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FOREWORD

The Report on the Elderly 1998 is the fourth report by the Social and Cultural
Planning Office (SCP) on the living situations of elderly people. Previous
publications were the trial issue of the Report on the Elderly (Timmermans 1992),
the Report on the Elderly 1993 (Timmermans 1993) and the Report on the Elderly
1996 (Timmermans et al. 1997b). The publication of these reports every two years
brings to light developments in the position of the elderly in society as well as the
effects of government policy measures aimed at this group.

The Report on the Elderly 1998 first sketches a few characteristics of the
day-to-day circumstances of the elderly: their participation in the labour market,
their financial position, their housing situation and their use of the care system.
Then a few themes are elaborated: participation in society, psychological disorders
and the use of mental health care and the situation of the elderly population of
ethnic minority groups.
Participation in society refers to the wide variety of unpaid activities: voluntary
work, providing informal help or joining and taking part in clubs. Although many
elderly people are active in these areas, there are also some obstacles to their
participation in society. These include health complaints, but also financial
barriers.
Several hundred thousand elderly people suffer from mental disorders such as
anxiety disorders, depression or dementia. Often these disorders are not recognised
as such by the elderly patient or by care workers: sometimes it is too readily
assumed that such disorders are symptoms which are intertwined with aging, at
other times the problems are presented as somatic complaints.
The position of the elderly in ethnic minority groups was the focus of the recently
published Rapportage minderheden 1998. For this present Report on the Elderly,
the data from the Minorities Report were used to summarise certain aspects of life
for elderly members of ethnic minorities which had not previously been described
in the reports on elderly: their housing situation, their health and their use of care
facilities.

The age limit used in this Cahier to define the elderly depends on the topic being
studied. Often a very arbitrary line has been drawn at age 55. In the description of
labour market participation, however, data were studied of people aged 50 and up,
because participation in the labour market already starts to decline from that age.
The chapter on income, on the other hand, only looks at those over 65 (people on
old age pension).

In compiling this report use was made of a large number of data files of the Social
and Cultural Planning Office and the Central Bureau for Statistics. For the chapter
on the psychological disorders of the elderly, the office was grateful to be able to
use data from the Longitudinal Aging Study Amsterdam project (LASA) of the Free
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University in Amsterdam. The SCP wishes to thank Dorly Deeg in particular for
her help in furnishing the data.

The reports on the elderly are compiled in compliance with a request from the
Ministry of Health, Welfare and Sport for regular updates on quality of life for a
number of population categories. These population categories are characterised by
their own particular circumstances which often require specific policy measures.
Similar reports focusing on people with limitations and on young people are
published on a regular basis as well.

Prof. Paul Schnabel
Director, SCP
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1 INTRODUCTION

Mirjam de Klerk

At the request of the Minister of Health, Welfare and Sports, the Social and
Cultural Planning Office draws up a report on the elderly every two years; this, the
Report on the Elderly 1998, is the fourth in this context.

Each of these reports outlines the way elderly people live, devoting attention to the
use they make of a wide variety of provisions and facilities. Certain aspects of the
way they live are so very characteristic of the social circumstances of the elderly
that they form the heart of policy for the elderly. These aspects, listed below, are
themes of each report on the elderly:
- employment
- income, assets and financial position
- housing situation
- health, well-being and care services.

Moreover, each report on the elderly covers other topics as well. Two aspects of the
situation of the elderly which have not previously been the focus of so much
attention will be discussed at length in the present report:
- how the elderly participate in society;
- psychological disorders and the take-up of care provisions.
Both of them are briefly explained below.

There is a growing number of elderly people in the Netherlands, and they retire
earlier and earlier. What do these people do with their time? Do they spend it on
'participating in society' -doing voluntary work, for instance, or providing informal
assistance to people they know? This Cahier not only looks into the question of
whether elderly people take an active part in society, and whether their activities
are different from those of younger people, but also describer what factors influence
their participation and how the role of the elderly in society at large can be
increased.

Mental disorders (such as depression or dementia) which often go hand in hand
with aging, and the possible solutions offered by mental health care, are topics
which were not mentioned in previous reports. This report first outlines the extent
to which the elderly must contend with a variety of mental disorders. Then the
causes of these mental complaints, and the consequences they have for sufferers
and their surroundings, are investigated. Lastly, we will consider how these
problems are linked to the use by the elderly of a wide variety of facilities and
services.

Finally, this report describes some of the conditions of day-to-day life for the
growing group of elderly members of ethnic minorities in the Netherlands. This
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account has borrowed from the Rapportage minderheden 1998 (Tesser et al. 1998),
which described the situation of elderly people from the first generation of ethnic
minorities. These are the people who came to settle in the Netherlands as primary
migrants in the period between 1965 and 1980. They are now 40 years of age or
older and some of them have even reached the age at which they are reckoned to
the elderly (55 and up). Most of these primary migrants have spent from fifteen to
thirty years in the Netherlands. The Report on the Elderly 1996 also devoted
attention to elderly members of the ethnic minorities. That report specifically
focused on the social and economic position of this group. In the present report
emphasis is on housing, health and the use of care facilities by elderly members of
ethnic minorities.

In these reports on the elderly, inhabitants of the Netherlands are called elderly
when they are aged 55 or older (see also Timmermans 1992 and 1993;
Timmermans et al., 1997b). At the beginning of the nineties, when the first volume
in the series of Reports on the Elderly was published, the age of 55 was taken as the
starting point for policy pertaining to the elderly. This overall age limit has since
been dispensed with; it now depends on the policy field involved (for instance,
different groups are of interest to a discussion of work than to the use of health care
facilities). In general, this report has taken 55 as the age limit. If a different age
limit is used (as it is in the chapter on income), this will be stated.

On 1 January 1998 there were 3.6 million elderly people (aged 55 and up) in the
Netherlands, representing approximately 23% of the population. Table 1.1 shows a
few demographic characteristics of this group. The table makes it clear that the
proportion of women and the proportion of single persons increases rapidly with
age.

Table 1.1 Some demographic characteristics of the elderly, 1997 (in absolute figures and in percentages)

55-64 years 65-74 years � 75 years total

number of elderly 1,501,515 1,189,901 919,818 3,611,234
% women 49 56 65 55
% single 16 30 55 29
number of Turkish, Moroccan, Surinamese and Antillean
elderly 44,090 11,915 3,805 59,810

Source: CBS (Population statistics 1998/08: 22-23); SCP (AVO'95); Tesser et al. (1998: 24)

The structure of this report is as follows.
Chapter 2 discusses the participation of the elderly in the labour market. In this
context, the following questions are investigated. At what age do the elderly leave
the labour market? What factors play a role in this decision? What is the
relationship between labour market position and well-being of the elderly?

The financial position of the elderly, their income and assets, their spending
patterns and the personal contributions they must pay for public or subsidised
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facilities are the subject of chapter 3. The chapter on housing (chapter 4) describes
developments in the housing situation of the elderly, characteristics of their living
environment and the geographic distribution of the elderly now and in the future.
Chapter 5 discusses several aspects of the health of the elderly, their well-being and
their use of various care facilities (including the person allocated budget). The
participation of the elderly in society is the subject of chapter 6. This chapter
outlines both the scope of their participation and the reasons why some elderly
persons do participate while others do not.
Chapter 7 explains the nature and the incidence of psychiatric problems of the
elderly, such as depression or dementia. Attention is also devoted to the causes of
these types of problems, their consequences, and the help provided for them.
Chapter 8, a summary of the Rapportage minderheden 1998, looks into
demographic aspects, social contacts, housing, health and the take-up of health care
services by elderly members of ethnic minorities. Chapter 9 puts the report into the
perspective of the previous reports.

A great many SCP staff members contributed to the compilation of this report. The
editorial board consisted of Mirjam de Klerk and Joost Timmermans. The
following people wrote one or more of the chapters: Paul de Beer, Frank van
Dugteren, Margot Eijsink, Josette Hessing-Wagner, Ans Merens, Evert Pommer,
Leendert Ruitenberg, Paul Tesser and Isolde Woittiez. Each chapter mentions the
authors by name.
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2 WORK

Paul de Beer and Isolde Woittiez

2.1 Introduction

More than ten years ago Bolhuis et al. (1987) announced in a Dutch economic
journal (Economisch statistische berichten) that the end was nigh for early
retirement schemes. The very popularity of these schemes among the gradually
aging working population threatened to make them unaffordable. In the years after
that publication, the pros and cons of early retirement were increasingly debated,
and today there is a firm belief that raising the labour market participation rate
among the elderly must be one of the primary social and economic objectives for
the coming years. The Social memorandum 1998 (Ministry of Social Affairs and
Employment 1997: 109; see also STAR 1997) succinctly sums it up: "The labour
participation rate of the elderly must go up". The coalition agreement for the
present cabinet under Prime Minister Kok states: "Promoting the participation of
the elderly in the employment process will be given greater priority in policy on
employment." Many industrial sectors have made agreements in recent years to
gradually convert their early retirement schemes into flexible retirement or
pre-pension schemes, and to make it financially more attractive for employees to go
on working for somewhat longer.

This chapter investigates whether the reversal in thinking about early retirement
has led to any changes in actual retirement behaviour. For this purpose, the process
of retirement and early retirement is first charted in detail. Changes that have
occurred in the phases of the retirement process are outlined. The factors that
influence the time of retirement are investigated. Finally, the consequences of early
retirement for the retired persons are discussed.

The structure of this chapter is as follows: section 2.2 describes a few trends in
labour participation rates among the elderly, after which recent developments in
early retirement arrangements are discussed (§ 2.3). Section 2.4 sketches some
characteristics of the work of the elderly. Section 2.5 studies the factors that
influence retirement age. At the end of the chapter, the post-work period--when
people have retired--is discussed: section 2.6 goes into what people do once they
have stopped working and section 2.7 looks at the effects of retirement on the
well-being of the elderly. The chapter concludes with a brief summary (§ 2.8).

Definition of the elderly as used in this chapter

This chapter will focus on people aged 50-64, with the exception of section 2.7,
which analyses the well-being of persons aged 43-64. The reason to take the lower
age limit for the elderly as low as 50 is that the labour participation rate begins to
decrease fairly soon after the age of 50.
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Because there are big differences between older men and women in labour
participation rate and in trends and developments therein, this chapter (with the
exception of § 2.7) will consider the two sexes separately.

2.2 Trends in the labour participation rate of the elderly and phases in the
retirement process

Table 2.1 summarises the most important recent data on the labour participation
rate of the elderly.  After the age of fifty, the labour participation rate declines1

rapidly. Only two-thirds of those aged 50-54 are still working, less than half of
those aged 55-59 and only one in eight of those aged 60-64. The labour
participation rate is considerably lower among older women than among older
men. Whereas three out of five men in the age category of 50-64 are still working,
this applies to only one in four women.

Table 2.1 Labour participation rate and unemployment for several age categories, 1997 (in percentages)

gross participation rate net participation rate unemployment ratea b c

men and women
35-49 years 77 72 6
50-64 years 44 42 5

50-54 years 66 62 6
 55-59 years 44 42 4

60-64 years 12 11 3

men
35-49 years 94 90 4
50-64 years 61 59 3

50-54 years 87 84 4
     55-59 years 62 60 3

60-64 years 19 19 2

women
35-49 years 59 53 11
50-64 years 27 25 8

50-54 years 43 40 9
     55-59 years 25 24 5

60-64 years 5 5 6

Labour force as a percentage of the total population in each age category.a

Working labour force as a percentage of the total population in each age category.b

Unemployed labour force as a percentage of the total labour force in each age category.c

Source: CBS (EBB'97) SCP calculation

Despite the low labour participation rate of the elderly, their unemployment rate is
also fairly low, at least from the age of 55 and up. This is accounted for by the fact
that many people leave the labour market prematurely by means of other routes,
such as disablement or early retirement. Moreover, a large proportion of those who
are unemployed are no longer available for the job market, because people are no
longer obliged to apply for jobs after the age of 57 1/2.
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The gross labour participation rate of older men has greatly declined since the
beginning of the seventies (figure 2.1). This graph shows the percentage of the
labour force aged 50-64 (the labour force being all those who supply their labour on
the labour market) that is working (irrespective of the number of hours per week)
or unemployed. Whereas 85% of older men participated in the labour market in
1971, by the mid-eighties this figure had decreased to less than 60%. However,
since the early nineties there is once again a rising trend: between 1993 and 1997
the labour participation rate of older men rose from 56.2% to 60.7%. The labour
participation rate of older women showed a slight decrease between 1971 and 1985
(from 17% to 14%), to rise gradually over the past ten years to 27% in 1997. For
both men and women aged 50-64, the labour participation rate lagged far behind
that of their gender counterparts aged 25-49 in the period from 1971.
In 1997, the net participation level (working labour force as a percentage of total
population) for people aged between 55 and 64 was 27.6% (in that year, 41% of the
men and 14.6% of the women in that age category were working).

Figure 2.1 Gross labour participation rate according to sex and age, 1971-1997

Source: CBS (Statline) SCP calculation
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On account of the breadth of the age category of 50-64 years, figure 2.1 provides
little insight into the age at which people leave the labour market. Figures 2.2a and
2.2b show a more detailed picture of the retirement process for men and women in
two different years, 1973 and 1997. These figures show the net participation level
on the basis of the current definition, which is the percentage of the relevant
population group working for at least twelve hours a week.

Figure 2.2a shows that in 1973 nearly 30% of men left the labour market between
the ages of 50 and 64 (a further 12% was already not working at the age of 50).
Nonetheless, nearly half (45%) of the men only retired when they reached the age
of 65 , while 15% continued to work after the age of 65.2

Nowadays the labour participation rate of men starts to show a considerable decline
from the age of 53. More than half (53%) of the men in the age group from 53 to
60 leave the labour market, so that only 30% of men are still working at the age of
60. In the next five years the majority of this group leaves the labour market as
well. Only 7% or 8% of them continue to work after their sixty-fifth birthday.
Broadly speaking, what the development between 1973 and 1997 boils down to is
that the retirement age of men has been brought forward by around five or six
years.  3

Figure 2.2a Net labour participation level of men, according to age, 1973 and 1997 (in percentages)

Source: CBS (AKT'73 and EBB'97) SCP calculation

The retirement process shows a different pattern for women (figure 2.2b). For
them, there is no particular phase of life in which the retirement process is
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concentrated. In 1973, their labour participation rate showed a gradual further
decrease with age from the already very low level of 17% at the age of 50. Even
then, the age of 65 did not mark retirement age for women. By 1997 the labour
participation rate of women aged 50-53 had more than doubled compared to 1973,
but women in the age group from 54-60 were retiring left and right, so that by the
age of 60 their labour market participation rate was lower than in 1973. Nowadays,
almost no women are still working when they reach the age of 65. The change in
the labour participation level of older women thus seems to be the outcome of two
opposing forces. On the one hand, the strong overall rise in the participation rate of
women is expressed in a higher labour participation rate up to the age of 59. On the
other hand, a tendency manifests itself for women to leave the labour market at an
increasingly early age after the age of 60.

Figure 2.2b Net labour participation level of women, according to age, 1973 and 1997 (in percentages)

Source: CBS (AKT'73 and EBB'97) SCP calculation

As has been remarked, the downward trend in the labour participation rate of the
elderly came to a standstill at the beginning of the nineties for men; for women,
this was in the mid-eighties. Since then there has even been some increase. The
question is what caused this reversal. Are the recent changes in early retirement
schemes already starting to bear fruit? This question can be answered by
investigating whether it is primarily the older persons (those over 60) or their
younger counterparts within the age group from 50-64 who are staying at work



51 52 53 54 55 56 57 58 59 60 61 62 63 64 65 66 67
0

2

4

6

8

10

12

14

16

18

%

1996/'971993/'94

leeftijd

18

longer. Figures 3a and 3b provide some insight by comparing retirement
probabilities in the years 1993/'94 and 1996/'97. These probabilities are not based
on longitudinal data from individuals, but on the percentage of the total population
of a certain age which had worked in the previous year but was no longer working
in the year in question (or worked for less than twelve hours a week). In a strict
sense, we may not speak of probabilities but of the difference between the
percentage of people in a certain age category who stop working and the percentage
who start working or return to work. This figure can turn out to be negative when
more people join the labour market than retire from it.  On account of the relatively4

large unreliability margins, however, the outcomes should be interpreted with some
caution.  5

Figure 2.3a Probability of retirement of men, according to age, 1993/94 and 1996/97 (in percentages)

Source: CBS (EBB'92-'97) SCP calculation

For men, the profile for retirement from work had three peaks in 1993/'94: at the
ages of 57, 60 and 65 (see figure 2.3a). The most frequently occurring retirement
age was 60; nonetheless, only one in six men left the labour market at precisely this
age, and no more than one in twelve men chose to stop working at the age of 65.
All three peaks have levelled off since then, which means that the retirement of
men has become somewhat more evenly distributed over the various ages. The most
striking difference is that in 1996/'97 the retirement peak at the age of 57 had
disappeared. Although the peak at age 60 had become somewhat lower, this was
still the most popular retirement age in 1996/'97. After the age of 60, somewhat
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more men retired in 1996/'97 at the age of 62 and somewhat fewer at the ages of
63, 64 or 65 than in 1993/'94.

The increased labour participation rate of older men after 1994 must therefore be
entirely attributed to the fact that fewer men are retiring before their sixtieth
birthday. The effect of this on the participation level of the 50-64 year old men
collectively was further increased by the fact that the composition of this population
group shifted slightly in the sense that there were more younger members (whose
participation level is higher) (the proportion of the group aged 50-57 years in the
age category from 50-64 rose from 58% in 1993 to 61% in 1997). In the period
from 1993-1996, however, retirement age continued to shift from 63-65 to 62 years
for those aged 60-64.

The fact that the reversal in the participation level of older men has so far been
limited to those aged under 60 seems to suggest that the cause is not to be found in
recent changes to the early retirement schemes, most of which work with a
retirement age of 60. The cause might well be a decrease in the outflow of older
employees to disablement and unemployment benefits. The thresholds for eligibility
for both these industrial insurance schemes were raised in the nineties, while the
assessment criteria for disablement were tightened. Since 1993, there must be a
relationship between loss of earning capacity and illness or infirmity which can be
“established medically in a direct and objective manner” (SCP 1996a: 171). This
has made it more difficult for elderly employees to go onto disablement benefits.
From 1993 to 1995, the number of employees aged 55-64 who were starting on
disablement benefits did show a decrease, from 14,300 to 10,000. But after that
their number once again rose to 14,900 in 1997, so that this cannot offer an
explanation for the disappearance of the retirement peak at 57 (Ctsv 1998).
The older workers directive was withdrawn from the Unemployment Act as of 1
January 1994; this directive had made it possible, in the event of collective
dismissal, to make elderly workers redundant first. Because unemployed persons
aged 57 1/2 and up are no longer under an obligation to apply for work, and
because unemployment benefits were often supplemented by the employer,
dismissal at the age of 57 1/2 frequently took on the nature of very early retirement.
Since the withdrawal of the older workers directive, large-scale use can no longer
be made of this option. Whereas in 1993/94 some 63,200 people aged from 55-64
started to receive unemployment benefits, their number had dropped to 50,600 in
1996/97 (Lisv 1998). If this decline were entirely concentrated among men of 56
and 57 (which is not very likely), then it would account for a decrease in the
outflow percentage by 8 percentage points, or somewhat more than the actual
decrease of 6 percentage points. The decrease in the number of elderly workers
entering unemployment schemes might therefore be an important reason for the
disappearance of the peak in retirement chances at the ages of 56 and 57 (figure
2.3a).

In addition to the withdrawal of the older workers directive, however, the economic
situation may have been of influence as well. Since 1994 there has been gradual



51 52 53 54 55 56 57 58 59 60 61 62 63 64 65 66 67
-3

-2

-1

0

1

2

3

4

5

6

%

1996/'971993/'94

leeftijd

20

economic growth and a substantial increase in the demand for labour. On certain
parts of the labour market, labour is even scarce. It is quite plausible that, in such
circumstances, many employers attempt to keep their elderly employees on the
payroll a little longer.

It is therefore too early to conclude that the small rise in the labour participation
rate of older men since 1993 is in fact a breach in the trend in respect of the many
years of decline. After all, the possibility that it is merely a matter of economic
cycles cannot be ruled out. We must wait and see whether a more long-term effect
will ultimately emanate from the changes in early retirement schemes (see § 2.3).

Among elderly women, retirement probability and developments in them show a
rather whimsical pattern. On account of the fairly large unreliability margins of
these figures, it is not entirely clear how much significance should be attached to
them. Nonetheless, the rise in the labour participation rate among women seems as
well to have been concentrated in recent years in the younger age groups, primarily
from 53-57 (figure 2.3b).

Figure 2.3b Probability of retirement of women, according to age, 1993/94 and 1996/97 (in percentages)

Source: CBS (EBB'92-'97) SCP calculation

The negative retirement probability at the ages of 52 and 53 indicates that at these
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ages more women are joining the labour market, or returning to work, than are
retiring. For more and more working women, 60 is coming to be the age at which
they leave the labour market. This indicates that a growing number of women can
make use of early retirement schemes. In addition, the proportion of women who do
not retire until the age of 63 or 64 is increasing slightly, although we are speaking
about a very small percentage of all women.

Although the increase in labour participation rate among elderly women would
seem to be of a structural nature, it is entirely accounted for by the growing number
of working younger women. There are as yet few indications that women are going
on working until a later age (i.e. over the age of 60).

Temporal or cohort effect?

In the foregoing, an explanation for changes in the retirement process was sought
in policy changes, such as tightening of disablement criteria, withdrawal of the
older workers directive in unemployment legislation and changes in early
retirement schemes. These are all termed temporal effects: changes that occur at a
certain point in time. It is also conceivable that changes in the retirement process
result from differences between successive years of birth. If the retirement of
younger groups takes a different course than that of older groups, the gradual
replacement of older groups by younger ones can result in a change in the
retirement pattern. Differences between cohort groups might, for example, be
linked to differences in educational level (younger groups are better educated) or in
views on work (older groups, for example, might have a stronger work ethic).

But it is not easy to distinguish temporal from cohort effects, particularly when
detailed data are only available for a small number of years. In the appendix to this
chapter an attempt is nonetheless made to calculate age-related, temporal and
cohort effects for the period from 1991-1997. For men, this analysis confirms the
reversal in labour participation rate around 1994. The labour participation rate of
elderly men decreased until 1994, after which it again began to rise. For men born
in the period from 1926-1941 (and who were therefore aged 50-71 in the period
from 1991-1997), the middle groups, those born in the years 1930-1937, turn out to
have retired the earliest. Both the older and the younger groups (born in 1926-1929
and 1938-1941 respectively) have tended to go on working longer.
For women, labour participation rate shows an increase throughout the period of
1991-1997. The cohort effects calculated suggests that the work participation rate
of the groups from 1926-1934 was stable, but that the younger groups, from
1935-1941, are staying at work longer and longer. For men, changes in the
retirement process seem primarily to be determined by institutional factors such as
changes in early retirement schemes and the accessibility of disablement benefits,
while among women the social and cultural trend towards increasing labour market
participation is dominant.
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2.3 Recent developments in early retirement schemes

It has been remarked that recent developments in the retirement age as yet reflect
but few of the changes to the early retirement schemes. The ‘old’ retirement age of
60 in most existing early retirement schemes was still the most frequent age at
which both men and women retired in 1995/96. It is easy to explain why these
figures show few effects of changes in early retirement schemes: most new schemes
have not yet taken effect; moreover, transitional arrangements often apply for the
present generation of elderly employees, which means they can still retire at the old
early retirement age of 60.

An inventory by the Arbeidsinspectie showed that at the end of 1997, 54 of the 129
collective industrial agreements studied (which apply to 70% of all employees)
contained agreements as to the introduction of a new scheme for flexible
retirement. If we add to this two collective labour agreements concluded later, these
new schemes will apply to 62% of employees covered by collective labour
agreements. In nearly all other collective labour agreements investigated,
arrangements have been made to study or to discuss further changes to the early
retirement schemes (Arbeidsinspectie 1998: 36).
Under the new schemes, the standard retirement age is generally somewhat higher:
it has usually changed from 60 to 61 or 62. In addition, the benefit to which
employees are entitled upon retirement at that age is in many cases slightly lower.
To the extent that data are available about this, the average benefit has decreased
from 78% to around 71% of gross salary (Arbeidsinspectie 1998: 40-41). A person
who continues working longer is generally entitled to a higher benefit. People who
retire earlier must be content with less, although in many cases provisions have
been made for them to save for higher entitlements on a voluntary basis.
Most flexible retirement schemes take effect in the period from 1997-2000:  a new
scheme had already been introduced before 1997 in only eleven of the collective
labour agreements studied. This means that in the coming years the effect of the
new schemes will gradually become visible. Some collective agreements make
transitional arrangements for older employees, so that it may take a considerable
length of time until employees actually stay at work past their sixtieth birthday. The
transitional arrangement in the metal industry, for example, may last up to twenty
years, and that in the government sector fifteen years (Arbeidsinspectie 1998: 39).
At best, it will be at least several years before we are able to determine whether the
new retirement schemes help to increase the labour participation rate of the elderly.

2.4 The work of the elderly

Retirement from the labour process might be related to the nature of the work done
by the elderly. For instance, it is assumed that, among other reasons, elderly people
retire because they can no longer keep up with the pressure of work and the rapid
pace. So it is interesting to investigate whether elderly people who continue
working do a different type of work than younger people.
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Table 2.2 shows, for men and women separately, ‘objective’ characteristics of the
work done by the elderly as compared to that of the intermediate age categories
(aged 35-49, here briefly referred to as ‘younger’ persons). For men, there are
considerable differences, primarily between workers under and over the age of 60.
The most striking is that more than half of the workers aged 60-64 are either
self-employed or helping a self-employed spouse, and nearly one-quarter are
farmers, while for workers aged 35-49 these figures are only 14% and 3%
respectively. Moreover, a relatively large proportion of people aged 60 and up work
in trade and in the hotel and catering industry. Furthermore, over two-thirds of
them have irregular working hours; for example, nearly half work on Saturdays on
a regular basis, while this applies to only one-quarter of those under 60. It seems
evident that these characteristics are interrelated: after all, self-employed persons
are strongly over-represented in agriculture and often work irregular hours. 
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Table 2.2 Some characteristics of the work, according to age category and sex, 1996 (in percentages of the number of working
persons per age category)

men women
35-49 yr 50-54 yr 55-59 yr 60-64 yr 35-49 yr 50-54 yr 55-59 yr 60-64 yr

branch a ab abc a a abc

agriculture, fishery 3 4 7 23 2 4 7 13
mining, industry, public utilities 22 25 24 14 8 8 7 5
building trade 10 10 10 5 1 1 2 2
trade, catering 14 13 16 18 16 18 18 24
transport, communication 9 8 6 4 4 3 3 0
financial and business services 14 11 12 13 13 10 9 4
public services 28 28 25 21 55 53 54 46

type of occupation a ab abc a a ab

professionals, technicians 27 26 24 23 35 31 28 24
managers, executives 9 11 11 11 4 3 3 2
administrative positions 13 13 11 5 27 26 23 25
commercial positions 8 9 10 14 8 11 12 14
services 6 5 4 6 18 20 22 19
agriculture 4 5 9 23 2 4 7 13
artisan, industry, transport 32 30 31 18 5 6 5 3

occupation level abc a a

elementary 5 4 4 3 8 10 9 7
lower 22 20 22 14 23 28 32 35
intermediate 39 39 40 49 38 35 34 36
higher 23 24 22 21 22 21 17 18
academic 11 12 11 14 7 5 8 4

work status a ab abc a ab abc

employed on a permanent basis 83 91 75 42 77 74 70 51
employed on a flexible basis 3 3 2 4 11 10 6 6
self-employed/helping self-employed
spouse 14 7 22 54 12 17 24 43

working hours ab abc a

12-19 hours/week 1 1 2 5 19 20 24 22
20-34 hours/week 7 6 13 21 51 49 47 50
� 35 hours/week 92 94 84 74 30 31 28 29

working times a ab abc a a a

regular 50 52 55 31 56 53 54 44
irregular, nights 16 13 9 12 12 8 6 8
irregular, evenings 17 16 17 28 18 20 21 23
irregular, weekends 16 19 19 29 14 18 19 23

works Saturdays on a regular basis 26 25 24 46 24 26 27 40a abc abc

works Sundays on a regular basis 16 14 11 21 17 15 16 23ab abc b

works shifts (3 or more) 6 5 3 0 4 2 2 1a ab abc a a a

Significant difference with age category 35-49 (on the basis of Pearson 3 -test, p < 0.05).a 2

Significant difference with age category 50-54 (on the basis of Pearson 3 -test, p < 0.05).b 2

Significant difference with age category 55-59 (on the basis of Pearson 3 -test, p < 0.05).c 2

Source: CBS (EBB'96)

If the focus of attention is restricted to employees, then workers over 60 differ much
less from younger workers: only 3% of the over-60s work in the agricultural sector
and 10% in trade and catering, while the percentage with irregular working hours
differs very little from that among the younger workers (not shown in the table).
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The work of the elderly aged between 50 and 59 differs much less from that of
workers in the intermediate age categories (35-49). The most important difference
is that among those aged 55-59, the proportion of self-employed persons and of
those working in agriculture, trade and catering already starts to rise. Furthermore,
from the age of 55 we see an increase in part-time work, although the vast majority
of older men continue to work full-time.

On average, elderly workers have a somewhat higher occupational level than their
younger counterparts. This is remarkable in that the average educational level of
the elderly is lower. One explanation for this might be that the elderly less often
work at a job below their educational level than younger persons, another that
people in higher positions go on working longer than persons in lower positions.
Working women aged 60 and up are also relatively often self-employed or help a
self-employed family member. Just as their male counterparts, they often work in
agriculture or in trade and catering: the latter sector is even more over-represented
among women than among men. As women grow older, however, they do not
increasingly work part-time, but this is not so surprising in view of the fact that
more than two-thirds of the younger women already work part-time.

Table 2.3 lists several more qualitative and to a certain extent subjective
characteristics of the work of the elderly, derived from the Ongoing survey on
living conditions (DLO) by Statistics Netherlands (CBS). On account of the
relatively small number of respondents in this study, the years 1994-1996 and the
age categories 55-59 and 60-64 have been combined.
In general, men aged 55 and up work under somewhat more favourable working
conditions than younger men. Their work less often entails noise, dirt, stench, is
less often dangerous or physically heavy and is less often high-paced. When it
comes to the content of the work (monotonous work, opportunities for
development) and the ability to control aspects of the work (deciding when to take
time off, deciding how to carry out the work, being able to stop for a break at any
time, being able to regulate the temperature or ventilation), the elderly workers are
not better off than their younger colleagues. However, their work is more closely
related to their educational background or experience. As to chances of promotion,
remuneration and enjoyment of the work, people 55 and up are neither more nor
less satisfied than younger workers, but they do complain more often about the
atmosphere at work. Although older workers do not hold management positions
appreciably more often than younger ones (table 2.2), they do often have more
independent work. Men aged 50-54 differ significantly on almost no single aspect
from men aged 35-49 years, but they slightly more often have monotonous work,
independent work and few promotion chances.

In general, elderly women do not exhibit systematic or significant differences with
younger women. On average, working women aged 50 and up have a somewhat
slower work pace, slightly more opportunities for control and greater independence
than younger women, but differences in respect of working conditions and work
content are not significant.
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By means of logistic regression it was investigated whether the differences between
the age categories in qualitative aspects of the work were caused by differences in
educational background, branch of work or work status (employees versus
self-employed persons). Nearly all aforementioned differences between the age
groups continue to exist, however, when account is also taken of the - usually
significant - influence of these background characteristics. In a few cases (noise
and monotonous work for men, being able to decide how to carry out the work for
women) the differences between older and younger groups was just barely not
significant at 5%. On the other hand, after correction for background
characteristics, 50-54 year old men proved to do significantly less heavy work,
55-64 year old men significantly more often felt that they were well paid and 50-54
year old women were more often able to control the ventilation.
There might be two reasons why the work of older people aged 55 or 60 and up
differs from that of their younger colleagues. In the first place, it is possible that, as
the years go by, something changes in a person's work. For instance, it is
conceivable that the working hours of many elderly people are shortened or that
they start to do less demanding work.

Table 2.3 Qualitative aspects of the work, according to age category and sex, 1994-1996 (as a percentage of
working persons for each age category)a

men women
35-49 yr 50-54 yr 55-64 yr 35-49 yr 50-54 yr 55-64 yr

noisy surroundings 38 37  31  22 22  16  c

dirty work 34 36  27 19 19  26  cd

stench/odours in working environment 27 26  18 16 12  18  cd

dangerous work 20 19  13 5 4  5  cd

physically heavy work 32 27  23  34 31  27  c

fast-paced work 74 79  64 73 65  58cd c 

can decide when to take time off 79 75  79  74 78  77  
can decide how to carry out the work 84 81  84  79 79  90cd

can stop for a break at any time 66 70  71  51 56  60  
can regulate the temperature 50 50  52  47 59 63c c 

can regulate the ventilation 56 57  57  54 62  66c 

atmosphere at work is good 90 84  77  89 92  82  c

monotonous work 9 14 6  12 9  14  c d

work offers opportunities for
self-improvement 79 79  80  74 79  76  b

work is related to training/experience 81 85  88  75 80  73  b c

promotion chances are good 32 25 29  23 22  14  b c 

pay is good 75 76  80  67 64  69  b

enjoy the work 98 97  98  99 99  99  
can work independently 61 74 78 60 70 75c c c c 

(n) (1,372) (246) (211) (935) (151) (90) 

The percentage that answered ‘yes’ or ‘sometimes’ unless otherwise indicated.a

The percentage that agreed entirely or for the most part.b

Significant difference with age category of 35-49 years (on the basis of Pearson 3 -test,  p < 0.05).c 2

Significant difference with age category of 35-49 years (on the basis of Pearson 3 -test,  p < 0.05).d 2

Source: CBS (DLO'94-'96) SCP calculation
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In the second place, the nature of the work can influence the chance that a person
leaves the labour market prematurely. The difference between elderly and younger
people in the nature of their work would then be a selection effect. In that case,
people who held a full-time job or who did physically demanding work would retire
earlier, so that the elderly people who continued to work would, on average, have a
shorter working week and less demanding work.
Using cross-sectional analysis, it cannot be established whether the observed
differences are caused by the first or by the second factor.  However, it is likely that,6

generally speaking, by the time people are older, not many major changes take
place in the nature of the work they do. For instance, it is not very likely that large
numbers of people with regular jobs decide to strike out on their own and become
self-employed upon turning sixty. The over-representation of self-employed persons
among the working population from 60-64 thus forms a strong indication for a
selection effect: self-employed people go on working longer than employees with
steady jobs. The selection effect seems to be stronger for this group than the effect
of (for example) working conditions. For instance, older farmers will more often
have to contend with stench, and with dirty, physically demanding and dangerous
work, but evidently this does not stop them from going on working longer than
most employees who have better working conditions. On the other hand, this does
not rule out the possibility that working conditions and work content influence the
age at which people in regular employment leave the labour market. This can only
be studied with the help of panel data containing sufficient information about the
nature of the work. Unfortunately, such data are not available.

2.5 What determines the age at which elderly people retire?

The data in section 2.4 suggest that, with the exception of a distinction between
self-employed persons and employees, the nature of a person's work has only a
limited influence on retirement. This brings us to surmise that personal factors are
perhaps more important than the situation on the labour market. To investigate
whether this is indeed the case, it was estimated by means of a logistic regression to
what extent the probability that an elderly person in the age group of 50-64 years is
still working depends on a number of background characteristics: age, marital
status, position in the household, number of minor children, ethnic origin and
education. Table 2.4 shows the outcome of this regression for men and women
separately. The coefficients in the table are termed the odds ratios for the categories
in question: the ratio between the odds that a person is working and the odds that a
person is not working, in comparison with the reference category. A coefficient of
less than 1 indicates that the labour market participation rate in that category is
smaller than in the reference group.
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Table 2.4 Estimated coefficients  (exp (B)) of a logistic regression of a person's probability of working, men anda

women aged 50-64, 1996

men women

age 0.89 0.99
(age - 50) 0.99 0.982

marital status (ref. cat. = married) 1 1
divorced/separated 0.56 1.53
unmarried 0.60 2.11

position in tthe household (ref. cat = one person household) 1 1
single parent 1.27 0.87
partner in a couple without children (1.01) 1.09
partner in a couple with adult children 1.47 0.90
partner in a couple with one or more minor child 1.11 0.65
other 1.30 (1.05)

etnic background (ref. cat = Dutch origin) 1 1
ethnic minority 0.42 0.75

educational background (ref. cat. = primary education) 1 1
secondary general 1.34 2.06
lower vocational 1.77 1.39
secondary pre-university 2.72 2.74
secondary vocational 2.06 3.36
higher vocational 2.89 5.17
university 5.27 10.44

(n) (9,232) (9,219)
Hosmer-Lemeshow goodness-of-fit test (df = 8) (1,102.2) (1,097.7)

All coefficients are significant at p < 0.01 except those shown in brackets.a

Source: CBS (EBB'96)

For men, the probability that they are still working decreases with age; after the
foregoing, this will come as no surprise. The fact that the coefficient of the squared
age is somewhat less than 1 means, furthermore, that this probability decreases
more rapidly as age progresses.  Married men more often have work than7

unmarried men, men with children more often than single men or men cohabiting
with a partner but without children, men of Dutch origin more often than men of
ethnic minority background and men with a higher education more often than those
with a lower educational background. For women, starting from the age of 50, the
probability that they are working initially decreases only slightly with age. But
because the coefficient of the squared age is smaller than for men, the effect of
growing older on their odds of working is even greater than that for men. Women's
marital status and family situation have precisely the opposite effect to that for
men: married women and women with children work less often than unmarried
women and cohabiting women without children. The effect of an ethnic minority
background is somewhat less pronounced for women than for men; educational
level, on the other hand, has a much greater influence on the probability that a
woman is working.
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Figure 2.4 shows the estimated probability that a person is still working for a
number of specific categories. This figure indicates several characteristics on which
a category differs from the reference category, consisting of 60-year-old married
persons of Dutch origin with only adult children and who have completed
secondary vocational schooling.

Figure 2.4 Estimated probability of work, according to sex, 1996 (in percentages)

Source: CBS (EBB'96) SCP calculation

Because the foregoing regressions are cross-sectional analyses, they only offer
glimpses of the factors which account for the retirement process. For instance, the
positive effect of educational background on the probability of having work does
not in itself mean that people with a higher educational background retire later
than those with a lower form of schooling. After all, it is also true for younger age
categories that people with a higher educational background more often have work
than people with less schooling.  To obtain more insight into the factors which8

explain the retirement process, longitudinal data on the same persons are needed
- that is, panel data. Based on the Socio-economic panel (SEP) of Statistics
Netherlands for the period from 1985-1995, an analysis was performed of the age
at which persons between 50 and 65 years ultimately retire.  Table 2.5 shows the9

results. The columns headed ‘uncorrected’ show the difference in sample average
between retirement age of the category in question and the average for all people
aged 50 and up. On average, men who are still working at the age of 50 leave the
labour market when they are 58.72 years of age. For single men this is 0.44 years
(5 months) later, or at an average age of 59.16 years. But because single persons
also differ in other respects (e.g. educational background or working hours) from
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the average person over 50, this difference in retirement age is not necessarily
entirely accounted for by the household form. However, if corrections are made for
the influence of these other factors, then single persons prove to retire even later
- by 0.61 years - than other people over 50 who score the same on the other
characteristics.

The analysis in table 2.5 only refers to persons who have worked after their fiftieth
birthday, so that a better impression is obtained of the factors which influence the
age at which a person retires. The fact that certain categories had already worked
less frequently before the age of fifty then no longer obscures the analysis. This
yields a number of striking differences with the cross-sectional analysis of table 2.4.
For men, composition of the household and work status primarily determine
retirement age. The effect of the presence of children was studied by including the
age of the youngest child living at home when the parent in the regression equation
was 55.  On average, men of 55 years of age whose youngest child living at home10

is 18 or over retire a year and a half earlier than their contemporaries with a child
under 18  (1.78 - 0.30), and more than two years earlier than men without children
living at home and single men (1.78 + 0.57 and 1.78 + 0.61 respectively).

Although table 2.4 showed that the labour participation rate of the elderly with a
higher educational background was considerably higher than for those with less
schooling, after correction for other background characteristics, people with a
higher education stay at work hardly any longer than those with less education. The
explanation for this is that people with a higher educational background already
have a considerably higher labour participation rate at a young age than their
unskilled counterparts. In other words, the difference in labour participation rate
between elderly people with higher and lower educational backgrounds comes
about before the age of 50.
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Table 2.5 Effects of household form, educational background, work status and working hours on retirement age  ofa

men and women who have worked at some time after their fiftieth birthday, 1985-1995

men women
uncorrected corrected oncorrected corrected

average 58.72 58.72 57.01 57.01

household form sign. sign.
single 0.44 0.61 2.05 2.67
non-family household 0.09 0.06 0.74 0.87
married couple, no children living at home 0.57 0.57 0.51 0.49
married couple, youngest child < 18 %0.25 %0.30  %0.17 %0.12b

married couple, youngest child > 18 %1.82 %1.78 %3.70 %4.41b

one parent family %0.80 %1.07 0.49 0.94

educational background sign.*
primary school %0.54 %0.36 0.88 1.19
lower vocational/general secondary 0.12 0.21 %0.59 0.06
higher secondary/pre-university/secondary
vocational %0.06 %0.13 0.24 %0.31
higher vocational 0.45 0.46 %1.40 %1.68
university 0.64 0.27 1.41 %0.82

work status sign.
self-employed 1.87 1.71 %0.65 %1.05
helping self-employed spouse . . %0.40 0.83
employee %0.16 %0.15 0.18  0.05

working hours
1-11 hours/week 0.62 0.26 0.48 0.55
12-19 hours/week %0.10 %0.17 0.41 %0.04
20-34 hoursweek 0.93 0.85 %0.27 %0.11
� 35 hours/week %0.18 %0.13 %0.99 %1.04

(n) (485)  (275)
R 0.109 0.2772

Corrections were also made for the effect of disposable household income (as compared to average income)a

and for the year in which a person retired, but these effects were not significant (with the exception of the year:
for women this was significant at 10%).
This refers to the age of the youngest child when the parent in question is aged 55.b

Sign: significant at p < 0.01 (except for *: significant at p < 0.1).

Source: CBS (SEP'84-'95) SCP calculation

The distinction between self-employed and employees observed earlier is confirmed
by table 2.5: on average, self-employed persons retire almost two years later (1.71 +
0.15). Although the effect of working hours on retirement age is not significant,
men with a large part-time job (20-34 hours/week) do seem to go on working
somewhat longer than men with a full-time job. This is therefore an indication,
albeit a weak one, that shorter working hours might perhaps delay the point at
which a person retires by nearly one year.
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The calendar year in which a person retires does not have a significant effect on
retirement age for men. That is, in the period from 1985-1995 no trend could be
observed in the average age at which men left the labour market. This does not
mean, however, that no changes occurred during this period in retirement age
spread, as appears from figure 2.3a.

Analogous to figure 2.4, figure 2.5 shows the estimated retirement age for a
number of specific categories. The reference category in this case is married
persons, with only adult children, who are in full-time employment and have a
secondary education.

Figure 2.5 Estimated retirement age

Source: CBS (SEP'84-'95) SCP calculation

For women as well, household form has the greatest influence on retirement age
(see table 2.5). On average, cohabiting and married women whose youngest child is
18 or older when they are 55 retire more than four years earlier than women with
younger children (4.41 - 0.12). The reason for this big difference in retirement age
is not clear. Single women go on working 2.67 years longer than average. Single
working mothers also go on working slightly longer than average, although the
participation level of single mothers is very low: most of them have already stopped
working before turning fifty. Among women, educational level does have a
significant influence (at the 10% level) on the point at which they retire, but in the
opposite direction to what one would expect: unskilled women work two to three
years longer than women with a higher educational background. On average,
women who work together with their self-employed partner retire almost a year
later than women who are employed, whereas women who are self-employed retire



33

earlier. Working hours do not seem to have a significant effect for women either,
but here too there seems to be a tendency that, the fewer hours a woman works, the
longer she continues working. Although it is not shown in table 2.5, the year in
which a woman retires does have a significant effect (at the 10% level) on
retirement age. Between 1985 and 1990 the average age at which women left the
labour market dropped from 57 to 55 years, to again rise in the five years after that
to 58 years.

