompting elderly people to move to a different form of
housing is deteriorating health, and in particular reduced ability to climb stairs. The
elderly often choose to move to a home specially designed for the elderly when their
health deteriorates. The number of such dwellings increased from 175,000 in 1990 to
450,000 in 1998. Many of these appear not to be new homes, but existing dwellings
which have been adapted, for example by installing a lift in a block of flats. It is not
known to what extent the former 'lifts programme', whereby housing associations were
eligible for subsidies for installing a lift, contributed to this. What is striking is that by
no means all housing for the elderly consists of 'zero-staircase dwellings'; it is uncertain
whether these homes really have been sufficiently adapted or can be adapted to the needs
of the elderly with growing health problems. The term 'home suitable for the elderly'
which is ascribed to certain dwellings by housing associations or local authorities
appears to offer insufficient guarantees that the dwellings will actually be suitable for
the envisaged target group.
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The Dutch housing stock appears to be insufficiently adapted to house the increasing
number of elderly people adequately. Only 20% of the total housing stock (approximately
1.3 million dwellings) are 'zero-staircase dwellings' (i.e. accessible without having to
climb stairs and with all key rooms on one floor); moreover, this percentage has reduced
owing to the relatively large number of single-family dwellings built in recent years.
The Dutch style of building homes, in which the bathroom and bedrooms are usually
on the first floor, often causes problems in later life. However, as long as demand is
focused mainly on such homes, it will be primarily single-family dwellings that are built.
Nevertheless, more attention could and should be given to the design of the staircase
in these homes: steep stairways with a turn, for example, are difficult to adapt (e.g. by
adding a stair lift) if people experience problems with mobility.
The observation that there are too few homes suitable for elderly people is not new: it
was also made in the Report on the Elderly 1998 (De Klerk and Timmermans 1999).
In a policy document on people's housing needs and wishes (Mensen, wensen, wonen),
the Dutch Ministry of Housing, Spatial Planning and the Environment (VROM) devotes
little explicit attention to the housing situation of the elderly, with the exception of those
requiring a combination of housing and care provision. The general assumption is that
the market will meet the housing needs of this group. It is clear that new developments
will never be able to keep up with the growing demand for homes specially designed
for the elderly, and this means that much of the present housing stock will have to
be adapted, for example by installing lifts in high-rise blocks or improving the general
accessibility of buildings (automatic lift doors, raised galleries to make the front door
more accessible). Improvements of this kind, if they are not subsidised by the
government, will often lead to rent increases. This raises the question of whether homes
that are suitable for the elderly will continue to be affordable for those forced to live
on a low income.
One way of making homes suitable for people with health problems to continue living
there is to carry out adaptations funded by the Services for the Disabled Act (WVG).
Each year more than 60,000 dwellings are adapted under this Act, and more than 30,000
other housing provisions are allocated, roughly two-thirds of them for elderly people.
Adaptation of existing dwellings with WVG funding has the advantage that the home
can be tailored to the individual needs of the occupant. Given the number of home
adaptations required and the high costs of implementing the WVG, however, use of
this Act may not always be the most effective means of meeting the housing need.
Consequently, large-scale partial adaptation of the existing housing stock remains a key
policy option.
Elderly people are generally satisfied with their homes and residential setting, though
they do relatively frequently feel unsafe: fears of being robbed or accosted are common, especially among elderly people living alone, many of whom are women. These
feelings derive in part from the fact that a residential setting is unsafe or perceived to
be unsafe. Simple measures can often resolve this situation, for example, talking to
the other residents of a neighbourhood (possibly with the help of a neighbourhood
survey) is a method which has been tried with success in many places.
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Housing units are increasing in size and thus appear to meet the growing quality
demands of elderly people more often. However, this does not apply for institutional
provisions: roughly a quarter of care home residents consider their accommodation to
be too small, particularly in the older institutions. A similar picture emerges for nursing
homes, where only 27% of residents have a room to themselves. A good deal of attention
has however been devoted to the privacy of nursing home patients in recent years, and
this has seen the percentage of one and two-person rooms increase from 61% in 1992
to 76% in 1998.
The modernisation of residential care homes to bring them more into line with the wishes
of elderly people has been part of the institutional policy on the elderly for some years.
Until 2001, the problem with increasing the amount of living space was that this had to
be done without impacting the budget. This meant that it could only be done if it were
accompanied by a reduction in capacity. Since 2001, however, the existing regulations
have been amended and replaced with a nominal construction framework, which means
that increasing the living space does not have to lead to a reduction in capacity.
11.2.5 Health
As people age they run a greatly increased risk of becoming (seriously) ill and of
developing physical and mental impairments. Nevertheless, around 15% of elderly
people remain in good health to a great age, and probably until their death.
Not only are illness and old age stubbornly associated with each other, but there is also
a perception that illnesses and impairments are determined by hereditary factors about
which little can be done. Some researchers point out however that the influence of
hereditary factors on health actually declines as people age, whereas the influence of
the cumulative effects of their lifestyle increase. This view creates scope to influence
the course of life as people age. Providing help and care to the elderly is the most
common intervention, but influencing their lifestyle is receiving increasing attention.
Behaviour patterns which can be influenced in the short term include participation in
sport and exercise (see § 11.2.6), dietary habits and the use of tobacco and alcohol.
A healthy lifestyle is an important means of preventing diseases of the locomotory
apparatus and strokes, for example – disorders which have a very debilitating effect.
Although the positive effects are admittedly greatest if the behaviour is modified at a
young age, it can nonetheless produce health benefits for older people, too. Other factors,
for example related to a low education level and unhealthy occupation, are risk factors
which can only be influenced in the long term.
The statistics show that the elderly make wide use of health care provisions, in terms
both of curative care and long-term care in institutions. There are however some doubts
as to whether elderly people always receive the right kind of care; because mental and
physical complaints in the elderly, to a greater extent than in younger people, are often
interrelated, care-providers often fail to recognise the psychological problems, or regard
them as an unavoidable – and thus untreatable – symptom of growing older. One way
of addressing this would be for GPs to devote more attention to recognising and treating
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psychological disorders in elderly patients, for example by developing protocols. Mental
health care provisions for the elderly could also be broadened and made available in
every region.
Elderly people with serious health problems can end up in a downward spiral if their
physical, mental and social problems are not treated as a whole. The accumulation of
problems greatly reduces their quality of life, both objectively and subjectively, often
resulting in dependence on others. That dependence, and the accompanying feeling of
having lost control over their own lives, can in turn give rise to new health problems.
The social setting of elderly people – which is so important for their health – is also
vulnerable; the elderly experience loss more often than younger people, and this steadily
reduces the size of their social network.
In this final stage of the 'disablement process', the care system is often able to do little
more than ameliorate the suffering as far as possible and provide a safe and caring
environment. And yet this downward spiral is apparently not always unavoidable. Caring
for someone suffering from dementia becomes much easier if the accompanying
depression is treated and the caring partner is given support. The feeling of well-being
of an elderly person with severe physical impairments can be bolstered to a great extent
if he or she is given the support and physical aids needed to enable them to feel that