For a small number of years (1990-1994), data are also available on branch of
industry, occupation and job level of the retirees. On account of the small number
of observations (197 men and 122 women), not too much weight should be attached
to the outcomes of the regression analyses of retirement age in which the
aforementioned characteristics of the work have been included as explanatory
variables. For this reason, no detailed results are given here, but merely a broad
indication of the outcomes. Branch of industry, occupational group and job level
jointly account for around 7% of the variance in retirement age of men and 12% of
that of women. For men, the picture which emerged from table 2.2 was confirmed
by these analyses: men who work in agriculture, trade or catering, in policy making
and higher management posts and in intermediate and higher positions continue
working for a relatively long period of time; those working in construction,
commercial jobs and in lower positions, on the other hand, retire relatively early
(only the young retirement age for commercial positions does not correspond to
table 2.2). For women the results tally less well with those in table 2.2. Women in
trade and catering, in agriculture and in administrative occupations retire at a
younger than average age, while women in the lowest job levels tend to continue
working longer than average. However, on account of the small number of
observations, not a great deal of value should be attached to these outcomes.

The foregoing analyses showed that the household situation (i.e. the composition of
the household and a person's position in the household) had a fairly large influence
on the chance that a person was still working at a certain age and on the age at
which a person retired. This conclusion is in agreement with the recent dissertation
by Henkens (1998), in which he concluded that not only the presence of a partner
and children influenced the decision to retire early, but also the attitude of the
partner to this decision. If the partner placed a positive value on the expected
consequences of early retirement, the chance that a person would indeed retire early
was significantly greater than when the partner had a negative attitude towards it
(Henkens 1998: chapters 3 and 4).

To a certain extent, the foregoing outcomes can also be compared to a study by
Hebbink et al. (1996: chapter 3) of the factors which influence the chance that a
person leaves his or her present job. This study, however, entailed an analysis of
employees (it did not include self-employed persons or people working with
self-employed spouses) from the age of 43 (rather than 50), and in which a job
change was also considered as a form of outflow. According to this study, the
household situation did not have a significant influence on the chance of leaving
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the job.  The aforementioned conclusion that the educational level has no11

appreciable effect was confirmed, except for people with a university background,
who, according to Hebbink et al., do go on working significantly longer. Moreover,
Hebbink et al. found that employees in the construction industry and in the public
sector, and academics and other specialists, left their jobs rather more frequently,
which is in agreement with the finding in table 2.2 that the elderly are
under-represented in those categories. People in management positions retire
earlier, according to Hebbink et al., in contrast to what was concluded above.
According to Hebbink et al., having physically demanding work, not being able to
work at one's own pace, often being too busy, and putting in a lot of overtime are
particularly conducive to the chance of early retirement.

2.6 Activities after retirement

The foregoing sections have been devoted to the question of the age at which people
give up work, but they have not looked into the position in which people find
themselves after that. This section will provide some insight into people's lives after
leaving the labour market.

When older men stop working, they generally move into early or regular retirement
or start receiving disablement benefits. Figure 2.6a shows the position in society,
according to age, of men aged 50 and up.  For respondents who were not12

employed, their classification was based on their own statement of their position in
society. This means, for example, that a person who viewed himself as unemployed
or disabled was not necessarily in receipt of unemployment or disablement
benefits.  Conversely, it is possible that a person who was in receipt of such a13

benefit nevertheless termed himself retired and not unemployed or disabled.
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Figure 2.6a Position of men in society, according to age, 1996-1997 (in percentages)

Source: CBS (EBB'96-'97) SCP calculation
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Figure 2.6b Position of women in society, according to age, 1996-1997 (in percentages)

Source: CBS (EBB'96-'97) SCP calculation

In the age category of 50-57 years, the diminishing rate of labour participation is
accounted for to a large extent by an increase in the proportion of disabled persons.
At the age of 50, 5% of the men view themselves as disabled; at the age of 57 this
figure is 15%. A bove this age, the proportion who are disabled increases only very
little (reaching 18% at the age of 59), while the proportion that calls itself retired
shows a strong rise: from 5% at the age of 55 and 14% at the age of 57 to 42% at
the age of 60. This suggests that in the age category from 55-64, the disablement
schemes no longer play such an important role in the retirement process. On
account of the subjective nature of the classification, however, some caution is in
order with this interpretation.

Figure 2.6b shows that women who leave the labour market before turning 59
consider themselves for the most part to be housewives. In the fifty-ninth and the
sixtieth years, the proportion of retired women increases by approximately 6
percentage points. The most obvious conclusion would be that these are primarily
women who have availed themselves of an early retirement scheme. After reaching
the age of 65, around half the women view themselves as housewives and the other
half as retired. A considerable portion (nearly 40%) of those who viewed
themselves as housewives before their sixty-fifth birthday apparently find the fact
that they have become entitled to an old age pension a reason to start calling
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themselves retired.

2.7 Early retirement and the well-being of the elderly  14

The foregoing sections have focused on the point at which people leave the labour
market before the usual retirement age and at what factors determine this. This
section will look into the consequences of early retirement for the well-being of the
elderly. As we saw in section 2.6, people can leave the labour market prematurely
in several ways. One possibility is to take early retirement, but others would include
joining an unemployment scheme (whether or not in the guise of very early
retirement) or a disablement scheme. Here it is investigated to what extent the
labour market position affects the well-being of the elderly.

There are two reasons why insight into the effect of labour market position on the
well-being of the elderly is interesting. In the first place, for policy measures aimed
at reducing unemployment among the elderly, it is crucial to know whether
unemployment is mainly of a voluntary or involuntary nature. If the decision to
become unemployed is mainly a voluntary one, measures might aim to make
unemployment a less attractive option. If unemployment is primarily involuntary,
different policy measures, such as the creation of extra jobs, would form a more
reasonable answer. In this section an attempt is made to learn whether
unemployment among the elderly is voluntary or involuntary.
In the second place, in economic theory (in particular in what is known as job
search theory) a difference in well-being is generally assumed between working and
non-working persons who score the same on other characteristics. Usually it is
primarily the difference in income between the two groups which is felt to be the
cause of the difference in well-being. But non-financial differences, such as a
stigma attached to unemployment, may well also play a role.

In this section, well-being is taken to mean satisfaction with life in general. It is
measured with the help of the Cantril scale, which has been transformed here into a
scale from 0 to 6, whereby a higher score indicates greater satisfaction.  15

The data used for the analysis come from the first two rounds of a household panel
survey  (referred to as the Cerra data ) which were collected in 1993 and 1995. A16 17

household was eligible if the head of the household was between 43 and 65 years of
age on 1 October 1993. The age group studied in this section is therefore larger
than in the previous sections, where the focus was restricted to persons of 50 and
up. This resulted in a sample of 4,727 households in the first round, of which 3,462
(73%) took part in the second round as well. In first instance we have only made
use of data from the first round. Eight different labour market positions are
distinguished:
- employed;
- self-employed;
- disabled;
- retired early and in receipt of an early retirement benefit;
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- retired  and in receipt of a pension;
- not working, viewing oneself as retired although not in receipt of a pension or

early retirement benefit (this could include, for example, self-employed persons
who have stopped working) (retired without pension);

- unemployed;
- other persons without work who are not looking for a job (for example, people

who have never worked) (not working/other).

Table 2.6 shows the average score on the Cantril scale for people in these various
labour market positions.

Table 2.6 Well-being of heads of households aged between 43 and 65, according to labour market position, 1993 (in
average scores on the transformed Cantril scale, with a range of 0-6)

average (n)

disabled 2.76    (581)
not working/other 2.98    (217)
unemployed 3.03    (117)
retired 3.45    (95)
self-employed 3.67    (172)
working 3.70    (1,791)
retired without pension 3.71    (48)
retired early 4.00    (549)
total (3,570)

Source: Cerra'93

The table shows that disabled persons score particularly low on this measure of
well-being with an average of 2.76 (this would be slightly over 7 on the original
scale). They are followed by people who are unemployed and who come in the
category of not working/other, with a score of around 3. Those who have retired are
considerably happier, with a score of around 3.5. The working persons, both the
employed and the self-employed, also score high, around 3.7. People who are not
working and view themselves as retired but who are not in receipt of any benefit
also show a remarkably high score. And at the top are those who have taken early
retirement, with a score of 4, corresponding to a score of 8 on the original scale. At
first glance, the data seem to suggest that both disablement and unemployment are
primarily of an involuntary nature. Woittiez and Theeuwes (1998a) ranked people
on other measures of well-being as well. Their figures confirm that disablement
always scores the lowest and early retirement always scores the highest. The rank
among all labour market positions proves to be fairly stable when different
measures of well-being are used, which gives added confidence in the Cantril
measure.

The relationship between labour market position and well-being in table 2.6 might
also be the result of other differences between persons in different labour market
positions, such as differences in age or gender. For example, people on early
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retirement will generally be older than the unemployed and younger than the
pensioners. To correct for this, a multi-variate analysis  was performed, in which18

well-being not only took into account a person's labour market position, but also
other labour market-related variables, personal circumstances, housing conditions,
health and income.

Table 2.7 Effect of labour market position on the well-being of heads of households aged 43-65 years, 1993 (in regression
coefficients)

1. 2. 3. 4. 5. 6. 7. 8. 9.
labour + personal  + housing + health + income + labour + partner- + reference

market circum- conditions market variables income
position stances history

+ voluntary
involuntary

disabled %0.73** %0.81** %0.74** %0.51** %0.48** %0.48** %0.46** %0.48** %0.40**
not working/other %0.55** %0.42** %0.30** %0.24** %0.21** %0.18** %0.17* %0.27** %0.23**
unemployed %0.54** %0.44** %0.31** %0.29** %0.24** %0.22** %0.20** %0.28** %0.17   
retired %0.19* %0.40** %0.38** %0.36** %0.36** %0.36** %0.33** %0.42** %0.38**
self-employed %0.02  0.00  %0.02  %0.04  %0.07  %0.07  %0.08  %0.12  %0.13  
retired without
pension 0.03  %0.13  %0..07  %0.05  %0.03  %0.04  %0.01  %0.11  %0.05  
retired early 0.25** 0.01  0.02  0.00  0.01  0.00  0.03  %0.00  0.02  

** Significant at p < 0.05.
* Significant at p < 0.01.

Source: Cerra'93

Column 1 of table 2.7 shows the results of the simplest model, which includes only
labour market position as explanatory variable. Employees always form the
reference group. The coefficients in table 2.7 give information about the influence
of a certain determinant on the level of well-being. It is not possible to interpret the
coefficients directly. What is important is how the size and the sign of a coefficient
compare to those of the other coefficients in the same column and in the other
columns. For instance, a significant coefficient of -0.73 for the disabled means that
their well-being is significantly lower than that of the reference group, which is
employees. This applies to the unemployed as well (with a significant coefficient of
-0.54), but the difference in well-being between unemployed persons and employees
is smaller than that between disabled persons and employees. It is not possible to
draw conclusions as to how much smaller directly from the table. From column 1
one may therefore conclude - in accordance with table 2.6 - that disabled persons,
unemployed persons, retired persons and other persons who are not working have a
significantly lower level of well-being than employees. People on early retirement,
on the other hand, have a significantly higher level of well-being than employees.

A new set of explanatory variables is added in each column in columns 2 through 9
of table 2.7. The coefficients in columns 2 through 9 can be compared with those in
the same column and with coefficients for the same variables from the other
columns. This comparison indicates to what extent a labour market status
coefficient changes when new variables are added. In this way, it can be
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investigated what effects contribute to labour market status, and whether a labour
market effect in itself remains after correction for other variables. Column 2
contains, in addition to the labour market status variables of column 1, a large
number of variables reflecting personal circumstances. These variables concern
family size, number of children living at home and away from home, marital status,
nationality, sex, religion, educational background and age. These variables lead to
a reduction in the coefficients of pensioners and people on early retirement (column
2).  Age proves to have a strong positive effect on well-being (negative up to the19

age of 50 and positive after that) and it is this age effect which shows up in column
1 in the models for pensioners and people on early retirement. In other words, it
would seem that people who have retired early do not have a higher level of
well-being than employees because they have retired early, but because they are
generally older, and older people have a higher level of well-being than younger
ones.

By adding variables which describe housing conditions (type of residence
(house/flat), rented or owner-occupied and difficulty in meeting housing costs) in
column 3, the coefficients for disabled, unemployed and not working/other become
less strongly negative. Apparently part of the negative effect of these labour market
positions is caused by difficulties in meeting housing expenses.

Addition of variables which measure health (consulted a doctor in the past year,
was admitted to hospital, underwent an operation, had difficulties with daily
activities or business, exhibited medical complaints) (column 4) shows that part of
the lower well-being of disabled persons and of those in the category not
working/other is accounted for by poorer health.

In column 5 a number of income variables are added (having an income of one's
own which is labour market related such as salary and/or benefit, income of the
partner and unearned income such as income from interest), all of which have a
positive effect on well-being, as was to be expected. What is striking is that the
effect of the labour market position on well-being does not change appreciably by
the addition of the income variables (cf. columns 4 and 5), which suggests that the
most important effect of a labour market position on well-being is not related to
income, but to other characteristics of labour market status.

In column 6 variables are added which say something about the course of a person's
working life, such as the duration of earlier periods of unemployment and the
duration of the present labour market situation. Longer-term unemployment has a
negative effect on well-being, which can be explained by the resulting smaller
opportunities for self-development. Because this brings about very little change in
the coefficients of the labour market status variables, it can be concluded that this
development effect was part of the labour market effect as it was originally
measured in column 1.

Apart from the well-being of the partner, other partner variables (both the partner's
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work and the partner's health) have no effect on the well-being of the head of the
household (column 7). They bring little change in the coefficients of the labour
market status variables.

In column 8 a term is added which measures the average income of a person with
whom an individual compares himself or herself, the reference income. This
reference income has a negative effect on well-being. It is striking that addition of
the reference income increases the differences in well-being for the various labour
market positions. An explanation for this might be that there is less income
inequality within most labour market positions than among employees generally. If
people compare themselves to others in the same labour market position, there is
less reason for people who are not working to be 'jealous' than if they were to
compare themselves with people who are working, and so the effect on well-being
is mitigated. The addition of the reference income splits off this 'jealousy' effect
from the pure effect of labour market position, which thus becomes greater.

In the last column, finally, variables are included which measure the extent to
which the labour market situation of a person is voluntary.  Comparison of the last20

two columns shows that, particularly for the unemployment situation, a
considerable portion of the negative coefficient consists of the non-voluntary
component. This is true to a lesser extent for the other positions of people who are
not working as well, with the exception of people who have taken early retirement.

Even after applying corrections for a great many other possible determinants of
well-being, a significant negative effect on well-being remains for the categories
disabled, not working/others and retired. This does not apply to people on early
retirement, to the unemployed or to people who have retired without pensions: after
correction for other factors, their well-being does not differ significantly from that
of employees.

Some caution must be exercised in interpreting the foregoing results. For example,
a naturally optimistic person (whose well-being is higher) may also have a greater
chance of having work: in that case, the estimates seem to tell us that having work
has a positive influence on a person's well-being. This conclusion is incorrect,
however, since it is a person's optimistic nature which increases well-being. This
type of problem can be given explicit consideration by taking advantage of the
panel nature of the Cerra data. For this purpose, Cerra data for the same persons in
both rounds (1993 and 1995) were analysed. The starting point was the sample of
employees in 1993. From there, their labour market situation in 1995 was
investigated, as well as how their well-being had changed in the two intervening
years. Table 2.8 shows the bi-variate relationship between well-being and labour
market position. Because many fewer observations were available for this study
than for the foregoing cross-sectional analysis, only three different labour market
positions are distinguished: working, on early retirement and not working/other.
The table clearly shows that taking early retirement increases well-being (from 3.72
to 3.99), while unemployed or disabled persons see their well-being reduced (from
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3.67 to 3.23).

A remarkable finding is that going on working and becoming unhealthier go
together, as do taking early retirement and becoming slightly healthier. People who
have stopped working in some other way, on the other hand, exhibit poorer health.
Of course this does not yet give us any insight into the direction of the causality; it
is conceivable that people in the category of not working/other stopped working on
account of their poorer state of health.
Early retirement lowers a person's income less than leaving the labour market in
some other way. Moreover, it is striking that people who took early retirement in
1995 and people who were still working in 1995 had shown a strong resemblance
in 1993 in health and income, while the category not working/other had already
been in clearly poorer health and had a lower income in 1993 than the two other
groups.

Table 2.8 Average well-being, measured as a score on the Cantril scale (0-6), health (measured on a health
measure with a range of 1-7) and income of working persons in 1993, in accordance with labour market position in
1995

well-being health income (NLG)

1993 1995 1993 1995 1993 1995

working 3.66 3.66 5.33 5.20 46,000 52,000
on early retirement 3.72 3.99 5.28 5.33 46,100 45,600
not working/other 3.67 3.23 5.02 4.70 40,700 34,200

Source: Cerra'93 en '95

Table 2.9 gives a few results  of an ordinary least squares (OLS) estimate of the21

change in well-being between 1993 and 1995 in relation to the change in health,
labour market position, income and a number of personal circumstances. Here, too,
it is quite clear that taking early retirement increases well-being, but that giving up
work in another manner decreases well-being. Good health has a positive effect on
well-being; a higher income does not have a significant effect, however. It should
be remarked that part of the income effect is hidden in the coefficients for labour
market position.

Table 2.9 Estimated results of the change in well-being between 1993 and 1995 estimated coefficient

estimated coefficient

health 0.14** 
wage and/or benefit 0.03    
on early retirement 0.23** 
not working/other %0.30    

R 0.06    2

Source: Cerra'93 en '95
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In conclusion, the general picture is that taking early retirement increases
well-being, while giving up work in some other manner decreases well-being. Part
of the negative effect of giving up work on account of disablement or
unemployment is a result of the fact that giving up work in this way is
non-voluntary. Part of the positive effect of early retirement on a person's
well-being is caused by age (well-being increases between the ages of 50 and 65).

2.8 Summary

The labour participation rate of elderly men has shown a strong decrease in recent
decades. Whereas three-quarters of men were still employed at the age of 60 in
1973, by 1996 this figure was less than one-quarter. However, a reversal occurred
in the labour participation rate of men in the early nineties and since 1993, the
proportion of men aged 50-64 who participate in the labour market has again risen
somewhat. This increase is due to the fact that fewer men are leaving the labour
market before reaching the age of 60. Recently, however, after the age of 60, there
has also been a slight shift forward of retirement age, from 65 to 62 or 63. The
recent increase in the labour participation rate of elderly men is therefore not
accounted for by changes in early retirement schemes. Although in the meantime
many collective labour agreements contain provisions to shift the standard early
retirement age from 60 to 61 or 62, the effect on the labour participation rate of the
elderly will not become visible for a number of years.
The labour participation rate of older women exhibits a different pattern than that
of men. Between 1971 and 1985 the participation rate of women was at the very
low level of 15% to 16%, but after that it nearly doubled to 27% in 1997. For
women, too, the chance of leaving the labour market at a somewhat younger age,
primarily between 53 and 55, has shown an appreciable decrease. The proportion of
women who retire at the age of 60 is still on the rise, probably because more
women can make use of an early retirement scheme.

The nature of the work that elderly people do can provide some insight into the
factors that determine the chances of giving up work early. Elderly workers
distinguish themselves from their younger counterparts primarily in that they are
much more often self-employed or work with a self-employed family member. In
addition, they are more often employed in agriculture or in trade and catering and
they more frequently have irregular or unusual working hours. It is therefore
plausible that these factors (which exhibit a fairly strongly interrelationship)
increase the chance that a person continues to work longer. In addition, the
proportion of part-time work increases among men (but not among women) as they
grow older. This forms an indication that, up to a certain level, working shorter
hours is an alternative for giving up work completely.
Generally speaking, elderly working men also have better working conditions, a
lower work pace and greater independence than younger ones. These factors
therefore also seem to be conducive to later retirement from the labour market.
Among women, however, these factors have little or no effect. 
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In addition to characteristics of the work, personal circumstances also influence the
age at which a person leaves the labour market. The household situation in
particular appears to be of importance: on average, single persons and married
persons without children living at home go on working longer than people aged 50
and up who do have children living at home. This difference is even larger among
women than among men. Educational background has only a slight influence on
retirement age. Although the labour participation rate of people with a higher
educational background is considerably higher than that of those with less
schooling, this difference is already much in evidence at a younger age. Men with a
higher and a lower educational background who are working at the age of 50 show
no significant difference in retirement age (after correction for other factors), while
among women who are working at the age of 50, those with a higher educational
background retire earlier than those lower on the educational ladder.

Men who give up work between the ages of fifty and fifty-seven are usually
disabled. Men who stop after the age of fifty-seven usually take early or regular
retirement. Women who stop working between 50 and 65 generally view
themselves as housewives, although starting from the age of sixty, the number who
call themselves retired shows some increase. 

The effects of the retirement process on individual well-being are quite divergent,
depending on the way in which a person leaves the labour market. Older disabled
and unemployed persons are characterised by low well-being and relatively poor
health. This indicates that, for them, giving up work was predominately
non-voluntary. On the other hand, early retirees and people who stop working even
though they are not entitled to early retirement benefits or old age pension do not
distinguish themselves from working persons as to well-being and health. For
them, retirement from the labour market would seem to be a voluntary choice.

In view of these differences, measures which are aimed at allowing older employees
to go on working longer will need to be different for different groups. For the
disabled and potentially disabled, measures should primarily be aimed at improving
working conditions, so as to avoid disablement due to work that is too demanding
physically or mentally. Since it has proven to be very difficult for older unemployed
persons to reintegrate into the labour market, combating non-voluntary dismissal in
this group ought to have priority. Taking early retirement is predominantly
voluntary in nature and has a positive effect on well-being and health.
Financial aspects seem to play a subordinate role here. In the Report on the Elderly
1996 it was already pointed out that a modest financial incentive will hardly
contribute to raising retirement age. Even if they could increase their early
retirement benefit by retiring somewhat later, two-thirds of the respondents said
they would want to give up work anyway by the time they reached the age of 60
(Timmermans et al. 1997b: 63). If we are to reduce the use made of early
retirement, raising the early retirement age would seem to be more effective than
lowering early retirement benefits.  22
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Appendix A contains a description of all data files which were used in compiling this Cahier.1

Because only the year of birth of the respondents in the Manpower Censuses (AKT) is known for the2

year 1973, their age at the time of the survey cannot be determined exactly. The assumption was made
that the birthdays of all respondents fell after the survey (in the spring), which means that some of the
respondents (approximately one-third) have been classified one year too young.
Here we should be aware that the curves for 1973 and 1997 relate to the labour participation rate of3

men of different ages in one and the same year. Strictly speaking, they provide no insight into changes
in the labour participation rate of men from a certain year of birth over time. For example, it cannot be
claimed that only 30% of the men who were 50 in 1997 (and 90% of whom were still working then)
will still be working ten years later at the age of 60, which, as appears from figure 2.2a, applied to men
aged 60 in 1997.
Since it is rare for the elderly (except for those up to the age of around 55 or 57) to rejoin the labour4

market, these figures constitute a good estimate of the effective probability of people giving up work.
The population figures for each age (year) have been corrected using data from population statistics.
The percentage of people who stop working includes persons who have died or emigrated.
On account of the fairly small samples (500 to 700 respondents) for each age category of one year, the5

outcomes for two successive years have been averaged so as to reduce sample fluctuations. Nonetheless,
unreliability is still relatively high. The 95% reliability margins of the difference in sample average (or
the estimated chance of retirement) vary among men from 4% for the age categories below 60 to 2% or
3% from the age of 60 upwards. For women these margins are 3% under the age of 60 and
approximately 2% as from the age of 60. This means, for example, that the chance that a man aged 57
will stop working, which, according to figure 2.3a, was 6% in 1996/97, lies between 2% and 10% with
95% certainty.
There can also be a third cause, the cohort effect. It is possible that today's older workers did a different6

type of work when they were younger than today's younger persons. This could be the result of changes
in the structure of employment opportunity, for example. If employment opportunity shifts from
industry to the services sector, it may be expected that the elderly, who joined the labour market at a
time when industry still offered a greater portion of employment opportunity, are currently employed in
industry more often, while younger persons, who joined the labour market later, more often work in the
services sector.
Because the coefficients relate to the odds ratios, this interpretation is not entirely correct. Starting from7

a certain age (approximately 60), the pace at which the probability of work decreases becomes smaller
again.
For example, from the fact that the labour participation rate among the elderly is higher as educational8

level increases, the Social memorandum for 1998 (SZW 1997: 106) rather too hastily concluded that
"unskilled workers retire earlier than skilled workers".
Here it is assumed that retirement age is linearly related to the explanatory variables, which means L =9

ßX, in which L is retirement age, X is a vector of explanatory variables and ß the vector of parameters
to be estimated. On theoretical grounds, one might well take issue with this way of expressing
retirement age. If we assume that the chance that a person aged between 50-64 retires during one
particular year is equal to p, then the expected retirement age E(L) = l/p. If the retirement chance p is
linearly dependent on the explanatory variable X, it would seem more obvious to use the following
relationship: 1/L = ßX. Another possibility is that there is a logistic relationship between p and the
explanatory variable X, i.e. p/(1-p) = exp(ßX). This can also be written as 1/p-1 = exp(-ßX), so that the
formula for retirement age then becomes: ln (L-1)= -ßX. Regressions were also performed using these
two alternative descriptions, but they proved to offer less explanation (on the basis of R ) than did the2

simple linear formula.
The reason not to take the age of the youngest child when the parent stops working is that there is also a10

causal relationship between the age of the parent and the age of the youngest child: generally speaking,
the older the parent, the older the youngest child. One could then erroneously conclude that the older the
youngest child, the higher the age at which a person stops working. For the rest, family composition was
determined for the year in which a person retired. This means, for example, that a person who was
married with one or more children at the age of 55, but who is divorced and living alone upon
retirement, has been included in the regression equation as a single person.
Here people with children living at home aged 18 and older, who differed the most in the foregoing11

analysis, were not distinguished from people without children living at home.
On account of the fairly small samples per age/year, data for 1995 and 1996 have been combined.12

Notes
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In the survey of the working population (EBB'96/'97), however, respondents aged 65 and older could13

not  answer that they were disabled or unemployed. For them, in addition to employment, the only other
answer alternatives were 'retired' or 'househusband/housewife'.
This section is based on research by Woittiez and Theeuwes (1998a and 1998b).14

The original Cantril scale consists of a scale from 1 to 10, with 1 as the lowest and 10 as the highest15

value. The survey question says: "Below you see two ladders with ten rungs each. They compose the
'life ladder'. The lowest rung stands for the worst possible life. As you climb up, you come to the tenth
rung; it stands for the best possible life. Please mark which rung you feel you are standing on right
now." Because only 3% of the respondents had a score of 4 or lower, the first four rungs have been
combined in the analyses. This yields a transformed score ranging from 0 (corresponding with the first
four original rungs) to 6 (original score of 10).
The interviews consisted of a face-to-face portion lasting around one hour and a written portion which16

took around twenty minutes. Both the head of the household and the partner, if any, were interviewed.
The survey was commissioned by the Center for Economic Research on Retirement and Aging (Cerra)17

at the University of Leiden. Cerra was subsidised by Nestor (Netherlands incentive programme for
research of the elderly) and by the Spearhead Programme of the University of Leiden.
Because well-being is ranked from low to high, use was made of an ordered probit model for the18

analysis.
Table 2.7 gives only the estimated coefficients for the various labour market positions. For a summary19

of all estimated results, see Woittiez and Theeuwes (1998a).
A person is considered to be unvoluntarily unemployed if he or she is seeking employment, and a20

person is considered to be unvoluntarily working if he or she is working and would prefer to stop.
The complete table with estimated results can be found in Woittiez and Theeuwes (1998b).21

Theeuwes and Lindeboom (1995) come to a similar conclusion: "When a person decides to retire, the22

predominant effect is that of the minimum early retirement age. The amount of the benefit has no
additional effect."



47

Appendix to chapter 2 Age, temporal and cohort effects

In a theoretical sense, it is not feasible to break down changes in labour market
participation rate into age, temporal and cohort effects, since these three factors are
mutually dependent. Two of them jointly determine the third: age = calendar year -
year of birth. As a result, it is not possible to include all three factors in a
regression equation at the same time. Moreover, since there is no doubt that the
labour market participation rate exhibits a strong age effect, either the temporal or
the cohort effect can be studied along with age, but not both. If the temporal effect
is studied, it will also include the cohort effect to a certain extent, while in the latter
case, the cohort effect will comprise a temporal effect. Several methods have been
suggested to get around this problem, none of which are fully satisfactory (see e.g.
Van den Broek 1996: chapter 7).

In table B2.1 a simple arithmetic method has been used to obtain some insight in
the direction and the relative importance of the age, temporal and cohort effects for
older men in the period from 1991-1997. For this purpose, the effect of one of the
three factors was averaged over a second factor, leaving out the third factor
(implicitly, because of the interdependence, this third factor still does play a role).
On this basis, the first two columns show the average net participation level for the
period from 1991-1997 calculated for each of the age-years from 50 to 65. The
outcomes are expressed as the difference with the average participation level at the
age of 50. From this calculation, for example, it may be concluded that the average
participation level of people at age 60 in the period from 1991-1997 was 84.3 - 58.1
= 26.2%. In the third and fourth columns, the temporal effect was calculated by
calculating the average participation level of the entire category of people aged
50-65 years in a particular year and then expressing this as a difference with the
year 1991. In this way, the average labour market participation level in 1997 of
men aged 50-65 was 48.7 + 2.3 = 51.0%. Finally, the last two columns show the
cohort effect, obtained by calculating the difference between the average
participation levels for the same age category for two successive years of birth. For
example, to compare the birth years of 1940 and 1941, the participation level of
people aged 51-56 was compared (in the period from 1991-1997, people born in
1940 passed through the ages of 51-57 and people born in 1941 the ages of 50-56;
the age-years from 51-56 constitute the overlap between the two groups). Then the
differences between successive years were summed and compared with the
participation level of people born in 1941 in the year 1991 (at the age of 50). This
showed that the participation level of people born in 1926 was an average of 1.7%
lower than that of people born in 1941. Here it should be kept in mind that the
younger groups involved in the calculation are still much younger than the older
groups. This calculation is based on the implicit assumption that the change in
participation level between age groups is the same at all ages. It is by no means
certain that this assumption is realistic. It is conceivable that older groups exhibit a
lower labour participation rate at a somewhat younger age (e.g. 50-55 years), but a
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higher labour participation rate at an older age (e.g. 60-65). To investigate this
possibility, however, data are needed on the older and younger groups for the same
age-years, but these data are not yet available.

Table B2.1 Age, temporal and cohort effects on net labour participation rate of older men, 1991-1997 (in
percentages)

age age effect as calendar year temporal effect as year of birth cohort effect  as
compared to age 50 compared to 1991 compared to

a

1941

50 84.3 1991 48.7 1926 %1.7 b c

51 %1.7 1992 +1.0 1927 %2.2 
52 %3.9 1993 %0.2 1928 %1.5 
53 %4.9 1994 %0.1 1929 %1.4 
54 %8.9 1995 +0.4 1930 %3.7 
55 %12.5 1996 +0.7 1931 %3.4 
56 %17.8 1997 +2.3 1932 %4.1 
57 %26.4 1933 %3.8 
58 %33.8 1934 %4.3 
59 %43.2 1935 %3.4 
60 %58.1 1936 %4.5 
61 %64.4 1937 %3.6 
62 %67.2 1938 %2.2 
63 %69.9 1939 %2.1 
64 %70.7 1940 %1.3 
65 %76.6 1941 77.0d

Calculated on the basis of the net participation level of the same age groups in two successive calendar years.a

Average net participation level of those aged 50 in the period from 1991-1997.b

Average net participation level of those aged 50-65 in 1991.c

Average net participation level of those born in 1941 in the period 1991-1997.d

Source: CBS (EBB'91-'97) SCP calculation

With these remarks in mind, it can nevertheless be illustrative to take a closer look
at the calculations in table B2.1. As was to be expected after the foregoing analyses,
the age effect is very strong: between the ages of fifty and fifty-seven over
one-quarter of the male population leaves the labour market and in the three
subsequent years nearly another one-third. The temporal effect calculated supports
the earlier conclusion that a reversal occurred around 1994 in the labour
participation rate of older men. Starting from 1995, the participation level of men
aged 50-65 once again rose slightly and by 1997 it was even quite a bit higher than
it had been in the early nineties.

The cohort effect calculated shows a rather less clear pattern. It is striking that the
participation level for all years of birth is lower than for the youngest group, which
was 56 in 1997. Here it should be remarked that we only know the participation of
this youngest group for the ages from 50-56. It is not yet clear whether the
relatively high labour participation rate of this group will continue to manifest itself
as its members grow older. Moreover, particularly the middle groups, born in the
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years from 1930-1937, prove to have a relatively low labour participation rate. This
brings to expression the fact that, in the period from 1991-1997, these groups made
good use of the possibility to stop working around the age of 60 by taking early
retirement. The older groups had already passed this age in 1991, while the
younger groups were still too young for early retirement in 1997. On the basis of
this simple analysis, it cannot be decided whether this is a genuine cohort effect or
a hidden, or masked, age effect.

Table B2.2 gives the analogous age, temporal and cohort effects for the labour
participation rate of older women in the period from 1991-1997. Again, the age
effect is by far the strongest. The large majority of women who were still
participating in the labour market retired between the ages of 52 and 60. The
temporal and cohort effects, however, show a slightly different pattern than among
the older men. Starting in 1991, the temporal effect shows an upward trend: each
year the labour participation rate of older women increases by nearly 1 percentage
point. After calculation of the cohort effect, it is striking that the labour
participation rate of the groups born in 1926-1934 is stable. Starting with the year
of birth of 1935, the labour participation rate of older women begins to rise, and
another acceleration occurs in the group which was born at the beginning of World
War II (1940 and 1941). Here, again, it should be remarked that we only know the
labour participation rate for this youngest group at a comparatively young age (up
to 56 or 57). Whether their labour market participation rate will continue to be
higher after they reach the age of sixty than it was for the older groups, for
example, is something that cannot be predicted at this time.
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Table B2.2 Age, temporal and cohort effects on net labour participation rate of older women, 1991-1997 (in
percentages)

age age effect as calendar year temporal effect as year of birth cohort effect  as
compared to age 50 compared to 1991 compared to 1941

a

50 38.2 1991 15,9 1926 %8.3 b c

51 %3.3 1992 +0.4 1927 %8.5 
52 %3.8 1993 +1.0 1928 %8.1 
53 %7.1 1994 +1.9 1929 %8.3 
54 %9.0 1995 +3.3 1930 %8.5 
55 %2.0 1996 +3.6 1931 %8.5 
56 %5.8 1997 +5.4 1932 %8.8 
57 %9.1 1933 %9.3 
58 %1.1 1934 %8.8 
59 %5.6 1935 %6.7 
60 %0.3 1936 %6.8 
61 %2.8 1937 %5.8 
62 %4.6 1938 %5.0 
63 %4.8 1939 %4.1 
64 %5.7 1940 %1.5 
65 %6.7 1941 77.0d

Calculated on the basis of the net participation level of the same age groups in two successive calendar years.a

Average net participation level of those aged 50 in the period from 1991-1997.b

Average net participation level of those aged 50-65 in 1991.c

Average net participation level of those born in 1941 in the period 1991-1997.d

Source: CBS (EBB'91-'97) SCP calculation
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3 INCOME AND FINANCIAL POSITION

Leendert Ruitenberg and Evert Pommer

3.1 Introduction

The financial position of the elderly is an important issue for the government. This
is evidenced by the fact that an income at subsistence level is guaranteed for all
elderly persons in the form of an old age pension. In addition, pension rights are
stimulated by taxfree pension contributions people pay during their working life.
Finally, specific regulations are aimed directly to relieve the financial position of
the elderly, such as the old age allowance in payroll and income tax and the
standard package in health insurance coverage. In addition to policy measures
focusing on the income of the elderly, there are measures that offer compensation
for disproportionately high expenditures. Although the latter are not intended
solely for the elderly, as a group they make relatively frequent use of them.
Examples are rent subsidy, provisions for disabled persons and national assistance.

In the previous report it was observed that most elderly people had an income on
which they could manage quite readily, but that a fairly large minority was rather
poor financially and that their income position had deteriorated during the eighties.
This chapter will investigate how things went for the elderly in a financial respect
in the first part of the nineties.
First attention will be devoted to spending power. This is determined by income
(discussed in § 3.2) and wealth (§ 3.3). Extra attention will be paid to people on
low income. The spending pattern of the elderly is described in a general sense in
section 3.4, while the subsequent sections look at the question of whether the
elderly can manage on the income they have (§ 3.5) and how much extra they need
to pay for contributory public amenities (§ 3.6). The chapter is concluded with a
summary (§ 3.7).

Age limit of the elderly in this chapter

In this chapter, the elderly are defined as persons aged 65 and up, and the
households to which they belong. This is different from the age limit used in other
chapters. This limit was chosen because the general picture is obscured if an age
group is added for which work is the primary source of income, which means that
its income is still relatively high.

3.2 Income

Several definitions of income are used in this section. Before presenting the figures,
the terms and concepts used will be briefly discussed. Gross income of a household
is the sum total of its income from all possible sources. In addition to old age
pension and supplementary pensions, this also includes income from a variety of
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assets (interest, dividends, income from an owner-occupied home). Payments such
as rent subsidy are also deemed to be a source of income. Gross income in fact
comprises all items which must be reported as income on a tax return. The figures
used are therefore based in part on data from the tax authorities. Although gross
income tells us relatively little about the financial position of a household, it has the
advantage of allowing us to observe changes in the sources of income and, on this
basis, to predict developments in income (see e.g. Timmermans et al. 1997a).

Disposable income is a better yardstick to describe the spending power of a
household. On analogy with taxation, disposable income is calculated by deducting
from the gross income all national insurance and other contributions as well as
taxes due, after taking account of allowances and deductions.
This section will also refer to the concept of low income. Single persons may be
said to be on low income when their disposable income in was less than NLG
16,000 per year (in prices of 1990). Amounts for other types of households and
other years are derived from this standard by means of equivalence scales and price
indices.

Section 3.2.1 discusses gross income, changes and trends in income, and the
sources from which this income is obtained. Developments in the disposable
income of the elderly are discussed in section 3.2.2; how the income of the elderly
compares to that of other age groups is outlined as well. Furthermore, attention is
paid to the number of households on low income (§ 3.2.3) and to recent policy
measures which are expected to have a positive effect on the disposable income of
the elderly, lowering the number of households on low income (§ 3.2.4). The last
section will investigate the extent to which income is supplemented by special, or
targeted, national assistance (§ 3.2.5).

3.2.1 Gross income

Table 3.1 shows the amount and the composition of gross income for various types
of households with one or more members aged 65 and up. Usually these are
households which consist exclusively of elderly people (over 65). The table shows
that the number of households of the elderly increased between 1990 and 1996
from nearly 1.4 million to nearly 1.5 million.
The income of elderly households increased between 1990 and 1996 from
approximately NLG 42,000 to around NLG 48,000. This means that gross income
was an average of 14% higher in 1996 than in 1990. If inflation is taken into
account, however, then we see a real decrease of 2%.
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Table 3.1 Gross income of households with one or more members in receipt of old age pension, according to
household type, 1990-1996

unit 1990 1992 1994 1996 % of hh. w/
income

component
(1996)

inflation index 1990 = 100 100 106 112 116

all households x 1,000 1,391 1,431 1,457 1,499
average income NLG 42,000 45,920 45,970 47,800
average income 1990 = 100 100 109 109 114
average income, real 1990 = 100 100 103 98 98
income components:

old age public pension % 46 45 45 45 100
supplementary private  
pension % 22 23 26 28 79
other income % 33 32 30 28 74

single women x 1,000 595 612 628 637
average income NLG 27,940 30,980 30,990 32,500
average income, real 1990 = 100 100 105 99 100
income components:

old age public pension % 59 57 57 57 100
supplementary private 
pension % 22 22 24 25 73
other income % 19 21 19 18 69

single men x 1,000 139 155 160 170
average income NLG 30,280 35,470 35,100 36,900
average income, real 1990 = 100 100 111 103 105
income components:

old age public pension % 54 51 50 50 100
supplementary private 
pension % 30 31 34 35 80
other income % 16 18 16 14 63

couples (without children) x 1,000 495 511 535 555
average income NLG 48,760 53,510 54,780 57,200
average income, real 1990 = 100 100 104 100 101
income components:

old age public pension % 47 46 44 45 100
supplementary private 
pension % 28 29 32 34 87
other income % 25 25 24 22 78

other households x 1,000 162 154 133 137
average income NLG 84,440 93,300 93,850 95,100
average income, real 1990 = 100 100 104 99 97
income components:

old age public pension % 25 24 22 24 100
supplementary private 
pension % 10 10 12 12 75
other income % 66 66 66 64 97

Source: CBS (IPO'90-'96) SCP calculation
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Within the various categories of elderly households, gross income of single men
showed the largest real increase in 1996 (+5%) and that of other households -
households which include other earners in addition to old age pensioners -
decreased most (-3%). The relative decrease for this latter group is presumably the
consequence of policy measures which resulted in a reduction of the old age
pension paid to elderly persons who share a household with a younger partner with
income from (or related to) work. If we leave out this group of other households,
which is small, then we see that the average gross income of the elderly remained
about the same in the period from 1990-1996.

Old age public pension continues to be the most important source of income,
contributing a fairly constant share over time of 45%. Supplementary private
pensions increased in importance in the period from 1990-1996, yielding the same
proportion as other sources of income in 1996. The observed trend in other income
is the result of widely divergent developments in the three most important sources
of other income. Income from rent subsidy has remained at the same level since
1990, income from an owner-occupied home has risen while income from assets
has decreased . The decrease in the income from assets cancels out not only the1

increased rent subsidy but also the increased income from supplementary private
pensions. We may conclude from these trends that individual old age provisions
(assets) are still in the process of being replaced by private pension schemes and
annuities, a trend which has been observed frequently in the past (Timmermans et
al. 1997a: 115). It is because of this substitution that better, higher private pensions
have still not led to an increase in income for the elderly.
The last column of the table shows how many households receive income from a
certain source. Nearly 80% of the households have supplementary private pension;
three-quarters of them have other income. Single persons have other income
slightly less often and cohabiting persons have a supplementary private pension
somewhat more often than others. However, such differences between the
household types are small.

The composition of gross income differs for the various types of households. Old
age public pension provided 57% of the income for single women in 1996; for
single men this figure was precisely 50%. The latter more often have a
supplementary private pension, and its amount is also somewhat higher. For men,
the supplementary private pension constitutes 35% of their income; for single
women, this is 25%. For couples with no children, the proportion of their income
from supplementary private pension is at the same level as for single men,
primarily because somewhat more of these households (87% as compared to an
average of 79%) enjoy supplementary pension. Other income plays a particularly
large role for the category of other households. This is on account of the fact that
members of these households who are not yet 65 still have income from work.
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3.2.2 Disposable income

Net disposable income tells us what is left of gross income after taxes and social
security contributions are deducted. Table 3.2 shows the developments in
disposable income for various categories of households of the elderly.

Table 3.2 Disposable income of elderly households, 1990-1996

1990 1992 1994 1996

inflation index (1990 = 100) 100 106 112 116

all households
average income (in NLG) 31,500 34,000 35,000 36,900
average income (1990 = 100) 100 102 99 101

single women
average income (in NLG) 22,200 24,000 24,800 26,400
average income (1990 = 100) 100 102 100 103

single men
average income (in NLG) 23,200 26,400 28,200 29,100
average income (1990 = 100) 100 107 108 108

couples (with children)
average income (in NLG) 36,600 39,900 41,900 44,100
average income (1990 = 100) 100 103 102 104

other households
average income (in NLG) 56,900 61,500 63,100 65,800
average income (1990 = 100) 100 102 99 100

Source: CBS (IPO'90-'96) SCP calculation

Average disposable income for all households of the elderly has increased slightly
more than gross income. On average, purchasing power in the period studied
remained the same for all households. This is based upon static changes in
purchasing power, or the movements in income for households in which no change
took place in composition or labour market position (CBS 1998a). The income
corrected for inflation - the real income - increased for single men by 8%. The real
income of single women and couples without children showed somewhat smaller
increases (3% and 4% respectively), while it did not change in other households.
The general picture of disposable income staying at about the same level is due to
the fact that the incomes of other households showed rather less improvement;
because their income is often high, they weight the average fairly heavily. If we
leave out this category, then the disposable income of the vast majority of the
elderly showed a slight rise in the first half of the decade.

Table 3.3 compares disposable income of several categories of elderly households
in 1996 to that of households of persons aged 35-54.
The disposable income of all households in which the head of the household was 35
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or older was nearly NLG 50,000 in 1996.  The older the head of a household is, the
lower the income. For instance, the household of a person aged 35-54 has an
average of NLG 56,300 in disposable income and the household of a person over 75
an average of NLG 34,000. These differences between age categories occur in all
the groups of private households with the exception of other households. In these
'other households' the income of people aged 55-64 is generally somewhat higher,
because their children living at home contribute to the household income.

Table 3.3 Average disposable household income, according to age category and type of household, 1996

age category of head of household

35-54 yr 55-64 yr 65-74 yr � 75 yr all hh � 35 yr

private households, totala

number (x 1,000) 2,591 881 781 618 4,871
average income (x NLG 1,000) 56.3 50.5 40.4 34.0 49.9

single women
number (x 1,000) 173 138 241 318 870
average income (x NLG 1,000) 30.4 28.6 27.7 26.8 28.1

single men
number (x 1,000) 301 84 81 71 537
average income (x NLG 1,000) 33.1 32.5 30.7 30.1 32.2

couples with children
number (x 1,000) 422 435 381 185 1,423
average income (x NLG 1,000) 62.4 51.8 45.4 41.7 51.9

other households
number (x 1,000) 1,694 224 78 44 2,040
average income (x NLG 1,000) 61.5 68.3 65.1 59.7 62.3

institutionalised persons a

number (x 1,000) 24 8 16 119 167
average income (x NLG 1,000) 18.9 20.6 22.7 22.4 21.8

Private households are composed of people living on their own; elderly persons in institutions primarily live ina

nursing homes or homes for the elderly; non-elderly persons in institutions live in psychiatric hospitals, for
example, or homes for the mentally handicapped.

Source: CBS (IPO'96) SCP calculation

Of the group of elderly who live on their own, single women aged 75 and up have
the least to spend; their income is an average of NLG 26,800. The income of people
who are institutionalised is even lower, and this applies to all age categories. The
elderly within this institutionalised population tend to have somewhat more to
spend than the reference population aged 35-54. However, it is not really possible
to compare the income of persons in institutions with the income of people in
private households, because they have such very different spending patterns (for
example, they must pay personal contributions for many facilities).
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3.2.3 People on low income

Previous issues of the Reports on the Elderly have pointed out the relatively large
group of elderly who are on low income. They are the subject of this section.
The currently used terms of reference for low income are based on a single person
with a net disposable income of NLG 16,000 in 1990. This is NLG 2,000 more
than the national assistance level. Limits for other types of households have been
derived from this, based on equivavalence scales; this means that account is also
taken of expenditures for children (Bos 1996 and 1998). Furthermore, the amounts
are adjusted to inflation.
Policy aimed at households on low income is described in the following section;
here we will focus on the number of households that must manage on a low
income, usually for longer periods (table 3.4).

Table 3.4 Households on low income  distinguished according to type of household and for the elderly, 1996a

number of households proportion of households 
(x 1,000) on low income (%)

total on low income in 1996 from 1993-1996
total � 65 yr total � 65 yr total � 65 yr

single women 1,044 336 198 32 36 18 24
single men 817 183 32 22 21 8 13
one-parent families 236 142 0 60 0 26 0
couples without children 2,351 151 63 6 10 3 6
couples with children 1,544 143 1 9 . 3 0
other households 202 18 1 9 2 2 0
unclassifiable 401

total (classifiable) 6,194 973 295 16 21 7 14
overall total 6,595

Persons in institutions, students and households which did not have an income for the entire year have beena

omitted.

Source: CBS (IPO'96) SCP calculation

According to the final line of table 3.4, nearly 1 million households were on low
income in 1996; this is 16% of all households in the Netherlands. A
disproportionate number of the elderly are on low income: 21%, or 295,000
households.

Some 7% of the Dutch households have been on low income for a longer period
(here this is taken to mean at least four years). Elderly persons more often find
themselves in this situation, too: 14% of their households were on low income for
four years or more. Single women in particular are often on low income (36% as
compared to an average of 21%); among those who have been on low income for
several years, single women are even more strongly represented (24% compared to
14%). A substantial proportion of elderly couples without children are also on low
income (10%).
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This picture of large numbers of the elderly on low income in the second quarter of
the nineties differs but little from the picture in the first years of this decade; in
short, up to 1996, little progress had been made towards improving the incomes of
the elderly which were in the neighbourhood of the national assistance level
(Timmermans et al. 1997b: 73).

According to research by Fokkema and Van Solinge (1998), primarily educational
background and labour history are factors that can lead to men being on low
income (incidentally, their research defines low income differently than in the rest
of this chapter). Age also plays a role: men who are older, received little schooling,
had a poor start on the labour market, who did not get very far on the occupational
ladder and who left the labour market at a fairly young age, have relatively low
incomes. These men have built up less favourable private pension entitlements than
others. The combination of age, a low level of schooling and a rather unsuccessful
career is primarily found among men who have never been married.
The labour history plays less of a role for women; in fact, it is the labour history of
their spouses which is important here. Age is of importance for the income of
women: very elderly women generally have a lower income. Moreover, many
widows also have a low income. This is inherent in the structure of the pension
system: if they are widowed, women receive only 70% of the pension entitlements
of their late husband, while after the decease of their wife, widowers retain their
full pension entitlements. Most divorced women are economically independent but
have often not built up full pension entitlements because their careers were
interrupted or they worked part-time.

3.2.4 Recent developments

The figures presented in the foregoing tables reflect developments up to and
including 1996; more recent figures are not yet available, as the tax data for later
years are not yet complete. In the past few years a number of measures have been
taken that will improve the financial position of the elderly; unfortunately, their
effect is not evident in the foregoing figures. On the basis of purchasing power as
depicted by the Central Planning Bureau for the years 1997 and 1998, however, an
indication can be given of the way in which average disposable income and the
number of households on low income will most likely develop. The remainder of
this section discusses the effects of the policy measures (see also Armoedemonitor
1998, SCP/CBS 1998).
In its summaries of purchasing power, the Central Planning Bureau distinguishes
several population groups for which median changes in purchasing power are
calculated. These are the changes that are expected to take place in the income in
the middle; half of all incomes are lower than this figure and half are higher. The
summaries of purchasing power also take into account changes in rent subsidy and
in net income from owner-occupied homes. The calculations of the Central
Planning Bureau show that considerable rises in purchasing power are expected in
1997 and 1998 for benefit recipients and for retired persons on low income (CBS
1998b: 27-30). Naturally, this forecast development will affect the number of
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households on low income. As the limit of what is considered to be low income is
only corrected for general price developments, each and every other improvement
in purchasing power will cause the number of households falling under this
definition to decrease.
To get some impression of how changes in purchasing power in 1997 and 1998
affect the poverty problem, a simulation was performed in which the most recent
income data - from the Income Panel Study (IPO) by Statistics Netherlands for
1996 - were adjusted on the basis of the purchasing power forecasts of the Central
Planning Bureau.  The median changes in purchasing power for 1997-1998 were2

incorporated into the disposable income of all individual households which took
part in IPO'96.  The result - the influence of the increased purchasing power on the3

occurrence of low income - is summarised in table 3.5.

Table 3.5 Estimated developments in average disposable income and number of households on low income,
1996-1998

number of static change in number of households change in number of
households in purchasing power on low income in 1996 households on low

1996 (x 1,000) in 1998 (%)  (x 1,000) income in 1998(x 1,000)a

employees
without children 1,846 2.0 76 %6
with children 1,090 2.3 66 %12

benefit recipients
single 387 2.8 209 %7
one-parent families 127 2.8 109 %5
couples 467 2.6 123 %8

over-65s
single 681 5.9 227 %61
living with others 518 3.7 63 %20

other households 1,077 2.5 101 %5b

not classifiable 401

total (classifiable) 6,193 2.8 973 %124
overall total 6,595

Exclusive of households with an incomplete annual income and students (in receipt of student grants).a

Households in which income predominantly comes from profit from enterprise, assets or free-lance activities.b

Source: Static change in purchasing power: CPB, internal data (for an explanation see CBS 1998b: 27-30): Change 
in number of households on low income : CBS, internal data (provisional figures)

Table 3.5 shows that a substantial improvement in purchasing power is expected in
1997 and 1998 for the elderly, and more specifically for single elderly persons. This
improvement is primarily due to a few tax measures, among which the increases in
the tax-free allowance for single elderly persons and in the fixed deduction for
economically non-active persons will have a positive influence on the purchasing
power of the elderly.  Moreover, the rate in the first tax bracket for the elderly was4

reduced slightly.  Thanks to the changes in purchasing power, it is expected that, in5

1998, over 120,000 households will no longer be on low income as it is defined
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here. Two-thirds of these cases will involve a household with elderly members; half
of them will involve single elderly persons.

3.2.5 Targeted national assistance

Targeted national assistance helps to defray exceptional expenses which cannot be
paid out of a minimum income. These extra expenses might be recurrent or
periodical (costs of housing, a special diet) but they are more often incidental.
Table 3.6 names a number of recipients of targeted national assistance and the
amounts involved for a number of years. For periodical assistance, 1995 is the most
recent year for which figures on the number of users are available; for incidental
assistance this is 1994. The elderly and other groups exhibit considerable
differences in the extent to which they make use of this provision and the nature of
the help they seek.

The use of incidental assistance increased considerably in the period under study,
as appears from table 3.6. This is partly because the level of national assistance did
not rise as rapidly as did average incomes, partly because the scheme acquired a
broader scope of coverage. A sharp decline in the use of targeted national
assistance has occurred among the elderly. This is due to the introduction of the
Disablement Provisions Act on 1 April 1994. Thanks to this act, an appeal to
targeted national assistance is in many cases no longer necessary.
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Table 3.6 Use of targeted national assistance, classified according to users (elderly and others), 1985-1996

< 65 years � 65 years total

users of targeted national assistance (x 1,000)
periodical assistance

1985 6.2 9.8 16.0
1993 21.6 24.1 45.7
1995 23.9 7.8 31.7

incidental assistance
1985 109.2 20.1 129.3
1993 172.6 58.7 231.5
1994 191.0 51.2 242.2a

expenditures on targeted national assistance
(x 1m NLG)
1993

total 166 98 264
primary necessities of life 18 3 20
housing 55 22 77b

community care, home care 16 45 61b

medical services 25 20 44b

helping people to come off benefit 18 0 18
financial transactions 17 1 18
other 17 8 26

1996
total 301 24 324
primary necessities of life 59 3 62
housing 102 6 108b

community care, home care 18 3 22b

medical services 38 8 46b

helping people to come off benefit 29 0 29
financial transactions 33 1 34
other 22 2 24

Improved figures as compared to previous Reports on the Elderly.a

This includes conversions or adaptations in the home (housing), reimbursement of taxi costs (communityb

care) and aids and appliances (medical services) which have primarily been furnished via the Disablement
Provisions Act since 1 April 1994.

Source: CBS (Targeted national assistance statistics) SCP calculation

3.3 Wealth

Households with assets (the value of possessions less debts) can often weather
financial blows independently. This is the case if the household has money in a
savings account or in shares, but it is also true of a home owner, who can borrow
money and use the home as collateral. Durable consumer goods (such as cars) are
not viewed as assets in this context.

Wealth is not only favourable for households but it is also beneficial to society. The
promotion of assets formation has been the subject of government policy over the
years (for instance, the government has encouraged home ownership and has
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exempted the first NLG 1,000 in interest and in dividend income from income tax).
Alongside income, assets are another indication of the prosperity of a household.

Table 3.7 outlines the wealth of Dutch households in 1996. A distinction has been
made as to type of household and age of the head of the household, so that the
assets of the elderly are visible. First the percentage of households is indicated
whose net assets are positive. After that, both the average and the median are given
for assets. In respect of assets, the median is the net asset figure for the middle
household after classifying all assets from high to low. The average is greatly
influenced by households with very large assets even if their number is small; the
median is not affected in this way. The ratio between average and median gives an
idea of the skewedness of the distribution (if the median for net assets is
substantially lower than the average, this means that there are a small number
people with enormous assets, and that they have a big influence on the average).

Table 3.7 Assets of households, according to household composition and age category of the head of the
household, 1996

age category of head of household

< 35 yr 35-54 yr 55-64 yr 65-74 yr � 75 yr total

percentage of households with positive net assets
all households 77 84 90 96 99 86
single women 71 78 88 96 99 86
single men 71 76 86 96 97 78
one-parent families 69 70 67 . . 70
couples without children 84 86 91 96 99 90
other households (with children) 81 88 90 95 98 87

average net assets (x 1,000 NLG)
all households 88 211 254 229 210 190
single women 24 110 146 156 173 124
single men 38 117 160 166 156 96
one-parent families 18 177 217 . . 118
couples without children 146 232 281 270 266 236
other households (with children) 125 233 300 319 333 226

median net assets (x 1,000 NLG)
all households 30 106 109 58 29 69
single women 7 32 27 29 16 16
single men 10 38 48 43 25 21
one-parent families 3 9 76 . . 6
couples without children 75 125 147 127 172 116
other households (with children) 83 131 133 84 55 100

Source: CBS (Statistics on assets) SCP calculation

The number of households with positive net assets is high, as appears from table
3.7. More than 85% of all households have positive assets. This high percentage is
related to the broad definition of assets which includes savings, the net market
value of the home, stock market holdings and business assets. Nearly half of the
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households with assets live in a home of their own (Timmermans et al. 1997b). The
14% of the households that have no assets or where net assets are negative (debts)
had an average negative balance of NLG 32,000 in 1996 (not shown in the table).
These are primarily households with loans for cars or with top-up mortgages which
have recently been concluded.
The average value of assets held by households is NLG 190,000; the median, the
net value of assets of the household that ranks in the middle on assets, is just under
NLG 70,000. This means there are a great many households where assets are
modest, and a small number with very high net assets.

Based on the idea that a person should save while he is young and eat into these
savings after retirement, assets may be expected to be highest in the period
immediately before retirement, and lower for younger people and for the elderly.
Table 3.7 shows that this is only true to a degree. The proportion of young people
with assets is somewhat lower than the figure for the elderly. Both average and
median net assets of young people are relatively low. Households whose head is
55-64 are indeed the wealthiest, as shown by the high average assets. The high
median indicates that assets are fairly well distributed in this case.

It is difficult to tell from the figures whether the elderly use up their savings.
Nearly all households with elderly members have assets, and these average assets
are surely no smaller than those of the households of persons aged 55-64. The low
median for net assets shows that there are a great many households whose net
assets are small. The reason may be that the elderly have not been able to build up
any capital, or it may be that they have been using up their savings.
On average, the net worth of households of people aged 75 and up is not lower than
that of households where the head is between 65-74. The assets of single women
aged 75 and up are generally even somewhat higher (probably because some of
them have inherited money from their since deceased husband).

One-parent families rarely have any assets. Single persons have less in the way of
assets than couples. Single women tend to have slightly lower assets than single
men, except those of 75 or older, who have somewhat higher assets. Average net
assets held by all single women are higher than for single men because the two
groups of singles are quite different in composition: single men are much more
often younger (with few assets), single women are often older (with more assets).
However, as is apparent from the medians, the assets of single persons are much
more unequally distributed than the assets of couples with or without children.

3.4 Spending patterns

Income gives a broad general indication of how much a household can spend. What
we would now like to know is what people spend their income on, to what extent
these expenditures are dominated by fixed costs, and what developments have taken
place in the nineties. After that, we will investigate whether households feel their
income to be sufficient for their expenditures. To answer this question, households
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were asked whether they could make ends meet on their disposable income. Finally,
we will look into the personal contributions which households must pay for the use
of public facilities. These are facilities which are subsidised by the government and
they include education, health care, services and public transport.

Table 3.8 shows the spending patterns of households, distinguished according to
the age of the head of the household, for the years 1990 and 1995.  The table makes6

a distinction between fixed expenses and other expenditures. Fixed expenses are
those which arise from contractual obligations or from government regulations.
They are related to the home, insurance cover and consumer taxes. Their amount is
known for the near future. As health insurance contributions are deducted from
employment income (see § 3.2) they are not included under expenditures.  Housing7

expenses are deemed to include rent (for rental homes) or rental value (for
owner-occupied homes), the costs of keeping up the home and the garden, as well
as property charges (including insurance and tax levies).  In interpreting8

developments in expenditures in the period under consideration, it must be kept in
mind that the expenditure categories distinguished showed different price
developments, so that it is not possible to make general statements in terms of
volume. Furthermore, it should be remarked that each year samples include
different households, so that the outcomes may be applied to a particular group
(e.g. the elderly) but they may not be applied to individual households (the same
elderly persons in 1990 and 1995).  9

Table 3.8 shows that the elderly have comparatively high fixed expenses. This is
not only because of high rents, but also because of the high costs of water and
energy. These higher costs are compensated to a certain extent by higher
government grants in the form of rent subsidy.

The elderly clearly spend less on activities outside the home: this is evident from
their expenditures on holidays and transport. But spending less does not always
mean consuming less. The elderly sometimes pay lower prices for certain facilities
because they can make use of special reduction schemes (for public transport or
cultural performances). The elderly spend a smaller portion of their income on
furnishing their homes, on clothing and shoes and on personal development. By
contrast, they spend a larger portion on personal care and services. This includes
expenditures on bodily hygiene, cosmetics, home help and personal contributions
for care services.
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Table 3.8 Spending patterns of households, according to age category of head of household, 1990 and 1995

35-64 years � 65 years

± 1990 ± 1995 ± 1990 ± 1995
budget share (%)
fixed expenses (32.0) (33.6) (38.8) (43.2)

rental value 20.6 22.5 26.3 30.3
rent subsidy, state subsidy
(owner-occupied homes) %1.1 %1.2 %2.5 %2.9
public utilities 5.2 5.3 7.5 7.3
insurance cover and other charges 5.3 4.8 5.0 5.4
local levies 2.0 2.2 2.5 3.1

other expenditures (68.0) (66.4) (61.2) (56.8)
home furnishing 8.6 8.8 8.1 7.9
food and drink 18.5 17.1 19.0 16.9
clothing and shoes 7.3 6.7 6.2 5.3
services and care 3.1 3.5 4.0 3.9
personal development 3.3 3.2 2.6 2.2
sports, recreation and holidays 7.0 6.2 5.2 4.2
other leisure expenditures 6.6 6.8 5.0 5.0
traffic, transport and telephone 12.6 13.4 10.2 9.6
miscellaneous other expenditures 0.9 0.8 0.9 1.6

total 100.0 100.0 100.0 100.0

total consumption (NLG) 44,270 50,890 27,670 32,230
(n) (2,909) (3,081) (1,115) (1,251)
persons per household 2.9 2.7 1.5 1.5

Source: CBS (Budget surveys 1989, 1990, 1991 (±1990) en 1994, 1995, 1996 (± 1995)) SCP calculation

Table 3.8 clearly shows the rapid increase in expenditures for the home. The
increase in the portion of the budget reserved for housing expenses took place to
nearly the same extent in all population groups. This strong rise in housing
expenses can partly be attributed to substantial increases in rents and in prices of
homes, and very substantial increases in local levies, such as property tax, as well
as the various other levies and charges for waste and energy. These higher charges
are partly offset by the fact that premiums for private insurance policies did not rise
as rapidly. The relative decline in expenditures on insurance and other charges
among people aged 35-64 can largely be attributed to lower personal contributions
for care and education (see table 3.12). Expenditures on food and drink, clothing
and shoes, and sport, recreation and holidays have declined considerably as a
percentage of total consumption. This decrease can largely be attributed to the
modest price developments for these goods and services. While the prices of
consumer goods exhibited an average price rise of 14% in the period from
1990-1995, prices of holidays and even complete package tours increased by less
than 11% and those of food and drink by around 7.5%. The prices for clothing and
shoes even declined by more than 4%. When these things are taken into account,
then broadly speaking, food and drink remained nearly constant as to volume, and
the volume of clothing and shoes showed a slight increase.
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Table 3.9 shows developments in spending patterns for a few particular categories
of the elderly: single persons and elderly people on low income (a standardised
disposable income of NLG 16,000 for a single person in 1990 prices).

Table 3.9 Spending patterns of households of single elderly persons and low-income elderly households, 1990 and
1995

single on low incomea

± 1990 ± 1995 ± 1990 ± 1995

budget share (%)
fixed expenses (42.2) (47.6) (41.9) (48.5)

rental value 29.7 34.8 30.7 38.3
rent subsidy, state subsidy (owner-occupied
homes) %4.1 %4.5 %6.1 %9.5
public utilities 8.9 8.4 10.0 9.9
insurance cover and other charges 5.1 5.6 5.3 5.6
local levies 2.7 3.4 2.1 4.2

other expenditures (57.8) (52.4) (58.1) (51.5)
home furnishing 7.7 7.2 7.4 6.0
food and drink 18.1 15.5 20.9 18.4
clothing and shoes 6.0 4.9 6.3 5.0
services and care 4.5 4.5 4.0 4.3
personal development 2.7 2.1 2.4 1.9
sports, recreation and holidays 4.3 3.3 3.4 3.0
other leisure expenditures 5.1 4.6 4.6 4.7
traffic, transport and telephone 8.4 8.5 8.3 7.0
miscellaneous other expenditures 0.9 1.8 0.7 1.1

total 100.0 100.0 100.0 100.0

total consumption (NLG) 20,640 25,510 18,070 18,230
(n) (565) (679) (272) (279)
persons per household 1.0 1.0 1.3 1.2

Households with a standardised disposable income under NLG 16,000 (for a single person) in 1990 prices.a

Source: CBS (Budget surveys 1989, 1990, 1991 (±1990) and 1994, 1995, 1996 (±1995)) SCP calculation

The first thing that is remarkable in table 3.9 is that the elderly on low income and
single elderly persons (and these groups largely overlap) have comparatively high
fixed expenses.  Whereas households of the elderly devoted an average of 39% of10

their income to fixed expenses in 1990 (table 3.8), for people on low income and
for single persons this was 42% (table 3.9), and this despite the moderating effect
of rent subsidy. Not only had the proportion of fixed expenses further increased five
years later (by more than 5 percentage points for single persons and over 6
percentage points for lower income groups), but the gap between single elderly
persons and elderly people on low income on the one hand, and other elderly on the
other hand, had risen further (by over 3 percentage points). This clearly evidences
their great dependency on rent subsidy.
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Moreover, table 3.9 shows that the strong rise in fixed expenses was primarily paid
for by lower expenditures on food and drink and home furnishing (in particular
among the elderly on low income). In part, this can be attributed to the relatively
modest price developments for food and drink in the period of observation, in part
to a decrease in the volume or quality of foodstuffs. Another remarkable aspect is
the strong decrease in the amount of the budget available for recreational
expenditures among single elderly persons. If we look at total expenditures for
personal development and recreation, then a substantial decline in that portion of
the budget can be observed ranging from -8% for elderly people on low income to
-17% for single elderly persons.

For the elderly on low income, the drop in spending on mobility (traffic and
transport) and communication (telephone) is striking: the portion of the budget for
these aspects decreased from 8.3% in 1990 to 7.0% in 1995. The decrease in the
portion of the budget allotted for clothing and shoes can entirely be attributed to the
fact that these goods became cheaper.

3.5 Being able to manage on one's income

In section 3.2 we saw that the disposable income of the elderly retained about the
same level of purchasing power until 1996, after which it showed improvement. In
this section we will see to what extent the elderly feel they can manage on their
income. Table 3.10 shows the percentage of households that found it difficult or
very difficult to make ends meet on their income, and this for several years in a
row. Unfortunately, this figure is not yet known for the years after 1996. The year
1985 was a low point for developments in household purchasing power. Between
1985 and 1990 the purchasing power of a household at national assistance benefit
level increased by around 5% and that of a typical employee's income by around
10%. In the period from 1990-1995 purchasing power rose very little (see table
3.2).
Table 3.10 also states the percentages of households which experience financial
difficulties or are at risk of getting into financial difficulties. The top half of the
table shows how many households had some difficulty or great difficulty in making
ends meet on their income. The lower half shows how many households had to
incur debts or call upon their savings to make ends meet. These groups are around
the same size; however, they overlap by about 40%.
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Table 3.10 Households that have some difficulty or great difficulty in making ends meet and households that must
resort to their savings or incur debts in order to make ends meet, according to age group, 1985-1996 (in
percentages of the total number of households)

age category of head of household

35-54 yr 55-64 yr 65-74 yr � 75 yr total

some difficulty/great difficulty in
making ends meet

1985 18 22 16 8 17
1987 15 16 15 10 15
1989 12 13 12 12 12
1991 9 13 11 8 10
1993 9 12 10 8 10
1995 12 14 17 16 14
1996 13 13 17 17 14

resorted to savings or incurred
debts

1985 15 20 16 8 15
1987 13 15 15 10 13
1989 13 9 16 10 12
1991 9 10 15 10 11
1993 11 10 13 9 11
1995 12 12 14 10 12
1996 14 13 16 12 14

Source: CBS (SEP'85-'96) SCP calculation

The percentage of households that said it was difficult or very difficult to make
ends meet (table 3.10, final column) decreased considerably after 1985, but again
increased after 1993. The percentage varies somewhat with the age group, but this
picture changes over time. After 1993 it is primarily the elderly who have difficulty
in making ends meet. The number of households which could only manage by
incurring debts or using up their savings exhibits about the same picture. This
second question yields a more objective picture than the first: it can readily be
established whether people have borrowed money and whether they are using up
their savings. The fact that the second question yields the same picture as the first
one therefore suggests that the financial position of these households has definitely
deteriorated. However, it is quite remarkable that the substantial rise in the
percentage of people over 65 who said it was difficult to make ends meet is not seen
in the extent to which they were using up their savings or incurring debts (after
1995).

Having difficulty in making ends meet is a subjective assessment: this already
appears from the fact that even households in the highest income group say they
have difficulty in doing so. The growing numbers of households (and in fact the
burgeoning numbers among the elderly) that are unable to make ends meet may
therefore be due to a worsened income position, but also to a more critical attitude
on the part of the person making the assessment. No clear change in income
position occurred in the period from 1993-1995. The proportion of households that
had been on low income for several years in a row, both among younger persons
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and among the elderly, remained nearly the same in the period under consideration.
We do see a strong rise in the proportion of fixed expenses (see tables 3.8 and 3.9)
which puts some pressure on other expenditures, primarily personal development
and recreation.

If a change in income position is the reason for ideas about making ends meet, then
the increase in fixed expenses must be responsible for it. However, there are also
reasons to assume that the ideas of the elderly about their income have changed. 
This does not apply to their expectations about the economy, for these sooner point
in a positive than in a negative direction (SCP 1998a: 8-11). It is possible that they
started to take a more critical look at their own financial situation, encouraged by
the political and public discussion about cutbacks on care provisions for the elderly
and, in the run-up to the elections for the Lower Chamber of Dutch Parliament in
mid-1994, about the possibility of freezing old age public pensions. The resulting
dissatisfaction among the elderly was one factor which led to a substantial electoral
gain by the senior citizens' parties in the elections of 1994. The negative opinion of
the elderly about their own financial position in 1995 and 1996 may therefore have
an objective background (the increase in fixed expenses) but it may also have a
subjective background, arising from political proposals which were felt to be a
threat.

3.6 Personal contributions

The government makes available a large number of provisions and facilities, some
of which are termed supportive and some compensatory. Supportive facilities
(schooling, rent subsidy, cultural amenities) are facilities which are useful to
individuals but also beneficial to society. Personal contributions are asked for these
facilities on account of their value for to individuals. Compensatory facilities (such
as home nursing) are intended to compensate for specific shortcomings in
well-being (such as failing health). Because a low income cannot be allowed to
form an obstacle to compensatory facilities, the personal contributions asked for
them are frequently means-tested.

Table 3.11 shows a summary of personal contributions for a few public facilities for
the period around 1995. The outcomes in the table relate to all households, whether
they make use of the facilities or not. In interpreting the outcomes, account should
be taken of the fact that the elderly sometimes pay lower personal contributions per
unit because they are eligible for special reduction schemes (for cultural
performances and for public transport). The personal contributions for health care
services are exclusive of health insurance contributions.  11
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Table 3.11 Personal contributions of households for public facilities, according to age category of head of
household, ± 1995 (NLG)

35-54 yr 55-64 yr 65-74 yr � 75 yr total

schooling 1,200 570 200 70 800a

culture 180 150 80 50 140b

health care (excl. insurance
contributions) 770 810 790 800 780c

home care services 640 320 420 690 540d

public transport 520 350 230 260 410

total of public facilities 3,310 2,210 1,710 1,860 2,680e

as % of income 6.0 4.6 4.6 6.0 5.5

School tuition fees, examination fees and costs of textbooks and other materials.a

Price of tickets for theatrical, musical and dance performances.b

Non-insured expenditures and personal payments (in connection with excess clauses and personalc

contributions), including costs of medicines.
Home help, private help, child care and so on.d

Exclusive of contributions for sports clubs and social and cultural centres.e

Source: CBS (Budget surveys 1994, 1995, 1996 (± 1995)) SCP calculation

Table 3.11 shows that in 1995 over 5% of household income went to personal
contributions for public amenities. These contributions were slightly higher for the
lower age groups (35-54) and for the higher age groups (75 and older). The areas
for which personal contributions are paid differ considerably per age group.
Personal contributions for schooling and cultural events drop sharply as a
household ages. Personal contributions for public transport are slightly lower for
the elderly, thanks in part to reduced ticket prices for this age group. The personal
contributions for household care services are relatively high for the younger groups
(35-54) and for the very old (75 and up). This is related to the more intensive use
made of child care and home help respectively by these age groups. The personal
contributions for medical care services which are not covered by insurance differ
little per age group.

In table 3.12, developments in personal contributions are given in index figures.12

Personal contributions for 1990 have been set at 100. In the period from
1990-1995, the price index for private consumption rose by around 14%. This
general price rise is taken into account in table 3.12.

Table 3.12 shows that personal contributions for public facilities, as a proportion of
purchasing power, remained nearly the same between 1990 and 1995. Only in the
age group from 55-64 did the total amount in personal contributions decrease by
around 10%. As to the breakdown into types of provisions, generally speaking, less
is spent on schooling and health care facilities and more on cultural facilities and
home care services. Broadly speaking, the decrease in expenditures on schooling is
the result of a strong decline of around one-quarter in the use of educational
facilities and a rise of around 5% in fees of educational institutions.  The decrease13
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in educational expenditures can primarily be attributed to a smaller share of the
budget being reserved for music lessons, dancing lessons and sports classes and for
a residual item for miscellaneous costs of schooling and training courses.

Table 3.12 Growth in personal contributions by households for public facilities, according to age category of head of
household, ± 1990-± 1995 (in index figures, 1990 = 100)

35-54 yr 55-64 yr 65-74 yr � 75 yr total proportion of
total costs (in

1995)

schooling 85 84 77 36 84 30a

culture 110 124 115 130 113 5b

health care (excl. insurance
contributions) 74 89 118 121 92 29c

home care services 152 97 110 104 131 20d

public transport 102 80 77 82 93 15

total of public facilities 97 89 102 100 96 100e

School tuition fees, examination fees and costs of textbooks and other materials.a

Price of tickets for theatrical, musical and dance performances.b

Non-insured expenditures and personal payments (in connection with excess clauses and personalc

contributions), including costs of medicines.
Home help, private help, child care and so on.d

Exclusive of contributions for sports clubs and social and cultural centres.e

Source: CBS (Budget surveys 1989, 1990, 1991 (± 1990) and 1994, 1995, 1996 (± 1995)) SCP calculation

The decrease in care expenditures can be attributed to lower costs of medical care
not covered by insurance. This may be connected to the fact that in 1989 people
had to pay NLG 2.50 for a prescription and NLG 25.00 for a visit to a specialist,
while in 1994 and 1995 drugs were paid for by the National Exceptional Medical
Expenses Act, so they no longer came under the excess clause of health insurance.
The most remarkable age group-related outcome is the strong rise in personal
contributions for household care services among younger persons. This increase has
a volume component in the form of a strong increase of the use of child care.
Another striking difference lies in the area of care services not covered by
insurance, for which younger people now pay small contributions and the elderly
pay bigger ones. Not too much significance should be attached to the very strong
decrease in personal contributions for people aged 75 and up for schooling and the
strong rise in personal contributions for culture; this is because of the very low level
of these personal contributions, which means that small changes have large
consequences.
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3.7 Summary

Disposable income of the elderly showed a real increase of 1% between 1990 and
1996. The purchasing power of single elderly men improved considerably in this
period (8%), that of single women and couples without children somewhat less (3%
and 4% respectively). Developments in disposable income from 1996 to 1998 will
turn out to be much more favourable, particularly for the elderly. Thanks to a
number of policy measures, single elderly persons are expected to show an income
improvement of 5.9%, elderly couples of 3.7%. The average disposable income of
single women is around 10% lower than that of single men in all age groups,
including the elderly. The disposable incomes of couples are quite a bit higher.

The term low income, formulated and defined in the context of poverty policy,
refers to a different standard amount for each type of household; the amount is
adjusted over time for inflation. In 1996, 16% of all households and 21% of
households with elderly members were on low income; the figure was even higher
among single elderly women (36%). A low income is particularly problematic if
households must manage on one for a longer period of time. Of the 16% of
households on low income, nearly half (7%) had also been on low income for the
three previous years. For elderly households this figure was 14% (two-thirds of the
21% of elderly households on low income).
Thanks to a wide variety of policy measures, the percentage of elderly households
on low income will decrease to the average level for the overall population. Despite
this, however, over 200,000 elderly households will still be among the households
on low income.

Although on average, the elderly have lower incomes, they make comparatively less
use - since the introduction of the Disablement Provisions Act - of the income
support offered by targeted national assistance.

Assets of households with a head of 65 or older are only some 10% to 20% lower,
depending on age, than the assets of the wealthiest age group, which is people aged
55-64. Differences in wealth are much bigger among the elderly than among other
groups: a great many more elderly households have smallish net assets, and
somewhat more elderly households have large to extremely large net assets, than is
the case for people aged 55-64. Generally speaking, single elderly persons hold half
as much in assets as do elderly couples.

In the spending pattern of the average elderly household, the large share of the
budget allotted to housing costs is striking. This amount has increased more over
time for elderly households than for non-elderly households. This is the case
primarily among single persons and households on low income. The biggest reason
for this is the increase in housing expenditures. Rent increases are very often not
compensated by an increase in rent subsidy.
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When asked whether they could manage on their income, in 1996 14% of the
households said they had difficulty or great difficulty in doing so. This percentage
is comparable to the percentage of households on low income. Among the elderly,
the proportion which finds it difficult or very difficult to manage is slightly larger
(17%). These figures were quite a bit lower at the beginning of this decade. Perhaps
the strong rise is not only due to a more problematic income position (arising from
the higher fixed expenses paid by the elderly), but also to a more critical attitude on
the part of the elderly as to their financial position.

Another question studied was whether the personal contributions for the use of
public facilities form a heavier burden for the elderly than for other groups. This
appeared to be somewhat the case for elderly persons aged 75 and up. These
households pay 0.5% more of their income in the form of personal contributions
than an average household. This item primarily goes to care, which is growing
more expensive for them, and to household care services. Households where the
head is aged 65-74 pay 1% less than average.
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In particular, the decrease in income from interest (which constitutes a considerable source of income1

for the elderly) is remarkable. This is due in part to the substantial fall in interest rates.
Households are classified by the Central Planning Bureau according to type of household (one-income,2

two-income, single persons) and socio-economic group (employees at three income levels, benefit
recipients at three income levels and the over-65s, with three income levels). A distinction was made
between families with and without children. Here attention should be drawn to the fact that the picture
as to purchasing power of the Central Planning Bureau involves the average change for a certain
population group.
The definitions of disposable income (the components involved) and of households as used by the3

Central Planning Bureau and Statistics Netherlands are not exactly the same. The calculation is static:
all households are deemed to have the same composition and to occupy the same market position in
1998 as they did in 1996.
The fixed deduction for economically non-active persons was raised in 1998 by NLG 410, the personal4

tax-free allowance for the elderly was raised in 1997-1998 by NLG 1,010 and the additional allowance
for single elderly persons was raised in the same period by NLG 2,820. For persons living solely on old
age pension, this improved purchasing power by 2.25% (for couples) and 4.75% (for single persons).
As of 1 April 1998 a separate norm for the elderly was introduced in the National Assistance Act, so5

that elderly people in receipt of national assistance would also benefit from the tax measures taken for
the elderly.
The budget surveys performed by Statistics Netherlands are of a limited scope, surveying an average of6

some 2,000 households per year. For this reason, three successive budget surveys have been taken
together here.
Health insurance contributions are viewed as a compulsory levy on income (they are deducted along7

with payroll tax) because they are intended to cover the costs of an entitlement, and not the actual use of
medical care.
The market rental value of owner-occupied homes is a component of income. Mortgage interest and tax8

due on the fiscal rental value (assessable rental value) are deducted from income.
This means that changes in the composition of a group may affect the outcomes. This is not taken into9

account in the following analysis. However, the magnitude of this composition effect is but small. The
analyses show that housing costs in particular have risen substantially. A simple computation showed
that only 7% of the increase in housing costs in the period from 1980/81 to- 1993/94 could be
attributed to the composition effect.
Local levies weigh heavily on the budgets of households on low income because they are regressive:10

they decrease proportionately as income is higher. Local levies may be waived by the local authorities;
this possibility has not been taken into account here. Cases in which local charges may be waived were
considerably expanded in 1995 for the groups on minimum income.
Since 1992, health insurance contributions have been included as deductions from income by Statistics11

Netherlands (CBS); the CBS does take into account the difference between the contribution actually
paid and the contribution which would apply for a standard package policy, but to ensure that figures
are comparable with those of previous years, this has not been taken into account.
A further breakdown into price and volume effects is not possible due to a lack of adequate price indices12

for the public facilities shown here.
Participation by children over 15 in regular educational programmes decreased from 16.9% in 1990 to13

13.5% in 1995 (CBS 1998c: 465), and participation in adult education dropped from 6.3% in 1990 to
5.0% in 1995 (CBS 1998c: 479); in the same period, the price index for educational facilities increased
5% more than the consumer price index (SCP 1996b: 89).

Notes
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4    HOUSING

Frank van Dugteren

4.1 Introduction

The previous Report on the Elderly only examined the housing situation of the
elderly in 1994. As no new data are available on the housing situation of the elderly
– a new Housing Needs Survey will not available for analysis any earlier than mid
1999 – 1994 is once again the most recent measurement year for this report. In
contrast to the previous report, this report describes developments since the early
1980s up to 1994, giving it added value in relation to that of 1996. Developments
in the nature of the housing, housing charges, housing satisfaction and home-
moving patterns are described in section 4.2. This analysis provides the backbone
of this report. The following sections examine a number of specific topics. Section
4.3 looks at the housing environment of the elderly, based on figures on the
neighbourhoods in which they live.
The relationship between the limitations elderly people have in daily life and their
housing situation is next examined (§ 4.4), with particular emphasis on the housing
market behaviour of elderly people with physical limitations. Finally section 4.5
examines the geographical  component of housing for the elderly, with special
emphasis on the present, past and future distribution of elderly people in the
Netherlands. Finally section 4.6 provides a summary.

4.2 Developments in the housing situation of elderly people living
independently, 1981-1994

This section first examines trends in various aspects of the standard of housing,
such as the type of dwelling, year of construction and amount of space.
Developments in the housing costs faced by tenants and owner-occupiers are then
discussed. Finally developments in the housing market behaviour of the elderly are
analysed.

4.2.1 Housing characteristics

The majority of elderly people live in normal housing (see table 4.1). As people get
older they more frequently live in housing specially equipped for the elderly,
referred to here as special housing for the elderly. By this is meant independent
housing rather than care or nursinghomes. A clear distinction may also be drawn
between the housing of elderly people living by themselves and elderly people in
multi-person households. A third of elderly people living alone aged over 75 live in
special housing for the elderly, while in the case of multi-person households in the
same age group the proportion is no higher than 16%. The proportion of elderly
people living in special housing for the rose sharply between 1981 and 1994. This
applies especially to those aged 75 and over. 
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Table 4.1 Nature and style of construction of the dwelling, by age group and household composition, 1981-1994 (in
vertical age group percentages)

single-person household multi-person household total

55-64 yr 65-74 yr � 75 yr 55-64 yr 65-74 yr � 75 yr � 55 yr

nature of dwelling
ordinary dwelling 1981 96 89 80 99 96 90 94

1985 97 88 74 99 96 87 92
1990 96 88 73 99 95 85 92
1994 95 84 66 99 94 84 89

housing for the
elderly 1981 4 11 20 1 4 10 6

1985 3 12 26 1 4 13 8
1990 4 12 27 1 5 15 8
1994 5 16 34 1 6 16 11

style of construction
single-family
dwelling 1981 50 48 46 77 70 65 64

1985 51 53 46 80 73 63 66
1990 51 51 46 82 74 66 66
1994 54 52 42 84 75 63 66

ground-floor flat 1981 9 12 14 4 6 9 8
1985 9 9 12 4 6 7 7
1990 8 10 11 3 6 7 6
1994 9 11 12 3 5 9 7

flat with lift 1981 15 15 21 5 8 13 11
1985 17 17 27 6 9 16 13
1990 14 20 30 6 10 16 14
1994 18 20 32 5 11 18 14

flat without lift 1981 26 25 19 14 15 13 17
1985 24 21 15 10 12 14 14
1990 27 18 14 10 11 11 14
1994 20 17 13 8 8 10 12

Source: CBS (WBO'81-'94) SCP calculation

At present two thirds of the elderly – i.e. persons aged over 55 – live in single-
family dwellings (see table 4.1). The other older households live in apartments, of
whom two-thirds in an apartment on the ground floor and/or one accessible by lift.
This means that only a small proportion of the elderly (12%) live in a dwelling the
front door of which has to be reached by stairs. This is important because older
people often first run into problems with climbing stairs before other limitations
occur. The accessibility of housing for the elderly has improved slightly since 1981.
Whereas 12% of older people at present live in a flat without a lift (and not on the
ground floor), in 1981 the figure was still 17%.
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If the total group of elderly people is broken down by age and household
composition there turn out to be major differences. Older multi-person households
much more frequently live in a single-family household than elderly people living
alone. Nearly two-thirds of the multi-person households in which at least one the
two partners is aged over 75 still live in a single-family dwelling. This proportion
remained virtually unchanged between 1981 and 1994. In the case of older couples
aged under 75, however, an increase in the proportion of single-family dwellings is
observable during this period: no fewer than 84% of the multi-person households in
the age group 55-64 live in a single-family dwelling.
In the case of single-person households the share is significantly lower. In the
youngest age group over half live in a single-family dwelling. This proportion
declines with age. But here too we find the same pattern, with greater numbers of
younger single-persons household elderly people living in a single-family dwelling
in 1994 than in 1981. The most important development among elderly people
living by themselves is that they more frequently live in a flat accessible by lift. The
proportion of single-person households living in an accessible dwelling has
increased in each of the three categories, most notably the oldest group (75 and
over).

The increase in accessibility is closely related to the age of the dwelling. Until 1945
lifts were the exception, and it took a long time until lifts formed part of the
standard equipment of a multi-storey apartment building. Not until the mid 1960s
did a lift become standard equipment in apartment blocks of four storeys or more.
The fact that until that time the most common form of construction was apartment
blocks with an entrance hall was partly due to the lack of lifts: it is not
commercially viable to install a lift for just seven or eight households. The advent
of the deck-access flat has greatly improved the scope for lifts.

The housing stock is becoming younger. This is due in particular to the amount of
new building in recent decades, while there has been little demolition in recent
years. This trend is reflected in the year of construction of the dwellings occupied
by the elderly (see table 4.2). Whereas in 1981 over a third of all older people lived
in a pre-1945 dwelling, this too has now fallen to less than a quarter. The figure
has fallen particularly sharply for people aged over 75. The proportion of elderly
people living in early post-war housing has also fallen slightly since 1990. The bulk
of the increase is accounted for by the newer housing stock; those aged 75, in
particular, and over now more frequently live in a dwelling built after 1980. The
cause is clear. A high proportion of the most elderly people have been obliged to
choose a dwelling that is better geared to their declining vitality. Such dwellings
have been built in all shapes and sizes in recent years. Driven by declining health
and fitness and perhaps also by the process of urban renewal, many elderly people
have exchanged their pre-war dwellings for modern ones.
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Table 4.2 Year of construction of the dwelling, by age group, 1981-1994 (by vertical age group percentages)

55-64 yr 65-74 yr  � 75 yr total � 55 yr

< 1945 1981 34 39 42 38
1985 28 33 35 31
1990 25 26 32 27
1994 24 22 26 24

1945-1964 1981 38 32 28 34
1985 37 32 28 33
1990 34 34 27 32
1994 29 33 24 29

1965-1979 1981 26 27 29 27
1985 29 28 32 30
1990 31 28 30 29
1994 33 29 31 31

1980 and later 1981 2 2 1 1
1985 6 7 5 6
1990 11 13 12 12
1994 14 17 20 17

Source: CBS (WBO'81-'94) SCP calculation

It might be expected that the elderly have consequently ended up in more spacious
accommodation, but that applies to only a limited extent. If the number of rooms in
a dwelling is taken as the measure of space a very limited increase may be observed
(see table 4.3). The number of elderly people living in small dwellings with one or
two rooms has declined slightly and there has been a small increase in the
proportion of elderly people in large dwellings with five or more rooms.