they have control over their lives again. Elderly people in poor health who lose their
partner can fall into a depression which, if untreated, can lead to further decline and
self-neglect. This calls for adaptation of the care system, especially as regards the
psychological complaints of the elderly. Medical service-providers must be more alert
to the health problems reported by elderly people: which are unavoidable and which
can be resolved? The geriatrics discipline can play a key role here. Elderly people who
have a large number of complaints simultaneously or who are in high-risk situations
require extra attention. These people are regular visitors to their GP, are regularly seen
by medical specialists and often receive help from the home care system. Precisely
because they have so much contact with care-providers, it should be possible to recognise
the threat of a downward spiral in good time and, if the elderly persons in question wish
it themselves – to intervene.
Bolstering the confidence of elderly people and supporting their networks is a task for
welfare workers. The possibility was suggested in chapter 6 of drawing up welfare plans
for highly vulnerable elderly individuals, enabling an integrated package of services,
social activation and network repair to be offered. The importance of such plans could
increase if the housing, care and service-delivery functions are separated. Such a
separation would mean a redistribution of the responsibility for caring for a large
proportion of present residents of institutions, who currently obtain all the services they
require from an institution funded by the Exceptional Medical Expenses Act (AWBZ).
If this Act in future were to fund only the care provision, the housing market would
meet the housing need and the other services would be provided by the local welfare
services. Since the targets of these services are usually elderly people who have difficulty
controlling their own lives and in obtaining the help on which their functioning depends,
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this service would have to be organised at individual level. It would also have to include
not only material services such as meals provision, physical aids and home adaptations,
but also social contact, day structuring and recreational activities. These also help elderly
people to strengthen their personal competence and maintain their social networks. It
is for this category of the elderly and for these problems that the deployment of senior
citizens' advisers is most desirable. At present they are appointed by individual local
authorities; it may be that if housing, care and service-provision are indeed separated,
more general demands should be placed on these advisers.
Cohesive interventions at individual and collective level are important and useful
throughout the entire disablement process.
11.2.6 Physical exercise
The elderly engage in sport less often than 35-54 year-olds, though the differences are
narrowing because of a greater increase in participation in sport by the elderly than by
younger people. Data from the Longitudinal Aging Study Amsterdam (LASA) show that
the chance that people will take up a sport for the first time in later life is low, and that
engaging in sport in older age is often a habit which is carried through from earlier life.
This makes it likely that future generations of the elderly will engage in sport more
often, because participation in sport by all age groups has increased in recent decades.
In addition, there are a great many elderly people who do not practise sport but who
do spend a lot of time walking, cycling or gardening for recreational or other purposes.
Although it is sometimes difficult to demonstrate the precise relationship between
exercise and health (cause and effect are often almost impossible to separate), it is
generally assumed that sufficient physical exercise leads to better health; not only can
all manner of health problems be prevented, but the course of certain diseases can also
be influenced. Maintaining an active lifestyle is thought to be particularly useful in
generating health benefits.
Once elderly people experience health problems, the chance that they will take part in
sport or other forms of physical exercise rapidly declines. These people are in danger of
ending up in a vicious circle: poor health means they undertake little physical exercise,
which in turn increases the chance that their health will deteriorate. As the over-75s
have such health problems more often than other elderly people, it is this group which
contains most people who do little physical exercise.
The Dutch Ministry of Health, Welfare and Sport (WVS) acknowledges the importance
of sport and physical exercise and has made this one of the core elements of its policy.
It seems that additional measures are needed to encourage people with health problems
and the elderly to take up and keep up sporting activity. Possible ways of doing this might
be to increase the opportunities for specific target groups or to widen the accessibility
of sports facilities.
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11.2.7 Care take-up
Welfare services have been referred to several times in this Report as an important
provision in the lives of elderly people in need of help. Growing older often brings
radical changes in a person's living circumstances. Welfare services for the elderly can
help those who are in danger of losing control of their own lives to maintain their
independence, and are of particular importance for those with a small social network.
Increasingly, it is being argued that service-provision and welfare services should be
given a more central position in the policy alongside care and housing provisions. At
present there is no national picture of the availability and take-up of welfare services
for the elderly. This may be because these services are organised at municipal level;
another explanation may be that the welfare system relies largely on volunteers. On
the other hand data are available on the provision and take-up of provisions under the
Services for the Disabled Act (WVG), which are also organised at municipal level.
Greater clarity about the functions, take-up and effects of welfare services, together
with increased attention for professionalism within the welfare system for the elderly,
appear to be conditions for giving these services a more central position within the
policy. The government's policy document on welfare 1999-2002 (Welzijnsnota
1999/2002) points out the need to strengthen the professionalism of the management of
welfare provisions and the need for monitoring and information (TK 1998/1999a: 28).
This latter aspect means making the need more transparent, increasing the clarity
regarding the products available and achieving a more uniform registration of the take-up,
effects and costs (TK 1999/2000). How this should happen, and who should do it, is
however not made clear in the policy document.
At the end of the 1990s 14% of elderly households (aged over 55) were using home care
services. The great changes which have taken place in the home care system in recent
years – the emergence of private home care services, integration of home nursing and
home help, harmonisation of client contribution schemes, integrated indication systems –
have not changed the profile of those using the services. There are however worrying
developments in the take-up of home care services. One of these relates to waiting lists.
In 2000 there were almost 55,000 people on a waiting list for nursing and care services,
and a great deal of energy is currently being invested in eliminating these waiting lists.
However, this appears to ignore the problems of those elderly people who are currently
receiving home care: often the scarcity means that they do not receive the number of
hours of help which is indicated by their situation. Roughly half the home care
organisations apply such a system of 'care rationing' in order to be able to help as many
clients as possible. It is unknown what solutions clients find for the tasks which cannot
be carried out by the home care service. It seems unlikely that all these elderly people
will be able to turn to their social networks; home care is after all provided as a
supplement to informal care, which usually means that the informal network is unable
to offer this help. It is not only those on the waiting list for home care services, therefore,
but also those receiving too little home care who form a vulnerable group.
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People with severe health problems make frequent use of a range of provisions in the
fields of care, housing and service-delivery. Good coordination between the different
types of provision is important in these cases of a 'piling-up' of care services, for example
coordination of the activities or a mutual referral function. One possible solution would
be to create a 'one-stop-shop', to which people can go with a range of questions. This
is already happening to a growing extent in practice, now that Regional Indication
Organisations (RIOs) are compiling the indications for an ever-increasing package of
provisions (including for the Services for the Disabled Act, for example).
The results of the policy to promote privacy in nursing homes are gradually becoming
visible, for example in the form of a reduction in the number of multi-person rooms.
However, this is not sufficient to bring about a true turnaround in quality; three-quarters
of nursing home residents still feel they have too little privacy. There is also a lack of
sufficient autonomy in many cases: residents see things such as being able to decide
for themselves when they get up or when they go to the toilet as problems. There is also
a structural shortage of psychosocial and other support for residents of care and nursing
homes. The (in)ability to hold a confidential conversation with a carer scores high on
the list of problems cited by residents with regard to the quality of care. It is not clear
whether this is because of a lack of time – owing to staffing problems in the care sector –
or because too little attention is devoted to this aspect in institutions, so that carers need
to be more alert to it.
Many residents of institutions receive help from their own networks, including with
personal care. Informal carers therefore play an important role in caring for the elderly,
including in an institutional setting.
The majority of residents of institutions, especially in care homes, regard themselves as
religious. Moreover, residents state that their religion has become increasingly important
to them in recent years. This is not surprising, given their stage of life and the fact that
they now have more time for reflection. Striking differences exist in the spiritual care
offered to residents of care and nursing homes, with the picture in nursing homes being
more favourable. Although virtually all institutions receive regular visits from a priest,
vicar or spiritual carer, both institution managements and (religious) residents are not
always satisfied with the spiritual care provided; this applies particularly for care homes.
One factor behind these differences has grown from the historical situation whereby
the spiritual care in nursing homes was better organised because it was a much more
integral part of the 'care provision' than in care homes, which have traditionally mainly
had a housing function and where spiritual care was sought from the local community
or parish. The far-reaching secularisation of society has reduced the opportunities for
this, precisely at a time when elderly people in institutions are showing an increasing
need for spiritual care. Now that residential homes for the elderly also fall within the
care regime, it seems important to rectify this inequitable division. Institution staff can
also play a role in spiritual care. Here again, however, there is a discrepancy between
the need to talk and the satisfaction with the attention given to this aspect by staff.
Spiritual carers point out that care attendants often lack the spiritual wherewithal to
discuss life issues with residents.
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At present there are still virtually no elderly members of ethnic minorities in institutions.
It was revealed in chapter 10, however, that the size of this group is increasing rapidly.
Moreover, most of them have no intention of returning to the country of their birth and
will therefore become old, and in many cases in need of help, within the Netherlands.
It seems likely that if today's institutions already pay too little attention to the spiritual
care of the indigenous elderly, the attention for specific life issues confronting elderly
members of ethnic minorities will fall well short of what is required.
11.2.8 ICT use
For the first time in the series of Reports on the Elderly, chapter 9 devotes attention to
the ownership and use of ICT products by the elderly. Although the elderly use PCs less
often than younger people, most of them do not regard this as a problem. The main
reasons for not purchasing a computer are lack of interest and fear of computers ('too
difficult'). The adage 'unknown, unloved' also applies for computers: Many elderly
people are not really aware of what they could do with a PC, and therefore do not see
the point of learning to use one. To persuade these people to use a PC, it will first be
necessary to demonstrate the benefits to them. A project in which elderly people learn to
surf in Internet cafés in housing-care complexes is a good example of such an initiative.
The PC offers definite added value for elderly people with children or grandchildren
abroad; the benefits of a PC may be less clear for other elderly people.
Is it necessary to encourage the elderly to use PCs? The general expectation is that PC
usage will increase further, because younger elderly people who increasingly have
experience of using a PC via their work will gradually replace the oldest generation.
This does not however alter the fact that PC use by the present older generation is low.
This is only a problem, however, if there are no alternative information sources. If elderly
people fail to receive their tax rebates because they are unable to submit their returns
electronically, if they do not know where they can find the opening times of the office
where they can obtain care provisions and services, if they are unable to buy a train
ticket or order a hot meal from a supermarket, only then is there a danger that those of
them who are computer-illiterate will become excluded.
There appear to be two ways of encouraging the elderly to use ICT resources. The first
is to set up even more computer courses, possibly in collaboration with the Seniorweb
organisation; after all, lack of computer skills is the biggest obstacle to using a PC. In
addition, elderly people sometimes encounter financial obstacles; roughly a third of
55-74 year-olds say they consider PCs to be too expensive. Providing discounts for
elderly people buying a PC could therefore be a second way of encouraging their use
by this age group.
11.2.9 Elderly members of ethnic minorities
There are currently more than 90,000 over-55s of ethnic (non-Western) origin in the
Netherlands, of whom about 40,000 are Turkish and Moroccan and over 33,000 are
Surinamese or Antillean. By far the majority of them will grow older in the Netherlands.
The number of elderly people from ethnic minorities will therefore greatly increase in
the future.
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Elderly Turkish and Moroccan people, especially women, generally have a very low or
non-existent education level, play virtually no part in the labour market and have a low
income. The vast majority of these elderly people also have an inadequate command
of the Dutch language. These factors combined mean that virtually all of them are in
the target group for the policy on the elderly (Tesser and Van der Erf 2001). Moreover,
their future is not very bright: most of them have such a low education level that it is
unlikely to improve much at this late age. The future older generation will also have a
lower education level than their indigenous counterparts, although it will be higher
than that of the present generation of non-indigenous elderly people. As long as their
education level is so low, their participation in the labour market will also lag far behind
that of the indigenous population, in turn keeping their incomes low and condemning
them to live on benefit long-term. Moreover, elderly members of ethnic minorities have
often built up insufficient state pension entitlement, because they have not lived in the
Netherlands for the requisite 50 years (Tesser et al. 1998).As a result, they will by and
large continue to have low incomes in the future and thus remain in the group of
vulnerable elderly people.
Given the low education level of many elderly Turkish and Moroccan people, their
sketchy knowledge of Dutch and their often long periods of unemployment, there is
very little chance of them participating in paid employment. Policy aimed at helping
these groups therefore needs to focus above all on social activation.
Elderly people of Surinamese and Antillean origin have more in common with their
indigenous counterparts in many respects than elderly Turkish and Moroccan people.
Nevertheless, there are more people in the Surinamese and Antillean population
– particularly women – than among the indigenous population who have no education at
all. Elderly Surinamese and Antilleans are in employment almost as often as indigenous
elderly people, but have a slightly lower occupation level, which means they often have
to live from a low income. This applies particularly for women, many of whom are
forced to live on national assistance benefit. Elderly Surinamese and Antillean people,
especially women, are also more often found in the group of vulnerable elderly people
than their indigenous counterparts. This is partly because some of them do not speak
Dutch well, though this applies less for the Surinamese than the Antillean elderly, almost
half of whom have some difficulty with the Dutch language. This is another group
who will have difficulty finding work; they have often already been unemployed for a
long period, and some of them also have a low education level, making them fairly
unattractive to potential employers.
Their poor command of Dutch and low education level means that many elderly people
– particularly Turks and Moroccans – have virtually no chance of improving their
position. As a result, the main thrust of policy should be to ensure that these people
make sufficient use of the provisions available. National data on the needs of present and
future elderly members of ethnic minorities for things such as care provisions are not
available, a fact also noted in the Report on the Elderly 1998 (De Klerk and Timmermans
1999). More research is needed to ascertain the demand for and take-up of care
provisions.
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11.3 Conclusion: social participation for all elderly people?