The number of rooms per person has risen more than might be anticipated on the
basis of the increase in the total number of rooms. This is due to the increase in the
numbers of elderly people living by themselves. Adjusted for household-size, the
elderly have therefore seen some betterment between 1981 and 1994. 

It is however questionable whether the elderly want dwellings with a greater
number of rooms. Later in this chapter it will become evident that older people
seeking to move in fact want fewer rooms than they have at present. A shortage of
rooms applies especially to the specialist housing for independent elderly people,
where the dwellings often consist of no more than one or two rooms. Most elderly
people consider this too few – a problem identified in the previous Report on the
Elderly (Timmermans et al 1997b).

Another aspect of space in the home is the size of the living room. This is an
important component in the image a dwelling makes: a large living room stands for
luxury and status. While the number of rooms is less important for the elderly – as
you can only be in one room at once – the living room must be suitable for
performing a variety of activities.
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Table 4.3 Number of rooms in the dwelling and number of rooms per person, by age group, 1981-1994 (in vertical
age group percentages and average)

55-64 yr 65-74 yr � 75 yr total � 55 yr

1-2 rooms 1981 7 17 33 16
1985 6 15 33 15
1990 6 14 31 14
1994 6 12 31 14

3-4 rooms 1981 57 60 51 57
1985 58 60 51 57
1990 56 60 52 57
1994 57 62 53 57

5 rooms or more 1981 36 23 17 27
1985 37 25 16 28
1990 39 26 17 29
1994 38 27 16 28

numbers of rooms per
person (average) 1981 2.1 2.4 2.5 2.3

1985 2.2 2.6 2.6 2.4
1990 2.3 2.6 2.6 2.5
1994 2.4 2.6 2.7 2.5

Source: CBS (WBO'81-'94) SCP calculation

The proportion of elderly people living in a dwelling with a large living room has
risen sharply since 1981 (see table 4.4). Whereas in 1981 31% of the elderly lived
in a dwelling with a living room in excess of 30 square metres, in 1994 the figure
was 43%. The increase applies to all three age-categories, especially the “younger
elderly” (55-64 years).

Table 4.4 Surface-area of the living-room in square metres, by age group, 1981-1994 (in vertical age group
percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

< 30 m 1981 63 70 79 692

1985 58 65 77 64
1990 53 61 72 60
1994 49 59 69 57

30-39 m 1981 24 21 15 212

1985 28 24 17 24
1990 30 27 21 27
1994 32 27 22 28

40 m  or more 1981 12 9 6 102

1985 15 11 6 12
1990 17 12 8 13
1994 19 14 9 15

Source: CBS (WBO'81-'94) SCP calculation
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The aspects described above form part of the quality of a dwelling. In order to
reduce these to a common denominator the SCO has drawn up a simulation of the
housing-rating system used in the rental sector for determining rent. Apart from
method of construction, age and size of the dwelling the quality-rating includes the
sanitary facilities, insulation, size of the grounds and other factors. This simulation
has been carried out for all dwellings.
The results of the simulation indicate that the quality of housing falls as people
grow older (see table 4.5). This is partly because older people live in older
dwellings but is mainly due to the smaller size of the dwellings.

Table 4.5 Housing quality, by age group and household composition, 1981-1994 (average number of quality points) 

55-64 yr 65-74 yr � 75 yr total � 55 yr

all households 1981 128 114 100 117
1985 126 113 95 115
1990 130 118 100 119
1994 137 124 106 125

one-person households 1981 106 100 92 98
1985 105 102 89 98
1990 109 105 92 101
1994 114 110 99 107

multi-person households 1981 134 123 111 127
1985 132 121 107 125
1990 137 126 113 130
1994 145 134 120 137

Source: CBS (WBO'81-'94) SCP calculation

The proportion of small dwellings is highest among those aged 75 and over. Even
when a distinction is drawn in terms of size of household, the differences remain
evident.

The increase in quality of the housing, which emerges from all the aspects of
housing quality considered, is confirmed by the simulation of the quality points.
More modern dwellings, larger dwellings and the greater incidence of one-person
dwellings among the younger elderly have been responsible for an increase in the
average number of quality points between 1981 and 1994.

Even more striking are the developments in the distribution of housing quality. To
this end all dwellings in the housing stock have been divided into five categories of
equal size. These quintiles indicate how the quality is distributed over the
households. The proportion of elderly people living in a dwelling in the lowest-
quality category has fallen sharply since 1981 (see table 4.6). Whereas until
recently it was normal for the elderly to be heavily overrepresented in the lowest-
quality category this is now much less the case. Taking the elderly as a whole, there
is in fact no longer any such overrepresentation in this quality class: the proportion
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of elderly people in the lowest quality class has fallen below 20%, i.e. the level of
proportionate representation. If a distinction is drawn by age and household
composition, this reveals that each of the various categories has made gains. This
change in the distribution of housing quality appears due in particular to the sharp
decline in the number of older households in pre-war dwellings and the marked
increase in new dwellings.

Table 4.6 Elderly people in poor-quality dwellings, by age group and household composition, 1981-1994 (low quality
percentages)a

55-64 yr 65-74 yr � 75 yr total � 55 yr

all households 1981 16.7 28.5 44.7 26.9
1985 16.0 24.8 45.1 25.3
1990 12.9 21.0 38.8 21.8
1994 11.3 17.4 34.1 19.2

one-person households 1981 35.7 43.8 54.9 45.9
1985 35.7 36.3 54.2 42.7
1990 29.4 32.9 47.6 37.6
1994 26.8 28.6 41.5 33.3

multi-person households 1981 12.2 18.9 30.1 16.8
1985 10.5 16.9 29.3 15.0
1990 7.7 12.8 23.3 11.6
1994 6.1 9.4 19.5 9.2

Percentage of the relevant age group and household category in the lowest housing-quality quintile.a

Source: CBS (WBO'81-'94) SCP calculation

4.2.2 Ownership/rental patterns and housing charges

The fact that elderly people now more frequently live in comparatively new housing
has affected the level of housing costs. Since the latter cannot be viewed in isolation
from the ownership/rental ratios, they are described first (see table 4.7). The
changes in housing costs for tenants and owner-occupiers respectively are then
examined.

Ownership patterns have changed markedly in recent times. Owner-occupation has
increased greatly in popularity, while the rental sector – specially private homes –
has been shrinking. These trends are more pronounced among the elderly than
among younger people. The rise in owner-occupancy applies especially to the
youngest category of older people; in the oldest category there has even been a
slight decrease. The increase in owner-occupancy among the 55-64-year-olds may
tell us something about the future ownership patterns among the elderly; the
likelihood is that far more elderly people will own their own homes in the coming
decades. This is based on the high degree of owner-occupancy among 30-55-year-
olds. Only the first cautious signs of this are evident in the 1994 figures.
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Table 4.7 House-owner ship, by age group, 1981-1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

owner-occupied 1981 41 31 29 35
1985 43 34 27 37
1990 45 35 28 38
1994 49 36 26 39

social rented 1981 42 44 45 43
1985 42 44 42 43
1990 42 46 44 44
1994 40 50 56 48

private rental 1981 18 24 26 22
1985 15 22 30 21
1990 12 18 28 18
1994 11 14 18 13

Source: CBS (WBO'81-'94) SCP calculation

The private rental sector has clearly been losing ground. Among the younger
elderly people this has been due to a shift to the owner-occupied sector and among
those aged 65 and older to a shift to social rented accommodation. The latter is
hardly surprising: virtually all the specialist housing for the elderly has been built
and managed by housing corporations in recent decades.

The housing costs of tenants and owner-occupiers cannot be readily compared and
are therefore described separately below. The housing costs faced by tenants consist
of rent, after deduction of any housing benefit. The rent covers all the charges
associated with the dwelling, including long-term maintenance by the landlord.
The housing charges faced by owner-occupiers only include capital charges
(including tax allowances) and property charges. Maintenance is left out of
account, as are the available free assets in the dwelling (see table 4.8).

The housing costs of tenants rose sharply between 1981 and 1994. After allowing
for inflation the net housing costs of older tenants rose by 47%. This is due on the
one hand to the increase in the proportion of elderly people living in modern
dwellings. On the other hand the government implemented substantial spending
cuts in public housing in the 1980s and 1999s, with the result that rents rose more
rapidly than the general increase in pay and prices. The increase in housing costs
has been much the same for all the age and household categories.
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Table 4.8 Housing costs of tenant, by age group and household composition, 1981-1994 (average and in vertical age group
percentages)

one-person households multi-person households total

55-64 yr 65-74 yr � 75 yr 55-64 yr 65-74 yr � 75 yr � 55 yr

net housing costs 1981 241 228 225 280 249 245 249
(average/month) 1985 283 254 250 317 296 284 285
in constant prices 1990 307 280 287 356 328 321 316
(1981 NLG) 1994 355 324 333 406 388 374 365

net rent ratio 1981 15.2 17.6 16.8 13.1 14.2 14.7 15.0
(average) 1985 19.6 21.3 21.5 16.2 17.7 18.1 18.7a

1990 21.1 22.5 24.1 17.8 19.0 20.7 20.5
1994 25.4 26.3 27.0 20.5 21.6 22.6 23.8

% housing benefit 1981 24 32 32 12 22 24 23
recipients 1985 27 39 38 12 21 24 25

1990 38 46 47 16 27 30 33
1994 35 48 50 16 24 31 33

% net rent ratio 1981 6 12 11 5 7 8 8
 > 25% 1985 18 22 25 9 14 16 16

1990 22 27 32 11 16 22 21
1994 43 46 48 21 26 29 35

 The net rent ratio is the proportion of net housing charges in relation to disposable household income.a

Source: CBS (WBO'81-'94) SCP calculation

As a result of this real increase in net housing costs the rent ratio – i.e. the pro
portion of net household income spent on net housing charges – has risen sharply.
On average the elderly spent nearly a quarter of their net income on housing in
1994; in 1981 the figure was just 15%. This development would have been even
more pronounced without housing benefit. Between 1991 and 1994 the proportion
of elderly people receiving housing benefit rose sharply, particularly in the case of
single householders. Half of all single householders aged 65 and over receive
housing benefit. In other words, nearly half this group is unable to afford the cost of
independent housing but needs government help.

Despite the sharp increase in the uptake of housing benefit the rent ratio has risen
rapidly. This is reflected in the rapid rise in the proportion of elderly people
spending over a quarter of their net income on net housing charges. One in three
elderly people had a high rent ratio in 1994, compared with just one in twelve in
1981. 
There have however been a number of changes in rental policy and housing benefit
since the last year of measurement, 1994. Now that the housing corporations have
been placed on an independent financial footing it has become less important for
the national government to push through high rent increases. Rent increases have
therefore been a good deal more moderate in recent years. In addition the waiting
period for housing benefit was significantly reduced two years ago, especially for
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the elderly. New figures that will become available in the course of 1999 will need
to demonstrate whether this has also had an effect in practice.

As noted above the housing costs borne by tenants and owner-occupiers are not
properly comparable. The fact that the net housing charges of older owner-
occupiers are substantially lower than those faced by older tenants therefore has
little significance (see table 4.9).

Table 4.9 Housing costs of owner-occupiers, by age group and household composition, 1981-1994 (average and vertical
age group percentages)

one-person households multi-person households total

55-64 yr 65-74 yr � 75 yr 55-64 yr 65-74 yr � 75 yr � 55 yr

net housing costs 1981 159 84 50 210 113 56 137
(average/month) 1985 161 100 57 219 122 61 148
in constant prices 1990 172 87 62 244 122 75 158
(1981 NLG) 1994 257 173 109 347 214 178 258

net rent ratio 1981 8.4 5.0 3.6 8.3 5.1 3.1 6.1
(average) 1985 8.5 70 4.7 8.7 5.5 3.7 6.9a

1990 8.9 6.3 4.8 9.0 5.6 4.5 7.1
1994 14.2 10.2 8.2 12.8 9.2 8.7 11.1

% rent-relief 1981 31 21 11 48 23 7 30
recipients 1985 45 22 10 55 29 13 36

1990 42 21 9 59 31 17 38
1994 54 32 13 65 39 23 47

% net rent ratio  1981 7 2 1 7 3 0 4
> 25% 1985 6 5 2 6 2 0 4

1990 8 3 2 5 2 3 4
1994 14 8 4 11 7 7 9

 The net housing costs ratio is the proportion of net housing costs in relation to disposable household income.a

Source: CBS (WBO'81-'94) SCP calculation

It is however evident that, as in the case of tenants, the charges borne by owner-
occupiers have also increased substantially between 1981 and 1994. Up to 1990 the
increase in the net housing costs and housing costs ratio was limited, but after 1990
they rose rapidly. This is primarily due to the 50% increase in the proportion of
elderly people with a mortgage. Half of all elderly people with their own homes
have a mortgage. In 1981 the figure was just 30%. Particularly striking has been
the increase in the proportion of owner-occupiers with a mortgage among those
aged 65 and over. This group obtains substantially less tax benefit from a mortgage
on account of the decline in the marginal tax rate in the first band upon turning 65.
The explanation for the higher proportion of elderly people with a mortgage must
be sought in changing attitudes towards debt. Until the end of the 1970s it was
taken for granted that a person’s home would not be encumbered with debt when
they ceased working. The financial world took the same view. These days people
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are considered to be doing themselves down if they do not have a mortgage. This
has been due to the ever greater emphasis placed on the tax benefits of owning ones
own home and the declining importance attached to asset formation.

4.2.3 Housing market behaviour

Although owner-occupancy is very much on the upswing, the elderly of today have
not so far been a major factor. People were too old when the first housing boom of
the 1970s took place and were more cautious about entering into the financial risks
which owning one’s own home necessarily involves. Nowadays the housing market
appears to centre entirely on the owner-occupied sector. The choice is no longer
whether one should buy but when to buy. Among other things this section examines
whether these trends are also becoming apparent among the elderly.

There was no change between 1981 and 1994 in the extent to which the elderly
wished to move. Only a small proportion say that they definitely intend to move.
This ranges from 5% among the younger elderly to 3% among those aged 75 and
over. Only if people are asked whether they might some day wish to move does the
proportion of those wishing to move rise to nearly 20% among the younger elderly
and 13% among the very elderly (see table 4.10). There is a limited difference
between older tenants and older owner-occupiers, with the former being somewhat
more inclined to move. The difference is fairly marked in the 55-64-years age
group, in which 21% of tenants and 14% of owner-occupiers wished in 1994 to
move. There has been little change in the respective figures between 1981 and
1994.

The reasons people give for wanting to move depend heavily on the age of the
respondent. As the years go by health becomes an increasingly critical element in
housing market behaviour. Two thirds of the elderly aged 75 and over indicate that
they wish to move on health grounds: their home has ceased to be suitable as they
become more infirm. The relationship between moving patterns, health and the
dwelling are discussed separately in section 4.4.

Apart from health the dwelling itself is also often cited as a reason for moving.
This refers to features directly related t the home, such as the standard of
construction and fittings/facilities and the price/quality ratio.
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Table 4.10 Propensity to move and reason for moving, by age group, 1981-1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr 

will definitely/may move 1981 19 18 14 18
1985 19 18 13 17
1990 20 19 14 18
1994 18 18 13 16

reason for moving: work/family 1981 37 26 17 30
1985 37 25 17 29
1990 27 19 15 22
1994 23 14 9 16

reason for moving: health 1981 27 51 65 42
1985 25 51 69 41
1990 22 43 66 38
1994 23 45 65 40

reason for moving: the dwelling 1981 36 24 19 28

1985 38 25 14 29

1990 51 39 19 40

1994 55 41 27 44

Spurce: CBS (WBO'81-'94) SCP calculation

It is noteworthy that the home itself is much more frequently cited in 1994 as a
reason for a possible move. In part this is a statistical artefact of the questionnaires
in the Housing Needs Survey in which the question concerning the reason for
moving provides a greater number of optional responses relating to the dwelling. At
the same time, declining numbers of people state that they wish to move on account
of their work, relatives or friends. This could be an indication that people have
become less dependent on the need for social networks within a certain
geographical range, in turn suggesting greater individualisation among the elderly.
One factor in this regard has undoubtedly been the growing mobility by car of the
elderly.

When people say that they wish to move they are asked to indicate their wishes for
the new dwelling. As this is also asked of those who indicate that they might
possibly wish to move, these wishes are often more by way of expectations and
aspirations than changes likely to be effected in the near future.
A proportion of elderly people indicating that they might have some interest in a
dwelling especially adapted for the elderly rises with age (table 4.11). Over two
thirds of the over 75s wanting to move state that they wish to move to special
housing for the elderly. In the 65-74-years age group the proportion is around half.
Although there is therefore a marked requirement for dwellings geared in some
way or other to elderly people, in the form of superior accessibility, lack of stairs
and availability of alarm buttons, etc., the increased preference for an old people’s
home in the most recent measurement year is striking. The fact that the question
was posed differently from in previous years means that it is unclear whether there
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is in fact a genuine increase in the demand for old people’s housing among the
younger elderly.

Table 4.11 Desired housing by age group, 1981-1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

housing for the elderly 1981 14 47 70 36
1985 13 44 69 34
1990 14 44 70 36
1994 24 57 77 47

from single-family dwelling to
apartment (% of single family dwellers
wishing to move) 1981 30 50 58 40

1985 29 56 64 42
1990 37 50 62 45
1994 34 55 61 46

from ownership to renting (% of
owner-occupiers wishing to move) 1981 48 69 75 57

1985 44 72 95 63
1990 39 69 92 58
1994 37 58 71 48

fewer rooms 1981 56 60 56 57
1985 58 62 63 60
1990 63 65 64 64
1994 65 68 66 66

smaller living room 1981 18 24 22 21
1985 21 25 20 22
1990 18 25 27 22
1994 21 22 19 21

Source: CBS (WBO'81-'94) SCP calculation

The desire to move to some form of old people’s housing has important
consequences for the potential flows of house-movers. The older people are, the
more they wish to move from a single-family dwelling to a multi-family dwelling,
from an owner-occupied dwelling to rented accommodation and to a dwelling with
fewer rooms. Wishes with respect to the size of the living room do not differ clearly
in terms of age. However, 20% of people indicate that they would like a smaller
living room.

A number of changes have taken place in the pattern of wishes of the elderly
between 1981 and 1994. The switch from owner-occupied to rented accommodation
is declining. Increasing numbers of elderly owner-occupiers also want to buy again
at a more advanced age. This means that the former dwelling is evidently becoming
steadily less important as a form of supplementary old-age provision. This
development naturally also depends on the state of the housing market. The
proportion of elderly people who wished to move from owner-occupied to rented
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accommodation was much higher in 1985 than in 1994. The pre-1985 period was
marked by a slump in the market for owner-occupied housing, while this was a very
buoyant sector of the market in the first half of the 1990s.

Another change in the pattern of wishes between 1981 and 1994 was the increase
in the desire to live on a smaller scale. This was common to all the age-categories
investigated. This may be related to the fact that some of the elderly have more
rooms at their disposal than before. People might therefore be inclined to want
fewer rooms in order to reduce the amount of housework.

Conclusion

The housing situation of the elderly improved in the 1980s and first half of the
1990s. Elderly people more frequently live in a modern dwelling, a dwelling that
can be reached without stairs and a dwelling with a large living room, and less
frequently in a dwelling in the lowest quality-category. A significant shift has taken
away from pre-war dwellings to modern housing. For this the elderly have literally
had to pay a price. The rents paid by the elderly have increased sharply between
1981 and 1994. Despite a much greater dependence on housing benefit they spend
a much higher proportion of their income on housing.

This has not meant that the elderly have become less satisfied with their housing.
Satisfaction rises with age, while dissatisfaction is low and has become even lower
since 1981. Whereas 10% of the elderly were dissatisfied in 1981, the figure now is
just 6%. High quality is evidently more important for the elderly than high housing
costs.

4.3 The residential environment of the elderly

The immediate neighbourhood in which people live becomes more important with
age. This is due in part to the increase in free time and in part to the shrinking
action radius of the elderly, which in turn can be the result of declining fitness (see
chapter 5). Many people now drop out of the labour market at a comparatively early
age, so that the amount of leisure already starts to rise at age 50. The amount of
time spent in and around the home consequently also rises.

This section examines various aspects of the local residential environment. In the
first place the location and physical aspects of the neighbourhood are described,
followed by the social aspects, level of facilities and the amount of nuisance and
aggravation encountered. To conclude the section reports on appraisals by the
elderly of their neighbourhood.

The neighbourhoods in which the younger elderly (55-64 years) live differs from
those in which the older elderly (� 75 years) live in various respects (see table
4.12). With respect to “location of the neighbourhood” the over-75s more
frequently live outside the town-centres and less frequently in the centre or a rural
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environment. In this regard it should be noted that the concept of “centre” needs to
be interpreted broadly: it may be both the centre of a big city and the centre of a
small municipality. This is also why such a high proportion of the population lives
in or near the centre.

Table 4.12 Housing stock in the neighbourhood, by age group 1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

location
in or near the centre 44 42 40 42
outside the centre 24 28 31 27
on edge of residential area 11 12 11 11
rural area 21 19 18 20

neighbourhood construction period
pre-1960 40 45 46 43
1960-1974 39 34 31 35
1975 or later 21 21 23 22

own.occ./rental ratio
mainly o/o homes 39 30 27 33
mainly rented homes 39 47 49 44
50/50 23 23 25 23

main types of dwellings in
neighbourhood

mainly single-family dwellings 69 60 48 61
mainly flats 18 23 30 23
50/50 13 17 22 17

Source: CBS (WBO'93-'94) SCP calculation

In terms of the characteristics of the housing stock in the neighbourhood
differences emerge between the age-categories which run in parallel with the
individual differences between the elderly. The older people are the more frequently
they live in an older neighbourhood and somewhat more frequently in a newer
neighbourhood. The elderly also more frequently live in a neighbourhood
dominated by rented housing and less frequently in a neighbourhood with a
majority of single-family homes. As it is not yet possible to compare these figures
with the same figures from an earlier year it is not yet possible to answer the
question as to whether we are dealing here with an age effect or with the effects of
birth-year cohorts. On the basis of the individual characteristics of elderly people it
might be expected that the elderly in the future will live more frequently in a
neighbourhood with many owner-occupied and single-family dwellings and that
this will change only at advanced ages.

It is possible to obtain only a limited impression of the composition of the
population of the neighbourhoods in which the elderly live. It is possible to report
here only on income level. The figures in table 4.13 reveal that more older than
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younger elderly people live in a neighbourhood with a high concentration of low-
income groups. This pattern follows income patterns among the elderly: many
elderly people suffer a drop in income upon reaching retirement age. Making a
switch from an owner-occupied to a rented dwelling or from a single-family
dwelling to an apartment will also often mean ending up in a neighbourhood with a
different population structure in socio-economic terms.

Table 4.13 Income level of local residents, by age group, 1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

mainly low incomes (NLG < 2,500 per month) 35 42 43 39
mainly higher incomes (NLG > 2,500 per month) 39 34 31 35
equal proportion of lower and high incomes 26 24 26 25

Source: CBS (WBO'93-'94) SCP calculation

The level of facilities in a neighbourhood is often regarded as an important measure
of the suitability of the neighbourhood for elderly people. This is based on the
notion that people’s radius of action shrinks with age as mobility declines with loss
of health and fitness, sometimes to the point that people can no longer drive a car. 

Table 4.14 Neighbourhood facilities by age group, 1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

shops for day-to-day needs
available 78 78 77 78
not available, no problem 16 14 12 14
not available, a problem 6 8 11 8

medical facilities
available 81 80 83 81
not available, no problem 16 15 13 15
not available, a problem 3 4 4 4

public transport stops
available 87 86 86 86
not available, no problem 9 8 7 8
not available, a problem 5 6 7 6

green spaces
available 90 90 90 90
not available, no problem 7 7 7 7
not available, a problem 3 4 3 3

Source: CBS (WBO'93-'94) SCP calculation

The figures in table 4.14 reveal that only a limited group of elderly people have
problems with the lack of certain facilities in the neighbourhood. Nearly all elderly
people have shops for day-to-day requirements, medical facilities, public transport
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stops and green spaces at hand. If these facilities are lacking this causes problems
for only a small number of elderly people. This applies equally to the younger and
the older elderly. Only if there are no shops for day-to-day requirements within
walking distance does the proportion of people for whom this creates problems rise
with age.

An important element in how people perceive their neighbourhood is the extent to
which people are troubled by nuisance or feel unsafe. Various aspects of
neighbourhood nuisance and safety are set out in table 4.15. 

Table 4.15 Safety and nuisance in the neighbourhood, by age group, 1994 (in vertical age group percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

public safety
safe 71 68 67 69
neither safe nor unsafe 16 19 18 18
unsafe 13 14 15 13

road safety
safe 71 72 74 72
neither safe nor unsafe 15 15 15 15
unsafe 15 14 11 13

vandalism/graffiti nuisance
none or limited 84 85 84 84
neither limited nor excessive 10 10 11 10
excessive 6 5 5 6

traffic noise nuisance
none or limited 78 80 83 80
neither limited nor excessive 11 11 10 11
excessive 11 10 7 9

stench/dust/litter nuisance
none or limited 79 81 86 81
neither limited nor excessive 11 11 10 11
excessive 10 8 5 8

nuisance from noise by local
residents

none or limited 88 90 91 89
neither limited nor excessive 7 7 6 7
excessive 5 4 3 4

Source: CBS (WBO'93-'94) SCP calculation

One in three elderly people state they do not feel safe in their own neighbourhood.
One in seven state that they feel distinctly unsafe. It is notable that there are no
differences between the three age categories. It is often assumed that people tend to
feel more unsafe as they get older. This is not borne out by the present research
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material. It may be that the age limit at which feelings of insecurity increase is
lower than 55.
The way the question is asked may also be a factor. We are dealing here specifically
with safety in the person’s own neighbourhood, not with safety in general.

Far fewer elderly people say that they are troubled by the other aspects of safety and
nuisance in the neighbourhood than they are by public safety. Here too there are
few discernible differences in terms of age. If anything there is a tendency for the
perceived nuisance to decline with age. The differences between the age categories
are however so small that firm conclusions are best avoided.
All these aspects affect people’s opinion about their local neighbourhood. A
number of questions were asked in the Housing Needs Survey which throw light on
how elderly people assess their neighbourhood (see table 4.16).

Table 4.16 Opinions about the neighbourhood by age group, 1994 (in percentages)

55-64 yr 65-74 yr � 75 yr total � 55 yr

satisfaction with residential environment 50 50 55 51
highly to exceptionally satisfied
satisfied 40 39 37 39
not so satisfied, unsatisfied 11 11 8 10

residential area has its own character 47 48 51 48
agree
neither agree nor disagree 23 27 29 26
disagree 30 26 20 26

neighbourhood architecture attractive 75 77 82 77
agree
neither agree nor disagree 15 15 13 14
disagree 11 9 5 9

I feel at home in my neighbourhood 89 89 90 89
agree
neither agree nor disagree 6 6 6 6
disagree 5 5 4 5

Source: CBS (WBO'93-'94) SCP calculation

One in ten elderly people are not very satisfied or are dissatisfied with their local
neighbourhood. Over half are highly or exceptionally satisfied. This is consistent
with figures on feelings of safety and exposure to nuisance. Only a few older people
have specific problems with the neighbourhood where they live. This is also evident
from the responses to the question as to whether people feel at home in their own
neighbourhood. Only 5% of the elderly do not feel at home in their neighbourhood
and the same proportion have doubts. A comparison of the opinions about the
neighbourhood with the extent to which people perceive public safety (or lack
thereof ) reveals a close correlation. Elderly people who perceive their
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neighbourhood as unsafe have a much more negative opinion of their local
environment than elderly people who feel safe.

It is notable that opinions about the neighbourhood and the residential environment
are much more positive than the opinion about the nature of the neighbourhood and
the attractiveness of the buildings. No more than half the elderly consider that the
neighbourhood in which they live has a character of its own and over three quarters
consider the building attractive. The relationship between “feeling at home” in a
neighbourhood and living somewhere with an identifiable character of its own is
therefore limited. The number of years that people spend in a particular
neighbourhood and the feelings of safety and security they build up as a result are
probably more important than the architectural features of a neighbourhood.

Conclusion

In the introduction to this section it was suggested that the residential environment
becomes a more important part of daily life as people grow older. The figures
presented here indicate that this need not present insuperable problems. The only
element of concern is the extent to which older people experience a lack of public
safety. A third of elderly people do not feel completely safe in their own
neighbourhood. Closer analysis reveals a strong correlation between feelings of
public safety in the neighbourhood and the extent to which people are satisfied with
the residential environment and feel at home in their own neighbourhood. Public
safety appears therefore to be an increasingly important element of the residential
environment. The experience gained with the modernisation of old neighbourhoods
indicates that renovation is an important aspect of improving the residential
environment but that the utility value of the built environment is even more
important for perceptions of one’s neighbourhood.

4.4 The housing market behaviour of the elderly in relation to physical
limitations

Most elderly people do not want to move. The most important reason for moving is
declining health (see § 4.2.3). The underlying reason for such a move generally
centres on the relationship between the dwelling and the degree of limitation which
elderly people experience in day-to-day life. Elderly people who encounter
problems in their day-to-day activities are required to adapt the home situation in
order to function properly. If climbing stairs for example becomes a problem – the
most common and earliest limitation of the elderly – and the dwelling is accessible
only by stair or has split levels, a decision will have to be taken to move in order to
lead an independent existence. It may also be possible to modify the dwelling by
installing a stair lift. This section examines the extent to which moving patterns are
affected by declining vitality and how this is affected by modifications to the home.

In contrast to the rest of this chapter the discussion is based on persons aged 65 and
over who are living independently. This is because the database in question
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includes people aged 65 and over only. The starting point for the analysis is
provided by the severity of the physical limitations suffered by the elderly. In order
to classify the elderly in terms of their limitations use has been made of the measure
of physical limitations, as discussed in the SCP-Cahier Vraagverkenning wonen en
zorg voor ouderen (Timmermans et al 1997a).

In order to obtain an initial impression of the relationship between limitations and
the housing situation the severity of the limitation and the type of dwelling have
been cross-related in table 4.17. The large majority of elderly people without
limitations live in a single-family dwelling – probably the same one as when the
children were still at home. The peak of the housing career has been achieved and
people are satisfied with where they live. There are no reasons to move. A quarter
of the elderly without physical limitations live in an apartment. This category
includes older people who have modified their housing situation – not because of
their physical limitations but because of changed family circumstances. The
children are no longer at home; a large single-family dwelling requires a lot of
internal and external maintenance. The stairs are still manageable but no longer
welcome. All sorts of other factors are also conceivable. Widowhood may also be an
important reason for downsizing. A single-family dwelling is generally much too
big for an elderly single householder, while feelings of insecurity, associated with
living on the ground floor, can also play a role in the decision to move. 

Table 4.17 Type of dwelling by degree of limitations, over-65s, 1996 (vertical percentages) 

degree of limitations

none slight moderate severe

single-family dwelling 68 56 49 42
apartment 24 31 33 31
independent old people's dwelling 6 9 13 17
sheltered/warden-assisted housing/service flat 1 4 6 11
total 100 100 100 100

Source: CBS (EBB-elderly'96) SCP calculation

Only a very limited proportion of elderly people without limitations live in a
dwelling specially designed for the elderly. 6% live in an independent old people’s
flat, which generally means only that it has been fitted with an alarm button for
emergencies. Virtually no elderly people without physical handicaps live in old
people’s flats offering specialist packages of care, such as sheltered/warden-assisted
housing service flats. On the one hand this is because such dwellings are generally
only made available to people with an identified medical need, while on the other
hand the elderly are disinclined to choose such accommodation as the living space
is much smaller than that in ordinary housing (see also Timmermans et al. 1997b).

These figures enable a clear link to be established between the severity of the
physical limitation and the nature of the housing. The proportion of elderly people
in a single-family dwelling falls appreciably as the severity of the limitation
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increases. By contrast, the proportion of elderly people in dedicated housing rises
the more severe the limitation. Such accommodation is more geared to the physical
limitations of the occupant than is normal housing. It is therefore all the more
striking that over 40% of elderly people with serious limitations in their daily lives
live in a single-family dwelling forming part of the mainstream housing stock.
Only one third of these elderly people live in specialised self-contained
accommodation designed for elderly people. It is therefore possible to live in the
ordinary housing stock even with a serious physical limitation.

Table 4.18 Propensity to move of the over-65s, by degree of physical limitation and housing type, 1996 (in
percentages)

single-family apartment self-contained sheltered/ totaal
dwelling housing for the warden-assisted

elderly housing/
service flat

degree of physical limitation
no limitations 17.8 16.2 7.3 4.9 16.6
slight limitations 20.2 17.1 11.8 9.3 18.0
moderate limitations 24.9 21.8 15.9 8.5 21.8
severe limitations 29.7 29.1 20.5 7.0 25.7
total 20.4 19.2 13.2 7.7 18.9

Source: CBS (EBB-elderly'96) SCP calculation
 

The relationship between the severity of the physical limitation, the nature of the
present accommodation and the desire to move is shown in table 4.18. The figures
reveal that both the severity of the physical limitation and the type of dwelling
people are living in affect the desire to move. Among elderly people without
limitations, 16.6% wish to move; among those with serious limitations the figure is
25.7%. On the other hand older people living in a single-family dwelling or
apartment – i.e. a dwelling not specially adapted for elderly people – far more
frequently want to move than do elderly people in specialised self-contained
housing for the elderly. If the severity of the physical limitation and housing type
are combined, it is evident that elderly people with severe limitations living in a
single-family dwelling are the most prone to move. At the other end of the
spectrum are the elderly without limitations living in specialised housing for the
elderly. Members of this group have the least inclination to move.

The propensity to move of elderly people in single-family homes and that of elderly
people in apartments does not differ greatly. Elderly people living in self-contained
old people’s accommodation are clearly less inclined to move, but this rises with
the severity of the physical limitation. Only in the case of elderly people in the
more protected self-contained types of housing is there little link between the
propensity to move and physical limitation. This may be explained by the fact that
only one further step remains, namely moving to residential care – a step seldom
taken voluntarily but generally enforced by circumstances. Few elderly people will
describe this as the situation they themselves desire.



96

The available statistical material also enables the relationship between limitations,
adaptations of the home and moving patterns to be analysed in more detail. To this
end seven daily activities in and around the house have been selected, such as
climbing stairs, walking in the home, washing oneself, and going to the lavatory
unaided or, etc. The required adaptation of the home has been examined for each of
these activities where there are limitations. It should be noted that this analysis is
certainly not comprehensive since the database in question (EBB-elderly’96) asked
questions about a limited number of home adaptations only.

Before examining the data in more detail, the seven daily activities and possible
home adaptations are shown below (diagram 4.1).

Diagram 4.1 Physical limitations and home adaptation
difficulty with possible adaptation of the home
moving from one room to another on the same floor lower thresholds

going up and down stairs access not involving stairs

washing oneself all over seat in shower or bath-lift

washing face and hands handles and supports in bathroom

getting in and out of bed elevated bed

going to the lavatory adapted or elevated toilet

handles on walls and doors

lower thresholds

anti-slip in bathroom
handles and supports in bathroom

handles in the lavatory

Table 4.19 shows the relationship between physical limitation, home-adaptation
and propensity to move. As has already been seen, people who have no trouble with
certain daily activities are less inclined to move than those who do have physical
handicaps. The extent to which people with one or more physical limitation wish to
move depends heavily on the availability of adaptations in the home. People having
difficulty moving from one room to another on the same floor and without
modifications in the form of lowered thresholds are twice as likely to want to move
as people who do have lowered thresholds. The same applies for virtually all of the
seven activities and the related adaptations of the home. The latter therefore appear
to have an important bearing on the extent to which the elderly consider it
necessary to move. It is also noteworthy that people with a physical limitation and
adaptations in the home are more inclined to move than are people without physical
limitations. Evidently the modifications do not sufficiently compensate for the
limitations which the dwelling imposes on them.
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Unfortunately the available databases do not permit a direct relationship to be
established between adaptations of the home and behaviour in the housing market.
People wanting to move were not asked whether they would no longer wish to do so
if their present dwelling could be adapted in line with their limitations.

Table 4.19 Desire to move among the over-65s with and without difficulty in daily activities in and around the house
in relationship to availability of adaptations, 1996 (in percentages)

physical limitations no adaptation  difficulty, diffciculty,
difficulty no adaptation adaptation

moving from one room to 18.5 lowered thresholds 30.3 16.5
another on the same floor

handles on walls and doors 24.8 19.5

going up and down stairs 16.5 dwelling accessible without stairs 33.1 22.6
no split levels 33.6 20.3

leaving and entering the 18.1 dwelling accessible without stairs 35.6 23.2
dwelling

lowered thresholds 32.8 16.4

washing oneself all over 18.4 handles and supports in bathroom 26.8 17.3
seat in shower or bath-lift 27.7 15.8
anti-slip in bathroom 27.9 20.5

getting in and out of bed 18.3 elevated bed 22.7 26.0

washing hands and face 18.8 handles and supports in bathroom 25.3 20.6

going to the lavatory 18.8 modified or elevated toilet 26.7 22.2
handles in the lavatory 33.7 16.6

Source: CBS (EBB-elderly'96) SCP calculation

As noted many younger elderly people are at the peak of their “housing careers”
and are only prompted to move if health and the severity of the limitations in their
daily lives make this necessary. This emerges from the figures in table 4.20. Nearly
three quarters of elderly people wishing to move want to move to some form of old
people’s accommodation. Nearly a quarter of the total number of elderly people
wishing to move want for example to move from a single family dwelling to self-
contained housing for the elderly. In total over a third of all elderly people planning
to move want to move to an old people’s flat and a quarter to sheltered/warden-
assisted housing or a service flat. Possibly through force of circumstance, one in ten
elderly people wishing to move opt for residential care.

Earlier in this section it became clear that the severity of the physical limitations
affected the extent to which people had planned to move. The figures presented in
table 4.20 indicate that the severity of the physical limitation is also of major
importance for the housing wishes of elderly people planning to move. In
particular, the desire to move to specialised old people’s accommodation elements
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of care – protected housing, service flats and residential complexes – increases
sharply the greater the physical limitations of the person wishing to move. The
same applies to the desire to move to residential care. This does not however apply
to self-contained old people’s accommodation. Irrespective of the severity of the
limitation, nearly 40% of elderly people wanting to move wish to do so to self-
contained housing for the elderly. This proportion only falls among elderly people
with a severe physical disability. This type of housing therefore plays an important
role for elderly people. Whether or not they are suffering from a physical limitation,
they evidently consider such accommodation to be a good compromise between
ordinary housing and accommodation providing an element of care.

Table 4.20 Desired house-moves among the over-65s, by nature of present and desired dwelling and degree of
physical limitation, 1996 (vertical percentages)

no slight moderate severe total
limitations limitations limitations limitations

from single-family dwelling
  to single-family dwelling 11 6 3 1 6
      to apartment 17 9 7 2 11
      to housing for the elderly 29 28 24 17 26

to sheltered/warden-assisted
housing/service flat 11 14 16 19 14

      to residential care 2 4 4 10 4

from apartment
  to single-family dwelling 10 9 8 3 8
      to housing for the elderly 6 9 9 8 8

to sheltered/warden-assisted
housing/service flat 5 9 12 13 9

      to residential care 1 3 5 9 4

from housing for the elderly
      to housing for the elderly 2 3 3 4 3

to sheltered/warden-assisted
housing/service flat 0 2 5 1 2

      to residential care 0 2 2 10 2

other types of moves   5 4 2 3 3
total 100 100 100 100 100

total housing for the elderly 37 40 36 29 37
total sheltered/warden-assisted
housing/service flat 16 25 33 33 25
total residential care 3 9 11 29 10

Source: CBS (EBB-elderly'96) SCP calculation

Conclusion

Elderly people do not have a marked desire to move. Where they do this is
generally related to health. An important factor in this regard is the suitability of
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the dwelling. If negotiating stairs becomes a problem and the dwelling can only be
reached by stairs, moving becomes inevitable. There does indeed prove to be a link
between the extent to which people have difficulties with everyday activities and the
desire to move. The propensity to move does however depend heavily on the extent
to which the present dwelling has been modified in line with the limitations.
Modifications to the home are not, however, sufficient in themselves to prevent
people from moving – as indicated by the fact that many people with a serious
physical limitation express an (enforced) wish to move to an old people’s or
nursing home. It is noteworthy that housing for the elderly is desired by all elderly
people wishing to move, and not just by those with physical limitations. Old
people’s accommodation linked to some kind of care, such as warden-assisted
housing, only figures in people’s calculations once they are experiencing actual
limitations in daily life.

4.5 Geographical distribution of the elderly

The geographical distribution of the elderly in the Netherlands is relevant for the
provision of facilities tailored to them. Given the prospect of an ageing population
it is therefore of interest to obtain an impression of the geographical distribution of
the elderly in the future. An outline is first provided of developments in recent
decades, followed by possible future trends. This is done at various levels of
geographical scale, the areas in question being contiguous. The analysis is
conducted at three levels: namely that of the province, the “Corop area” and the
municipality. The Corop area is used here as an approximation of a housing market
area, analysis of which is not possible on account of the lack of such areas in the
older population databases. The Corop area is based on the uptake of facilities in a
particular region and is based on the notion of a central core with surrounding
smaller municipalities, the population in which makes use of facilities in the
central core. This regional classification has not been amended since the 1970s,
thus permitting time-series analysis.

Table 4.21 shows the ageing process since 1977. In each of the provinces there has
been an increase in the share of the over-65s and over 75s in the period 1977-1997.
The increase in the percentage of over-65s was above the national average in
Drenthe, Noord-Brabant, Limburg and Flevoland. This may be seen from the index
in the table, which increased for these provinces. Conversely the increase in the
proportion of elderly people lagged behind national developments in Groningen,
Friesland, Noord- and Zuid-Holland and Zeeland. The figures also reveal the
existence of greater differences between the provinces in 1977 than in 1997. In
1977 Zeeland stood out as the most “aged” province, with nearly 30% more people
aged 65 and over than the national average. Right at the bottom was the recently
created province of Flevoland, where there were virtually no older people. Twenty
years later the differences are much less pronounced. Zeeland remains the “greyest”
province, but differs less markedly from the national picture. While Flevoland
remains the least aged province the proportion of elderly people has risen
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explosively. Elderly people have become much more evenly distributed over the
Netherlands in the past 20 years.
The provincial level is of course no more than a coarse yardstick for measuring
distribution, with a major chance of marked variations within the provinces. For
this reason the same analysis has been conducted at a lower level of scale, namely
that of the Corop areas.

Table 4.21 Geographical distribution of the elderly, by province, 1977-1997 (in percentages and index figures,
Netherlands total = 100)

1977 1997

% � 65 yr index % � 75 yr index % � 65 yr index % � 75 yr index

Groningen 12.8 116 5.0 121 14.5 108 6.7 116
Friesland 12.7 116 5.1 123 14.2 105 6.4 110
Drenthe 10.9 100 4.3 103 14.8 110 6.3 109
Overijssel 10.6 97 3.9 94 13.4 100 5.6 97
Gelderland 10.6 96 4.0 97 13.3 99 5.6 97
Utrecht 10.6 96 4.1 99 12.4 93 5.5 95
Noord-Holland 12.0 110 4.7 113 13.5 101 6.1 105
Zuid-Holland 12.1 110 4.6 111 13.8 103 6.3 109
Zeeland 13.9 127 5.6 135 16.1 120 7.5 130
Noord-Brabant 8.5 77 2.9 71 12.2 91 4.8 82
Limburg 9.0  82 3.1 76 13.8 103 5.4 93
Flevoland 2.3 21 0.3 7 9.1 68 3.4 58

Netherlands (total) 11.0 100 4.1 100 13.4 100 5.8 100

Source: CBS (Age-structure per municipality, 1 January 1977, 1997) SCP calculation

The figures in table 4.22 show that there are indeed substantial differences within
the provinces with respect to the level of and trends in ageing. In 1997 Haarlem
and environs were the most elderly region in the Netherlands, closely followed by
Zeeuws-Flanders. There are major internal differences in the trends in the various
provinces. The three regions in Groningen each display a different pattern. The
proportion of over-65s in East Groningen is rising in line with the national growth
rate; in Delfzijl and environs the proportion is rising much more rapidly, while in
Other Groningen it lags strongly behind the national trends. Other provinces with
marked differences in growth rates within the provincial borders are Gelderland,
Noord- and Zuid-Holland and Zeeland.