Promoting the social participation of the elderly is one of the core elements in the
policy of the present Dutch government. Just how important that participation is, is
demonstrated in several ways in this Report: being active, feeling involved and having
recourse to sufficient sources of help are key factors which can promote the health and
well-being of elderly people. This section looks at the extent to which the social
participation of the elderly improved in the 1990s and for which elderly groups
additional policy will be needed in the future.
One of the conclusions in the Report on the Elderly 1998 was that the majority of elderly
people living in the Netherlands are doing well. This is also the conclusion of this Report.
In addition, between the beginning and end of the 1990s the social participation of the
elderly continued to grow in a number of areas, though there are some areas where this
does not apply.
Examples of improvement relate to education level, though the reason for this lies not
so much in recent education for the elderly, but more in the great improvements in the
education system in the first half of the twentieth century. There has been a clear
improvement in the labour participation rate of the elderly; after a slight fall at the
beginning of the 1990s, the participation rate of both men and women increased rapidly
from 1994 onwards, partly because of the raising of the early retirement age. The efforts
of the government and both sides of industry on this aspect appear to be bearing fruit.
The increased older person's allowance has led to a slight increase in the disposable
incomes of the elderly since 1996. The new tax regime introduced on 1 January 2001
is also likely to prove beneficial for the elderly, including those with low incomes. After
years of stability or a slight deterioration in the financial position of the elderly, a positive
change began in the 1990s. In spite of this, there is still a group of elderly people who are
forced to live, sometimes for an extended period, on a low income: 11% of households
aged over 55 (approximately 400,000 households) have had a low income for more than
four years. This group includes single women and elderly members of ethnic minorities,
for example, but also elderly residents of institutions, most of who receive only pocket
money and clothing allowance.
There has been a marked improvement in housing for the elderly, who now more often
live in a larger and more recently built dwelling. A large number of housing units
specifically designed for elderly occupants have also become available, though there
are still shortages.
The elderly are increasingly engaging in physical exercise, and because the increase
among the elderly is much greater than among younger people, the differences between
the age groups on this aspect are steadily shrinking. More important, sufficient exercise
can make a major contribution to health.
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The sheltered housing provisions for the elderly were broadened in the 1990s, with the
addition of facilities such as housing-care complexes, an increase in private home care
services and the introduction of client-linked care budgets creating greater individual
freedom of choice. Care for the elderly is however also one of the aspects where there
has been a deterioration rather than an improvement. Lengthening waiting lists, both
for institutional and home care services, are an indication that care for the elderly is
increasingly failing to keep pace with growing demand. But there are also problems
for elderly people who are already receiving care, as care rationing and persistent staffing
problems are leading to a shortfall in quality. Great efforts are currently being made to
eliminate the waiting lists, but a start has yet to be made on improving the quality of
personal care.
Finally, there are a number of areas where the position of the elderly has improved, but
where there has also been a relative deterioration because the differences compared with
younger generations have widened. Examples include participation in company training
programmes and the use of PCs: in both cases, despite an increase in their use by elderly
people, the gulf between the age groups has widened because the increase among the
younger generations has been greater.
The same question can be asked with regard to the slight improvement and possible
slight deterioration in the health status of the elderly. This phenomenon is the price paid
for the increase in life expectancy. Since many elderly people experience only slight
limitations due to their ill-health, this need not be seen in a negative light. Nevertheless,
it is striking that the health status of the elderly population is improving in other Western
countries, but not in the Netherlands.
All in all, the conclusion is that the position of the elderly in the Netherlands improved
in the 1990s. This is not to say that there is no room for further improvement or that
intensification of policy is no longer needed in certain areas. A number of
recommendations have been made above in this respect. The areas where things have
worsened or where no improvement has occurred are of course the areas demanding
the most policy attention.
Some groups of elderly people are extra vulnerable and therefore constitute important
target groups for policy on the elderly. In the first place these are the elderly with a low
education level, who include many elderly people of ethnic origin, many people of
advanced age and many elderly women, and who moreover often have to live on a low
income. This group contains many people who lack key social skills; their modest
financial position limits their spending power and they experience proportionately more
health problems. These elderly people have few reserves and are dependent on others
in several respects. It is debatable whether their participation reaches the level envisaged
by the policy. Government policy for this group is in many respects no different from
the policy aimed at other groups with a low socio-economic status, such as the policy
on poverty which is aimed at providing financial support for people with a low income,
and the policy aimed at the social activation of people who do not participate in the
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labour market. However, elderly people need additional attention because they often
live in poor circumstances for long periods, and because they are additionally vulnerable
as their social networks are smaller than those of other people and they are more often
in poor health.
A second group requiring particular attention are elderly people with severe physical or
mental health problems. These problems often lead to difficulties in carrying out all
manner of ordinary daily tasks, which present an obstacle not only to care but also to
social participation. People with severe health problems are often in danger of losing
control over their lives, sometimes necessitating admission to an institution. Government
policy needs to focus primarily on preventing elderly people from becoming ensnared
in this negative spiral. A prevention policy should be aimed at avoiding health problems
as far as possible by encouraging physical exercise and a healthy diet. In addition,
the health care system needs to be structured in such a way that carers recognise the
problems of elderly people as rapidly as possible and put in place a suitable package
of measures.
An unfavourable socio-economic position and severe health problems coincide most
frequently among the very old. Members of this group also relatively often have a small
social network, due to the loss of partners and peers. They thus face problems relative
often, whilst at the same time having few resources they can call on to help them solve
them. As a result, many people in this group are largely dependent on state provisions
for their functioning.
The major changes which take place in the lives of people as they grow older form
another perspective for policy. This Report highlights a number of moments when the
lives of many older people undergo drastic changes. The first of these is the moment
when people leave the labour market, often at around the age of 60. For many elderly
people, particularly those who have been able to prepare for their retirement, stopping
work means more leisure time. Those leaving the labour market will then look for other
useful ways of spending their time, for example going into organised voluntary work,
providing informal help (to sick family members or friends or in the form of looking
after grandchildren), or pursuing hobbies for which they had too little time whilst
working. Many of those who cease paid employment can fall back on early retirement
benefit or other schemes, which means that they suffer hardly any drop in income.
Leaving the labour market will not be a problem-free process for all elderly people,
however. Particularly where people lose their jobs unexpectedly and involuntarily, for
example due to compulsory redundancy or incapacity for work, this will in many cases
lead to a reduced feeling of well-being (see also the Report on the Elderly 1998), often
accompanied by feelings of incompetence. Moreover, these people often face a notable
drop in income. They will have significantly more difficulty in adapting to their new
situation.
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Another negative aspect of leaving the employment process is that all manner of workrelated social contacts disappear. Elderly people, and particularly elderly men, will have
to invest in their social network in this phase of their lives.
However, like every major change, the transition to the third phase of life which
accompanies the ending of paid employment also offers opportunities. The fact that
people have to restructure their lives to accommodate the large amount of additional
free time creates the opportunity for them to opt for a healthy, active lifestyle and to
build up and maintain a social network. Investments of this nature can bear fruit in later
life. The disappearance of employment-related obligations also offers opportunities for
the government and for community organisations, which could make use of these
experienced people for all manner of community tasks.
If the changes described above are predominantly positive in nature, other changes in
the lives of the elderly result from loss. One of the biggest losses is that of the partner,
which for most elderly people happens between the age of 65 and 85. Moreover, the loss
of the partner also leads to the loss of part of the social network. This is particularly
true for men, who are partly dependent on their wives for their social network. It is
also in this phase of life that many elderly people lose a part of their circle of friends,
who generally belong to the same age group. The social network, which is an important
source of support for elderly people, is reduced by these losses. Women who become
widows generally see a drop in their income, whereas many outgoings (e.g. housing
costs) remain the same. Some elderly people are unable to cope with this loss adequately
and develop psychological problems, such as depression and anxiety disorders, as a
result. If these problems are not recognised in good time, these elderly people are in
danger of ending up in a negative spiral. Timely intervention could prevent the
psychological complaints from becoming chronic.
Another major loss faced by many elderly people is that of their own health. From as
early as age 55 the percentage of the population suffering from a chronic illness increases
with age. However, it is by no means always the case that these illnesses lead to physical
impairments. Moreover, those impairments arise very gradually; for example, older
people may first have difficulty climbing stairs or performing heavy domestic work,
whilst problems with personal care arise only later. By around the age of 75 the majority
of the population have some physical impairments.
Problems with mobility often mean that a person's existing home is no longer entirely
suitable. This means they have to look around for suitable accommodation which is all on
one floor, or will have to adapt their existing home. The accessibility of public buildings
or public transport can also be a problem: people then have to rely on adapted (transport)
provisions. Additionally, physical impairments often mean that people participate less
in social activities, such as sport or voluntary work.
Someone with severe physical or mental impairments will often have to rely on the help
of others. If only domestic help is needed, some will make use of informal or private
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care – provided they have a social network to fall back on or the money to pay for private
helpers. As discussed earlier, however, it is precisely the oldest age group – the group
facing the most severe health problems – for whom these sources of help are often
limited. These people are thus very dependent on adequate and well-coordinated
provisions in the areas of care, housing and welfare.
All in all, this Report demonstrates that the elderly are a very heterogeneous group.
Generally, the age limit is set at 55 years – and for areas such as the employment market
and the position of ethnic minorities, as low as 50 years. Clearly, relatively young and
often vital elderly people will have very different needs from very elderly people with
health problems. Different kinds of elderly people therefore demand different policy.
It is debatable whether policy on the elderly needs to focus on all elderly people. Many
'young' elderly people (55-64 year-olds) are barely distinguishable in practice from
younger adults. Three groups can be identified, each demanding specific policy. In the
third phase of life, when people leave the labour market, policy on the elderly is primarily
prevention policy: preventing people from becoming inactive, encouraging them to
develop or maintain a healthy lifestyle and to strengthen their social network. Policy on
the elderly in a narrow sense is needed for people who are in danger of losing control
of their lives, i.e. who are confronted with deteriorating physical or mental health. This
policy is aimed primarily at providing care for the elderly, in an institutional setting or
otherwise. Finally, policy on the elderly remains important for people who have few
sources of help on which they can call. These include people with limited skills, a small
social network and a weak financial position. Policy for this group needs to create the
conditions whereby they too can participate in society.
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APPENDIX A DATA FILES SURVEYS USED

(Note: in the text the Dutch abbreviations or acronyms are used to refer to the surveys)
AVO (Amenities and services utilisation survey)
This is a study conducted every four years to obtain data on the use by the population of the
Netherlands of a large number of public social and cultural facilities. The research is intended
both to measure the use of these provisions and to measure a wide range of characteristics of
households and the individuals who compose them.
Target population
Sampling unit
Entities
Sample frame
Data collection method
Commissioned by
Frequency
Weighting

Respondents
Time period covered

Population of the Netherlands aged 6 and up, living in private
households
Household
Individuals and households
PTT files listing postal service distribution points
Oral + written questionnaires
Social and Cultural Planning Office (SCP)
Once every four years, starting in 1979
Individuals: according to age/sex/marital status/urbanisation
level; households: according to the classification factors for the
head of the household
For some children, one of the parents
The use of provisions is investigated for a past period ranging
from a few months to a few years.

AVO’79
Data collector
Data collection period
Sampling method
Sample size
Response

NSS/Marktonderzoek
September 1979 - November 1979
Simple random sample of addresses
9,915 households
6,431 households; 17,232 individuals (65%)

AVO’83
Data collector
Data collection period
Sampling method
Sample size
Response

NSS/Marktonderzoek
September 1983 - November 1983
Simple random sample of addresses
9,908 households
5,774 households; 14,869 individuals (58%)

AVO’87
Data collector
Data collection period
Sampling method
Sample size
Response

NSS/Marktonderzoek
October 1987 - December 1987
Simple random sample of addresses, with extra addresses in
Amsterdam, Rotterdam, The Hague, Utrecht + Haarlem
10,302 households
6,496 households; 16,151 individuals (63%)
289

AVO’91
Data collector
Data collection period
Sampling method
Sample size
Response
AVO’95
Data collector
Data collection period
Sampling method
Sample size
Response
AVO’99
Data collector
Data collection period
Sampling method
Sample size
Response

NSS/Marktonderzoek
September 1991 - December 1991
Two-stage sample: municipalities, addresses; stratification
according to size of municipality
12,797 households
5,458 households; 13,105 individuals (43%)

GFK Interact
September 1995 - January 1996
Two-stage sample: municipalities, addresses; stratification
according to size of municipality
9,305 households
6,421 households

GFK Interact
September 1999 - February 2000
Two-stage sample: municipalities, addresses; stratification
according to size of municipality
9,216 households
6,125 households; 13,490 individuals (66%)

BO (Household expenditure survey)
The purpose of the budget survey is to provide statistical information about expenditures of
types of households in relation to characteristics of the household such as size and composition,
income, social and economic category of the household, characteristics of the home and the
possession of consumer durables. For a period of one year, data are collected on expenditures,
income and background characteristics of a sample of households in the Netherlands. For one
quarter of a month, the households keep a very precise housekeeping book, while for the rest of
the year they only record big expenditures.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency
Weighting

Sample size
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Households in the Netherlands
Household
Households
Basic population register (by geographic region); basic register
of companies; participants in previous budget studies
Two-stage sample; municipalities, addresses; prestratification;
optimal allocation
Oral and written questionnaire, housekeeping book
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
Continuous since 1978
According to social and economic category, net household income,
size of household, home ownership vs. rental, sex of single
individuals
The aim is to achieve a net sample of 2,000 households

Response

BO’89
BO’90
BO’91
BO’94
BO’95
BO’96
BO’97
BO’98

The initial response is approximately 25% of the households
approached; the drop-out rate is approximately 15% of the
participating households
1,946 households
2,762 households
1,067 households
2,050 households
2,069 households
2,029 households
2,042 households
1,996 households

CV (Cultural changes in the Netherlands)
The purpose of the survey on cultural change in the Netherlands is to obtain insight into changes
in culture by systematically studying opinions of the Dutch population. The survey is based on
questions from a number of surveys which were held before 1975 and, in principle, it is repeated
each year. The number of people in the sample is chosen so that net response is around 2,000
individuals.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency

Population in the Netherlands aged 16 and up
Individual
Individuals
For the address sample: file of addresses by postal codes
Stratified three-stage sample: municipalities, addresses,
individuals
Oral questionnaire; since 1988 also a written questionnaire
Social and Cultural Planning Office
Dutch Institute for Public Opinion and Marketresearch (NIPO)
1975, repeated each year since 1979, with the exception of
1982, 1984 and 1990

CV’75
Data collection period
Response

November 1975 - December 1975
2,424 individuals

CV’80
Data collection period
Response

November 1980 - January 1981
2,007 individuals

CV’85
Data collection period
Response

January 1985 - February 1985
1,966 individuals

CV’89
Data collection period
Response

August 1989 - November 1989
2,008 individuals

CV’92
Data collection period
Response

September 1992 - December 1992
2,146 individuals
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CV’94
Data collection period
Response