The fact that regional differences are narrowing is also evident at this more detailed
level. Whereas the agglomerations of The Hague and Haarlem had an
overrepresentation of the over-65s of 40% in 1977, the highest degree of
overrepresentation now is 30% (Haarlem and Zeeuws-Flanders). The southern
IJsselmeer polders have the strongest underrepresentation, although this declined
markedly between 1977 and 1997.
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Table 4.22 Geographical distribution of the over-65s by Corop area, 1977-1997 (in percentages and index figures,
Netherlands total = 100)

1977 1997

% index % index

East Groningen 13.4 122 16.4 122
Delfzijl and environs 11.4 104 15.1 113
Groningen, other 12.7 116 13.5 101
North Friesland 12.7 116 13.7 102
S.W. Friesland 12.4 113 14.0 105
S.E. Friesland 12.8 117 14.9 111
North Drenthe 11.8 108 14.8 111
S.O. Drenthe 10.0 91 14.6 109
S.W. Drenthe 11.1 101 15.1 113
North Overijssel 10.3 94 12.8 96
S.W. Overijssel 11.8 107 14.4 107
Twente 10.5 96 13.5 101
Veluwe 10.2 93 13.2 99
Achterhoek 11.1 101 14.7 110
Arnhem + Nijmegen agglomerations 10.6 97 13.1 98
S.W. Gelderland 10.7 97 11.7 87
Utrecht 10.6 96 12.4 93
Kop Noord-Holland 8.9 82 11.2 84
Alkmaar and environs 9.3 85 12.2 91
IJmond 9.4 86 15.4 115
Haarlem agglomeration 15.1 138 17.5 131
Zaanstreek 9.9 91 13.3 99
Greater Amsterdam 13.0 119 12.8 96
Gooi- en Vechtstreek 13.4 122 16.7 125
Leiden + Bollenstreek agglomeration 10.0 91 12.4 93
Den Haag agglomeration 15.4 140 16.2 121
Delft+ Westland 9.2 84 12.1 90
East Zuid-Holland 8.5 78 10.8 80
Greater Rijnmond 12.6 115 14.3 106
S.E. Zuid-Holland 10.1 92 13.2 98
Zeeuws-Vlaanderen 13.9 127 17.2 128
other Zeeland 13.9 126 15.7 117
West Noord-Brabant 9.6 87 13.2 99
Central Noord-Brabant 8.8 80 12.1 90
N.O. Noord-Brabant 7.8 71 11.4 85
S.E. Noord-Brabant 7.9 72 12.1 90
North Limburg 8.1 74 12.0 89
Central Limburg 8.4 76 13.0 97
South Limburg 9.5 87 14.9 111
Southern IJsselmeerpolders 2.3 21 9.1 68

Netherlands (total) 11.0 100 13.4 100

Source: CBS (Age structure by municipality, 1 January 1977, 1997) SCP calculation

The explanation for the more even distribution of elderly people may be found in
the younger age categories. If the regional distribution of the 45-64-years age group
in 1977 is compared with the regional distribution of the over-65s in 1997 there
turns out to be a clear relationship. Statistical analysis generates a correlation of
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0.85 between the younger age group in 1997 and the older group in 1997. This
means that two-thirds of the differences between the regions in the percentages of
people aged 65 and over in 1997 may be explained by the differences between the
regions in the percentages of 45-64-year-old in 1977. This  means that the
proportion of 45-64-year-olds in 1997 will have important predictive value for
ageing in the future.

On account of the above this element has also been included in the description of
the development of ageing in the various groups of regions. The regions have been
classified in four different ways, with the top ten being shown in tables 4.23-26.
These concern the most aged regions in the Netherlands, the regions with the
greatest increase in the number of over-65s between 1977 and 1997, the regions
with the smallest increase in the number of over-65s between 1977 and 1997 and
the regions with the greatest increase in 45-64-year-olds between 1977 and 1997.

Table 4.23 Top-ten most aged regions in the Netherlands, 1997

% over 65s increase in over 65s (%) increase in 45-64-year-olds (%)

1997 1977-1997 1977-1997

Netherlands total 13.4 21.8 17.6

Haarlem agglomeration 17.5 15.9 7.9
Zeeuws-Flanders 17.2 23.7 18.8
Gooi and Vechtstreek 16.7 24.6 13.4
East Groningen 16.4 22.3 19.2
The Hague agglomeration 16.2 5.2 %6.3
other Zeeland 15.7 12.9 16.7
IJmond 15.4 63.8 9.1
Delfzijl and environs 15.1 32.4 27.7
S.W. Drenthe 15.1 36.0 21.1
South Limburg 14.9 56.8 18.4
S.E. Friesland 14.9 16.4 25.5

Source: CBS (Age structure by municipality, 1 January 1977, 1997) SCP calculation

The most aged regions in the Netherlands are distributed all over the country (see
table 4.23). Both the western conurbation or Randstad and the other parts of the
country are represented. The trends in the most aged regions have however been
uneven, as evident from the increase in the proportion of elderly people between
1977 and 1997. In the agglomeration of Haarlem ageing has lagged behind
national trends over the past 20 years. Ageing in this region will continue to
decline in the future as the increase in the number of 45-64-year-olds (the elderly of
the future) is well down on the national figure. The same applies to the
agglomeration of The Hague. The Gooi and Vechtstreek and IJmond regions have
reached their ageing peak and the proportion of elderly people will fall in relative
terms in the coming decades. These regions have aged markedly in recent decades,
but the younger age group (45-64 years) is increasing less rapidly than at national
level. Delfzijl and environs and S.W. Drenthe have seen a sharp increase in ageing
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over the past 20 years, which will continue in the coming decades in view of the
above-average increase in 45-64-year-olds. 

Table 4.24 Top-ten regions with the greatest increase in over-65s, 1977-1997

% over-65s increase in over-65s (%) increase in 45-64-year-olds (%)

1997 1977-1997 1977-1997

Netherlands total 13.4 21.8 17.6

Southern IJsselmeer polders 9.1 396.0 40.3
IJmond 15.4 63.8 9.1
South Limburg 14.9 56.8 18.4
Central Limburg 13.0 54.8 35.8
S.E. Noord-Brabant 12.1 53.2 33.9
North Limburg 12.0 48.1 37.0
S.E. Drenthe 14.6 46.0 24.4
N.E. Noord-Brabant 11.4 42.3 37.1
West Noord-Brabant 13.2 37.5 27.7
S.W. Drenthe 15.1 36.0 21.1

Source: CBS (Age structure by municipality, 1 Januari 1977, 1997) SCP calculation

The regions with the highest growth figures for the elderly are Limburg, Brabant
and Drenthe (see table 4.24). At present the ageing in these regions is still in line
or below the national average, but will continue in most regions. With the
exception of the IJmond region and South Limburg, the proportion of 45-64-year-
olds grew substantially more rapidly in these growth regions between 1977 and
1997 than nationally. 

Table 4.25 Top-ten regions with the lowest increase in the over-65s, 1977-1997

% over-65s increase in over 65s (%) increase in 45-64-year-olds (%)

1997 1977-1997 1977-1997

Netherlands total 13.4 21.8 17.6

Greater Amsterdam 12.8 %1.5 %3.2
The Hague agglomeration 16.2 5.2 %6.3
other Groningen 13.5 6.3 10.3
North Friesland 13.7 7.9 20.6
S.W. Gelderland 11.7 9.3 24.5
Greater Rijnmond 14.3 13.5 6.0
other Zeeland 15.7 12.9 16.7
S.W. Friesland 14.0 12.9 32.6
S.E. Friesland 14.9 16.4 25.5
Haarlem agglomeration 17.5 16.9 7.9

Source: CBS; (Age structure by municipality, 1 January 1977, 1997) SCP calculation
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Easily the greatest increase has taken place in the southern IJsselmeer polders. This
has been an exercise in catching up, which has been associated with a marked
increase in the population. The original settlers of these regions are moving up into
the older age categories and comparatively large numbers of younger old people
have settled in the new and growing city towns. Ageing is set to increase here in
the coming decades again in view of the above-average increase in the proportion
of 45-64-year-olds.

The regions where the proportion of people aged 65 and over has grown the least
are characterised by urbanness and ruralness (see table 4.25). Ageing is increasing
in relative terms in both the big cities and in Friesland. This means that although
there has been an increase in the proportion of over-65s, this increase has lagged
considerably behind the national trend. In the Greater Amsterdam region there has
even been an absolute decrease in the number of over-65s.
In the urban regions around Amsterdam, The Hague, Rotterdam and Haarlem
ageing will in the coming decades continue to decline or to rise less rapidly than is
nationally the case since the growth in the proportion of 45-64-year-olds is lagging
behind the national trend. In Amsterdam and The Hague the proportion is even
declining. The regions in which these municipalities are located are therefore
seeing a marked rejuvenation of the population. 
The decline in the ageing process will not be sustained in the regions of S.W.
Gelderland, S.W. Friesland and S.E. Friesland in the coming decades since the
proportion of 45-64-year-olds there is rising rapidly.

Table 4.26 Top-ten regions with the greatest increase in 45-64-year-olds, 1977-1997

% over-65s increase in over-65s (%) increase in 45-64-year-olds (%)

1997 1977-1997 1977-1997

Netherlands total 13.4 21.8 17.6

Kop Noord-Holland 11.2 25.8 51.9
Alkmaar and environs 12.2 31.2 40.6
Southern IJsselmeerpolders 9.1 396.0 40.3
East Zuid-Holland 10.8 27.0 39.5
N.E. Noord-Brabant 11.4 46.2 37.1
North Limburg 12.0 48.1 37.0
Central Limburg 13.0 54.8 35.8
Central Noord-Brabant 12.1 37.5 34.4
S.E. Noord-Brabant 12.1 53.2 33.9
S.W. Friesland 14.0 12.9 32.6

Source: CBS (Age structure by municipality, 1 January 1977, 1997) SCP calculation

Looking to the future, the regions with the greatest increase in the proportion of 45-
64-year-olds in the period 1977-1997 are of interest (see table 4.26). A number of
regions in the Randstad and large elements of Limburg and Noord-Brabant emerge
from this selection. There is a marked chance of a sharp increase in ageing in the
coming decades in the northern part of Noord-Holland and the eastern part of Zuid-
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Holland. Whereas the big cities in the Randstad are clearly getting younger, the
population in part of the suburban areas is ageing. There has been a notably rapid
increase in the proportion of 45-64-year-olds in the regions in the southern
provinces as the ageing there has also increased very sharply in recent years. 

At an even lower level of scale it is possible to analyse age-structure trends in the
municipalities. Municipal population forecasts are available, although these do not
look far into the future, namely no more than ten years. The forecasts do however
provide an impression of the direction of ageing in the coming years. Since the
forecasting period is comparatively brief, the changes in the proportion of elderly
people are not so marked.

Table 4.27 Municipalities by expected increase and decrease in the percentage of over-65s, 2000-2010

biggest increase in over-65s population size decrease in % of over-65s population size
(5% or more) 2000 (x 1,000) 2000 (x 1,000)

Peize (Drenthe) 5.0 Groningen 170.3
Stad Delden (Overijssel) 7.3 Utrecht 227.3
Hoevelaken (Gelderland) 8.7 Amsterdam 712.8
Zevenaar (Gelderland) 27.7 Beverwijk (Noord-Holland) 35.5
Harmelen (Utrecht) 8.0 Bussum (Noord-Holland) 30.6
Graft-de Rijp (Noord-Holland) 6.2 Haarlem (Noord-Holland) 145.7
Heerhugowaard (Noord-Holland) 44.5 Hilversum (Noord-Holland) 81.5
Nederhorst Den Berg (Noord-Holland) 5.1 Barendrecht (Zuid-Holland) 27.8
Schagen (Noord-Holland) 17.6 The Hague 429.6
Schoorl (Noord-Holland) 6.7 Leidschendam (Zuid-Holland) 40.4
Ter Aar (Zuid-Holland) 9.1 Rotterdam 576.9
De Lier (Zuid-Holland) 11.5 Schiedam (Zuid-Holland) 74.8
Nieuwkoop (Zuid-Holland) 11.0 Voorschoten (Zuid-Holland) 23.9
Rijnwoude (Zuid-Holland) 19.5 Sluis (Zeeland) 6.7
Warmond (Zuid-Holland) 5.3
Bladel (Noord-Brabant) 18.9
Heeze-Leende (Noord-Brabant) 15.4
Nuenen e.o. (Noord-Brabant) 22.9
Heel (Limburg) 8.1
Voerendaal (Limburg) 13.1

Source: CBS (Monthly Population Statistics, March 1998) 

Table 4.27 extracts two groups of municipalities out of the total database. In the
one group the proportion of over-65s has risen by 5% or more in the space of ten
years, while in the other group the proportion of over-65s is declining. The figures
reveal that the group with a rising share consists solely of small municipalities.
Only Heerhugowaard with 44,500 inhabitants is relatively big. The rapid ageing in
the near future is therefore concentrated in small municipalities. These are located
primarily in Noord- and Zuid-Holland while Friesland, Groningen, Zeeland and 
Flevoland do not appear in the table at all.
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Municipalities with a declining proportion of over-65s, by contrast, are often fairly
populous. These municipalities include the four big cities and Groningen. In
addition the proportion of elderly people is shrinking most notably in the smaller
and medium-sized towns in Noord- and Zuid-Holland. 

Conclusion

The most important conclusion is that the elderly will in future be distributed much
more evenly throughout in the Netherlands than in recent decades. This process has
been under way for some time and, on the basis of the present distribution of the
55-64-year age group, may be expected to continue. Geographical differentiation
does of course depend on the scale at which this is analysed. The trend is, however,
towards the national average at both the level of the province and that of Corop
area. This means that the proportion of over-65s will decline in those regions where
it is now high and increase where it is low. This applies to most regions, although
there are a few regions in which the process of ageing will exceed the national
average in the coming decades. These are regions which already have a higher
proportion of elderly people than the national average and where the population
aged 45-64 has also increased more rapidly than nationally. The regions in
question are Delfzijl and environs, S.W. Drenthe, S.E. Friesland and S.W.
Friesland.
Conversely there are also a number of regions where the proportion of over-65s is
already below the national average and where that proportion is growing less
rapidly than nationally. These are regions of which the three biggest cities –
Amsterdam, Rotterdam and The Hague – form part and the regions with the cities
of Groningen and Haarlem within their borders. These areas will see a marked
rejuvenation of the population.
The regions with the greatest increase in the proportion of elderly people in recent
years and where the strongest increase in the future is expected are located in
Limburg and Noord-Brabant.

There are, in brief, few areas where the ageing is likely to exceed the national level
greatly. For the distribution of the facilities for elderly people this means that no
specific regions can be pinpointed where facilities need to be concentrated. Greater
attention will however need to be paid to the level of facilities in regions which will
be making good the backlog in ageing in the coming years.

4.6 Summary

This chapter has examined the housing of the elderly and the neighbourhoods and
regions in which they live. In addition housing-market behaviour has been analysed
both in general terms and in relation to the health and fitness of the elderly. 

The housing situation of elderly people has improved between 1981 and 1994. They
more frequently live in an easily accessible dwelling (without stairs) and the
average quality of the dwelling has improved (the elderly more frequently lived in
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1994 in a more modern dwelling and in a dwelling with somewhat more rooms and
a large living room). 
The rents paid by the elderly increased sharply between 1981 and 1994 (on average
by 47%). In 1994 the elderly on average spent 25% of their net income on rental
charges (in 1981 this was 15%). In part this increase in housing charges is because
the elderly have moved to newer housing. The elderly have become increasingly
dependent on housing benefit.

The percentage of older people wanting to move remained unchanged between
1981 and 1994. The type of move desired has however been changing: increasing
numbers want to move from owner-occupied housing to other owner-occupied
housing (instead of to rented accommodation as before) and more people want to
move to something smaller. 

Generally speaking the elderly are satisfied with their residential environment and
feel at home in their neighbourhood. Safety in the neighbourhood is however a
source of concern: one in seven feel distinctly insecure. There is a close correlation
between perceptions of social safety in a neighbourhood on the one hand and the
extent to which people are satisfied with and feel at home in their own
neighbourhood on the other.

Nearly a fifth of elderly people wish to move. Their desire to do so is closely related
to their physical limitations, the suitability of the home (with or without stairs) and
the availability of adaptations to the home (such as lowered thresholds).
Adaptations are not however always sufficient to stop people moving. Many people
- including those without physical limitations - want to move to some form of
specialised old people’s housing. The elderly only want to move to sheltered
housing, a service flat or warden-assisted accommodation once they encounter
actual limitations in daily life.

The geographical distribution of elderly people (the over-65s) has changed
substantially in recent years. Whereas in 1997 there was a marked
overrepresentation of elderly people in the province of Zeeland and a marked
underrepresentation in Flevoland, the differences had narrowed substantially in
1997. Within the provinces, however, there remain marked differences. Analysis at
a smaller level of scale – that of the 40 Corop areas – shows the agglomeration of
Haarlem, Zeeuws-Flanders, de Gooi and Vechtstreek, East Groningen and the
agglomeration of The Hague to be the “greyest” regions in the Netherlands. The
proportion of elderly people in Haarlem and The Hague has however increased by
less than the national average over the past 20 years. The increase in the other
“aged” regions has been comparable with that of the Netherlands as a whole. The
greatest increase in the proportion of over-65s has taken place in the southern
IJsselmeer polders, IJmond and most parts of Noord-Brabant and Limburg. The
increase has lagged markedly behind national trends in the big cities and in
Friesland over the past 20 years. The greatest growth in the proportion of elderly
people in the coming decades is anticipated in the northern part of Noord-Holland,
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in the IJsselmeer polders and in Noord-Brabant and Limburg. The regional
variations in the extent of ageing will decline sharply in the coming decades. With
the growing proportion of elderly people in the Netherlands there are ever fewer
regions where that proportion differs markedly from the national average.
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5  HEALTH, WELL-BEING AND THE UPTAKE OF HEALTHCARE

Mirjam de Klerk and Josette Hessing-Wagner

5.1 Introduction

Old age remains associated with illness, infirmity and the intensive uptake of a
wide range of healthcare. To some extent this image is correct, for “all health
indicators reveal a decline in health with advancing years” (Fengler et al. 1997:
52). This gloomy picture does not however eliminate the fact that many elderly
people also grow old healthily and make little if any use of healthcare facilities.

This chapter provides a survey of the health of elderly people and their uptake of
healthcare facilities. No significant change has taken place in the health of the
elderly since the previous Report on the Elderly, which also examined this subject
in detail. The intervening period has seen the publication of the Volksgezondheid
Toekomst Verkenning 1997 (A Survey of Public Health in the Future 1997), which
also looked in detail at the health of the elderly (see for example Pot and Deeg
1997). To some extent therefore this report does no more than to review the current
situation (§ 5.2). A new feature of this section is an insight into the changes among
the elderly with respect to functional limitations. On the basis of longitudinal data
in the Longitudinal Ageing Study Amsterdam (LASA) it is possible to establish the
extent to which the limitations of the elderly have been increasing or decreasing.
More extensive attention than in previous reports is also devoted to the well-being
of the elderly (§ 5.3). Both aspects – physical health and well-being – may be
interpreted as indicators of the “quality of life” of the elderly. Section 5.4 onwards
examines the uptake of various healthcare facilities, including an examination of
the determinants of healthcare consumption. Among other things section 5.4
discusses home care, private health and informal care. In view of the fact that
virtually no new data have become available since the publication of
Vraagverkenning wonen en zorg voor ouderen (Timmermans et al. 1997a), a
summary has simply been provided of previously published data, although these
have been presented differently. No explicit attention has been devoted to the use of
medical aids and appliances and meals-on-wheels, since no new insights have
become available in these areas and it is not possible to cover all the facilities in
this chapter.

A relatively new form of health provision is the client-linked or individualised
budget. This is discussed in some detail in chapter 5.5 as it has not been touched
upon in previous Reports on the Elderly. Section 5.6 examines the residential care
of the elderly in old people’s and nursing homes. This looks not just at the uptake
of these facilities but also at the waiting lists and the quality of nursing-home care.
No national figures are known for the satisfaction of residents in old-people’s
homes. The chapter concludes with a summary (§ 5.7).
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Definition of the elderly

In this chapter the elderly are defined as those aged 55 and over. In a number of
cases – for example estimates of the numbers of elderly people requiring care in the
future – figures are only available for older population categories (i.e. persons aged
65 and over). Where the data relate specifically to a subgroup of the elderly
population this will be made clear.

5.2 Health

5.2.1 Introduction

There are numerous indicators for establishing whether people are healthy. In
many cases this is based on self-assessment (rather than medical opinion). To begin
with this chapter identifies a number of more or less objective indicators of health
among the elderly, namely the incidence of chronic disorders or physical
limitations (§ 5.2.2). These statistics relate to the health status of a group of elderly
people at a certain point in time. The chapter goes on to examine changes in the
health status of the elderly, with particular emphasis on changes in the limitations
suffered by people and the (healthy) life expectancy of the elderly (§ 5.2.3). The
chapter concludes with a consideration of what the elderly themselves think about
their health and the importance they attach to good health (§ 5.2.4).

5.2.2 Indicators of health: chronic diseases and limitations

In 1996 around two thirds of the over-55s living independently suffered from one
or more chronic disorders. This is based on self-reporting: respondents were asked
whether they suffered from a particular disorder.

Among the over-75s some two thirds suffer from a chronic illness. Women suffer
more commonly from disorders than men in all age categories. Only heart
conditions are more common among men than women. Arthrosis and high blood
pressure are particularly common among the elderly (see table 5.1).
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Table 5.1 Incidence of chronic disorders by age group and sex, 1996 (in percentages)
35-54 years 55-74 years � 75 years total � 55 years
m f tot m f tot m f tot m f tot

no chronic disorder 60 53 56 43 29 35 35 19 24 41 26 33
one chronic disorder 28 26 27 32 31 31 38 24 29 33 29 31
two or more chronic
disorders 13 21 17 26 40  34 28 57 47 26 45 37

arthrosis 7 7 7 14 29 22 15 42 33 14 33 24
high blood pressure 7 8 7 19 24 22 19 31 27 19 26 23
back complaint 13 12 12 12 14 13 6 17 13 11 15 13
asthma 5 7 6 8 11 10 13 11 12 9 11 10
heart trouble 1 1 1 8 4 6 16 11 13 10 6 7
arthritis 2 3 3 4 8 6 6 10 8 4 9 7

(n) (1,145) (1,164) (2,309) (660) (752) (1,412) (146) (281) (427) (806) (1,033) (1,839)
Source: CBS (GEZ'96)

A background study for the Volksgezondheid Toekomst Verkenning 1997 reveals
that the incidence and prevalence of a large number of diseases of relevance for the
elderly (including various forms of cancer, heart attacks, diabetes and dementia)
have increased over the past ten years (Pot and Deeg 1997: 116). Only the
incidence of lung and stomach cancer and acute heart infarct has declined. One of
the reasons for this increase in the incidence and prevalence of disorders has been
the improved detection of these diseases.

The extent to which these disorders result in limitations may be seen from table
5.2, which shows how many older people with a chronic illness suffer from a
physical limitation, either moderate or severe. Chronically ill elderly people are
roughly six times as likely to suffer from a serious physical limitation than non-
chronically ill older people (55 and over). The chronic illness or disorder increases
the likelihood of limitations in mobility, personal care and the ability to perform
household activities.

Table 5.2 Relationship between chronic disorders and moderate or severe physical limitations among the over-55s
living independently, 1995 (in percentages)

limitations with respect to

sight hearing sitting walking personal household general
and care activities limitations

standing

no chron. disorder or illness 6 10 9 7 3 12 8
chron. disorder or illness 15 16 49 44 29 50 47

Source: SCP (AVO'95)

The risk of a chronic disorder rises with age. Chronic disorders often result in
physical limitations. It is therefore only to be expected that the occurrence of
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physical limitations will be associated with age. That this is so is evident from
figure 5.1. Until age 55 just 4% of people suffer from serious physical limitations.
From age 65 there is an increase in the percentage of elderly people suffering from
serious limitations in mobilit y or in the household. From age 75 the percentage of
people suffering from serious limitations with respect to hearing and seeing also
rises sharply. At the same time, however, a substantial proportion of the over-75s
do not suffer from any limitation whatever. Around 45% of the over-75s, for
example, have no or only slight physical impairments (this is not evident from the
figure: see for example De Klerk and Timmermans 1998: 30).

Figure 5.1 Various types of limitations by age group, 1995 (in percentages)

Source: SCP (AVO ’95)

The precise percentages as presented in figure 5.1 are to some extent distorted since
these figures relate only to people living independently. People with serious
limitations are often admitted to an old-people’s home or nursing home. This
applies in particular to the highly aged: age proves to be an additional determinant
(apart from serious physical limitations) for admission to a home (see also § 5.6).
Figure 5.1 does not therefore set out the precise percentages but the pattern: the
proportion of people suffering from serious limitations rises with age.

Table 5.3 shows how many of the over-65s, including those in residential care,
suffer from physical limitations (these figures are not available for the over-55s).
Roughly 41% of the elderly do not suffer from any limitations and 24% from just
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slight impairments. This means that a minority of the elderly - around 35% - suffer
from moderate or serious physical disabilities.

Table 5.3 Limitations among the over-65s (incl. persons in residential care) 1996 (vertical percentages)

% (n)

none 41 (4,017)
slight 24 (2,405)
moderate 19 (1,865)
severe 16 (1,603)

Source: SCP (OII'96); CBS (EBB-elderly'96) SCP calculation

Determinants of physical limitations

Age is not the only important determinant of physical limitations. Table 5.4 shows
the influence of various characteristics of elderly people on the incidence of
moderate or severe physical limitations. The highly aged, women, single
householders and people with primary education only suffer more from
impairments than others (first column of figures in table 5.4). This picture does not
change when the correlation between the determinants of limitations (the highly
aged for example often live alone) is adjusted for (in the second column of figures).
The percentage of older people with limitations rises with age (see also figure
5.1).In addition women, persons living alone and people with primary education
only suffer from more limitations than others. There is no good explanation for the
difference between men and women, except that women more frequently suffer
from a chronic disorder than men (Van Gelder and Gorter 1993; De Klerk and
Timmermans 1998: 30).

The fact that single-householders suffer more frequently from physical limitations
than people who share their household may in part be explained by the fact that
people with physical limitations are more frequently separated than people without
limitations, as a relationship can come under pressure as a result of physical
limitations (De Klerk and Timmermans 1998: 45).

The education effect may be explained in terms of the fact that people with higher
education generally have a healthier life-style. In addition they will have started
work at a later age, have known better material circumstances in their youth and
have less frequently been required to perform heavy manual labour (Timmermans
et al. 1997a: 22).
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Table 5.4 Incidence of moderate or severe physical limitations among the over-65s (incl. those in residential care)
by various characteristics in a variance analysis (Renova), 1996 (observed and corrected percentages)

observed corrected
general average 35 35

age group sign.
65-69 years 18 20
70-74 years 27 28
75-79 years 38 37
80-84 years 53 51
85-89 years 76 72
 � 90 years 91 84

sex sign.
male 28 33
female 40 36

household composition sign.
one-person household 46 37
multi-person household 27 33

level of education sign.
primary 46 41
junior/secondary 32 34
senior secondary 23 29
tertiary 20 24

Source: SCP (OII'96); CBS (EBB-elderly'96) SCP calculation

The incidence of limitations among the elderly therefore depends among other
things on age, sex, household-type and education. The distribution of these factors
will change in the future. Changes will for example take place in the age structure
of the elderly (the group of younger elderly people, in particular, will increase in
size; see Timmermans et al. 1997b) and the elderly will in the future generally have
a higher level of education. In all probability this will result in a decrease in the
percentage of elderly people with limitations in the future (see Timmermans et al.
1997a). Given the marked increase in the number of elderly people in the future,
the number of people with limitations may be expected to increase. Over the next
20 years, the absolute number of elderly people with moderate or severe physical
limitations is expected to increase by around 210,000.

5.2.3 Changes in the incidence of limitations

A portrait was provided in section 5.2.2 of the health of elderly people in various
age categories. This section examines changes in the health of the elderly over
time: what is the probability that healthy older people will run into functional
limitations several years later, while how many elderly people in fact see an
improvement in their health?



115

In part these figures may be derived from the panel data of the LASA survey.
Figures are known on over 2,200 older people (aged 55-85) at two points in time,
namely 1992/3 and 1995/6. The incidence of perceived functional limitations was
established in the survey by means of three items, namely climbing stairs with 15
steps without stopping, cutting toenails and using public transport (Deeg 1994).
These functional limitations therefore extend beyond the physical limitations
described in Figure 5.1: certain cognitive skills are for example also required for
using public transport.

Table 5.5 reveals that for many elderly people, the number of functional limitations
from which they suffer do not change. The majority (approx. 70%) of the elderly
people without limitations in 1992/93 continued to go through life without physical
limitations three years later. Nearly a quarter had run into physical limitations in
the intervening period of three years. Of the people who initially had one or two
limitations, approximately a third suffered from the same number of impairments
three years later; in 20% of cases the situation had improved while around 23%-
31% of the sample had run into further functional limitations during the three year
period. Of the group of people who initially suffered from numerous functional
limitations, half continued to suffer from the disorders, while among 14% the
functional limitations had declined. Approximately a third of the group had died
within the period of three years. The greater the number of functional limitations
that people have the greater the risk of death within a three-year period.

Table 5.5 Changes in the number of functional limitations  suffered by 55-85-year-olds over a three-year period,a

1992/'93-1995/'96 (horizontal percentages)

point in time 2 (1995/'96)

no 1functional 2 functional 3 functional died
limitations limitation limitations limitations

point in time 1 (1992/'93)

no functional limitations 70 17 4 1 7
1 functional limitations 19 37 20 11 13
2 functional limitations 5 16 32 23 25
3 functional limitations 0 4 10 51 35

As soon as people indicate that they have difficulty with a particular activity this is interpreted as a limitation.a

Source: LASA 1992/'93, 1995/'96; SCP calculation

The changes in functional limitations have been broken down by age and sex in
table 5.6. This also takes account of the fact that people might initially have been
able to perform an activity with some difficulty but three years later required help
with that activity (this in contrast to table 5.5, which only draws a distinction
between “no difficulty” and “difficulty”, irrespective as to degree of difficulty).

Changes in the incidence of functional limitations rise with age. Health deteriorates
particularly among the over-75s (approximately a third of the elderly experience



116

more limitations and a third die; see table 5.6). However, improvements also occur
among the oldest age group (among approximately 15%). Women decline
somewhat more frequently than men, in all age categories. 

The mortality rate is higher for males aged 55-85 than for females of the same age.
The latter corresponds with the fact that women have a higher life expectancy than
men (see also table 5.7).

Table 5.6 Changes  in the number of functional limitations after three years among 55-85-year-olds, 1992/'93-a

1995/'96 (vertical percentages)

males females total

55-64 yr 65-74 yr 75-85 yr 55-64 yr 65-74 yr 75-85 yr 55-64 yr 65-74 yr 75-85 yr

unchanged 74 55 26 68 47 24 71 51 25
deteriorated 13 23 30 24 31 39 19 27 35
improved 8 9 8 5 14 13 6 11 11
died 5 13 36 3 8 24 4 10 30
 
(n) (387) (337) (327) (431) (396) (351) (818) (733) (678)

A change may also mean that someone was initially able to perform an activity $with difficulty#  but later neededa

help. The category $unchanged# relates both to people who had no limitation at either measurement date and to
people with numerous limitations on both dates.

Source: LASA 1992/'93, 1995/'96; SCP calculation

Life-expectancy

What do these figures mean for the (healthy) life expectancy of the elderly? The
figures in the Volksgezondheid Toekomst Verkenning 1997 indicate that people are
living ever longer in the Netherlands: between 1980 and 1994 the life expectancy
of men increased by 2.1 years and of women by 1.1 years. This increase in life
expectancy is due in particular to a decline in mortality from coronary heart
disease. In 1994 the life expectancy at birth for males was 74.6 years and for
women 80.3 years and at age 65 14.4 and 18.7 years respectively (Ruwaard and
Kramers 1997: 41). 

The difference in life expectancy between men and women narrowed further
between 1980 and 1994 from 6.7 to 5.7 years. This decline may be attributed to the
stronger fall in mortality from coronary heart disease and lung cancer among men,
ranged against an increase in lung cancer mortality among women (Ruwaard and
Kramers 1997: 41-42).

The Volksgezondheid Toekomst Verkenning 1997 predicts a further increase in life
expectancy, to 77.1 years for males and 81.3 years for females in 2015. The
difference in life expectancy between males and females will then have been
reduced to 4.2 years (Van den Berg Jeths 1997: 9).
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Table 5.7 Life expectancy with limitations, by nature of the limitations, for males and females at birth, 1994
males females

life expectancy 74.6               80.3               
years with limitations 11.9               19.5               
of which short-term limitations 3.2       4.5       

slight limitation 6.3       10.6       
moderate limitations 1.4       2.7       
severe limitations 0.9       1.7       
of which in institutions 0.6 1.0

years without limitations 62.7               60.8               

healthy-life percentage 84.1            75.8            
Source: Perenboom et al. (1997: 62)

Of the people born in 1994, the current expectations are that both men and women
will on average spend some 60 years in good health. The remaining years (over 14
for men and around 20 for women) will in all probability be spent in less good
health, with a minority grappling with severe health problems.

The number of healthy years of life for males increased during the period 1983-
1994. This did not apply to females, but they do spend fewer years in moderate ill
health and more years in slight ill-health (Perenboom et al. 1997: 62). Selected
figures are summarised in table 5.7.

What do these kinds of figures mean for the present generation of elderly people?
According to current expectations, males aged 55 have another 22.6 years to live,
of which 15.4 without limitations (Pot and Deeg 1997: 116). Females after that age
have on average a further 27.6 years, of which 15.1 without limitations. On average
therefore women spend more years without limitations (see also table 5.8).

Table 5.8 Remaining life expectancy at various ages, by sex, 1994 (in absolute numbers)

total life expectancy life expentancy without limitationsa

males females males females

55 years 22.6 27.6 15.4 15.1
65 years 14.8 19.1 9.8 8.7
75 years 8.7 11.5 4.9 3.8
85 years 4.7 5.9 2.7 1.3

This is based on ten questions concerning limitations. When people state that they are able to carry out ana

activity only with great difficulty this is interpreted as a $limitation".

Source: Pot and Deeg (1997: 116)
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5.2.4 What do the elderly themselves think of their health?

The elderly attach great importance to their health. If the elderly are asked to select
the three most important aspects of life from a list, 75% of the over-55s choose
good physical health as one of the three (Deeg and Braam 1997: 141-142). Over a
third refer to good mental health.

Table 5.9 Aspects of life considered highly important by persons aged 55 and over living independently, by age
group, 1993 (in percentages) a

55-64 yr 65-74 yr 75-85 yr sign. total
good physical health 79 76 71 yes 76
good marriage 60 57 48 yes 55
good mental health 39 35 37 37
nice family 35 30 26 yes 30
good housing 24 28 35 yes 29
good income 23 23 26 24
strong faith 13 19 25 19
meaningful use of time 14 16 15 15
many friends and acquaintances 9 11 12 11

The elderly were given a list of nine aspects and asked to select the three they considered the most important.a

Source: Deeg and Braam (1997)

As people grow older and the incidence of chronic disorders rises (see table 5.1)
people attach less importance to good health (see table 5.9). This is because people
consider an aspect to be more important if it is available to them, as explained with
the aid of cognitive-dissonance theory (Deeg and Braam 1997: 145). This theory is
based on the notion that people essentially strive for “cognitive consistency”: if
people have attitudes or expectations that are not consistent with reality (e.g. people
consider good health to be important but lack good health), people will adjust their
expectations with respect to the desired situation in order to eliminate the cognitive
tension or dissonance (i.e. people will consider good health less important).

Elderly people’s own opinions about their health are shown in table 5.10. In view
of the above it is hardly surprising that people assess their own health more
negatively as they get older; the proportion of elderly people with limitations rises
with age. In addition men generally assess their health somewhat more positively
than women. This is also consistent with the more objective health indicators: men
suffer less frequently from chronic disorders or physical limitations than women
(see for example table 5.1). Table 5.10 indicates that most men regard their health
as good, including the oldest group of elderly people.

A comparison of the figures for subjective assessments of personal health and the
more objective health indicators such as the existence of a chronic disorder or
physical limitation indicates that many elderly people regard themselves as healthy
even though they may have certain health complaints. Two thirds of the elderly for
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example suffer from a chronic disorder but only a third of the over-55s regard their
health as moderate or poor. The same applies to disabilities. People can therefore
feel healthy even though they are suffering from physical limitations. In many cases
this is because the elderly compare their situation with that of less healthy
contemporaries. Next year (1998) notes for example that the older people become
the more inclined they are to rate their health as better than that of their
contemporaries. The next section examines the extent to which a person’s health
affects their well-being.

Table 5.10 Subjective health, by age group and sex, 1995 (vertical percentages)

age group over-55s

35-54 yr 55-64 yr 65-74 yr � 75 yr men women total

very good/good 80 68 60 53 65 59 62
moderate/poor/very poor 20 32 41 47 35 41 38

Source: SCP (AVO'95) 

5.3 Well-being

Physical health is one of the most important aspects of quality of life: if a person is
healthy he or she will have a higher quality of life than if they are suffering from
health complaints. Another indicator of quality of life is someone’s well-being.
There are various ways of measuring well-being (see for example also § 2.7). Two
commonly used indicators are the extent to which people consider themselves to be
happy and satisfaction with the life a person is leading (Ankersmit and Gringhuis
1997).

Most people feel happy. This also applies to the elderly, although the percentage
declines somewhat with age (table 5.11).  Nearly half are satisfied with the lives1

they lead. Once again this percentage falls slightly with age. Roughly a sixth are
downright dissatisfied with life.

Table 5.11 Selected aspects of well-being, by age group, 1996 (vertical percentages)

35-54 yr 55-64 yr 65-74 yr � 75 yr

feelings of happiness
happy/very happy 87 84 82 78
neutral 10 12 13 18
unhappy/very unhappy 3 4 5 4

satisfaction with life
satisfied/very satisfied 49 46 45 37
neutral 38 42 41 48
dissatisfied/very dissatisfied 13 13 13 15

Source: CBS (DLO'94-'96) SCP calculation
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The general well-being of people is sometimes also measured with the aid of the
Affect balance scale (Bradburn 1969), which consists of five positively and five
negatively formulated items. The five negative items have been included in the
Health survey of Statistics Netherlands (CBS) since 1989 (Ankersmit et al. 1996).

Table 5.12 Selected characteristics of physical well-being (elements in the Affect Balance Scale), by age group,
1996 (vertical percentages)

35-54 yr 55-64 yr 65-74 yr � 75 yr total

felt downcast in recent weeks sign.
not 57 61 57 54 57
sometimes 36 33 34 34 35
often/very often 7 6 9 12 8

felt restless in recent weeks sign.
not 65 70 74 74 68
sometimes 29 24 20 19 26
often/very often 7 6 7 7 7

felt lonely in recent weeks sign.
not 77 80 73 59 75
sometimes 19 16 21 29 20
often/very often 4 5 6 13 5

felt out of sorts in recent weeks sign.
not 73 78 83 86 77
sometimes 25 20 15 13 21
often/very often 2 2 3 1 2

felt bored in recent weeks sign.
not 86 89 86 79 86
sometimes 12 10 12 16 12
often/very often 2 1 2 5 2

total sign.
no complaints 89 88 86 79 87
complaints 11 12 15 21 13a

$Complaints# means that at least one of the complaints above is suffered from frequently or very frequently.a

Source: CBS (GEZ'96) SCP calculation

People complain in particular about feeling downcast (see table 5.12). People more
often feel lonely or downcast as they grow older. By contrast the elderly less
frequently feel out of sorts or restless than people aged under 55. Over 20% of the
over-75s suffer frequently or very frequently from the first of these complaints –
roughly twice as many as people aged 35 to 54. 

Table 5.13 sets out the impact of various characteristics of the elderly on their well-
being. People who feel less healthy score less well for all aspects of well-being than
people who feel healthy. The type of household and sex also play a role. Single
householders generally have lower well-being than cohabiting people and women
often have a lower sense of well-being than men. After adjusting for the other
factors, age does not affect well-being.
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In other words, the previously noted differences between people in various age
categories are to a large extent caused by the fact that people suffer more frequently
from health problems and more frequently live alone at more advanced ages.

Table 5.13 Degree of well-being among the over 35s, by selected background characteristics, 1996 (in odds ratios)

feel happy satisfaction with life psychological complaintsa

age group
35-54 years 1     1     1     
55-64 years 1.06 1.01 0.78
65-74 years 1.23 1.19 0.84
 � 75 years 1.34 1.06 0.92

household form sign. sign. sign.
one-person household 1     1     1     
multi-person household 3.30 2.11 0.45

sex      sign.
male 1     1     1     
female 1.02 1.03 1.42

subjective health sign. sign. sign.
good/very good 1     1     1     
not too bad/poor 0.30 0.42 4.34

Measured with the aid of the Affect balance scale, see also table 5.12.a

Source: CBS (DLO'94-'96); CBS (GEZ'96)

5.4 Uptake of home care, informal care and private care

5.4.1 Introduction

This section examines various aspects of the uptake of care facilities. To begin with
Section 5.4.2 discusses how the various categories of elderly people make use of
healthcare facilities such as home care. The determinants of the uptake of home
care are then examined (§ 5.4.3) and the future use of home care (§ 5.4.4). Client
satisfaction with home care is discussed in section 5.4.5.

5.4.2 Uptake of healthcare facilities

Roughly 6% of the households of persons aged 35 and over receive help with
personal care and approximately 22% with household activities. The help with
personal care is provided in particular by home-care organisations and household
help by private carers followed by informal carers. Households more often make use
of help as the individuals concerned grow older. The uptake of help is particularly
marked among the over-75s: nearly 60% of the households have some form of help
(see table 5.14).
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Table 5.14 Uptake of various kinds of help among the over-35s,  by age group, 1995 (in percentages)a

35-54 yr 55-64 yr 65-74 yr � 75 yr total

personal care
no help 97 96 91 83 94
home care only 1 2 5 9 3
informal help only 2 1 2 5 2
combinations of help 1 1 2 3 1

household care
no help 85 87 72 42 78
home care only 1 2 6 20 4
informal help only 5 4 8 15 6
private help only 8 7 11 18 9
combinations of help 1 1 2 5 2

(n) (2,571) (890) (819) (555) (4,835)

Based on the age of the head of the household.a

Source: SCP (AVO'95)

Whether or not people make use of care depends not just on their age but also on
other factors such as the extent to which the members of a household suffer from
physical disabilities and the composition of the household. From table 5.15 it is
clear that one-person households (in this case the over-65s) make more use of care
facilities than multi-person households. This applies not just to the uptake of home
care but also to the use of informal help or private household help.

Table 5.15 Uptake of various kinds of help by single persons aged 65 and over living independently, by size of
household, 1997 (in percentages)

one-person households multi-person households total

home care 24 10 15
informal care 18 8 12
private care 22 13 17

(n) (5,286) (8,898) (14,184)

Source: CBS (EBB-elderly'97) SCP calculation

Table 5.16 sets out the correlation between the degree of physical limitations and
the uptake of care facilities for all single elderly people. Over half the single over-
65s draw on some kind of care. The figure rises with the number of limitations.
This correlation applies in particular to home care. Having private help does not
appear to be dependent on the need for help. Approximately 10% of the single
elderly people most in need of help are not in receipt of home care, informal help or
private household help. It is not clear whether these people would like help.
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Table 5.16 Uptake of various kinds of help among the over-65s living independently in single-person households, by
severity of physical limitations, 1997 (in percentages)

no slight moderate severe total
limitations limitations limitations limitations

no help 70 39 22 10 44
home care only 5 18 31 40 18
informal help only 8 16 15 17 13
private help only 15 23 23 17 19
combination of care 2 4 9 16 6

(n) (1,981) (1,646) (733) (813) (5,172)

Source: CBS (EBB-elderly'97) SCP calculation

In the case of multi-person households it appears reasonable to assume that healthy
members of the household (partner, child, brother or sister) are above to support
those in need of help and can therefore postpone the uptake of home care. The
uptake of home care is for example much lower among people with a healthy
partner than among people living by themselves or with a partner also suffering
from physical disabilities. (see for example table 5.17).
Nevertheless people seldom refer in surveys to their partner as carer; only in the
case of elderly people with serious physical limitations do some 10% indicate that
they receive help from their partner (in some cases a partner also suffering from
physical limitations; Timmermans et al. 1997a: 66). In many cases the presence of
a partner is sufficient to postpone resort to home care, irrespective as to whether
that partner in fact helps or not. There are two possible explanations for this. In the
first place many people appear not to regard the help received from their partner as
help; it is regarded as self-evident that if one person in a couple should experience
problems with running the household the other will take over the tasks and this will
not be regarded as help. Secondly it appears reasonable to assume that in some
cases the presence of a partner provides enough support in itself. There are for
example elderly people who have difficulty taking a shower by themselves and are
afraid of falling and not being found in time.  In some cases the simple presence of2

a partner can provide sufficient assurance to postpone resort to home care.

Table 5.17 sets out the combinations and limitations that can arise in a two-person
household and the extent to which these households makes use of combinations of
help. Two-person households in which both members of the household have no
more than slight limitations make little if any use of home care. Once the
limitations begin to increase within a (multi-person) household the uptake of home
care, informal help and combinations of various forms of help rises. Among
cohabiting elderly people there is also a substantial group with moderate and/or
severe physical limitations who do not receive any form of help. It is unclear
whether these households would like to have help or whether the partners are able
to support one another and get by in that way.
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If both partners have moderate physical limitations, approximately a quarter of the
individuals require home care. If just one person has moderate limitations and
his/her partner has none or only slight limitations, the uptake of home care is much
lower. A similar pattern arises in households in which one person has severe
limitations: where there is a partner not requiring help the uptake of home care is
much lower (17%) than if the partner also has limitations (22-28%). Having a
healthy partner can therefore postpone resort to home care or even render it
superfluous (see table 5.17).

Table 5.17 Correlation between the uptake of various kinds of care in two-person households of persons aged 65 and over,
by combinations of physical limitations in the household, 1996 (in percentages)

none none none slight slight none moderate slight moderate severe
none slight moderate slight moderate severe moderate severe severe severe

no help 90 80 72 65 52 58 45 39 23 33
home care only 1 4 6 7 11 17 25 22 28 28
private help only 7 11 13 20 23 14 22 20 23 4
informal help only 2 7 7 7 11 7 4 10 12 30
combination of home
care/informal help 1 0 3 1 4 4 4 8 15 6

(n) (1,631) (1,683) (634) (597) (454) (439) (107) (312) (94) (174)

Source: CBS (EBB-elderly'96) SCP calculation

5.4.3 Determinants of home care

Detailed attention was devoted in the Report on the Elderly 1996 (Timmermans et
al. 1997b) and the Vraagverkenning wonen en zorg voor ouderen (Timmermans et
al. 1997a) to the determinants of the uptake of home care by households of elderly
people. Since no more recent statistical material is available the treatment here is
confined to a summary of the most important findings (see table 5.18).

The existence of physical limitations is the most important explanatory variable for
the uptake of family care or district nursing. In addition household type and age are
important factors. Tables 5.16 and 5.17 revealed that single-person households
more frequently make use of home care than multi-person households as the
partners are often able to support one another. Apart from the existence of physical
limitations, age is also a determinant of home care: the uptake of home care rises
with age. 

Table 5.17 does not provide any evidence to indicate that elderly people with
primary education only make greater use of home care than better educated people.
This is also related to the fact that elderly people with higher education generally
have a higher income and hence are more able to afford private household help
(Timmermans et al. 1997a).
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Table 5.18 Survey of the most important determinants of the uptake of professional help provided by the home-help
and district nursing services, by various background characteristics, 1995

household care provided by home-help services personal care
provided by district
nursing and home-slight moderate severe

help serviceslimitations limitations limitations

severity of the physical limitations +
one-person household + + +
advanced age +
existence of home adaptations                                 -                                                                                                   -
informal help available                                               -                            -                              -
private help available                                                 -                            -                              -

% and + indicate that these characteristics of elderly people are associated with a limited or sizeable uptake of
household or personal care.

Source: SCP (AVO'95)

In the case of households with slight or moderate limitations the uptake of home
care depends not just on the household type and age but also on the availabilit y of
informal help or home adaptations (see table 5.18); households with informal help
or adaptations to the home less frequently have home care. These “faciliti es”
appear to render home care redundant or to enable it to be postponed. In the case of
people with severe limitations the availabilit y of informal help appears able to
postpone the uptake of home care (people with informal care draw on home care
somewhat less frequently than people without informal care). Many people with
serious limitations, however, have both home care and informal help, indicating
that these types of care are mutually complimentary. The availabilit y of home
adaptations also reduces the need for help with personal care (see also
Timmermans et al. 1997b: 157-158).

5.4.4 Future demand for home care

In the Vraagverkenning wonen en zorg voor elderly (Timmermans et al. 1997a) an
estimate was made of the numbers of old people who would make use in the future
(up to the year 2015) of home care on the assumption that the pattern of use in
those years would not change (i.e. that elderly people with the same characteristics
would make the same use of home care in the future as the present generation of
elderly people with the same characteristics; Timmermans et al. 1997a). The
percentage of households making use of home care or district nursing is expected to
decline. This is related to the fact that there will be a lower proportion of people
with moderate or serious physical limitations (see § 5.2.2) and the fact that “double
ageing” will decline (see Timmermans et al. 1997b; the highly aged make a great
deal of use of home care).

As a result of the growing number of elderly people, with on average fewer physical
limitations, the uptake of home care is expected to increase by 1% a year and the
uptake of district nursing by 1.3% a year. The fact that the relative use of home
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care is expected to fall more rapidly than that of home nursing is related to the fact
that elderly people in the future are expected to be better educated (see also
Timmermans et al. 1997b). The expected change in the level of education is
expected to have particular consequences for the estimated uptake of home care
since education is correlated with the latter whereas the uptake of district nursing is
not (see also Timmermans et al. 1997a).

5.4.5 Satisfaction with home care

Clients (including the non-elderly) are generally satisfied with the quality of the
help they receive. Home-care clients appear to have gained a greater say in recent
years into determining the kind, quantity and timing of care (De Bruin et al. 1996).
Nevertheless clients increasingly complain about the fact that home care is not
provided for long enough. The official records of the National Home Care
Complaints Committee indicate that 173 complaints were received in 1997,
compared with 117 the year before (LKT 1998). Although the number of
complaints received is too small to draw firm conclusions it does provide an
indication of the growing dissatisfaction among home-care clients.
Most of the complaints concern a reduction in the care, the inadequate scale of the
care and premature termination of the care. In addition clients complain about the
lack of flexibility on the part of the institution, the changes in carers, the
inexperience and lack of expertise of carers and the way they are treated by the
carers (Plemper et al. 1995: 18).

A survey conducted by Nivel into healthcare waiting periods among people with
chronic disorders indicates that people with an identified need for care or nursing
generally receive such help with little if any delay. Matters differ when it comes to
household help (which is also required much more frequently than help with
personal care, see for example table 5.14). In the case of household help, the 44
people who applied for and received home care in 1997 or 1998 faced a median
waiting period of around 30 days, with a maximum of a little over seven months
(Rijken and De Bruin 1998). Although not too much importance should be attached
to these figures given the small number of respondents on which the results are
based, it is known that many home-care agencies have waiting lists for household
help (see for example the figures from the Quick Scan conducted by Research voor
Beleid among 97 home-care institutions, which revealed that 69% of these bodies
were facing waiting lists, with an average waiting period for home help of nearly
five months; IJzerman and Scholten 1998: 16).
Although it is difficult to provide a precise and reliable picture of the size of the
waiting lists (e.g. because not all institutions revise their waiting lists equally as
frequently, see also TK 1998/1999c), it is clear that getting household help can
often involve a considerable wait.
The recently introduced client-linked budget for nursing and care could alleviate
part of these problems as people would then be able to buy the care they required
themselves. The use of and experience with the client-linked budget is discussed in
more detail in the following section.
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5.5 Person allocated budget

5.5.1 Definition

A new form of funding healthcare is the person allocated or individualised budget.
The person allocated budget (PGB) is a sum of money provided to individuals with
a particular requirement for care and who have a preference for money rather than
the more normal help in kind. The person receiving the budget can spend the
money as he or she sees fit. The idea behind the PGB is that people will then exert
greater influence over the care they receive. Budget-holders are responsible
themselves for finding a suitable solution and themselves choose a carer and
determine the nature, scale and content of the help as well as the conditions of
employment.
The administrative motives for the introduction of this kind of care-funding are
based on two mutually related principles. On the one hand it is expected that the
PGB will contribute substantially towards strengthening the position of the care-
consumer in a social, legal and economic sense. On the other hand budget-holders
can act as a “crowbar” in the sense that they can contribute significantly towards
remodelling  the existing supply of care. Calls for the introduction of the PGB were
made as early as the start of the 1980s but a number of practical drawbacks meant
that it took until 1995 before the PGB became a reality. One of the drawbacks was
that the PGB could have a potential “suction” effect: people who were not
interested in the services in kind provided by subsidised home care might well be
interested in financial support. Another disadvantage concerned the possible
“black” allocation of the budget. In order to counter the drawbacks of the PGB a
complicated and administratively cumbersome procedure for the PGB was
adopted.  With a view to controlling the volume and criteria of due care, it has been3

decided for the time being to finance the PGB on the basis of a subsidy scheme
instead of a statutory entitlement (TK 1997/1998a).4

Two national regulations are now in force: the Nursing and Care Subsidy Scheme
(VV) and the Regulations for the Mentally Handicapped (VG). Apart from these
two schemes the PGB has also been applied in mental healthcare since 1997 on an
experimental basis. The VV and VG subsidy schemes differ from one another
particularly as regards determining the level of the budget.  Apart from a lump sum5

of NLG 2,400 a year the budget is distributed in the form of drawing rights,
administered by the Social Insurance Bank.
For the elderly the VV PGB is particularly relevant. The VG PGB generally applies
to young people or young adults: 76% of the clients of a PGB for the mentally
handicapped are aged under 30, while the average age is 22.5 years (Woldringh et
al. 1998). Where reference is made below to the PGB this refers to the client-linked
budget for nursing and care.
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5.5.2 Uptake of person allocated budget

According to information received orally from the Social Insurance Council, 7,394
people were making use of a nursing and care client-linked budget on 31 December
1998. Although more money has become available for the schemes over time the
macro PGB budget is modest. Of the NLG 3.3 billion available for home care in
1999, a sum of NLG 140.7 million has been set aside for the PGB scheme (TK
1998/1999a).

As a result of the cautiousness with which the PGB is assigned to recipients and the
public’s comparative unfamiliarity with the system, the available PGB budget has
not been fully taken up in recent years. Nevertheless there are waiting lists.
According to the figures supplied by the healthcare insurers, 3,993 people were
waiting for a VV PGB in September 1998 and 4,390 for a VG PGB (information
received by telephone from the Per Saldo Budget-Holders Association).
Government policy and the political system will need to take account in the near
future of the fact that the PGB will become much better known and more popular,
so that the pressure for such funding could increase considerably.

User characteristics 

The average age of PGB-holders is 58. The average age of mainstream home-care
clients is significantly higher, namely 71. Of the PGB-holders 41% are aged over
65 (see table 5.19), and of home-care users 80%. 

The relatively small group of older PGB-holders does not differ significantly from
younger budget-holders; as evident from table 5.19 the differences between the
various age categories are not marked. Where there are differences these are a
logical consequence of age (as in respect of indication for admission to an old-
people’s home, which naturally applies more frequently to the elderly).

The PGB satisfies an unfilled need to the extent that three quarters of the budget-
holders were not a client of mainstream home care beforehand and over 85% of the
applications for help were urgent or highly urgent. As in the case of clients of help
in kind the PGB-holders are often women. Budget-holders are however more
commonly members of a multi-person household than consumers of care in kind;
the number of single householders is not in the majority until the very oldest age
group.

A high proportion of PGB-holders suffer from motor limitations (Table 5.19). The
survey among a sample of 300 budget holders indicates that the latter suffer more
frequently than comparable clients of care in kind from serious or highly serious
disabilities and are more frequently consistently limited in their mobility and daily
activities. They have a greater requirement for help, including at night, and are
more frequently bedridden (Woldringh and Ramakers 1998: 15-16). This applies to
all age categories.
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Table 5.19 Characteristics of nursing and care client-linked budget-holders, by age group, February 1998 (number of
users in horizontal percentages; remainder in vertical percentages)

< 55 yr 55-64 yr 65-74 yr � 75 yr total 
(n = 2,664) (n = 776) (n = 1,023) (n = 1,365) (n = 5,828)

number of PGB users 46 13 18 23  100

average age (in years) 39 60 70 83 58
sex

male 25 23 23 20 27
female 75 77 77 80 73

household composition
one-person 21 33 41 57 35
two or more 79  67 59 43 65

limitations
 motor limitations 85 86 84 83 85

 sensory limitations 28 30 34 47 34
main diagnosis

neurological disorders 38 31 26 17 30
musculoskeletal disease 26 35 32 30 29
cardiovascular diseases 3 8 15 18 9
other 33 26 27 36 32

need for personal care
none/limited 65 63 67 49 61
moderate 9 13 13 19 12
marked/highly marked 27 24 20 32 26

need for household care
none/limited 14 16 15 13 14
 moderate 45 47 49 38 44
marked/highly marked 41 37 36 49 52

indication (category)
nursing 12 11 8 8 11
care of the sick 14 20 17 26 18
home care 30 24 23 41 30
household help 79 88 88 85 83

indication (in hours per week)
nursing 115 70 87 62 95
care of the sick 104 83 89 96 96
home care 135 95 78 118 119
household help 66 58 51 50 58

admission indication present/applied for 7 7 7 11 8
of which for

hospital 58 44 46 23 44
nursing home 27 48 39 47 38
old-people's home 15 9 14 30 19

existing or new (home care) client
existing client 28 26 22 22 24

 new client 72 74 78 78 76
urgency of the application

not urgent 12 16 18 13 14
urgent 64 66 67 70 66
highly urgent 24 19 16 17 20

average amount assigned per year (NLG) 23,203 17,527 14,119 21,329 20,429

Source: ITS (supplementary information provided in writing) SCP calculation
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The requirement for help with household activities emerges more clearly than a
requirement for help with personal care. A very high proportion of PGB-holders
accordingly have an indication for household help. A comparison between PGB-
holders and clients receiving care in kind indicates that the former have a greater
requirement for both household help and help with personal care (Woldringh and
Ramakers 1998: 15-16).
Apart from data on the current users, the characteristics of potential users are also
of interest for the nature and scale of the future uptake. A number of indications
can be derived from the Elderly labour force survey (EBB-elderly). This survey
conducted among the elderly (over-65s) included questions on people’s interest in a
PGB.

Table 5.20 Preference for help in kind or a client-linked budget among households of the over-65s living
independently, by a number of background characteristics (with a selection of households with moderate or serious
limitations), 1996 (horizontal percentages)

in kind PGB dependsa

limitation
none 31 48 21
slight 35 45 20
moderate 42 41 18
severe 47 35 18
total 36 44 20

selection of households with members with moderate or severe
limitations
sex

male 40 43 18
female 46 37 18

age group
65-74 years 40 42 18
75-84 years 47 37 16
� 85 years  47 33 20

education
low 46 36 18
average 36 47 17
high 40 44 16

household type
single 49 33 18
cohabiting 40 44 17

income
1  25% group (low income) 52 32 15st

2  25% group 42 43 16nd

3  25% group 45 41 15nd

4  25% group (high income) 33 53 14th

household with home care
yes 60 25 15
no 38 43 19

This enabled people to indicate whether the decision was dependent on the nature of the help required or thea

duration of the help.

Source: CBS (EBB-elderly'96) SCP calculation
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The survey revealed that if a choice were possible, 44% of the respondents would
opt for a PGB instead of care in kind. The interest in a PGB declines as the severity
of the limitations rises and - probably in conjunction with this - the more that
people are already receiving professional home care. Of the respondents with a
moderately to seriously handicapped family member in a household not receiving
home care, 43% would have opted for a PGB had they had the choice. Among
respondents where there was home care and a moderately or seriously limited
member of the family the figure was 25% (table 5.20).
As age rises so the preference for a PGB declines. The highly-aged are probably
unhappy at the idea of having to arrange help themselves under a PGB.
The same applies to the poorly educated and single householders, who less
frequently favour a PGB than the highly educated and people sharing a household. 
Approximately a fifth of the respondents state that it depends (see table 5.20). In
these cases the respondents often indicate that the choice depends on the type of
care required; people only requiring household help are more inclined to opt for a
PGB than people in need of nursing or personal care as well. Thus when it comes
to household help 46% of the respondents would prefer a PGB, while for nursing or
personal care the figures are 15% and 13% respectively (not shown in the table). It
is unknown why people who need household help more frequently opt for a PGB
than people needing personal care or nursing as well.

Allocation of the budget

Figures on the allocation of the budget may be derived from the ITS survey
conducted among a sample of budget-holders. Nearly a quarter of the holders of a
budget purchase care from mainstream home-care organisations. Use is somewhat
more frequently made of the services of a different, private, home-care
organisation, particularly in the oldest age groups. The most popular is the
independent carer (including private household help); over a third of the elderly
derive their help from this source. A fifth of the budget-holders – especially the
oldest – spend all or part of their budget in the informal care circuit (that is among
acquaintances). These are often straightforward care situations. Over three-quarters
of the budget-holders use their budgets to purchase household help, averaging
seven hours a week. Fewer people purchase home care, nursing and/or care of the
sick, but when they do the hours are somewhat longer (table 5.21).

In the case of mainstream home care nursing care is generally purchased, while the
independent carer generally provides household help. In purchasing care most
budget-holders (95%) stick to the kind of help laid down in the budget-
authorisation. As far as the scale of the purchased care is concerned, 78% stick to
the number of hours laid down in the budget-authorisation, 5% purchase fewer and
14% purchase more hours (Woldringh and Ramakers 1998).



132

Table 5.21 Allocation of client-linked budget, by age group, 1997 (in percentages of the total number of budget-
holders and number of hours per week) a

< 55 yr 55-74 yr � 75 yr total
(n = 137) (n = 88) (n = 75) (n = 300)

where purchased (in %)

mainstream home care 23 27 17 23
other home care (private home care) 29 17 37 27
independant carer 56 39 31 44
informal care circuit 15 30 23 21

what purchased (in %)
nursing 22 21 17 21
care of the sick 16 16 20 17
home help 40 28 42 37
household help 73 78 78 76

what purchased (in hours per week)
nursing 13 6 12 11
care of the sick 9 5 5 7
home help 15 8 7 11
household help 8 7 5 7

The percentages amount vertically to more than 100% as people can spend their budgets on various bodies ata

once.

Source: ITS (supplementary information provided in writing) SCP calculation

The larger part of budget-holders’ budgets are paid out in the form of drawing
rights, which are administered by the Social Insurance Bank. Each month,
however, they also receive a lump sum of NLG 200 paid into their account. Half the
budget-holders use the lump sum to pay the help’s salary. This applies especially to
the oldest age group, a high proportion of whom also use the lump sum to
supplement their housekeeping money or do not spend it at all (table 5.22).

Table 5.22 Allocation of lump sum, by age group, 1997 (as a percentage of the number of budget-holders)

< 55 yr 55-74 yr � 75 yr total
(n = 137) (n = 88) (n = 75) (n = 300)

help's salary 43 49 57 48
held in reserve 17 17 11 15
gifts 13 8 4 9
not spent or added to housekeeping 7 8 19 10
other expenditure 20 18 9 17a

Namely: garden maintenance, odd-jobs about the home, carers’ travelling expenses, reimbursement of or giftsa

for informal-care providers, medical aids or drugs, shopping delivery service, meals on wheels and transport.

Source: ITS (supplementary information provided in writing) SCP calculation
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Experience with the PGB

Generally speaking budget-holders are highly satisfied with their budgets
(Miltenburg and Ramakers 1998; Woldringh and Ramakers 1998). In particular
they are satisfied with the freedom of choice a PGB provides them. Over three-
quarters of the budget-holders state that they themselves are able to choose the
amount of help, the carer and the content and timing of the help. Only 12% of
recipients of care in kind assess their freedom of choice positively. Most budget-
holders say that they get by with their budget (62%), 9% say that they do not yet
know whether the budget will be adequate, 19% fail to get by and 9% have
something left over.
Budget-holders are less satisfied about the administrative consequences of the PGB
regulations. As noted, the regulations are complicated and not readily understood
by the consumer (see note 3). A high proportion of the complaints are due to the
delays caused by the bureaucracy surrounding the PGB. In order to improve
matters, responsibility for the financial payment was transferred to the Social
Insurance Bank as from 1 January 1998. Efforts are being made to simplify the
regulations further.

Expectations for the future

Budget-holders are not alone in assessing the PGB positively; other parties
involved with it (such as the Sickness Funds Council) regard the PGB as a valuable
alternative to care in kind (Miltenburg and Ramakers 1998; ZFR 1998a; Driest and
Weekers 1998).
At present the PGB is possible only for people having a medical requirement for
less than three hours a day of professional home care. The present State Secretary is
considering an extension of the PGB by old-people’s home and nursing home care
(TK 1998/1999b); this would then mean that those with an indication for nursing
home or old-people’s home care and in need of a greater number of hours of
professional care each day would also be able if they so wished to make use of a
PGB and so postpone or avoid admission. The Sickness Funds Council has noted
the financial consequences of doing so for both the first and the second
compartment of healthcare (ZFR 1998b).

It may be anticipated that as soon as there is an equivalent choice between a budget
and care in kind, at least 40% of people with a long-term dependence on home care
will opt for a budget (Miltenburg and Ramakers 1998).  Furthermore PGB-users6

are relatively young; new generations would presumably be more inclined to opt for
a PGB. Allowance would also need to be made for a limited suction effect (10%) as
a PGB would be better able to meet the needs of people with a medical indication
who for various reasons did not regard care in kind as a solution and consequently
did not make use of subsidised care beforehand.

If it should turn out that a PGB system would help bring down costs and
consequently that more people could be helped with the same macro budget, an
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established place in the care system for this new method of funding would need to
be considered, together with the scope for making the PGB a statutory entitlement.
It is questionable whether the latter would be possible under the Exceptional
Medical Expenses Act (AWBZ); it may be that new legislation would be required.
In Germany and Belgium the PGB has been introduced under legislation which
bears more resemblance to our social insurance legislation. In both countries the
PGB may be regarded as a lump-sum payment. 

The government continues to play an important role under a PGB system,
especially as regards monitoring the quality of the nursing and care. In assessing
the quality of household help reliance must primarily be placed on the opinion of
those concerned themselves.

5.6 Residential care

5.6.1 Introduction

This section discusses residents in nursing and old-people’s homes. To begin with
section 5.6.2 examines how many older people live in such homes and how the
uptake has changed in recent years. Consideration is then given to the waiting lists
for such homes (§ 5.6.3). Section 5.6.4 looks at the quality of nursing-home care.
No national data are available on the quality of nursing homes. The National
Organisation for Care of the Elderly Client Councils (the LOC), formerly the
LOBB, National Organisation for Old-people’s homes Resident Committees,
conducts considerable research into the level of satisfaction among nursing-home
residents but this is focused on individual homes; there is no national picture.

5.6.2 Uptake of residential care

At the end of 1996 there were some 113,000 people in old-people’s homes and over
55,000 people in nursing homes, of whom around 53,000 were aged 65 or over (see
table 5.23).
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Table 5.23 Uptake of residential care, by age group, on basis of institutional records, 31 December 1996 (in
absolute numbers, rounded to nearest hundred)

residents of old-people's residents of nursing
homes homes total populationa

< 65 years 500 4,000 13,483,300
65-69 years 1,600 3,300 632,400
70-74 years 5,700 5,400 550,900
75-79 years 14,300 9,100 413,100
80-84 years 29,900 13,100 277,100
85-89 years 34,800 12,300 146,600
� 90 years 26,200 8,300 63,800
total 113,000 55,500 15,567,100

� 65 years 112,500 51,500 2,083,800
% of all person � 65 years 5.4 2.5 100

The figures shown in this column are approximations of the actual numbers, which are not published as at 31a

December.

Source: CBS (1998d); SIG (1997) SCP calculation

In recent years the proportion of elderly people living in an old-people’s home has
fallen to 5.4% (see figure 5.2). Approximately 2.5% of the over-65s live in a
nursing home. The proportion of elderly people in a psychogeriatric nursing home
has risen slightly in recent years, while the percentage of elderly people in a
somatic nursing home has declined.

A further decline in the old-people’s home capacity is anticipated in the coming
years; in 2001, 107,000 places will be available in old-people’s homes. At the same
time as this reduction in old-people’s home places there has been an expansion in
the number of community-based places. By this is meant the provision of care and
services provided by or under the co-responsibility of an old-people’s home to
elderly people with an indication for admission to an old-people’s home but who
are (at least for the present) remaining in their own home (see also Coopers &
Lybrand and Berenschot 1997). The supply of old-people’s home places (both
residential and community-based) differs considerably in the various provinces and
big cities (see also Coopers & Lybrand and Berenschot 1998).

Over 2,600 more nursing home beds are expected to be added between 1998 and
2001 (TK 1998/1999a: B26). In addition nursing units are being created within
old-people’s homes (TK 1998/1999a; 99).
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Figure 5.2 Percentage of the over-65s living in a nursing home or old-people’s home, 1984-1996

Source: CBS (Residential care statistics); SIG (Yearly statistics nursing homes) SCP calculation

Between 1985 and 1995 the percentage of over-85s among the residents of old-
people’s homes rose from 40 to 53. In nursing homes there was a decline between
1985 and 1990 in the percentage of younger nursing-home residents. Since that
time the age distribution has remained reasonably constant (see table 5.24).

Table 5.24 Age-distribution of nursing home and old-people’s home residents, 1985-1995 (vertical percentages)

1985 1990 1995
old-people's nursing old-people's nursing old-people's nursing

home home home home home home

< 65 years 0.9 8.9 0.5 7.2 0.4 7.1
65-74 years 10.2 16.8 7.4 15.0 6.5 15.6
75-84 years 48.8 41.9 44.3 41.7 39.9 40.1
� 85 years 40.1 32.5 47.7 36.2 53.2 37.3

Source: CBS (Residential care statistics)

Partly on account of the fact that the elderly have been remaining in their own
homes ever longer in recent years, the amount of care required by residents has
increased in recent years. This applies to both old-people’s homes and nursing
homes (see table 5.25).



137

The Ministry of Health, Welfare and Sport has recognised these problems and
made extra funding available to increase patient care and so ease the increased
pressure of work (see for example TK 1997/1998b: 92).

Table 5.25 Care requirement of residents of old-people’s homes and nursing homes, 1985-1995 (in percentages and
help indices)

old-people's homes nursing homesa

almost not bedridden, not bedridden, able to get somatic psycho-
continually  but completely partly dependent by with some geriatric
bedridden dependent on care on care household care

1985 3 18 37 42 73 74
1990 3 22 40 35 79 79
1995 5 23 41 32 82 82

Help index (on a scale of 0 to 12), indicating the nursing load; the index has been compiled on the basis ofa

indices for communication, hygiene, mobility, help, continence and behaviour.

Source: CBS (Residential care statistics); SIG (Yearly statistics nursing homes)

 
From a survey conducted in Rotterdam among persons with a medical indication
for admission to an old-people’s home (not all of whom had necessarily been so
admitted) it is evident that the psychological problems of such people (such as
mood swings, loss of memory, or disturbed behaviour) had also increased between
1993 and 1997 (SGGC 1998).

The Vraagverkenning wonen en zorg voor ouderen dealt at some length with the
present and future need for residential care capacity (see Timmermans et al.
1997a). We may summarise a number of the findings. Apart from the existence of
physical limitations, household-type is also an important determinant of the uptake
of residential facilities; single persons much more frequently live in nursing or old-
people’s homes than couples. In addition age and education are a factor in old-
people’s homes, with disproportionate numbers of the highly aged and poorly
educated (see table 5.26).

Table 5.26 Impact of selected characteristics on the use of old-people’s homes and nursing homes by households
of elderly people, 1996

severe limitations single-person households high age low level of education

old-people's home + + + +
nursing home + +

+ means that these characteristics of elderly people are related to a higher use of nursing homes and old-people’s
homes.

Source: CBS (OII'96) SCP calculation
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It was noted earlier in this chapter that the percentage of elderly people with
serious physical limitations is expected to decline up to the year 2015 as a result of
improvements in the level of education (see § 5.2.2). The absolute number of
elderly people will however increase so sharply that the number of elderly people
with severe limitations will also rise. This will of course also affect the number of
elderly people likely to live in nursing or old-people’s homes.

The number of over-65s is expected to rise by around 1.8% up to the year 2010.
Assuming the same pattern of use of nursing and old-people’s homes in 2015 as in
1996,  the demand for old-people’s homes is likely to rise by around 1% a year to7

2015 and the demand for nursing homes by an average of around 1.5%
(Timmermans et al. 1997a: 144-145). In relative terms there will therefore be fewer
people in residential care as a smaller proportion of people will suffer from serious
physical limitations (see § 5.2.2). The absolute number of elderly people will
however increase so much in the coming years that use of nursing and old-people’s
homes will also rise (it is estimated that 141,000 people will live in old-people’s
homes in 2015 and 66,000 in nursing homes, assuming the same pattern of use in
2015 as in 1996; see note 7).

The fact that the demand for old-people’s homes will rise less rapidly than that for
nursing homes is because of the relatively high proportion of very elderly people
and poorly educated people in old-people’s homes. Since the average level of
education of the elderly will rise in the future and the percentage of very aged
persons will decline it may be expected that the demand for old-people’s homes
will rise less rapidly than that for nursing homes.

The percentage of elderly people who will be living in residential care (i.e. an old
people’s or nursing home) in the year 2015 is expected to be lower than in 1996
because the percentage of older people with severe physical limitations is very
likely to fall. The percentage of single persons will also probably fall (see
Timmermans et al. 1997a).

5.6.3 Waiting lists

Waiting lists for nursing homes

Reasonably reliable waiting lists, adjusted for all sorts of statistical distortions, are
available for the nursing home sector. These do not however take account of
duplication (some people can be on the waiting lists for various nursing homes at
once). According to the waiting-list records, 8,260 people were waiting for a place
in a nursing home in 1997, of which 4,740 psychogeriatric patients. Whereas the
waiting lists were on a downward trend between 1992 and 1995, the numbers
turned upward in the course of 1996 (see figure 5.3; Gerritse and Lorsheijd 1998:
25). The average waiting period has also increased; in 1997 the average waiting
period for psychogeriatric patients was 17.5 weeks (this waiting period fell from
22.0 weeks in 1992 to 14.0 weeks in 1995) and for somatic patients 7.0 weeks
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(having fallen from 5.5 weeks in 1992 to 5.0 weeks in 1995). The waiting period
for somatic rehabilitation patients is often significantly shorter than that for chronic
patients, many of whom are already receiving some kind of care (3 and 9.5 weeks
respectively).

Figure 5.3 Number of people on the waiting list for a nursing home, by type of nursing home, 1992-1996 (in absolute
numbers)

Source: Gerritse and Lorsheijd (1998: 25)

Gerritse and Lorsheijd (1997 and 1998) attribute the higher waiting lists above all
to an increase in demand. This is partly related to the ageing of society. They also
note that the declining old-people’s homes capacity is resulting in an increase in
the demand for nursing homes, particularly in the big cities. The conversion of old-
people’s home places into nursing units is getting off the ground too slowly to meet
the growing demand.

Nearly half the somatic patients awaiting admission to a nursing home are in
hospital and over a quarter at home. Of the psychogeriatric patients around 45%
wait at home and 20% in an old people’s home. In relation to 1994 there has been a
slight fall in the percentage of people waiting at home for admission (see table
5.27).

Between 1994 and 1996 there was a slight increase in the percentage of urgent or
highly urgent cases on the waiting list. This applies only to psychogeriatric
patients.
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Table 5.27 Percentage distribution of the number of persons waiting for nursing home admission, by place of
residence before admission and percentage of highly urgent cases, 1994-1996 (vertical percentages)

somatic psychogeriatric total
1994 1996 1994 1996 1994 1996

place of residence
home 24.5 26.8 47.1 45.2 40.9 37.9
old-people's home 12.0 9.7 22.4 20.0 19.5 14.9
hospital 51.8 49.1 8.7 7.0 20.4 23.8
substitution project 3.2 3.5 11.9 14.8 9.5 11.3
other 8.5 10.9 9.9 13.0 9.7 12.1

urgency 
urgent/highly urgent 41 39 39 42 39 41a a a

1995.a

Source: Spaan and Bartels (1998: 15)

 
Waiting lists for old-people’s homes

No reliable national data on the size of waiting lists for old-people’s homes are
available. A survey conducted by the umbrella organisation for old-people’s homes,
the Residential Care Federation (WZF), among a sample of 150 old-people’s homes
indicates an increase in the waiting lists between 1995 and 1997 (Van Elderen
1998). The WZF estimates that some 35,000 people were on the waiting list at the
end of 1997 (compared with 24,000 in 1994). The average waiting period and the
number of urgent cases had also increased. It is however unclear how many people
on the waiting list would accept a place immediately. Research has for example
indicated that around 60% of the people on waiting lists register with an old-
people’s home on precautionary grounds (see Timmermans et al. 1997a: 72-73).

5.6.4 Quality of nursing home care

The quality of nursing home care has been the subject of close scrutiny by the
media in recent times. In particular the increased pressure of work in nursing
homes and the lack of privacy for nursing home residents are frequently cited.

The Netherlands Association for Nursing Home Care has commissioned a study
among nearly 300 people with a close relative in a nursing home whom they visit at
least four times a year. Nearly two–thirds of these people (64%) rate the nursing
home care as good or very good and 28% as adequate; only 7% consider the service
provided by nursing homes to be inadequate (Bouter and Kamphuis 1998: 25). The
warmth and dedication of the staff and the nursing and care of patients came in for
particular praise. People were however less satisfied with the number of staff and
privacy in nursing homes (score 3.3 and 3.7 points on a scale of 6 points
respectively).
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The Netherlands Association for the Promotion of the Interests of Nursing Home
Residents (NVBV) has submitted a number of problems to the client councils of
nursing homes, asking them how familiar these were. Table 5.28 provides a survey
of these problems (NVBV 1998).

Table 5.28 Extent to which complaints in respect of nursing homes are recognised by client councils, 1997 (in
percentages)

residents are left alone too much 90
too few staff at weekends and at night 85
too little personal attention 82
insufficient help with eating and drinking 72
too little use of shower or bath 71
bodily care neglected 68
staff are hurried and irritable 58
agitation among staff and residents 58
incontinence material and catheters used instead of lavatory 51
too little help to rest in afternoons 49
no activities undertaken with the residents 40

Source: NVBV (1998)

In general the client councils consider that there are too few staff. The result is that
the patients get too little personal attention, often have to wait a long time to go to
the lavatory, get little help in eating and drinking and often have a shower or bath
less than once a week. These problems are certainly not new: most of these were
already recognised in 1993 (Consumers Association 1993).

Privacy in nursing homes

Figure 5.4 shows the percentage distribution of the number of beds per room in
various kinds of nursing homes in 1992 and 1996. At the end of 1996 around 70%
of all rooms were one-person or two-person rooms, with patients in a somatic
nursing home more frequently being in a one-person room than patients in a
psychogeriatric or combined nursing home. At the end of 1996 4% of all rooms
contained five or more beds. In 1992 the figure was 7%.



1992 1996 1992 1996 1992 1996 1992 1996
0

10

20

30

40

50

60

70

80

90

100

%

1 bed 2 beds 3 or 4 beds 5 of 6 beds

somatic nursing
home

psychogeriatric
nursing home

combined nursing
home

total

142

Figure 5.4 Distribution of the number of beds per room, 1992 and 1996 (in percentages)

Source: Spaan and Bartels (1998: 20)

If the number of rooms is weighted for the number beds, this reveals that people
have a 17% chance of ending up in a one-person room and a 28% chance of ending
up in a two-person room. At the end of 1996 there was still a chance of 10% of
ending up in a ward with five or more beds (Spaan and Bartels 1998).

5.7 Summary

Roughly two thirds of the over-55s living independently suffer from one or more
chronic disorders. These people are roughly six times as likely to suffer from
serious physical limitations as people without chronic disorders. Nevertheless a
chronic disease does not always result in physical limitations; roughly a third of the
over-65s suffer from moderate or severe physical limitations.

The percentage of people with limitations rises sharply from age 65. At the same
time a substantial proportion of the highly aged do not suffer from any limitations.
Women, single persons and people with littl e education suffer more frequently from
limitations than others. Changes in the extent to which people have limitations are
particularly common among the over-75s. In most cases but not always this
concerns a deterioration in health.
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Males aged 55 have on average a further 22.6 years to live and women of that age
27.6 years. Both sexes spend the bulk of that period – on average over 15 years –
without limitations. Women therefore spend more years with limitations.

People’s health turns out to have a major impact on their well-being: people who
rate their own health as poor score lower on all aspects of well-being than people
who consider themselves to be healthy. In addition single persons and women often
have a lower well-being than couples and men. When corrected for the other
factors, high age is not a factor in well-being. 
Approximately 15% of the over-65s have home-care. The existence of limitations is
the most important explanatory variable for the uptake of home care. Other
important factors are household type, age and education. Single-person households,
for example, make more use of home care than multi-person households. Living
with a healthy partner can postpone the uptake of home care. As age rises the
uptake of home care also increases. Elderly people with primary education only
also make more frequent use of home care than better educated people. This is also
related to the fact that better educated elderly people have higher incomes and are
consequently better able to afford private household help. Adaptations of the home
can postpone the uptake of home care for personal care.
Although clients are generally satisfied with the help offered by home care there
are also complaints. In many cases these concern the amount of care. Complaints
are also made about the lack of flexibility of the institution, the lack of experience
of carers and the way people are treated by carers. The recently introduced client-
linked budget for nursing and care could alleviate some of these problems as people
would then themselves be able to purchase the care they needed and so have more
control over the quality of the care.

At the end of 1998 over 3,900 people aged 55 and over made use of the client-
linked budget (PGB). The average age of someone with a PGB is significantly
lower than that of the clients of mainstream home care (namely 58 versus 71
years). The PGB therefore appeals particularly to somewhat younger people. PGB-
holders turn out in general to have a greater requirement for care than people in
receipt of care in kind. With the aid of the PGB help is purchased from both private
household helps and the (mainstream or private) home care organisations and in
the informal circuit. Budget-holders generally very much favour the freedom of
choice which their budget provides, but are less satisfied with the red tape which
the PGB involves.

The proportion of elderly people living in an old-people’s home has fallen in recent
years to 5.4% (around 113,000). The percentage of elderly people in a somatic
nursing home has also fallen slightly in recent years. By contrast the proportion of
elderly people in a psychogeriatric nursing home has risen slightly. At the end of
1996 around 53,000 persons aged 65 and over (2.5% of the total) were living in a
nursing home. Patients and their visitors were generally highly satisfied with the
standard of nursing and care provided in nursing homes. People were however less
satisfied with the number of staff and degree of privacy.
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These figures are not fully comparable with those in chapter 2, which were concerned with persons1

aged between 43 and 64, while this chapter covers a much wider group (from age 35 and also
including the over-65s). Furthermore “well-being” has been defined differently in both surveys.
It is however conceivable that well-being initially declines with age (until age 50, see chapter 2),
thereafter rising again until a certain age, after which it once again declines with age (partly on
account of the prevalence of all kinds of physical complaints). Nearly half the people are satisfied with
the lives they are leading. This percentage also declines somewhat with age. Around a sixth of the
elderly are downright dissatisfied with life.

 A personal alarm cannot entirely alleviate this fear; some people remain fearful that they will no2

longer be capable of sounding the alarm.

 Anyone interested in the PGB reports on medical indication to one of the designated care-insurers.3

The insurer in question will then translate the indication into a budget and take the decision about
awarding it. Until recently people who had opted for the PGB instead of care in kind had to become a
member of one of the two designated budget-holders associations (VvB). Apart from a lump sum of
NLG 2,400 paid direct to the budget-holder each year the payments to care-providers were channelled
through these budget-holder associations. This arrangement was designed to prevent misuse and
illegal (black) work as far as possible but also involved a great deal of bureaucracy. Financial
settlement did not therefore always proceed smoothly and there were numerous complaints. Since 1
January 1998 the Social Insurance Bank has administered the subsidy schemes. It is hoped that this
will eliminate a large part of the technical financial problems. In future the SVB will pay the lump
sum to budget-holders and control the payment rights. In the interests of further administrative
simplification and debureaucratisation the Health Insurance Funds Council supports the proposal by
the ITS to increase the lump sum from NLG 2,400 to NLG 6,500 or NLG 10,000 a year (ZFR
1998a). The State Secretary intends to investigate the scope for doing so.

 In order to control the costs of the PGB scheme it makes a difference whether the client-linked budget4

is made available under a subsidy scheme or on the basis of a statutory entitlement. In the case of a
subsidy scheme the size of the macro PGB budget is determined annually by means of political
negotiations. The expenditure will not exceed the agreed macro amount, but the freedom of choice for
the client is limited; as soon as the limits of the total funds available for PGB have been limited there
is no further entitlement to a PGB. In the case of a statutory entitlement to a PGB, like the entitlement
to care in kind under the Exceptional Medical Expenses Act (AWBZ), the parties concerned can make
a free choice, but this is in principle an open-ended scheme, with possible consequences for the uptake
of public revenues.

 A VV budget is determined by multiplying the number of indicated hours of help of a certain kind by5

the appropriate rate. The maximum rates for calculating the size of the nursing and care budget are:
household help NLG 25, home help NLG 35, care of the sick NLG 55 and nursing NLG 65 an hour.
The budget of a VG client depends on the budget group into which he/she is placed. Twelve budget
categories are distinguished, ranging from NLG 5,000 to NLG 75,000 a year, with associated medical
indication requirements.

 The experience with the experiment (where an explicit choice was possible) and international6

experience with PGBs (in Germany 80% of those with an entitlement opt for a PGB) provide grounds
for this assumption.

 By this is meant that if in 1996 x percent of all single men aged 85 and over with serious physical7

limitations are admitted to an old-people’s home, the same percentage is expected to be admitted to an
old-people’s home in 2015 (the only difference being the absolute number of men with these
characteristics).

Notes
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6   COMMUNITY PARTICIPATION

Mirjam de Klerk and Margot Eijsink

6.1 Introduction

People today are living longer than ever before, whilst at the same time they are
stopping work at a much earlier age than in the past. The result is that people have
more (leisure) time on their hands. Reference is sometimes made in this context to
the “third phase of life” (after childhood and working life). Recently there have
been increasing warnings regarding the structural imbalance between the numerous
qualities of a growing number of often vital older people on the one hand, and the
limited scope for exploiting those capacities on the other (Knipscheer 1995;
Zandbergen and Van Tulder 1996). The result is increasing calls to involve older
people in tasks which are relevant to society (Lenssen 1995; Zandbergen and Van
Tulder 1996).

The reasoning followed here is that older people have a wealth of knowledge and
experience which they could deploy in a wide variety of domains. Economists
sometimes use the term human capital in this context (Becker 1975). The idea is
that many human capacities and talents constitute a useful resource which often
remains untapped. If organisations made more use of these possibilities this would
have a twofold effect: it would contribute to the success of the organisation and
foster employee development.
Initially, this reasoning extended only to paid employment. However, voluntary
work and informal help can also be interpreted as human capital, benefiting both
older people themselves and society as a whole (Zandbergen 1995; Zandbergen and
Van Tulder 1996). The Provisional Council for Policy on the Elderly (VROB 1995:
10) believes that society makes too little use of retiring employees in the voluntary
work and informal help sectors. The Council accordingly recommends that people
retiring early should be encouraged to devote a proportion of their free time to care
tasks.
Reasons cited for the low participation of older people in society are the negative
image of elderly people and the lack of roles and tasks for this group in society. The
latter is partly the result of all kinds of age restrictions in legislation and
regulations and in the articles of community organisations (Zandbergen 1995).

This chapter looks first at the concept of “community participation” and the various
forms of participation which can be identified within this concept (§ 6.2). Four
types of participation are identified, which are then discussed in more detail in the
subsequent sections. They are political participation; social participation;
participation in voluntary work; and informal help, or participation in the primary
network. First (§ 6.3) an outline is given of the extent of participation by older
people, in terms of both the percentage of people who participate and the extent of
that participation (expressed as number of hours or percentage of leisure time). The
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motives for people participating – or not – are then considered (§ 6.4), as well as
the determinants of participation (§ 6.5). Section 6.6 examines the image
surrounding elderly people. The chapter concludes with a summary (§ 6.7). 

Definition of elderly people in this chapter

In this chapter the age limit for older people has been set at 55. Where possible,
this group of is divided into subgroups (age 55-64, 65-74, 75+). The participation
of older people is compared in each case with the participation rate of people aged
under 55. The data relate only to older people living independently.

6.2 Definition of community participation

A study of the extensive literature in the field of community participation reveals
that it is difficult to compare data from the various studies. In part this is because
the studies use varying definitions of notions such as “voluntary work” and
“community participation”. Moreover, terms such as “voluntary work”,
“community participation” and “social participation” are difficult to distinguish
from each other (see also Van Deth and Leijenaar 1994). Lameiro Garcia and Van
Rijsselt (1992: 84) therefore conclude in their study of social participation that this
is a “container concept”.
Although some researchers regard community participation as synonymous with
voluntary work, the majority regard it as a very broad concept. Knipscheer (1996:
24), for example, speaks of “everything which is not paid employment or personal
care”. Statistics Netherlands (CBS 1998c) and Wiggers (1997) also include
participation in the labour market in their definition of “community participation”.
Here, however, “community participation” is interpreted as unpaid work.
Participation by older people in the labour market is the subject of chapter 2.
The policy document “Older People Count” (Ouderen in tel) uses the term “social
participation” rather than “community participation”, defining it as “a multiplicity
of forms of participation, varying from active political participation to recreational
participation” (Lower House 1990/1991:8). The policy document “Policy on the
elderly 1995-1998” (Ouderenbeleid 1995-1998) refers not so much to community
participation as to “conditions under which older people are able to fill the third
phase of their lives in an active and vital manner” (Lower House 1994/1995: 20).
Examples of this include community decision-making, permanent education and
sports activities.