October 1994 - January 1995
2,066 individuals

CV’95
Data collection period
Response

October 1995-January 1996
2,177 individuals

CV’96
Data collection period
Response

October 1996 - January 1997
2,418 individuals

CV’98
Data collection period
Response

October 1998 - January 1999
2,103 individuals

DLO (Continuous survey on living conditions)
The Continuous survey on living conditions gives a broad overview of objective and subjective
characteristics of the quality of life of the population of the Netherlands. In addition to details on
background characteristics, information is provided about the housing situation, the environment,
the quality of the work, how leisure time is spent, participation in society, health perception,
medical consumption, well-being, social relationships and satisfaction with various aspects of
life. In 1997 the DLO was included in POLS, the Permanent quality of life survey.
Target population

Weighting

Population of the Netherlands aged 13 and up; since 1995: 18
and up
Individual
Individuals
Basic population register (by geographic region)
Three-stage sample: municipality, addresses, individuals
Computer Assisted Personal Interviewing (CAPI); until 1994,
also a written questionnaire for young people aged 13 to 24
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
Continuous (12 sub-samples per year), from March 1989
through 1996
According to age, sex and urbanisation level

DLO’91
Data collection period
Sample size
Response

1991
13,046 individuals
6,061 individuals (46%)

Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency

EBB (Labour force survey)
Since 1987, the Labour Force Surveys have collected data for purposes of describing individuals
as to their position on the labour market. These surveys comprise demographic and labour market
characteristics, including one variable which allows data to be aggregated at household level.
Demographic characteristics are collected on all members of the household; questions on labour
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market position are only asked of people aged 15 and up. This publication has also made use of
a predecessor of EBB surveys, the manpower censuses from 1973 (AKT’73). The manpower
censuses contain data on 256,838 people aged 14 and up.
Target population

Data collection method
Commissioned by
Data collector
Frequency
Weighting
Respondents

Population of the Netherlands aged 15 and up, living in private
households
Households
Individuals and households
Basic population register (by geographic region)
Stratified two-stage sample: municipalities, addresses;
stratification according to municipality
Computer assisted personal interviewing (CAPI)
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
Continuous, since 1987
According to age, sex, marital status, urbanisation
Proxy interview with another member of the household possible

EBB’91
Data collection period
Sample size
Response

1991
92,000 addresses
54,000 addresses (59%); 83,966 individuals

EBB’92
Data collection period
Sample size
Response

1992
105,000 addresses
58,000 addresses (55%); 97,359 individuals

EBB’93
Data collection period
Sample size
Response

1993
109,000 addresses
60,000 addresses (55%); 89,678 individuals

EBB’94
Data collection period
Sample size
Response

1994
117,000 addresses
62,000 addresses (53%); 85,942 individuals

EBB’95
Data collection period
Sample size
Response

1995
116,000 addresses
70,000 addresses (60%); 99,137 individuals

EBB’96
Data collection period
Sample size
Response

1996
115,000 addresses
66,000 addresses (57%); 98,197 individuals

Sampling unit
Entities
Sample frame
Sampling method
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EBB’97
Data collection period
Sample size
Response

1997
116,000 addresses
65,000 addresses (56%); 89,315 individuals

EBB’98
Data collection period
Sample size
Response

1998
107,000 addresses
58,000 addresses (56%); 80,541 individuals

EBB’99
Data collection period
Sample size
Response

1999
99,000 addresses
47,000 addresses (47%); 69,021 individuals

EBB-elderly (Surveys of the elderly)
In the surveys of the working population data are collected for the purpose of describing
individuals according to their position on the labour market. At the request of the SCP, between
July 1995 and 1 April 1996, as part of the study of the quality of life of the elderly, extra
questions were included for people aged 65 and up who were no longer working or who were
working for less than 12 hours per week in one or more paid jobs. These questions concerned
the housing situation, safety and victimisation, health and fitness, participation in society, use
of amenities and personal contributions and income position. In 1997 an abridged version of
the EBB version for the elderly was administered.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency
Respondents

294

Population of the Netherlands aged 65 and up, living in private
households
Households
Individuals and households
EBB: Basic population register (by geographic region)
EBB: two-stage sample: municipalities, addresses; stratification
according to municipality
Computer assisted personal interviewing (CAPI)
Statistics Netherlands (CBS) and Social and Cultural Planning
Office (SCP)
Statistics Netherlands (CBS)
Held twice
For a number of respondents the questions were answered by
proxy.

EBB-elderly ‘96
Data collection period
Sample size
Response

July 1995-March 1996
Approximately 16,000 individuals
9,230 individuals (approximately 60%); 7,213 households

EBB-elderly ‘97
Data collection period
Sample size
Response

September 1996-August 1997
Approximately 15,000 individuals
14,265 individuals (approximately 95%); 10,703 households
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GNC (Use of new communication aids survey)
'Use of New Communication Aids' is a survey of the ownership and use of the products of new
information and communication technology (ICT) in households in the Netherlands.
Target population
Sampling unit
Entities
Sample frame
Sample method
Data collection method
Commisioned by
Data collector
Frequency
Data collection period
Sample size
Response

Population of the Netherlands aged 18 and over
Address
Individuals
KPN-Telecom address files
random postcode sample, one address selected at random per
postcode, first person having a birthday after a certain date
Written questionnaire
Social and Cultural Planning Office (SCP)
Utrecht University, department of sociology
Held once
Autumn 1998
6,000 households
2,538 individuals (43%)

GE (Health survey)
The continuous health surveys are intended to give as complete a summary as possible of
developments in health and in the use of medical facilities by the population of the Netherlands.
Among other things, questions are asked about health perception, limitations to activities, visits
to the general physician, specialists and dentist, hospital admissions and medicines taken. Various
personal and background characteristics of the respondents are recorded as well.
In 1997 the health survey was included in POLS, the Permanent quality of life survey.
Target population
Sampling unit
Entities
Sample frame
Sampling method

Data collection method

Commissioned by
Data collector
Frequency
Weighting
Response
GE’85
GE’86
GE’87
GE’88

Population of the Netherlands living in private households
Address
Individuals and households
PTT files listing postal service distribution points
Stratified four-stage sample: municipality, address, household,
individual; in principle, all individuals at a sample address were
questioned; since 1983 there has been a maximum of four individuals per household.
Oral questionnaires for households, for individuals under 16,
and for individuals over 16; since 1990 computer assisted
(CAPI); in addition, a written questionnaire for individuals aged
16 and up
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
Ongoing (26 sub-samples per year) since 1981
According to age, sex, marital status and degree of urbanisation
Approximately 55% to 60% of the addresses approached
9,449 individuals; 3,475 households
9,033 individuals; 3,548 households
8,233 individuals; 3,304 households
7,879 individuals; 3,192 households
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GE’89
GE’90
GE’91
GE’92
GE’93
GE’94
GE’95
GE’96

8,726 individuals; 3,350 households
7,342 individuals; 3,026 households
6,942 individuals; 2,910 households
8,763 individuals; 3,655 households
8,408 individuals; 3,564 households
8,823 individuals; 3,765 households
9,352 individuals; 3,924 households
8,738 individuals; 3,733 households

GEKS (Quaternary Sector Database)
GEKS is an interactive system developed by the SCP for generating time series data relating to
the quaternary sector. The system contains data on tax and social security, culture and recreation,
police and justice, education, public transport, care, the National Accounts, the public sector, pay,
prices, working hours and macro-data. The time series are updated annually on the basis of figures
from Statistics Netherlands (CBS) and from government ministries.
Income Panel Survey (IPO)
The Income Panel Survey is intended to provide a picture of the composition and distribution of
the income of individuals and households in the Netherlands.
Target population
Survey type

Sampling unit
Entities
Data collection method
Sample size

Population of the Netherlands living in private households
Panel survey; the panel is supplemented each year with a
sample of 0.61% comprising immigrants and people aged under
1 year
Individual
Individuals and households
Electronic data collection
Approximately 75,000 ‘core individuals’, supplemented by their
household members; in total approximately 210,000 individuals.