A frequently cited typology of community participation is that present by Schuyt et
al. (1990); they identify the following forms of “community participation”:
- political participation;
- participation in the shaping of the community outside the political frameworks

(also referred to as “social participation” or “community participation in a
narrower sense”);

- consumptive participation in community life;
- participation in the primary network.
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Although consumptive participation occupies a very important position in the life
of older people (see the earlier Report on the elderly; Timmermans 1992;
Timmermans 1993; Timmermans et al. 1997b), and is very important as a vehicle
enabling older people to spend their time usefully and develop social contacts, it is
nevertheless left out of this chapter. There are tow reasons for this. First, earlier
Reports on the elderly have devoted attention on several occasions to this form of
participation. Secondly, this form of participation takes place primarily out of self-
interest, and is not directly useful to the rest of the community.
This means that the emphasis in this chapter lies on political participation, social
participation, voluntary work and informal help provided by older people. Where
possible, a distinction is drawn within the notion of informal help between informal
help in an organised context (interpreted here as voluntary work) and informal help
provided to family and friends, i.e. in one’s own network. This chapter accordingly
adopts the following categories:
1. political participation;
2. social participation, such as membership of an association;
3. voluntary work, including providing help in a formalised context or carrying

out administrative activities;
4. informal help in the older person’s own network.

6.3 Extent of participation

6.3.1 Extent of political participation

There are several ways in which people can become active in politics. People can
vote, seek contact with a politician, call on a political party to protect their interests
or file complaints. People can also become members of a political party or serve on
a municipal council, a Provincial Authority or in the Upper or Lower Houses of
Parliament. This section charts various forms of political participation.
Membership of political parties is discussed in section 6.3.2, which focuses on
participation in various types of association.

Older people vote more frequently than people aged under 55. In 1994, for example
(according to a survey which generally overestimates the number of voters), around
90% of older people (over-55s) voted during the parliamentary elections compared
with 80% of those aged 35-54 (see table 6.1). These differences between age
categories remain after correction for things such as differences in education level
or labour market position. Just how important the votes of older people can be
became apparent during the 1994 parliamentary elections, when political parties
representing older peoples’ interests secured a combined total of seven seats in
parliament.



148

Table 6.1 Political activities of people entitled to vote aged 35 and over, by age group, 1994 (in percentages)

35-54 yr  55-64 yr 65-74 yr � 75 yr total differencea

votes 80 93 86 91 84 +

has occasionally

contacted a politician 19 27 22 17 21b

attempted to call in an organisation 20 20 16 18 19c

protested 65 54 50 50 59 %
d

undertaken at least one of these activities 69 66 57 53 65 %

current political participation 8 6 5 7 %
e f f

(n) (552) (187) (149) (111) (998)

Significant difference (p < 0.05) between non-elderly people (34-54 years) and elderly people (55 years anda

above); a + means that elderly people do this more often than non-elderly people, and a - sign means that
older people carry out this activity less frequently.
Minister, MP, mayor, alderman or councillor.b

Political party, organisation, newspaper, radio or TV.c

Has participated in an action group or demonstration, filed a complaint or signed a petition.d

Activities in leading social or political organisations or activities in a pressure group or politics.e

In view of the small number of older people, all over-65s have been taken togetherf

Source: SKON/CBS (NKO’94); SCP (TBO’90-’95)

Although older people vote more frequently than those aged under 55, they protest
less often, have less often filled in a petition or taken part in a demonstration.
However, this appears to be more of a generation-effect than an age-effect; future
elderly people will have taken part in significantly more protests than present-day
older people. Older people have contacted a politician or tried to call on the help of
an official body just as frequently as younger people.

These data can be qualified with the comment that they report whether people have
“occasionally” been active. For older people it may well be a very long time since
they were active in this manner. The Time Use Survey (TBO) used diaries to
examine how many hours people spent on certain activities in a week. This
provides an insight into current political participation. Of the population aged 35
and over, 7% play an active part in political activities. Older people (over-55s) are
less frequently involved in such activities than younger people (table 6.1). Section
6.4.1 devotes more attention to this.

Conclusion

Older people use their voting entitlement more frequently, but the present
generation of older people are less inclined to protest than people aged under 55.
Older people are also less likely to lead a political organisation or participate in
activities on behalf of a pressure group than people aged under 55.



149

6.3.2 Extent of social participation

Social participation is difficult to define. Although payment of contributions or
participation in activities is generally not sufficient for someone to be classified as a
community participant, social participation is nevertheless operationalised as
“membership” or “active membership”, the latter referring to attendance at
meetings. One disadvantage of this broad operationalisation is that it is unclear to
what extent people are active members: some are merely “paper members”, while
others also visit their association; yet others also perform administrative tasks or
other work on behalf of their association. If people also perform other activities, the
line between social participation and voluntary work cannot be drawn clearly. This
subsection concentrates on membership of diverse associations. The other activities
undertaken by people on behalf of their association are treated here as voluntary
work and discussed in section 6.3.3.

The precise percentage of people who are members of an association is difficult to
establish: as the number of associations presented to respondents in surveys
increases, so does the percentage of respondents who are members of one of them.
Adding a category “other associations” does not solve this problem because people
sometimes forget associations. Question of this sort about membership can however
be used to compare age groups, for example.
The membership rate of associations or community organisations decreases with
increasing age; 74% of those aged under 75 are members, compared with 50% of
over-75s (see sable 6.2). The biggest difference between older people and younger
people occurs with sports associations, where “young people” are roughly 4.5 times
more likely to be members than older people. Older people are also less frequently
members of a trade union, educational association or organisation with a
community object. Naturally, this depends on the stage of life of the older person
concerned; it is primarily people who are involved with education or participate in
the labour market who are members of an educational association or trade union.
Older people are more frequently members of a political party or women’s
association than people aged between 35 and 54. People in the 55-74 age group are
more often members of a hobby, choral, music or amateur dramatic society than
people aged under 55 or over 75.
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Table 6.2 Membership of associations and organisations among over-35s, by age group, 1996 (in percentages)

35-54 yr 55-64 yr 65-74 yr � 75 yr total differencea

youth club, clubhouse, scouts 4 4 3 2 4 %

political party or association 8 8 11 12 8 +
women’s movement or association 7 12 13 14 9 +
hobby association 9 12 11 8 10 +
choral, music or amateur dramatic society 9 12 11 8 10 +
educational or school association 15 7 7 4 11 %

organisation with community object 14 9 8 5 11 %

trade union, small businesses/employers’
organisation 27 20 13 7 22 %

sports association 32 21 13 7 25 %

nature protection or environmental
organisation 32 30 27 19 29 %

other association 19 20 22 19 20

one of the above organisations 74 69 62 50 63 %

one of the social clubs 41 34 25 17 35 %
b

one of the interest groups 57 51 44 36 52 %
c

(n) (4,451) (1,394) (1,146) (672) (7,563)

Significant difference (p < 0.05) between non-elderly people (age 35-54) and older people (55 and older); a +3

means that older people do this more often than non-elderly people and a - that older people perform this
activity less frequently.
This refers to hobby associations, choral, music, and amateur dramatic societies, sports associations and youth4

associations.
Political parties, women’s associations, educational associations, organisations with a community object, trade 5

unions and nature protection and environmental organisations are regarded as interest groups.

Source: SCP (AVO’95)

 
A distinction can be drawn within the organisations referred to in table 6.2 between
organisations concerned mainly with furthering a certain interest (such as a
political party or an organisation with a community object) and associations which
are of a more social nature (such as sports or hobby associations). People are
significantly more frequently members of interest groups than social clubs.
Membership rates decline with increasing age in both types of association, though
is most marked in social clubs.
The differences among the elderly are in fact generally greater than the differences
between the over-55s and the under-55s. The group of over-75s has the fewest
members.

The LASA survey of older people (Longitudinal Ageing Study Amsterdam) also
highlights the nature of the membership of various types of organisations; for
example, virtually all members of hobby associations attend meetings, whereas the
majority of (older) members of patient associations or political parties do not.
The LASA survey also asks about membership of old people’s associations or
church organisations. As a result, this survey shows a greater proportion of people
who are members of an association than table 6.2. Roughly a quarter of older
people are not members of any organisation (see table 6.3). 
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More than a third of the older people in the LASA survey are members of a church
organisation (see table 6.3). A 1992 study by Statistics Netherlands (CBS)
(Ongoing survey on living conditions – DLO) showed that 73% of over-55s count
themselves members of a church, while 56% of these people (i.e. 41% of all older
people) attend church at least once a month. The fact that a lower percentage is
found here is probably a consequence of the question formulation; the LASA survey
asked all respondents whether they are “members of or feel associated with an
organisation”, whereas the DLO asked church members whether they regularly
visit church.

Table 6.3 Memberships of associations and the meeting attendance rate among over-55s, 1992/’93 (in percentages)

% who are members % of members who
attend meetings 

church or organisation with religious or ideological object 36 79
old people’s association or senior citizens' council 23 61
hobby associations or social clubs (e.g. card clubs) 15 92
neighbourhood association, neighbourhood committee or district
committee 13 64
sports association 13 84
trade union, employers’ organisation or professional organisation 12 48
choral, music or amateur dramatic society 10 91
women’s federation or women’s group 10 94
political party, organisation or association 10 44
organisation for helping the elderly, neighbours or the disabled 7 75
organisation with community object (Amnesty International,
Greenpeace) 7 68
patients’ association/organisation 5 37
other association 9 84

not a member of any organisation 25

Source: LASA (Van Rijsselt 1994: 100)

Old people’s associations

Roughly a quarter of old people are members of an old people’s association or
senior citizens’ council (see table 6.3). Around 525,000 old people are currently
members of one of the four national old people’s associations (table 6.4). These
associations promote the interests of older people and strive for their equal
treatment in society. Between 1980 and 1997 the membership of these associations
increased by 36%; the total number of over-50s in society increased over the same
period by 21%. This means that the percentage of older people who are members of
an old people’s association has grown; in 1996/’97 12% of people aged 50 or older
were members of such an association: in 1980 the figure was 11%.1
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Table 6.4 Members of old people’s association, 1980-1996/’97 (in absolute figures x 1,000 and indices)

1980 1994 1996/'97 index
(1980 = 100)

Union of Catholic Federations of Older People (KBO) 191 230 235 123
General Netherlands Federation of Older People (ANBO) 182 200 198 109
Protestant Federation of Older People (PCOB) 14 80 83 593
Netherlands Islamic Federation for Older People (Nisbo) 8
total 387 510 525 136

total number of older people (over-50s) 3,500 4,100 4,200 121
% of older people who are members 11.1 12.4 12.5b

Nisbo was founded in 1995 and is derived from the Tisbo (Turkish Islamic Federation for Older People) whicha

was founded in 1993.
It is assumed here that only over-50s are members of old people’s associations. This can be deduced from theb

annual report of the PCOB.

Source: Statement by the organisations (February/March 1998); see also SCP (1998b)

 
Table 6.5 illustrates shifts in the participation in associations (see table 6.2 for a list
of the associations). Participation increased from 56% to 63% between 1983 and
1995 (see also SCP 1996a: 541).  This increase occurs in all age categories, but is2

greatest among older people. In particular, the percentage of the over-75s who are
members of an association has increased (by 75%).

Table 6.5 Memberships of associations and organisations among over-35s, by age group, 1979-1995 (in
percentages and index figures, 1979 = 100)a

1979 1983 1987 1991 1995b

membership of associations
35-54 years 55 64 65 70 68
55-64 years 47 52 53 59 62
65-74 years 37 44 50 49 54
 � 75 years 26 38 36 40 45
total 48 56 57 62 63

index (1979 = 100)
35-54 years 100 116 118 127 124
55-64 years 100 111 128 126 132
65-74 years 100 108 135 132 146
 � 75 years 100 146 138 154 173
total 100 117 119 129 131

(n) (7,456) (6,663) (7,718) (5,744) (7,563)

See table 6.2 for a list of the associations.a

Membership of organisations concerned with nature protection and the environment has been left out ofb

consideration to facilitate comparison with other years.

Source: SCP (AVO'79-'95)
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Not only has the percentage of Dutch citizens who are members of an association
risen considerably over the last fifteen years, but people have also begun to combine
memberships more frequently. In 1979, 24% of people aged between 35 and 54
were members of several associations; the figure in 1995 was 37%. The proportion
of older people aged 55-74 who are members of several associations increased over
the same period from 16% to 26% (SCP 1996a: 541).

Conclusion

A large number of older people are members of an association. If old people’s
associations and church associations are included, roughly three-quarters of older
people are members of more than one organisation. The majority of memberships
of older people relate to interest groups. The LASA survey showed clearly that
these are often “paper members”, who do not attend meetings. A substantially
smaller number of older people are members of social clubs. 

6.3.3 Extent of voluntary work

Volunteers can be active on a wide range of fronts. For example, there are
volunteers involved in the health care sector (for example via the national Union of
Volunteers), in childcare, in sports or hobby clubs, in ideological or religious
organisations and in interest groups (trade unions, educational associations). In
most cases, both younger and older volunteers work in these organisations. Some
projects make specific use of older volunteers: for example, older people making
home visits to vulnerable elderly people because they can empathise well with their
situation. During these visits, the elderly people visited are informed about
available facilities and any problems are identified and passed on to professionals
(De Bok 1997; Van Rooijen and Gho 1990).

Attention has been growing in recent years in “intergenerational projects”. These
are defined as “specific and planned activities which promote cooperation and
interaction between members of different generations through the joint acquisition,
exchange and sharing of mutually valuable knowledge, experience, skills and/or
services” (Zandbergen and Penninx 1996: 16). These projects attempt to foster
“community participation” by older people, and include projects in which older
people show interested people round their town, act as guides in museums or
provide information at schools. There are also experiments with crèches located in
residential homes for the elderly in which the occupants are actively involved in
childcare (Knipscheer 1996: 24).

A special form of “community participation” are the “Guilds” (“Gildes”). In the
Guild projects, older people (over-50s) make available their knowledge and
experience to others. In this way the Guilds attempt to promote the “community
participation” of older people and to improve their negative image. The Guild,
which was set up in 1984 in Amsterdam, issues a guide book (the “Gilde Gids”) in
which older people state what knowledge and experience they are willing to pass on
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to others – both older and younger people – at no cost. Guilds are active at more
than 80 locations in the Netherlands in 1998, and similar projects also exist in
other countries, such as the UK and Germany (Bouwman and Penninx 1997; Van
de Weijenberg 1998).
Most people who use a Guild are very positive about this project. The older people
who offer their services see it as a way of maintaining social contacts and
continuing to practise their hobby or profession (Hollander 1987). And yet there is
also dissatisfaction; there are some older people offering services which no-one
wants to use. Consequently, a few divisions of the Guild have recently begun
searching more actively for organisations which are able to make use of the services
offered (Verschuur 1998).

The Guilds are limited to providing advice and knowledge. In addition, agencies
have sprung up in a number of (large) cities since the early nineties specialising in
placing over-55s wishing to carry out voluntary work or participate in the
community in some other way. Often these agencies are related to the Guilds
(Franssen 1990; Van Doornik 1993).

Table 6.6 Voluntary work by over-35s, by age group, 1996 (in percentages)

35-54 yr 55-64 yr � 65 yr total differencea

voluntary work in the field of
culture, sport and hobbies 31 27 21 28 %

children (childcare, school, youth work) 27 12 4 19 %

religion and ideology 12 14 14 13
political and ideological aims 7 7 8 7
professional, trade and small business
organisations 6 4 2 5 %

unpaid help to non-family members 4 5 5 5b

women’s movement 4 4 3 4

one of the above fields 55 44 41 50 %

family help 14 24 21 18 +c

(n) (1,060) (350) (449) (1,860)

The difference between non-elderly (age 35-54) and elderly people (age 55 and above) is statistically significanta

(p <0.05), even after correction for background characteristics. A - means that old people do this less frequently
than non-older people and a + means that they do so more frequently.
It is not clear whether all this help is given in an organised context.b

It is not clear whether all this help is given in an unorganised context.c

Source: SCP (TBO’95)

As stated earlier, volunteers may be active in a variety of fields. Within the various
fields there are sometimes considerable differences between the participation of
younger and older volunteers (see table 6.6). For example, older people are less
frequently involved in the reception or supervision of children and in cultural and
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sporting organisations. On the other hand, they more frequently provide help to
neighbours.

If all voluntary activities are aggregated, the over-55s turn out to perform voluntary
work less frequently than younger people. This still holds if allowance is made for
other background characteristics such as education level and labour market
position. The difference between the over-65s and those aged 55-65 are small. The
over-65s were too small a group in this survey to be separated out.

In a 1992 survey, the group of older people was sufficiently large to be further
subdivided. This survey showed that over-75s are active significantly less
frequently than younger cohorts (see table 6.7) in all the domains identified in table
6.6 (not in table). The percentage of volunteers in fact varies widely, depending on
the research method used and the definition of voluntary work adopted. For
example, the percentage of volunteers declines if the sectors in which voluntary
work are performed are made smaller, if the time period in which the voluntary
work is performed is shortened, or if it is stated explicitly that only organised
voluntary work counts (see also SCP 1996a: 556). Consequently, too much value
should not be attached to the precise percentages in the tables; these merely give an
indication.
Men perform voluntary work more often than women, and on average continue to
do so for longer. There are few differences in the participation rates of younger men
and men aged 55-75. By contrast, women become less and less active as they age.
This phenomenon begins as early as age 54.

Table 6.7 Voluntary work  by the over-35s, by age group and sex 1992 (in percentages)a

men women total

35-54 years 49 48 48
55-64 years 42 35 39
65-74 years 40 25 32
�75 years 16 10 12

total 44 38 41
difference between older/non-older people % % %

(n) (1,824) (1,982) (3,807)

Sixteen categories of voluntary work are identified in the ongoing survey on living conditions (DLO), whicha

overlap with the categories listed in table 6.6. Here, voluntary work includes help provided to neighbours, the
elderly or disabled in an organised context.

* Significant difference (p < 0.05) between non-elderly (age 35-54) and elderly people (age 55 and above); a -
means that older people do this less frequently than younger people.

Source: CBS (DLO'92)

The above data provide no insight into the nature of the voluntary work that is
performed. Van Daal (1990) draws a distinction between administrative,
organisational and supportive voluntary work. Participation in all voluntary
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activities declines with increasing age. Male volunteers generally perform more
administrative activities and women more support work and care tasks.
On average, 13% of older people perform administrative tasks (table 6.8). The
LASA survey shows that men do this almost twice as frequently as women (Witter
1995). People aged 60-64 – both men and women – are relatively frequently
involved in this type of work. Above age 64, the administrative activity gradually
tails off. This can be explained to some extent by the fact that some associations
still apply an age limit for administrative activities; often age 70 (LBL 1995),
though these age limits are gradually being relaxed (LBL 1997). Another possible
explanation is that for some people administrative work is in some way (in actuality
or in their perception) linked to paid work; as soon as people stop work, they see
this as a reason to cease their administrative work as well (cf. Dekker 1999).

Table 6.8 Performance of administrative tasks by over-55s, by age group and sex, 1992/’93 (in percentages)

men women total (n)

55-59 years 27 12 17 (261)
60-64 years 31 15 23 (421)
65-69 years 21 11 15 (448)
70-74 years 15 8  11 (425)
75-79 years 12 5 9 (515)
80-85 years 6 3 5 (513)
total 17 9 13 (2,583)

(n) (1,191) (1,392) (2,583)

Source: LASA (Witter 1995)

A somewhat outdated survey by Köbben and Nelissen (1989) reveals that older
people are often overrepresented in the administrative bodies of various
associations (such as the Dutch Football Association KNVB or the Dutch
Automobile Association ANWB). Köbben and Nelissen expected that participation
in administrative bodies would decline as people age, because organisations are
becoming increasingly professional. We know of no (recent) research which can
confirm this, however.

Compared with other European countries, the Netherlands boasts a high voluntary
work participation rate. This applies for all age groups, but especially for older
people (see table 6.9). Moreover, compared with the rest of Europe, a high
proportion of Dutch people perform voluntary work regularly (as opposed to
occasionally). A relatively large amount of voluntary work in the Netherlands is
carried out in the cultural, recreational and educational fields; this contrasts with
the sector “religion and ideology”, where a relatively low proportion of volunteers
are active (SCP 1996a: 539-541).
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Table 6.9 Participation in voluntary work in a number of European countries by the over-35s, by age group, 1993 (in
percentages)

Netherlands Denmark UK Sweden Ireland (French- Western
speeking) Germany

Belgium

35-44 years 44 43 40 39 35 30 16
45-54 years 39 33 36 42 33 32 19
55-64 years 44 20 25 34 31 29 13
� 65 years 37 17 30 36 12 22 13

Source: Gaskin and Davis Smith (1995: 29)

Table 6.10 shows the percentage of people who performed voluntary work between
1980 and 1992, including help provided to neighbours and the elderly (both in an
organised and an unorganised context). The total percentage of volunteers did not
change in this period. Generally speaking, older people have begun performing
voluntary work slightly more frequently and people aged under 55 slightly less
frequently.

Table 6.10 Voluntary work and help for neighbours by over-35s, by age group, 1980-1992 (in % and index figures)

voluntary work help for neighbours, the elderly and  totala

disabled b

a,b

1980 1986 1992 (1980 = 100) 1980 1986 1992 (1980 = 100) (1980 = 100)
index 1992 index 1992 index 1992

35-54 years 53 49 47 89 11 13 15 136 98
55-64 years 39 32 36 92 11 14 18 163 107
65-74 years 34 23 29 85 14 13 19 136 105
� 75 years 14 8 10 71 5 7 7 140 107
total 44 37 39 89 11 12 15 136 100

(n) (1,723) (2,522) (3,807) (1,723) (2,522) (3,807)

See table 6.6 for a summary of the activities included under voluntary work, excluding unpaid help, betweena

1986 and 1982.
This relates both to organised an unorganised help provided to neighbours. No distinction was made betweenb

these two in 1980.

Source: CBS (LSO ‘80 and ‘86; DLO ‘92); SCP calculation

The percentage of volunteers not providing help but active in some other way
decline markedly between 1980 and 1992. This applies in particular for the over-
75s. The fall in the percentage of volunteers occurred mainly between 1980 and
1986.

The percentage of volunteers (among the over-55s) increased slightly between 1980
and 1982. The percentage of people offering help to neighbours, the elderly and the
disabled increased strongly between 1980 and 1986. This increase occurred in all
age categories, but was most pronounced among older people between 55 and 64.
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The observed growth in the participation of older people (over-55s) in voluntary
work and the provision of informal help does not necessarily mean that the actual
amount of voluntary work and informal help has increased. To ascertain this, it
would be necessary to study the extent to which each individual participates. Using
the Time use survey (see § 6.3.1) the number of hours people spend on certain
activities per week was investigated.

On average, participants spent 4.9 hours on voluntary work in 1995, or 9% of their
available leisure time (see table 6.11).  Men achieve a higher score than women3

both for number of hours spent and the percentage of leisure time. Age is not a
determinant for the number of hours; over-55s devote approximately the same
number of hours to voluntary work as people below this age. The percentage of
leisure time spent by older people on voluntary work is however smaller than
among younger people. This is because older people have more leisure time
available, because they work less often (see also note 3).

Table 6.11 Participation in voluntary work, amount of time and percentage of leisure time spent by participants on
voluntary work, over-35s, by sex and age group, 1995 (in percentages and hours)

% participants hours by participants % of leisure time by participants

all 35 4.90 9.15

sex sign. sign.
men 33 6.25 11.27
women 36 3.82 7.45

age group sign.
35-54 years 36 4.96 10.17
55-64 years 30 4.56 7.79
 � 65 years 35 5.00 7.71

(n) (1,837) (634) (634)

Source: SCP (TBO'95)

The number of hours spent by volunteers on this form of unpaid work increased
between 1975 and 1990 from 4 to almost 5.5 hours, before declining to an average
of 4.9 hours (table 6.12). In relative terms, the increase in the number of hours
spent on voluntary work between 1975 and 1995 was greatest among older people.
This increase is largely attributable to participation by men. The number of hours
spent on voluntary work by younger men also increased. Older people performing
voluntary work spent an average of almost 9% of their leisure time doing so in
1995. This figure increased between 1975 and 1990, after which it fell slightly.
Older people spend less of their leisure time on voluntary work in each of the years
studied, but a comparison between the years 1995 and 1975 shows that the relative
increase among older people is greater than among those aged 35-54. 
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Table 6.12 Number of hours spent by participants in voluntary work, over-35s, by sex and age group, 1975-1995 (in
hours and between brackets as a percentage of leisure time)

1975 1980 1985 1990 1995

hours % hours % hours % hours % hours %
35-54 years

men 5.0 (10.0) 4.2 (8.8) 4.8 (9.5) 5.4 (10.3) 6.3 (12.6)
women 3.8 (7.8) 3.5 (7.3) 4.8 (9.3) 5.8 (9.8) 3.8 (8.1)
total 4.4 (8.8) 3.9 (8.1) 4.8 (9.4) 5.6 (10.0) 5.0 (10.2)

� 55 years
men 3.4 (5.7) 5.2 (8.2) 6.7 (10.4) 6.5 (9.5) 6.2 (9.3)
women 3.5 (6.0) 4.2 (7.3) 3.9 (6.8) 4.0 (7.8) 3.8 (6.6)
total 3.4 (5.9 4.7 (7.8) 5.1 (8.3) 5.2 (8.6) 4.8 (7.7)

total 4.0 (7.6) 4.3 (7.9) 4.9 (8.9) 5.4 (9.4) 4.9 (9.1)

Source: SCP (TBO'75-'95)

Conclusion

Volunteers may be active in a variety of fields. In general, older people do less
voluntary work than younger people. Nevertheless, a large proportion of older
people aged 55-74 are active as volunteers, particularly compared with other
European countries. Over age 75 the percentage of people performing voluntary
work declines quickly. The nature of the voluntary work also changes with age. For
example, older people are more often involved in helping neighbours and less
involved in childcare or sports associations. (Older) men often perform
administrative activities while women often assume care tasks. Between the ages of
60 and 64, in particular, many men are active in administrative functions.
Volunteers spend an average of around five hours per week on voluntary activities.
This figure has increased in the last twenty years among both older and younger
men.

6.3.4 Extent of informal help within own network

While voluntary work (as discussed in § 6.3.3) is carried out on a more or less
organised basis, informal help takes place without any form of organisation.
Moreover, in contrast to voluntary work, people usually give informal help to
someone they know.

This section examines the extent to which older people participate in providing
informal help, and how far they differ in this from younger people. Like voluntary
work, there is no uniform definition of informal help, so that care is needed when
comparing research results. The nature of participation in the primary network can
very widely. Often it involves help given to ill or disabled people, though
sometimes includes childcare and the giving of advice.
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13% of those aged 55 and over offer help to ill or disabled people (table 6.13).  In4

1996 this was equivalent to around 450,000 individuals. No distinction is drawn
here between recipients known to the volunteer and help given to strangers. People
aged 75 or above provide informal help significantly less frequently than younger
people, even when allowance is made for a number of background characteristics.
Section 6.5.4 looks more closely at the causes of these differences between over-55s
and under-55s. People aged between 55 and 75 show no differences compared with
younger people in the provision of informal help.

Table 6.13 Informal help, by age group and sex of the volunteer, helpers  aged 35 and older, 1991 (in percentages)a

domestic help personal care total

male female total male female total male female total

34-54 years 8 21 14 3 10 6 9 22 15
55-64 years 10 19 14 3 10 7 11 22 17
65-74 years 8 8 8 2 4 3 12 15 14b b b b b b

� 75 years 4 4 4

total � 55 years 9 12 11 3 7 5 10 15 13

total 8 17 13 3 8 6 9 19 14
difference older/younger
people % % % % % %

(n) (3,092) (3,289) (6,381) (2,926) (2,984) (5,910) (3,133) (3,377) (6,510)

Help to ill or disabled people. These may be family members in the home, extended family, friends, neighboursa

or others.
These are over-65s, because the small numbers make it impossible to make a further subdivision.b

* Significant difference (p < 0.05) between younger people (35-54) and older people (age 55 and above); a -
means that older people do this less frequently than younger people.

Source: SCP (AVO' 91)

Men generally offer help to ill or disabled people less than women (9% and 19%,
respectively). Women are traditionally less likely to have a (full-time) job and more
often assume the care tasks. This explains the large difference in the 35-54 age
group between the male and female helpers. From age 55 onwards the differences
between men and women reduce. This is not so much because men take on more
tasks after age 55, but because the amount of help offered by women declines as
they age.

The help offered often involves carrying out domestic tasks; while 14% of the
population say they regularly offer help to ill or disabled people, 13% of the
population state that they offer domestic help. Only 6% offer personal care to ill or
disabled people. Women perform both activities more often than men. This
confirms the picture which emerged from research carried out by Van Daal (1990).
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Tjadens and Woldringh (1991) show that, outside the relationship with children,
most informal help is provided to people of similar age. Table 6.14 distinguishes
between help within and outside the home, and in the relationship between the
helper and the helped. It can be seen from this that older people provide help to
partners relatively more often than younger people. Naturally, this has to do with
the composition of the household. Older people also provide less help to family
members outside the home. They are however overrepresented when it comes to
helping neighbours and other people, for example as volunteers. 

Table 6.14 Care by nature, relationship with recipient of the help and age group, carers aged 35 and above, 1991 (in
percentages)

35-59 years � 60 years

care within the householda

help to partner 51 79
help from head or partner to child 42 11
other help combinations in the home 7 11b

care outside the household
help to family 44 36
help to friends 12 11
help to neighbours 8 16
help to other people 9 15c

other help combinations outside the home 27 22

To the least able person in the household (n = 306).a

For example help from head or partner to household family partner; child to head or partner.b

For example as a volunteer.c

Source: De Boer et al. (1994: 148) 

 
So far we have looked specifically at help given to ill or disabled people. This
means that childcare, for example, is not counted as help. The data in table 6.15 are
based on questions on the provision of help in a more general sense, to children,
family, acquaintances, friends or neighbours. This survey shows that a very large
proportion of older people provide help. It also confirms the picture that people
aged over 75 provide much less informal help than older people below this age.
Table 6.15 also shows that men provide help (in a broad sense) more often than
women. In particular men frequently help with odd jobs and providing advice (see
e.g. Van Daal 1990; Tjadens and Woldringh 1991). Earlier, in table 6.13, we saw
that women provide help to ill or disabled people more frequently than men (see
also Van Daal 1990).
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Table 6.15 Proportion of helpers aged 65 and over, by age group, sex and relationship with recipient of help, 1996
(in percentages)

65-74 yr 75-84 yr � 85 yr total

m f tot m f tot m f tot m f tot

help to others 58 48 53 27 15 20 6 3 4 47 34 39
help to children 55 44 49 23 12 16 2 1 2 43 30 35
help to other family 26 16 21 8 4 6 1 % 0 20 11 15
help to acquaintances and
friends 34 22 27 14 7 10 4 2 2 27 16 20

Source: CBS (EBB-elderly'96) SCP calculation

Helpers spend an average of four hours a week on family help, roughly 7% of their
free time. Women offer help more often than men, and people aged 55-64 provide
help more often than the other age categories. But the number of hours and
proportion of available free time spent by helpers is the same for men and women,
and also for the different age categories (table 6.16).

Table 6.16 Participation in family help, amount of time and proportion of free time spent by participants aged 35 and
over on family help, by sex and age group, 1995 (in percentages and hours)

% participants hours by participants % of free time by participants

all 13 3.98 7.30

sex sign.
men 9 4.39 7.88
women 17 3.80 7.03

age group sign.
35-54 years 14 3.74 7.53
55-64 years 16 4.62 7.32
� 65 years 9 3.92 6.49

(n) (1,837) (239) (239)

Source: SCP (TBO'95)  

Generally speaking, the amount of time spent by helpers on family help has
increased. Despite quite large fluctuations over the years, the number of hours spent
on family help has increased for each age group by more than 25% (table 6.17).
The rise among older people has lagged behind the increase among those aged
34-54.
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Table 6.17 Number of hours spent on family help by people aged 35 and over, by sex and age group, 1980-1995 (in
hours)

1980 1985 1990 1995 index (1980 = 100)

all 2.81 3.04 4.12 3.98 142

sex
men 2.45 3.11 4.80 4.39 179
women 3.07 3.00 3.60 3.80 124

age group
34-54 years 2.37 2.74 4.04 3.74 158
55-64 years 3.68 2.73 3.80 4.62 126
� 65 years 2.86 4.26 4.92 3.92 137

(n) (193) (246) (224) (239)

Source: SCP (TBO'80-'95) 

Conclusion

Roughly 13% of over-55s provide informal help. This mainly involves carrying out
domestic tasks for family members (usually the partner). Women provide this help
more often than men. On the other hand, men more often provide help with odd
jobs or giving advice. Only after age 75 does the percentage of older people
providing informal help decline. On average, people providing informal help spend
around four hours per week doing so, approximately one hour more than in 1980. 

6.4 Motives for community participation

People may have various reasons for being active in the community. Often, a form
of self-interest plays a part (such as acquiring social contacts or a desire to be
active). Participation may also be seen as a vehicle for individual or collective
promotion of interests. This applies in particular for political participation. Finally,
the usefulness to the community or contribution to society or other people can pay a
role in decisions to engage in social participation or voluntary work. 
Lameiro García and Van Rijsselt (1992) conclude that virtually no research has
been carried out in the Netherlands into the more qualitative aspects of “community
participation”, such as why people participate, their subjective perceptions, and the
appreciation of that participation.
This section summarises the scarce literature on the reasons why older people do or
do not participate. The next section looks at the characteristics of older people
which help determine whether or not they are active in this way.

6.4.1 Motives for social participation and voluntary work

Obviously, the reasons that people join an association vary according to the type of
association. Logically, people join a recreational association largely in order to
acquire social contacts. Another reason for joining an association may be to
promote a particular interest; this is the case, for example, in organisations such as
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trade unions or political parties. Associations of this type generally offer fewer
social contacts than social clubs (see e.g. table 6.3).

In the LASA survey, older people carrying out voluntary work in an administrative
capacity were asked why they did so. They were able to provide more than one
reason. In both forms of participation, social contacts were the most important
reason (table 6.18). For the majority of those performing administrative tasks,
using their own capacities and remaining fit or active play a role. The sense of
responsibility for fellow human beings is cited more often by volunteers than those
performing administrative tasks (70% and 55% respectively). Many people do
voluntary work to remain fit or active.

Table 6.18 Motives of over-55s for performing administrative tasks or voluntary work (1992/1993 (in percentages)

administrative work voluntary work

because of contacts with others and for the company 81 87
to develop and utilise own capacities 59 59

from a sense of responsibility for fellow human beings and the
community 55 70
to remain physically and mentally fit 55 66

Source: LASA (Van Rijsselt 1994: 101)

The National Union of Volunteers (UVV) is a voluntary organisation active in the
health care sector. The aim of the UVV, which has 20,000 members, is to provide
and to promote community help for the elderly, sick and disabled, with the
emphasis on human contact and continuity. A survey was carried out in 1994 of
more than 750 volunteers aged 55 and over who had spent less than four years
within the UVV (De Ruijter 1995). Among other things, respondents were asked
about their motives and experiences. 

This study too showed that people have different motives for doing voluntary work.
People want to stay active, are looking for a useful way of spending time
(“sufficient time”), want to make a contribution to the community (“helping hand”,
“contribution to community”, “doing something for the target group”) and see
voluntary work as a way of making contacts (“role of social life”, “new contacts”;
see table 6.19).
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Table 6.19 Motives for doing voluntary work by older UVV volunteers, 1994 (in percentages)

to remain active 44 friends/acquaintances active 12
sufficient time 39 consider it a duty 8
helping hand 35 gets me out of the house 7
I was asked 26 read something about UVV 6
contribution to community 24 was lonely 5
role of social life 23 family already active 5
doing something for the target group 22 report in news 4
interest in UVV 16 knew someone disabled/sick 2
new contacts 15 other 4
having something to do 15

Source: De Ruijter (1995)

Many (older) volunteers indicate that there was a clear moment at which they
began to do voluntary work, such as when the children left home, they or their
partner retired or took early retirement, they started living alone or had just moved
house (De Ruijter 1995).

International research among ex-volunteers shows that many people see their
retirement as a reason for stopping voluntary work. The method of research may
play a role here, however: in seeking ex-volunteers, the researchers probably found
people who had stopped very recently (Dekker 1999).

Experiences with voluntary work at UVV

UVV volunteers list the most attractive aspects of voluntary work as social contacts
(both with clients and other volunteers) and the appreciation they receive from
clients and colleagues (see table 6.20).

Table 6.20 Attractive and unattractive aspects of voluntary work according to older UVV volunteers, 1994 (in
percentages)

attractive aspects % unattractive aspects %

social contacts 70 UVV volunteers/UVV (meetings culture,
lack of replacements, cost aspect) 57

helping/meaning/doing something for others 52 mentally/physically stressful 35
gratitude/appreciation/satisfaction/pleasure 48 ties/obligation 22
colleagues/work/collaboration 40 attitude of nursing staff 15
staying active/getting out of the house out in all weathers/travelling long

26 distances 14
spending time usefully/useful work 16 takes time 10
relieving professionals of work 3 activities/working conditions 8
other 3 budget/spending cuts 4

getting up early 3
other 12

Source: De Ruijter (1995)
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Volunteers cite as the least attractive aspects the UVV itself and colleagues. They
are referring here primarily to the “meetings culture” and problems in finding a
replacement. The fact that they sometimes have to incur costs (travelling expenses,
paid membership of the UVV, which are not reimbursed) is also cited. More than a
third of the volunteers find the work physically or mentally demanding. By this
they mean lifting patients, pushing patients around in a wheelchair, dealing with
senile patients or with dying people. Although the work is voluntary, it is not
without obligation: roughly a fifth feel bound by the work and about 10%
sometimes see it as something that takes a lot of time (see table 6.20). Van Rooijen
(1993) points out that many volunteers experience stress in the work they do,
because they do not feel accepted by professionals or because they are unable to
distance themselves from the work. 

Table 6.21 Views on voluntary work by volunteers and non-volunteers in four countries, over-25s, by age group,
1994 (%)

Netherlands Western UK Sweden
Germany

25-54 � 55 25-54 � 55 25-54 � 55 25-54 � 55 

motives for voluntary work (165) (102) (65) (43) (96) (54) (131) (65)
- very enjoyable 79 63 59 84 72 57 57 54
- broadens my experience/helps me

stay active and in good health 33 43 56 70 49 56 63 56
- meeting people and making friends 36 30 51 51 49 44 69 64
- opportunity to learn new skills/do

things I’m good at 31 20 35 21 50 28 55 37
- seeing results 28 18 32 23 56 61 46 42
- my moral, religious or political

principles 19 21 32 55 28 30 16 34
- social recognition and a certain status

in society 11 14 18 19 16 7 9 6

people who do not do voluntary work (383) (210) (452) (308) (366) (235) (375) (179)
reason for not doing voluntary work
- no time 63 26 61 31 53 32 49 33
- have not been asked 20 21 25 28 28 16 40 34
- never thought about it 9 6 22 21 13 7 16 15
- have an illness or disability 4 16 2 23 7 31 5 18
- no clear reason 7 17 7 10 24 18 18 16

would definitely not do voluntary work if
asked 31 58 33 47 27 49 23 51

Source: Volunteers in Europe 1994 survey (see also Gaskin and Davis Smith 1995)

 
Table 6.21 provides international comparative data from the survey "Volunteers in
Europe 1994" (Gaskin and Davis Smith 1995). A number of differences can be seen
from this in the motives of older and younger volunteers. Since the numbers of
respondents are small, however, these are merely rough indications of the
underlying motives.
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The predominant motive in all four countries is enjoyment in doing voluntary
work. Motives such as good health and meeting people are also often cited by older
people, particularly in other countries. In the Netherlands, younger people (age 25-
54) state more frequently than older people that they do voluntary work simply
because they enjoy it, because they can see the results and are able to develop skills.

Older people hold the view more frequently than younger people that they will not
do voluntary work if invited to do so. This applies for all four countries. A quarter
of the indigenous older people and around 39% of other older people say they have
no time for voluntary work. Often they also cite an illness or disability as a reason
(particularly in the UK). Among “other reasons”, 11% of older people in the
Netherlands state that they consider themselves too old to do voluntary work.
Research by Henderikse and Stoffels (1988: 84-85) among recently retired older
people aged between 65 and 70 showed that this group often have an aversion to
being tied down. They also sometimes consider it (physically or psychologically)
too demanding. Finally, older people do not enjoy being out of the house in the
evenings.
The percentage of older people indicating that they definitely do not wish to do
voluntary work is high. In research carried out by Van Beckhoven (1991) for the
Netherlands Voluntary Work Centre, only 7% of respondents who never do
voluntary work said that they had no interest in unpaid work.

It is interesting that 20% of the elderly say they do not do voluntary work because
they have not been asked to. Evidently there is a barrier preventing many people
from taking the step themselves. A small-scale study by Wiggers (1997) among
older people in Leiden showed that involvement with the neighbourhood has an
influence on whether or not people join a voluntary organisation. Familiarity with
the “voluntary circuit” is also an important factor. According to Lindeman (1996),
information on voluntary work and its benefits increase the chance that people will
do voluntary work. People who never do voluntary work have a fairly one-sided
picture of the possibilities. Three-quarters of them on hearing the term “voluntary
work” think of help for neighbours, the elderly and the disabled (Van Beckhoven
1991).

Some authors point out that volunteer organisations sometimes set very high
standards for volunteers or impose maximum age limits (see e.g. LBL 1995). Lack
of support from professional organisations and budgetary constraints which limit
the options for reimbursement and supervision also play a role. In addition,
voluntary work has an unattractive image and low status: people often do not
receive sufficient appreciation and recognition (Van Lankvelt 1998; Van Eijk 1997;
Wiggers 1997). Volunteers consider it important to be able to decide for themselves
at that time they work and for how long. Other factors they consider important are
public liability insurance, the availability of courses and training and work in their
immediate environment (Van Beckhoven 1991).
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6.4.2 Motives for providing informal help within one’s own network

The reason for providing informal help within one’s own social network is often an
acute need for help on the part of someone known to the helper (Grünell 1997).
People often consider it their moral duty to care for their family and friends, and
providing help to family members in particular is regarded as natural. Indirectly,
this means that it is difficult for informal helpers to define precisely what they do
and for how long. In general, it is easier for a volunteer to determine what tasks he
or she will perform and how often, than for an informal helper. Schrijvers (1998)
points out that informal help never stops, whereas a volunteer is able to decide for
him or herself how many hours he or she spends providing help.

Table 6.22 Motives for providing informal help, by sex and age group, 1987 (vertical percentages)a

sex age group

male female 20-64 yr � 65 yr total

it's good to help others
(completely) agree 85 88 85 91 87
(completely) disagree 3 2 3 1 2

helping others gives purpose to your life
(completely) agree 78 84 80 86 81
(completely) disagree 9 5 7 4 7

I consider it an obligation that I cannot get out of
(completely) agree 49 45 41 63 45
(completely) disagree 38 45 46 30 44

you can’t leave people to fend for themselves
(completely) agree 90 92 90 95 90
(completely) disagree 2 4 3 % 3

you have to help each other; one day you may need
help yourself

(completely) agree 77 77 75 81 76
(completely) disagree 13 12 12 11 12

(n) (126) (164) (221) (66) (265)

The neutral middle category has been left out. a

Source: Tjadens and Woldringh (1989: 173-175)

One of the few studies of the motives for providing informal help was carried out
by Tjadens and Woldringh (1989). Around 87% of informal helpers performing
care tasks said they enjoyed helping others. In addition, 81% said that helping
others gave purpose to their lives. There is also a less positive side to providing
informal help, however: many people see providing this help as an obligation
which they cannot get out of. This applies much more frequently for older people
than younger people.

Tjadens and Woldringh (1991) cite the following reasons which are given by
respondents for not providing informal help: fear of developing health complaints
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themselves as a result; being psychologically incapable of providing help; lack of
affinity with the requested tasks; fear of having to set limits; dissatisfaction with the
social contacts created when providing informal help; perception of insufficient
appreciation for the work; and lack of (practical and psychological) support from
others (e.g. partner or care professionals). A study of older people (over-57s) by
Van Eijk, for example, shows that older people have a very low opinion of
unorganised voluntary work.