LASA (Longitudinal Aging Study Amsterdam)
This Longitudinal Aging Study focuses on the physical, emotional, cognitive and social functioning
of the elderly. The focus of study is the changes that take place in way elderly individuals function
in these respects, the predictors of change, to what extent changes in one area of functioning
(e.g. cognitive) are related to changes in other areas of functioning (e.g. physical) and the
consequences of changes in the way the elderly function for the use of care facilities, for example.
For further details on the LASA study please refer to Deeg and Westendorp-De Serière (1994).
Target population People between 55 and 85 (first measurement)
Sampling unit
Individual
Entities
Individuals
Sample frame
Population register
Sampling method
Three-stage samples: region, municipality, individual (addresses
from 11 municipalities from three regions in the Netherlands);
the sample is weighted in order to take account of the higher
mortality among the elderly population groups
Data collection method
Oral and written questionnaire (supplemented with tests and
medical details, but the latter were not used in this Cahier)
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Commissioned by
Frequency

Free University of Amsterdam, requested by the Ministry of
Health, Welfare and Sports
Minimum of three measurements, once every three years

LASA’92/’93
Data collection period
Response

September 1992 - September 1993
2,302 respondents to written survey, 3,107 to oral interview

LASA’95/’96
Data collection period
Response

September 1995 - November 1996
2,545 individuals

LSO (Living conditions survey)
The purpose of this research is to obtain a broad overview of objective and subjective
characteristics on quality of life among the population of the Netherlands. In addition to details
on background characteristics, information is provided about housing situation, environment,
quality of the work, how leisure time is spent, participation in society, health perception, medical
consumption, well-being, social relations and satisfaction with aspects of quality of life. At first
this research was held once every three years among the population of the Netherlands aged 18 and
up. Since 1989 this has been an ongoing study (DLO) and the questions have been formulated
differently. In 1997 the DLO survey was included in POLS, the Permanent quality of life survey.
Target population
Sampling unit
Entities
Sample frame

Frequency

Population of the Netherlands aged 18 and up
Individual
Individuals
Municipal population registers / PTT files listing postal service
distribution points
Two-stage sample: municipalities, individuals
Oral questionnaire
Statistics Netherlands (CBS)
NSS Marktonderzoek (1974); thereafter, Statistics Netherlands
(CBS)
Once every three years, from 1974 to 1986

LSO’80
Data collection period
Sample size
Response

April-May 1980
4,671 individuals
2,865 individuals (61%)

Sampling method
Data collection method
Commissioned by
Data collector

OII2000 (The elderly in institutions) and OII-wozoco2000 (Woonzorgcomplexen)
As a supplement to data on the elderly living at home, research was done of the elderly living in
institutions, so as to be able to make representative statements about the entire population of
elderly individuals. This study includes questions on general health, housing situation, social
contacts, use of facilities and quality of life.
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OII2000
Target population
Data collection method
Sampling unit
Entities
Sample frame
Sampling method
Commissioned by
Data collector
Respondents
Data collection period
Time period covered
Frequency
Sample size
Response
Wozoco2000
Target population
Data collection method
Sampling unit
Entities
Sample frame
Sampling method
Commissioned by
Data collector
Respondents
Data collection period
Time period covered
Frequency
Sample size
Response
Data collection period
Sample size
Response
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Population of the Netherlands aged 65 and up, living in a home
for the elderly or nursing home
Computer assisted personal interviewing (CAPI); written
questionnaire if answered by proxy
Individual
Individuals
Address lists of health care organisations
Two-stage sample: institutions stratified according to regions;
individuals living in institutions
Social and Cultural Planning Office (SCP)
GfK Nederland
For a number of respondents the questions were answered by
proxy (family members or staff).
January - June 2000
The use of facilities was studied for a prior period ranging from
a few months to one year
Held once
315 institutions
216 institutions (69%); 981 individuals

Population of the Netherlands aged 65 and up, living in sheltered
housing
Computer assisted personal interviewing (CAPI); written
questionnaire if answered by proxy
Individual
Individuals
Address lists of health care organisations
Two-stage sample: institutions stratified according to regions;
individuals living in institutions
Social and Cultural Planning Office (SCP)
GfK Nederland
For a number of respondents the questions were answered by
proxy (family members or staff).
June - October 2000
The use of facilities was studied for a prior period ranging from
a few months to one year
Held once
315 institutions
216 institutions (69%); 981 individuals
June - October 2000
benaderd: 158 complexen van aanleunwoningen en 149 woonzorgcomplexen
105 complexen van aanleunwoningen (66%; 409 individuals) en
106 woonzorgcomplexen (71%; 427 individuals)

POLS (Permanent quality of life survey)
POLS is a large, continuous survey conducted by Statistics Netherlands (CBS) on a range of topics
relating to people’s living circumtances, such as health, working conditions, safeguarding of
legal rights, safety, leisure time activity and housing. This information is obtained for a wide
range of different popoulation groups. POLS comprises several modules. All respondents receive
a basic questionnaire, with the questionnaires for the various modules being submitted to different
groups of respondents. A number of older surveys have been incorporated in POLS: DLO
(Continuous Survey on Living Conditions), ERV (Survey of Legal Protection and Safety), GE
(Health Survey) en WBO (Housing Demand Survey).
Target population
Sampling unit
Entities
Sample frame
Sample method
Commissioned by
Data collector
Frequency
Respondents

Population of the Netherlands aged 0 and up, living in private
households
Individual
Individuals
Municipal Personal Records Database (GBA)
Two-stage sample: municipalities, addresses; stratification
according to size of municipality; 12 sub-samples per year
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
continuous since 1997
For children aged under 12 the interview was conducted with a
parent or carer; the questions for the main breadwinner on the
income status of the households can be answered by a proxy

Basic questionnaire
The basic questionnaire in POLS contains background questions and questions on general
characteristics of the respondents’ living situation
Data collection method
Sample size
Response

Computer Assisted Personal Interviewing (CAPI) and Computer
Assisted Telephonic Interviewing (CATI)
1997: 55,675 individuals
1998: 151,680 individuals
1997: 34,439 individuals (62%)
1998: 80,789 individuals (53%)

Health and working conditions
The purpose of the POLS Health and Working Conditions module is to obtain as
complete an overview as possible of trends in the health status, use of medical and social facilities and lifestyle, including working conditions and preventive behaviour, of the population of
the Netherlands.
Data collection method
Sample size
Response

Computer assisted personal interviewing (CAPI) and written
questionnaire
1997: 18,339 individuals
1998: 16,178 individuals
1997: 10,898 individuals (59%)
1998: 9,323 individuals (58%)
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Participation
The POLS module on Participation contains questions about lack of safety, prevention and police
help, and on the community participation of respondents for the Law and Participation module.
Target population
Data collection method
Sample size
Response

Population of the Netherlands aged 12 and up, living in private
households
Computer assisted personal interviewing (CAPI)
1997: 6,671 individuals
1998: 8,704 individuals
1997: 3,777 individuals (57%)
1998: 4,794 individuals (55%)

SEP (Socio-economic panel survey)
Statistics Netherlands started its socio-economic panel surveys in 1984. The purpose of these
surveys is to obtain an overall picture of the social and economic situation of households and
individuals, and more particularly, of changes therein. Some 5,000 households are followed over
time. At certain intervals, all household members aged 16 and up are interviewed about subjects
which relate to the socio-economic situation of the household and of the individuals in it.
Depending on the nature of the subject, the questions are put to a member of the household
(preferably its head) or to all individuals in the household aged 16 and up. Basic personal details
are collected on all individuals in a household, including those under 16. The socio-economic
panel survey includes details about demographic characteristics, education, work situation,
income, housing, consumption patterns, property, debts and perception of well-being.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency
Weighting
Respondents
Time period covered
Sample size
Response
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Population of the Netherlands aged 16 and up, living in private
households
Address
Individuals and households
PTT files on postal distribution points
Two-stage sample: municipalities, addresses
Oral questionnaire, since 1991 computer assisted personal
interviewing (CAPI)
Statistics Netherlands (CBS)
Statistics Netherlands (CBS)
Once a year; twice a year until 1990
According to size of municipality, age, sex and marital status
The questions at household level are asked of one person in the
household, preferably the head
The extensive questions on income relate to the previous
calendar year
Until April 1986, approximately 4,000 households and after
April 1986, approximately 5,000 households
Original response of around 50%; annual drop-out rate
approximately 5%.

SEP’91
Data collection period
Response

April 1991
11,278 individuals; 4,825 households

SEP’92
Data collection period
Response

April 1992
13,426 individuals; 5,347 households

SEP’93
Data collection period
Response

April 1993
13,078 individuals; 5,184 households

SEP’94
Data collection period
Response

April 1994
13,029 individuals; 5,187 households

SEP’95
Data collection period
Response

April 1995
12,791 individuals; 5,109 households

SEP’96
Data collection period
Response

April 1996
12,897 individuals; 5,179 households

SEP’97
Data collection period
Response

April 1997
12,584 individuals; 5,050 households

SEP’98
Data collection period
Response

April 1998
12,373 individuals; 4,963 households

SPVA (Social position and the use of provisions by ethnic minorities)
The survey Social position in society and the take-up of provisions by ethnic minorities was
mounted to keep track of the position of the four largest ethnic minority groups, Turks, Moroccans,
Surinamese and Antilleans. Its primary purpose is to investigate to what extent people from these
ethnic minorities take part (pro rata) in the basic institutions of society in the field of education
and on the labour market.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Frequency

Ethnic minority population groups in the Netherlands: Turks,
Moroccans, Surinamese and Antilleans
Individual
Households and individuals
Municipal population registers
Two-stage sample: municipalities, households
Oral questionnaire
Institute for Sociological Economic Study (ISEO)
Held at irregular intervals since 1989
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Respondents

Response

Heads of households for the general questionnaire; other members
of the household over the age of twelve are administered an
abridged questionnaire
On average, approximately 60%

SPVA’98
Data collection period
Data collector
Numbers
Response

Spring 1998
Bureau Veldkamp
7,553 households; 14,483 individuals
Between 48% and 61%

TBO (Time use survey)
The time use survey is held among the Dutch population once every five years. In addition to
background questions, general questions are asked about how people spend their time. Respondents
are asked to keep a diary for a one-week period, entering the activities on which each quarter of
an hour is spent.
Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Fieldwork conducted by
Frequency
Classification

TBO’95
Data collection period
Time period covered
Response

Population of the Netherlands aged 12 years and up
Individual
Individuals
PTT file listing postal distribution points
Simple random sample with random route
Oral and written questionnaire + diary
Social and Cultural Planning Office (SCP) and others
Intomart
Every five years, since 1975
According to age, sex, degree of urbanisation, position in the
family and activity

October 1995 - November 1995
Diary: 1-7 October and 8-14 October 1995
3,227 individuals (20%)

WBO (Housing demand study)
The WBO is a large-scale national survey of housing demand, which has been held periodically
since 1964 in order to chart trends on the housing market. The survey is intended to provide an
insight into the household composition, housing situation, housing wishes and house-moving
patterns of the population of the Netherlands. To this end information is collected on housing
situation, housing costs and actual and desired home-moves. In addition, the WBO provides
information on the socio-demographic and socio-economic characteristics of households. There
are several questionnaires for heads of households, cohabitees and members of households.. Since
1998 the WBO has been an independent module within POLS, the Permanent Quality of Life
Survey.
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Target population
Sampling unit
Entities
Sample frame
Sampling method
Data collection method
Commissioned by
Data collector
Frequency
Respondents
Time period covered

Population of the Netherlands aged 18 and over, living in private
households
Individual
Individuals, households; houses
Municipal Personal Records Database (GBA)
simple random sample (until 1998)
oral questionnaire, since 1998 Computer Assisted Personal
Interviewing (CAPI)
Ministry of Housing, Spatial Planning and the Environment
(VROM); since 1998 Statistics Netherlands (CBS)
Statistics Netherlands (CBS) in cooperation with various
research bureaus
Every four years, since 1977; in 1975 a pilot survey was held
In exceptional cases the partner of the respondent may answer
the questions
Actual home moves during the four years prior to the date of the
survey; desired home moves within a period of two years

WBO’75
Data collection period
Sample size
Response

August 1975 and November 1975
4,961 addresses
3,829 addresses (77%)

WBO’77/’78
Data collection period
Sample size
Response

October 1977 and February 1978
65,685 individuals
54,895 individuals (84%)

WBO’81/’82
Data collection period
Sample size
Response

October 1981 and March 1982
83,309 individuals
66,255 individuals (80%)

WBO’85/’86
Data collection period
Sample size
Response

October 1985 en march 1986
70,816 individuals
54,342 individuals (77%)

WBO’89/’90
Data collection period
Sample size
Response

October - December 1989 en February - April 1990
75,023 individuals
54,341 individuals (72%)

WBO’93/’94
Data collection period
Sample size
Response

September - December 1993 and November 1993 - April 1994
84,326 individuals
63,049 individuals (75%)
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WBO’97/’99
Data collection period
Sample method
Sample size
Response

304

APPENDIX

monthly sub-samples from November 1997 until April 1999
Two-stage sample: municipalities, individual; stratification
according to size of municipality
259,014 individuals
117,569 individuals (45%)
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