Finally, Tjadens and Woldringh (1991) point out that the willingness to provide
informal help also depends on the degree of flexibility of the tasks (activities which
are tied to a certain time or schedule), the estimated duration of those tasks and the
expected number of tasks to be performed. Rigidity in the dividing up of the day
also plays a role, both for the recipient of the help (who needs help at regular times)
and for the helper. The costs associated with offering informal help are also
thought to have a negative impact on people’s willingness to provide it. 

Conclusions

Spending time usefully, contributing to the community and establishing social
contacts prove to be important motivations for older people for being active in the
community in a variety of ways (both in administrative positions and as
volunteers). For providers of informal help, there is a danger that doing so will
limit the helper’s free time and the time left over to spend with their friends
(Schrijvers 1998). In spite of this, most providers of informal help enjoy helping
others and derive a great deal of satisfaction from doing so.

6.5 Determinants of participation

What determines whether or not older people are active in the community? In an
extensive literature study, Wiggers (1997: 29) lists the following characteristics of
the social setting of older people which influence their “community participation”: 
- socio-demographic factors (age, sex, civil status or size of household, ethnic

origin);
- socio-economic factors (education, occupation, income);
- socio-medical factors (physical and mental health)
- other factors (housing situation, residential setting, social network and factors

related to stage of life

Different studies cite different characteristics as being the most important
determinants of community participation by older people. In general, participation
in activities decreases with advancing age, though this trend is sometimes is only
visible when people become much older. The same thing was observed earlier in
this chapter (see table 6.7). Education level, income, transport, health and age all
play a particularly important role in the degree of community activity of the over-
55s, according to Wiggers (1997: 38).
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This chapter not only looks at how many older people are active in the community
(§ 6.3), but also at the characteristics of older people who do or do not participate
(§ 6.5). Discovering these determinants enables suggestions to be formulated to
encourage this form of participation. It is impossible to discover how much each of
the characteristics listed by Wiggers influences the participation of older people.
Many surveys, for example, do not include information on ethnic origin, (former)
occupation, social network or mental health. 

6.5.1 Determinants of political participation

This section looks at which characteristics determine whether or not people become
politically active. “Odds ratios” are used for this; an odds ratio greater than one
means that this category of people has a greater chance of being politically active
than the reference group (table 6.23).
Among older people, age plays no role in determining whether or not they vote;
very elderly people vote more or less as often as younger older people. Older
women vote more often than older men. Older people who live in less urbanised
regions vote more often than other older people. A degree of political participation
as shown by the Time use survey (activities involving leading social and political
organisations or interest groups), also shows no correlation with age among older
people. A secondary education level or higher increases the chance of active
political participation by older people.

Table 6.23 Voting (1994) and political participation  (1990-1995) among the over-55s, by various backgrounda

characteristics (in odds ratios)b

voting political participation

age group  
55-64 years 1 1 
65-74 years (0.58) (1.11)c

 � 75 years (0.76)
sex

male 1 1 
female 2.33 (0.63) 

level of education
low 1 1 
medium (1.28) 1.89 
high (1.27) (1.84) 

degree of urbanisation  d

very high/high 1 1 
moderate (0.59) (0.77) 
little/none 2.70 (1.34) 

Activities involving leadership of social and political organisations and in interest groups (see table 6.1). a

Corrected for the effects of household type, income and labour market position. These effects are notb

statistically significant. Other non-significant effects (p > 0.05) are shown between brackets.
The two oldest age categories have been combined because of the small number of people in these agec

groups in the Time use survey. 
The NKO survey refers to $very high#, $high#, $moderate#, $little# and $urbanised#; The Time budget surveyd

uses the terms $large cities#, $towns of 100,000 inhabitants or fewer# and $smaller municipalities#.

Source: SKON/CBS (NKO’94); SCP (TBO’90-’95)
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6.5.2 Determinants of social participation

This section examines which characteristics of older people determine whether or
not they are members of one or more associations. In addition to looking at all
associations together, they are also subdivided into social clubs (e.g. hobby, choral,
music or amateur dramatic societies; see table 6.2); and other associations, which
often have more of the character or interest groups.

Age is an important predictor for the chance that someone will be a member of an
association. Table 6.2 showed that older people are less often members of
associations than younger people. After correction for all manner of other
differences between elderly and non-elderly people, however (such as household
composition or labour market participation), we find that older people aged
between 55 and 74 are more frequently members of an association, particularly
interest groups, than younger people (see table 6.4). In other words, whilst older
people are less often members of an association (see table 6.2), this has to do not so
much with their age as with other characteristics. Age does prove to be important
for participation in recreational associations: the over-65s are less frequently
members of these than younger people.

Table 6.24 Membership of various types of organisation among over-35s, by age group, 1995 (in odds ratios)a

all associations social clubs other associations

age group
35-54 years 1 1 1
55-64 years 1.30 (0.93) 1.32
65-74 years 1.26 0.74 1.41
� 75 years (0.98) 0.58 (1.19)

A correction has been applied for the effects of sex, household type, education level, labour market position,a

income, physical limitations, degree of urbanisation and car ownership. Non-significant effects (p > 0.05) are
shown between brackets. An odds ratio greater than 1 means that this category has a greater chance of being
a member of an association than the reference group.

Source: SCP (AVO’95)

Table 6.25 shows the determinants for membership of associations by over-55s.
Age is a predictor for recreational associations: as age increases, the chance of
membership decreases. One possible explanation for this could lie in the
“disengagement theory”, which argues that older people increasingly withdraw
from society at a certain (sometimes great) age, and begin to live a quieter
existence. This need not mean, however, that older people are no longer interested
in what is going on in the community.5

Older women are less frequently members of recreational associations than older
men. The data do not explain why this should be so. What is known, for example,
is that women have more difficulty in going out alone in the dark (Timmermans et
al. 1997b: 177). If the activities take place in the evening, therefore, this can
dissuade people from joining associations.
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People living alone are generally more likely to be members of an association than
people who share their household with others. This supports the idea that people
join an association partly for the social contacts.
A higher education level and higher income increase the chance that an older
person will be a member of an association; this applies both for social clubs and for
associations with a community objective. It may be that, for older people with the
lowest incomes, the contribution they have to pay for membership of the majority of
associations is too high.
People with severe physical limitations are less frequently members of an
association than other older people. However, this is only a significant difference in
interest groups. Evidently physical problems do not prevent people from joining
social clubs. 

Table 6.25 Membership of various types of organisations by over-55s, by a number of background characteristics,
1992 (in odds ratios)a

all associations social clubs other associations

age group
55-64 years 1 1 1
65-74 years (0.88) 0.72 (1.01)
 � 75 years 0.66 0.53 (0.90)

sex
male 1 1 1
female (0.93) 0.83 (1.08)

household form
single-person household 1 1 1
multiple-person household 0.66 0.76 0.79

level of education
low 1 1 1
medium 1.88 1.44 1.85
high 2.47 1.49 2.76

income
1  25%-group (low income) 1 1 1st

2  25%-group 1.34 (1.12) 1.36nd

3  25%-group 1.94 1.59 1.85rd

4  25%-group (high income) 2.18 1.37 1.83th

physical limitations
no limitations 1 1 1
slight limitations (1.19) (1.15) (1.11)
moderate limitations (0.96) (0.92) (0.95)
severe limitations (0.86) (0.81) 0.64

car ownership
no car 1 1 1
has a car 1.31 1.36 1.27

degree of urbanisation
(very) highly urbanised 1 1 1
moderate urbanised (1.16) (1.17) (0.99)
not/hardly urbanised 1.45 1.26 1.34

Corrected for the effect of labour market position. This effect is not significant. Other non-significant effects (p >a

0.05) are shown between brackets.

Source: SCP (AVO'95)
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People belonging to a household in which there is a car are more often members of
an association than people without a car. 
Finally, living in a less urbanised area increases the chance that older people will
be members of an association. In other words, older people living in a (large) town
are less frequently members of a (recreational) association. It is not known whether
this leads to greater loneliness among older people in towns.

6.5.3 Determinants of voluntary work

In order to obtain a good picture of the characteristics of the people who do and do
not perform voluntary work, all background characteristics of volunteers are
analysed here.

It was observed earlier that older people do voluntary work less frequently than
people aged under 55. If we look specifically at people aged 55 and over (table
6.26) we again see that the number of people doing voluntary work decreases with
increasing age. One possible explanation for this could lie in the disengagement
theory (see § 6.5.2). A foreign study was cited earlier in which some former
volunteers indicated that their retirement was the reason for their ceasing voluntary
work (Dekker 1999). Older men are more often active as volunteers than older
women. Earlier we saw that there are also clear differences between the types of
activity carried out by men and by women: men are more likely to be involved in
administrative activities or doing odd jobs, whilst women are more involved in
carrying out care tasks.

Like the chance of membership of an association, a high education level and high
income increase the chance that a person will be a volunteer. In contrast to
association memberships, however, available free time plays a role in the
performance of voluntary work; working people do voluntary work less frequently
than people who do not work.
Health limitations play an important role in a person’s decision as to whether to do
voluntary work. Severe health limitations significantly reduce the likelihood that a
person will be active as a volunteer. Older people stating that they have a particular
religious belief do voluntary work more frequently than people with no religious
affiliation. Car ownership and degree of urbanisation have no influence on whether
or not people do voluntary work.

Research by Lamme et al. (1998: 136) confirms a number of these findings; Their
study of the relationship between poverty among older people and involvement in a
variety of organisations (with a high degree of involvement indicating active
participation as a volunteer or administrator) showed that older people with poor
health, very elderly people, older women, single older persons, older people with a
low education level and older people with a low income were less frequently
involved in organisations.
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Table 6.26 Voluntary work  by over-55s, by a number of background characteristics, 1992 (in odds ratios)a b

age group
55-64 years 1
65-74 years (0.74)
� 75 years 0.24 

sex
male 1
female 0.65

household form
single-person household 1
multiple-person household 0.61

education
low 1
high 1.70

labour market position
not working or working for a maximum of 12 hours 1
working (12 hours per week or more) 0.58

income
1  25%-group (lowest incomes) 1st

2  25%-group (1.37)nd

3  25%-group 1.62rd

4  25%-group (highest incomes) 1.65th

health
no limitations 1
slight limitations (1.26)
severe limitations 0.45

church membership
none 1
Catholic/Dutch Reformed/Dutch Orthodox/other 2.35

satisfaction with circle of friends
satisfied 1
moderately satisfied 0.52

Including help to neighbours, the elderly and disabled in an organised context.a

Correction has been applied for the context of car ownership and degree of urbanisation. These effects are notb

significant. Other non-significant effects (p > 0.05) are shown between brackets.

Source: CBS (DLO'92)

 
Older people living alone are more frequently active in a voluntary organisation
than older people not living alone. Tjadens and Woldringh (1991) posit that people
decide to become involved in voluntary activities from a sense of loneliness as a
way of developing new social contacts. table 6.26 shows that people who claim that
they are moderately satisfied with their friends and acquaintances are less
frequently volunteers than people who are very satisfied with their circle of friends.
No direct causal link can be derived from these data, but it is very possible that
being involved in a voluntary organisation does indeed increase a person’s circle of
friends or enable more fulfilment to be derived from those social contacts. 

The LASA survey shows that carrying out administrative activities correlates
among other things with the level of education of older people; people with a high
education level perform administrative work on average three times as much as
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people with a low education level. No correction has been applied here for such
things as age effects. Older people who have had a management position in their
working life and those who have taken early retirement are also more often
involved at an administrative level than older people without these backgrounds.
Health also plays a role: older people who regard their own health as poor are less
active than more healthy cohorts. There are no differences between older people in
excellent health and those with reasonable health (Witter 1995: 16).

Staying mentally and physically fit is an important reason for older people
remaining active in an administrative capacity. Whether participation in such
activities actually does help to keep up their health cannot be deduced from the
data. What is clear, however, is that severe health problems can form an obstacle to
becoming/remaining a member of an association. 

6.5.4 Determinants of informal helpers within their own network

To obtain a profile of people providing informal help, this section analyses the
background characteristics of helpers. People aged over 75 provide relatively little
informal help to others. The fact that people’s social network shrinks as they age
(Van Tilburg 1995) could be a reason for this. For example, informal help is often
given to the partner, whilst a relatively large proportion of over-75s live alone.
Taking all people aged 55 and over together (see table 6.27), gender is not a
determinant for the provision of informal help. As observed earlier, women provide
informal help more often than men, but the difference between men and women
decreases with increasing age (see e.g. table 6.13).

Education and household type have no significant effect on the likelihood that
someone will provide informal help. This is confirmed by the study by Van Daal
(1990). Labour market position is also not a predictor for the provision of informal
help by older people. This is probably because of the large number of non-workers
among older people on the lowest incomes. Income is however a determinant: older
people with the highest incomes provide help least frequently (table 6.27). On the
other hand, this group were found to be most active in the performance of voluntary
work (see table 6.26).

Although it was made clear in section 6.5.3 that the household form and degree of
satisfaction with the circle of friends pay a role in whether or not a person does
voluntary work, these factors do not affect the likelihood that someone will provide
informal help. This may be due to a difference in motivation. Informal help is often
given to someone known to the helper, and is therefore not regarded as a means of
establishing social contacts. One factor which does play a role is the presence of
severe health limitations; these reduce the chance that someone will provide help to
others. Finally, people with a church background provide informal help more often
than people with no church affiliation.
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Table 6.27 Provision of informal help to neighbours, the elderly and disabled by over-55s, by a number of
background characteristics, 1992 (in odds ratios)a

age group
55-64 years 1
65-74 years (0.63)
� 75 years 0.21

income  
1  25%-group (lowest incomes) 1st

2  25%-group (1.59)nd

3  25%-group (0.86)rd

4  25%-group (highest incomes) 0.32th

health
no limitations 1
slight limitations (0.82)
severe limitations 0.48

church affiliation
none 1
Catholic/Dutch Reformed/Dutch Orthodox other 1.74

A correction has been applied for the effects of sex, household type, education, labour market position, degreea

of urbanisation, car ownership and satisfaction with circle of friends. These effects are not significant. Other
non-significant effects ((p > 0.05) are shown between brackets.

Source: SCP (DLO'92)

In addition to the background characteristics listed here, a great many other factors
could encourage or prevent older people from offering informal help – the distance
between the recipient and helper, for example. When asked about their willingness
to care for close family members for an extended period, 50% of respondents say
they would definitely or probably be willing to do so.

Table 6.28 Willingness  to provide help  by over-35s, by proximity to family and age group, 1991 (in percentages)a b

no family within family within
30 min. travelling time  30 min. travelling time total

35-54 years 41 58 55
55-64 years 47 59 57
� 65 years 29 35 33

total 38 53 50

(n) (1,242) (5,124) (6,452)

Definitely or probably willing.a

Personal or domestic are to close family members for an extended period.b

Source: SCP (AVO'91)

Distance from the recipient of the help has an influence: 53% of people with family
living nearby (less than 30 minutes travelling time) are prepared to offer informal
help; only 38% of those with family living further away show the same willingness.
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This influence of travelling time on willingness to provide help applies only for
people aged under 65. People over that age are less willing in general to assume the
care for family members for an extended period. The effect of the proximity of
family members plays virtually no role for them.

6.5.5 Conclusions

This section looks at which factors influence the “community participation” of
older people. It makes clear that, within the group of elderly people, those aged
over 75 are significantly less active than “younger” older people. This applies for
social participation, performance of voluntary work and provision of informal help.
One possible explanation may be the disengagement theory. The correlation
between “community participation” and participation in the labour market is
unclear: on the one hand, people not in paid work appear to have more free time
and therefore more opportunity to do voluntary work for example; on the other
hand, some former volunteers state that retirement was precisely the reason that
they stopped doing voluntary work.
People living alone are more often members of associations and more often do
voluntary work than people who share a household. For the former group,
community participation is mainly seen as a way of making social contacts.
People on a low income could be a risk group; they are less frequently members of
an association, possibly because they are unable to afford the contributions. They
also do voluntary work less frequently than others. On the other hand, they provide
informal help more often than older people with a high income.
Severe health problems generally do not prevent people from becoming members of
(recreational) associations, but do stop them doing voluntary work or offering
informal help. Chapter 9 contains a few policy recommendations aimed at
increasing the participation of older people.

6.6 Ideas about the (deployment of) older people in the community

Zandbergen and Van Tulder (1996) see the negative image surrounding older
people as an important cause of their low “community participation”. This section
examines the evidence for this negative image.

If people are presented with a number of personality characteristics and asked
whether these are more attributable to older or younger people, they indicate that
for a large number of characteristics that there is no difference between the two
groups. Where they do see differences, they tend to attribute the positive
characteristics more often to older people and the negative characteristics to
younger people (see table 6.29). In general, therefore, the image of older people is
much less negative than assumed.

A number of differences do however occur here between younger and older people.
For example, over-55s attribute the characteristics “well-mannered”, “content” and
“active” more frequently to older people than to people aged under 55. The
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characteristic “valuable to the community” is widely attributed to older people,
particularly by people aged 55-64. People aged over 65 apply the characteristic
“weak” most often to older people.

Table 6.29 Degree to which personality characteristics of older people or younger people are attributed by 35-80
year olds, by age group, 1995 (vertical percentage totals)a

35-54 yr 55-64 yr  65-80 yr total differenceb

positive characteristics
feeling of responsibility older people 67 71 67 68

younger people 1 2 1 2
good manners older people 61 67 71 64 +

younger people 1 1 1 1
content older people 53 61 61 56 +

younger people 4 3 2 3
reliable older people 34 38 33 35

younger people 1 2 1 1
valuable to the community older people 23 30 25 25 +

younger people 6 12 11 8
active older people 9 14 15 12 +

younger people 39 31 39 38
negative characteristics

weak older people 29 27 34 30
younger people 15 22 17 17 +

lacking in energy older people 25 20 23 24
younger people 31 36 34 33

opinionated older people 19 16 19 18
younger people 26 33 26 27

impatient older people 11 15 13 12
younger people 57 62 54 57

egoistical older people 7 10 9 8
younger people 47 46 38 45

The neutral middle category $attributed equally to older and younger people# has been left out. The responsesa

$occurs much more frequently among older people# and $occurs more frequently among older people# have
been combined. The same applies for the corresponding responses for younger people.
Significant difference (p > 0.05) between older people (over-55s) and younger people (35-54); a + means thatb

older people attribute this characteristic more frequently.

Source: SCP (CV ‘95)

The image of older and younger people changed somewhat between 1987 and 1995
(not shown in the table). In 1987, positive and negative characteristics were
attributed more equally to older and younger people; in 1995, the positive
characteristics were more frequently attributed to older people and the less positive
characteristics more frequently to younger people than in 1987.

Research by Keijzer (1997) also shows that older people generally attribute more
positive characteristics to themselves than to younger people. In addition, people
generally have a more positive image of “younger” older people (age 65) then of
more elderly people (age 85). Older people with a partner, older people still living
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alone and older people with good physical health have a more positive self-image
than other older people.
Roughly half the population have no objection to older people continuing in paid
work if they are fit enough. Around a quarter think that older people should give up
their place to someone younger. Interestingly, older people more often think this
than younger people do (see table 6.30). Here again, therefore, there is no evidence
of discrimination against older people. It should be borne in mind here however
that these are general statements (attitudes) rather than observations of
discriminatory behaviour. It is possible, for example, that older people are
discriminated against on the basis of their age without this being reflected in the
attitudes to older people (see also Dekker and Ester 1989: 239; Scheepens 1998).
No concrete data are known on discriminatory behaviour, however.

Table 6.30 Views on mutual service-provision by older and younger people among 35-80 year-olds, by age group,
1995 (vertical percentage totals)  a

35-54 yr 55-64 yr 65-80 yr total differenceb

older people should give up their place for someone agree 18 40 48 28
younger disagree 56 40 32 48 +

if an older person is still fit enough to do paid work,
there is no objection to this, even though there is agree 52 48 44 50
unemployment among younger people disagree 30 37 39 33 %

younger people have their family and their work, and
older people can therefore do something for them if agree 38 63 71 49
they choose disagree 36 21 15 29 +

older people have a right to expect that younger people
will help them regularly, even if this involves an agree 44 37 40 42
additional burden for younger people disagree 30 41 34 33 %

The neutral middle category $neither agree or disagree# has been left out in this table.a

Significant difference between older people (over-55s) and younger people (35-54). A + sign means that olderb

people more frequently agree with this statement than younger people, and a - sign indicates that older people
agree with this statement less frequently.

Source: SCP (CV'95)

Older people also think more often than younger people that they can do something
for younger people if they so choose. People aged under 55, by contrast, more often
think that older people have a right to be helped by younger people.

6.7 Summary

This chapter looks at various forms of “community participation”. It examines how
many older people participate, to what extent this participation differs from the
participation of people aged under 55, what motives people have for being active in
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the community and what background factors determine whether or not people
participate.

Roughly two-thirds of the population are members of an association or
organisation, but the degree of participation decreases with advancing age. The fact
that older people are less often members of an association correlates to some extent
with a lower education level and lower incomes. Older people are more frequently
members of a political party or women’s association, but less frequently members
of social clubs. Since 1979 there has been a steady increase in membership of
associations, particularly among older people.

Participation in voluntary work is quite high in the Netherlands, particularly
among older people. Between 1980 and 1992 the percentage of older people
providing help to neighbours, the elderly or the disabled increased strongly and the
proportion of older people doing other voluntary work fell slightly. Men in
particular have begun devoting more time to voluntary work. In general, older
people do less voluntary work than “younger” people, largely because women
become less active in this area after age 55. Older people with a low education level
and a low income perform relatively little voluntary work. Poor health also limits
participation. Older people living alone are more frequently volunteers than older
people sharing their household. An often cited motive for doing voluntary work is
not surprisingly to make new social contacts.
Around 13% of over-55s occasionally provide informal help. People aged 55-64 are
overrepresented in this group. After that age, this form of participation declines.
Severe health problems prove to be an important factor preventing people providing
informal help. The number of hours spent by helpers in helping family members
has increased, although the increase among the over-55s has lagged behind that of
younger people.

The negative image surrounding elderly people is often cited as an important cause
of the low participation by this group in the community. However, research
findings suggest that in reality the image is much less negative: if people attribute
certain personality characteristics to a particular group of people, positive
characteristics are attributed mainly to older people and negative characteristics
mainly to younger people. 
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Notes

The fact that table 6.3 shows a larger percentage of older people who are members of old people’s1

associations than table 6.4 is probably due to the fact that table 6.3 also includes senior citizens’
councils. 
In the Social and Cultural Report 1998 (SCR 1998) it is observed that, within the entire population,2

the percentage of people who are members of an association remains roughly constant (SCP 1998b:
750). This difference in findings is due largely to the fact that different databases were used in SCR
1998, which included other associations. The increase observed in this Report in the percentage of
members is closely related to the growth in the number of people who are members of an association
with a community objective. Respondents in the AVO survey were asked about this, whereas
respondents in the LSO/DLO survey which was used in SCR 1998 were not.
Free time is all the time in a week (168 hours) which is not spent on obligations (work, domestic tasks,3

care and education together), sleeping and personal care. In 1995 people had an average of 47 hours of
free time a week. Among the over-65s the figure was approximately 61 hours and among people aged
35-49 around 44 hours (Van den Broek et al. 1997). Over-65s have more free time than younger
people because they are less often in work. On the other hand, they devote more time to household work
or care tasks. 
The figures in table 6.13 differ somewhat from those in table 6.10 as a result of differences in question4

formulation. 
The counterpart to this theory is the activity theory, which emphasises that it is important for older5

people to remain active for as long as possible.
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7  (HELP WITH) MENTAL DISORDERS

Joost Timmermans

7.1 Introduction

Chapter 5 reported on a number of recent developments in the care for the elderly.
This focused mainly on older people facing physical limitations because of chronic
disorders, accidents or simple wear and tear, and the provisions aimed at
compensating for those limitations. This chapter focuses on the health problems of
a group of older people who receive much less attention, namely those with mental
disorders. 
It is not known how many older people experience mental disorders within a given
period, such as a year. The reason for this is simple: no research has to date been
carried out among older people which covers all or even all commonly occurring
mental disorders. This problem also applies to other aspects of the health of the
elderly, but in those cases it is often possible to sketch an outline of the
epidemiology, causes and consequences based on information on those who have
made use of the available care provisions, in the knowledge that a majority of those
with a given somatic disorder will generally seek help. The picture changes when it
comes to people with mental disorders; a very large part of this group is not known
to care professionals. As will be explained later, this is due on the one hand to the
fact that these mental disorder are often denied by the older people concerned or are
presented by them as a somatic problem. On the other hand, many care
professionals simply fail to recognise the presence of mental disorders, or see no
point in treatment.

Given the lack of data referred to above, the account put forward in this chapter is
fragmentary. Attention will focus primarily on three mental disorder about which
more is known, namely cognitive mental disorder (including dementia) depression
and anxiety. In all probability, these three are among the most commonly occurring
mental disorder.
This chapter draws extensively on data gathered in the Longitudinal Ageing Study
Amsterdam (LASA), a nationally representative survey of the population aged 55-
85, which made use of generally accepted and validated measurement instruments.
This means that these instruments can be used to identify those who are suffering
from a psychological disorder according to internationally adopted standards, so
that this group can be clearly separated from those with what are termed
psychosocial or life problems.

This chapter looks in general terms at the prevalency of mental disorders among
older people and at the difficulties of measuring these mental disorder (§ 7.2). The
subsequent sections discuss the three mental disorders referred to above (§ 7.3-7.5).
As stated, the causes and consequences of those mental disorders are examined, but
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also the degree to which they are recognised by care professionals; the help itself is
also examined. The chapter concludes with a summary (§ 7.6).

Definition of elderly people in this chapter

The data in this chapter are based primarily on the LASA survey, which targets a
population aged 55-85. Where the terms "older people", "the elderly", etc. are used
in this chapter, they relate primarily to this group.

7.2 Mental disorders

As stated in the introduction, it is not possible to give a complete picture of the
prevalence of mental disorders among older people in the Netherlands. For a gene-
ral impression, therefore, data from American research are presented (table 7.1).
Clearly, the figures cannot be applied without qualification to the Dutch situation,
but it may be that the general picture of more and less commonly occurring mental
disorders does not differ very greatly.

Table 7.1 Prevalence (observed in one month) of mental disorders in the United States, by age group (in
percentages)

18 years and older 65 years and older

severe cognitive disorders 1.3 4.9
total emotional disorders 5.1 2.5

of which severe depression 2.2 0.7
of which milder chronic depression 3.3 1.8

total anxiety disorders 7.3 5.5
of which phobias 6.2 4.8
of which panic disorders 0.5 0.1
of which obsessive/compulsive disorders 1.3 0.8
of which somatic disorders 0.1 0.1

total personality disorders 0.5 0.0
of which schizophrenic disorders 0.1 0.0

alcohol abuse or dependence 2.8 0.9
drug abuse or dependence 1.3 0.0

total mental disorders 15.4 12.3

Source: Henderson (1995)

More than 12% of the older people in this study proved to have suffered from at
least one mental disorder within the observation period of one month; this is not
much less than the prevalence among the younger population. However, cognitive
disorders are more common among older people, due in the majority of cases to
dementia and the delirium which often occurs as a complication of physical
illnesses, use of medication or dementia. Anxiety disorders (especially phobias) are
the most common mental disorder among older people; in addition a substantial
proportion of older people suffer from depression.



185

Other mental disorders would appear to be rare among older people, though it is
uncertain whether this is actually the case; for example, there is an impression that
in practice the generally used definitions and measurement instruments exclude
certain personality disorders among older people (for a summary see Rinsma and
Colon 1997). In addition, little or no research has been done into some disorders
among the elderly. In the case of schizophrenia, this is because it was assumed
until recently that this disorder no longer occurred beyond a certain age. It has now
been demonstrated that this assumption is incorrect; foreign population surveys
show a prevalence of 0.1-1.7% among older people, with older women being six
times as likely to be affected by the disorder as older men. This prevalence figure is
probably on the low side, because the population in residential homes for the
elderly was not included in these epidemiological studies.
Schizophrenia which occurs at a later age is generally receptive to psychosocial
treatment in combination with anti-psychotic drugs (Kat 1997). Precisely because
there is an adequate therapy, it is rather sad that a diagnosis of schizophrenia
among older people was regarded as a mistake for so long.

In other cases, the disorders have probably been ignored because in their severe
form they occur mostly in the somatic/medical environment. This applies for
hypochondria, for example, which is said to occur in 3-15% of older patients at GP
surgeries or outpatient clinics. Since the vast majority of the older population
makes use of these provisions within the space of a year, the prevalence at
population level is not much lower. Care professionals often miss these mental
disorders. This is due in the first place to the fact that older people relatively
frequently have somatic health problems and, like the care professionals, regard
these problems as only to be expected at a certain age. Secondly, hypochondria is
only diagnosed after several contacts and some research (Olthuis 1997).
Something comparable probably applies for delusory mental disorders. According
to Kat, one of these disorders, paranoia, is probably one of the most frequently
occurring forms of psychopathology among older people. Despite this, these people
are not found in the mental health care system, partly because older people
themselves deny that they need treatment (Kat 1997: 63).

Delirium is another disorder which is hardly found at all in the mental health care
system, because it generally occurs elderly in hospitals and nursing homes.
According to the definition, delirium is a cognitive disorder which is characterised
by a reduced capacity to concentrate, sustain or shift attention, and one which goes
together with a disorder in observational ability or a change in cognitive function.
The most common example are the hallucinations which occur with delirium.
The direct cause of delirium is often an illness (infection or metabolic imbalance),
stress (e.g. admission to a hospital or nursing home) or a reaction to medication. A
delirium is more likely to occur where there is heightened vulnerability. This may
have either an organic (sensory limitations, cardiovascular problems) or a
psychological background (depression and other psychiatric disorders).
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Foreign studies indicate a prevalence of 10-30% among older people admitted to
hospital, and 25-50% of older people who undergo surgery are said to suffer “post-
operative delirium”. Recently performed and mutually comparable research
indicates a prevalence of between 10% and 16% of older hospital patients
(Lindesay 1997a). The extent to which delirium occurs among elderly people living
independently is unknown. If the figures cited also apply for the Netherlands, then
given the fact that over half a million people aged 65 and over spend some time in
hospital each year, delirium will occur around 50-80,000 times among older people
within the space of one year.
In most cases, recovery takes no more than two weeks. In many cases, however,
things turn out less well and some symptoms remain even after treatment. Often
these symptoms lead to (exacerbation of) impairments in personal care and mobility
(Hertogh and Eikelenboom 1995).

The foregoing shows that there is some variation in the prevalences found in the –
mainly foreign – research. This spread only partially reflects the actual differences
between countries and regions, however. Much of the variation is the result of
differences in the study designs. For example, the studies vary widely in terms of
the population studied and the classification systems used, as well as the derived
measurement instruments. There are also major differences in epidemiological
research in the way respondents are approached (the “case definition”). A
distinction is drawn between a diagnostic level and a syndrome level of
measurement. Measurement at syndrome level is generally based on self-reporting.
At a diagnostic level, interviews are conducted by qualified interviewers who use a
relatively stringent measurement tool. Moreover, at this level a hierarchy can be
observed of mutually exclusive disorders. This means that, in the event of co-
morbidity (the simultaneous occurrence of two or more mental disorders), the
respondent will be placed in the category of the disorder which is regarded as most
severe. These differences mean that the prevalence identified at diagnostic level is
much lower than that at syndrome level.

The statistical material presented in this section makes clear that there is
insufficient understanding of the epidemiology of mental disorders among the
elderly. It is not even certain that the disorders described in table 7.1 really are the
most common.

There are several reasons for this lack of data. In the first place, as stated, until
recently the possibility that certain disorders could occur in older people was ruled
out in the classification systems used. Secondly, it is only in recent years that
reliable measurement instruments have been developed for detecting mental
disorders in the population. It was only after it was realised quite recently that older
people suffer from the same mental disorders as younger adults that it was noticed
that these disorders are not recognised by care professionals. The perceptions of
older people themselves, and their illness behaviour, as well as the view of older
people held by care professionals, appear to play a key role here. We shall return to
this in the following sections. One conclusion that can already be drawn is that
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more epidemiological research among older people is desirable. Despite the
unreliability of the sparse figures, it is already clear that there are several hundred
thousand elderly people in the Netherlands suffering from these disorders (Depla
and De Lange 1995).

7.3 Anxiety disorders

7.3.1 Prevalence

Anxiety disorders are subdivided into several categories. This section looks only at
the four most commonly occurring forms. One of these is generalised anxiety
disorder, which is characterised by constant anxiety which is not related to events
or situations. Also without clear cause, but occurring periodically rather than
continually, is panic disorder, which is typified by recurrent, unexpected attacks of
severe anxiety. The deep fear of certain situations or events, and the avoidance
behaviour which goes with that fear, is known by the term “phobia”.
Obsessive/compulsive disorders are anxiety disorders in which the sufferer thinks
or acts obsessively; the latter often serves to neutralise the anxiety-inducing
obsessive thoughts.

The awareness that anxiety disorders occur commonly among the elderly is recent.
The presence of anxiety was often noted, but was regarded as a natural consequence
of the greater vulnerability of older people. Van Tilburg (1997), for example, points
out that agoraphobia was not recognised by care professionals because they
considered it normal that older people no longer dare to go out of the house.
Table 7.2 shows the prevalence of anxiety disorders among older people in the
Netherlands, as found in the LASA survey; the figures presented are based on self-
assessment scales (syndrome level).

Table 7.2 Prevalence of anxiety disorders among 55-85 year-olds in the Netherlands, by age group and sex,
1992/’93 (in percentages)

age group total

55-64 yr 65-74 yr 75-85 yr male female all

anxiety disorders (6 months) 6.9 13.9 10.4 7.0 13.0 10.2
of which generalised anxiety 4.0 11.5 6.9 5.7 8.7 7.3
of which phobias 2.9 2.9 3.5 1.6 4.4 3.1
of which panic 0.8 1.7 0.5 0.3 2.0 1.0
of which obsessive/compulsive 0.1 1.6 0.4 0.0 1.2 0.6

Source: LASA (‘92/’93); treatment by Bremmer et al. (1997)

Anxiety disorders affect some 10% of older people in the Netherlands. Anxiety not
tied to particular events or situations is the most common form, followed by
phobias. This hierarchy among types of anxiety disorder applies for all older age
groups, and applies equally to men and women.
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Foreign research reveals fairly large differences in prevalence; the figures in Table
7.2 on phobias and generalised anxiety correspond with the lowest estimates
produced by comparable research in European countries (Bremmer et al. 1997).
Foreign research based on the (more stringent) diagnostic level reveals a variation
in prevalence from 3% to 6% of older people. Not only does the percentage fall as a
result of the stricter measurement, but also the way in which measurements at
diagnostic level treat co-morbidity. Anxiety disorders are quite frequently
accompanied by depression, and the latter is regarded as more serious than the
former. Consequently, cases in which both disorders are present simultaneously are
ascribed to the category “depressive disorder” when measuring at diagnostic level
(Sytema and Koopmans 1998: 26).
Controlling the data from the LASA survey for morbidity reveals that of the 10.2%
of older people with anxiety disorders, 60% also display symptoms of depression.
The prevalence of anxiety alone is thus 4%, which corresponds closely with the
results of foreign research cited earlier. All in all, it appears that the LASA data
provide a reasonable picture of the prevalence of anxiety disorders among the
elderly.

In addition to a classification by type of anxiety disorder, a classification can also
be made by severity. Of the 10.2% of the older population with an anxiety disorder,
over 3.7% exhibit severe disorders and almost 6.5% milder disorders. The latter
category is discussed below in terms of “anxiety syndrome”, which stands for
“symptoms of an anxiety disorder”. In absolute terms, around 200,000 older people
in the Netherlands could be suffering from anxiety disorders, with around 75,000 of
these suffering from severe anxiety disorders.

Table 7.3 shows the degree to which anxiety disorders occur in varying
demographic and socio-economic categories of older people. Since the categories
partially overlap, in addition to the percentages found in the study the figures from
a multivariate analysis  in which a correction was applied for the overlapping are
also given . The general mean deviates from that in table 7.2 as a result of1

differences between samples.  2

Elderly women suffer from anxiety disorders significantly more frequently than
older men. There is also a strong correlation between the occurrence of severe
disorders and level of education. This correlation is confirmed in other studies of
elderly people in the Netherlands, which found a comparable correlation between
anxiety disorders and other indicators for socio-economic position such as income
and occupation level (Ranchor et al. 1997).
Household composition (viewed as an indicator for potential social support) and
age prove not to have an effect on the prevalence of anxiety disorders. The fact that
age plays no significant role in prevalence implies that the absence from LASA
survey of the population aged over 85 does not lead to an over or underestimate of
the total prevalence.
According to Van den Berg et al. (1995) anxiety disorders among residents of
homes for the elderly do not occur any more or less frequently than among older
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people living independently. The authors do however point out that there is
insufficient knowledge present in those residential homes to enable psychiatric
diagnoses to be established and adequate treatment to be offered.

Table 7.3 Anxiety disorders among 55-85 year-olds, by certain background characteristics in a multivariate analysis
(Renova), 1992/’93 (observed and corrected percentages)

observed      corrected (n)

mild severe mild severe
disorder disorder disorder disorder

general mean 12 7 12 7 (551)
sex sign.

male 9 5 9 5 (265)
female 15 9 15 9 (286)

age group
55-59 years 16 7 16 8 (74)
60-64 years 16 3 16 3 (116)
65-69 years 17 9 16 7 (82)
70-74 years 9 13 8 12 (79)
75-79 years 8 8 8 8 (113)
80-85 years 10 6 11 5 (87)

household composition
cohabiting 12 7 13 8 (354)
living alone 12 8 12 6 (197)

level of education sign.
low 13 13 13 13 (204)
medium 13 4 13 4 (257)
high 10 2 11 3 (91)

Source: LASA'92/'93; SCP calculation

7.3.2 Risk factors

The main risk factor in anxiety disorders is vulnerability. Older people may be
vulnerable because of certain personality traits or may have become vulnerable as a
result of earlier experiences or illnesses. For example, anxiety disorders are more
common among older people with an external control orientation, older people with
family members having psychiatric disorders or older people who suffered trauma
during the Second World War (Bremmer et al. 1997). Certain illnesses such as
Parkinson’s disease also increase the chance of these disorders occurring (De Rijk
and Bijl 1998).
Stress factors also play a role, particularly in anxiety disorders which occur only in
later life. For example, anxiety disorders are more common among older people
who have lost their partner or experienced some other negative life event such as a
serious illness or the onset of severe functional limitations. This correlation is
strongest for generalised anxiety disorders. Anxiety disorders occur more
commonly among older people who use a lot of alcohol or who take medication
such as benzodiazepines  for prolonged periods (Van Balkom and Van Mastrigt3

1997).
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It is likely that anxiety disorders which are primarily the result of vulnerability
often have a long pre-history. Nevertheless, it is claimed that, for a third of the
older people suffering from them, these disorders begin only in later life (Van
Tilburg 1997).

7.3.3 Social consequences

In many cases anxiety disorders have highly negative consequences for the lives of
older people. Table 7.4 presents the results of a treatment of LASA data which
support this suggestion. The word “suggestion” is used deliberately here, because
the figures show only the observed statistical correlations at a single point in time.
It is not certain that the causal link always operates in the suggested direction. In
any event, it appears that there is often an interaction between anxiety disorders on
the one hand and well-being and daily functioning on the other.

Older people with anxiety disorders more frequently report reduced functioning;
only their going-out patterns appear not to be adversely affected by the disorder.
These older people also have a much lower feeling of well-being than average, with
feelings of loneliness predominating. The conclusion drawn in the literature that
anxiety disorders greatly restrict the functioning of older people and reduce their
independence, is confirmed (Vermeulen et al. 1997; De Beurs et al. 1999).
Bremmer et al. (1997) report that anxiety disorders are also accompanied by an
increased mortality rate and that they often go hand in hand with depressive
disorders and alcohol abuse. With regard to the strongly negative correlation
between well-being and anxiety disorders, they note that it is not clear which is the
cause and which the consequence here. This appears to be a case of interaction,
with the disorder and feeling of well-being reinforcing each other in a negative
sense.

Looking at the figures in table 7.4, it is striking that those suffering from anxiety
symptoms experience the negative consequences of them to the same degree as
those with anxiety disorders. This could mean that the measurement instrument,
which was originally developed for the younger adult population, is insufficiently
clear-cut for older people (De Beurs et al. 1999); it may also mean that apparently
lesser problems among older people have much greater consequences.



191

Table 7.4 Effect of anxiety on restrictions in functioning and feeling of well-being among 55-85 year-olds, 1992/’93
(in averages)a

observed corrected

general functioning
- number of days ill in bed this week sign.

no anxiety symptoms 1.1 1.1
anxiety symptoms 1.4 1.4
anxiety disorder 1.3 1.2

- number of days restricted in activities through health this week sign.
no anxiety symptoms 1.2 1.2
anxiety symptoms 1.8 1.7
anxiety disorder 1.8 1.6

specific activities
- restricted in physical activities sign.b

no anxiety symptoms 1.5 1.6
anxiety symptoms 2.0 1.9
anxiety disorder 2.3 2.0

- restricted in going-out patternsc

no anxiety symptoms 3.0 3.1
anxiety symptoms 3.2 3.2
anxiety disorder 3.3 3.2

well-being
- loneliness sign.d

no anxiety symptoms 1.8 1.9
anxiety symptoms 4.2 2.1
anxiety disorder 4.4 3.3

- dissatisfaction with life sign.e

no anxiety symptoms 1.9 2.0
anxiety symptoms 2.4 2.3
anxiety disorder 2.5 2.4

- perception of own health sign.e

no anxiety symptoms 2.4 2.5
anxiety symptoms 3.0 2.8
anxiety disorder 3.2 2.9

People with a severe depressive disorder have not been included because of the high correlation with anxietya

disorders. A correction has been applied for age, sex, marital status, education, degree of urbanisation,
number of chronically ill people, restrictions in daily functioning, size of social network and cognitive
functioning.
Values from 0 to 5, a higher figure indicating a greater degree of physical incapacity in performing householdb

tasks, engaging in physical effort, mobility and sport.
Values from 0 to 6, a higher figure indicating a greater degree of social handicaps in terms of going out andc

cultural and recreational activities.
Values from 0 to 11, rising with increasing loneliness.d

Values from 1 to 5, rising with increasing dissatisfaction and poorer perceived health.e

Source: LASA ‘92/’93; SCP calculation

7.3.4 Care provision

The recommended treatment for older people with anxiety disorders is cognitive
and behavioural therapy aimed at controlling the anxiety and changing the
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behaviour prompted by that anxiety. This therapy, developed for younger adults,
has also proved to be effective among older people and is also safer than treatment
using medication (Lindesay 1997b). This does not mean an advise against the use
of medication, but rather that the recommendation is to use drugs for only a short
period and to pay close attention to the side-effects of each drug, the risk of
medication dependence and other health problems among the older people
concerned. For this reason, antidepressants are preferred to diazepines (Van
Balkom and Van Mastrigt 1997).
It is estimated that the combination of medication and counselling works in 70% of
the cases in which it is applied. The course of an untreated anxiety disorder in an
older person is not known. Among the younger adult population, recovery occurs
spontaneously in 25% of cases; in the other cases the disorder becomes chronic
(Van Balkom and Van Mastrigt 1997). The latter authors also point out that
anxiety disorders are difficult to treat because older people often do not recognise –
or else deny – the condition.

Table 7.5 Take-up of medical provisions in the last six months, by presence or absence of anxiety symptoms, 55-85 year-
olds, 1992/’93 (in percentages)a

no anxiety anxiety anxiety total significance
symptoms symptoms disorder

contacts
- GP 74 82 89 79 sign.
- medical specialist 48 62 64 55 sign.
- peripatetic mental health care 3 7 8 5 .b

psychiatrist 1 3 3 2 .
social worker 1 3 3 2 .
RIAGG 2 1 4 2 .

- home care 10 13 20 12 sign.c

nursing at home  3 6 10 5 .
help at home 8 9 15 10 n.s.

- hospital 10 15 12 12 n.s.

use of medicine
- any medicine 70 81 87 76 sign.

psycho-pharmaceuticals 13 26 29 19 sign.
benzodiazepines 10 21 25 16 sign.
antidepressants 1 3 4 2 .

subjective opinion
- insufficient help 4 14 21 10 sign.

(n) (300) (184) (73) (557)

  People with a severe depressive disorder have not been included because of a high correlation with anxietya

disorders
Includes help from an independent psychiatrist, from the general social work system and from the RIAGGb

Includes both nursing at home and help at homec

. = no data

Source: LASA ‘92/’93: SCP calculation
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Table 7.5 shows the take-up rate of the various provisions by older people with
anxiety disorders. They make more frequent use of the services of GPs and medical
specialists; their take-up of home care services is also higher. They rarely visit care
professionals focusing on psychological problems, though they do so more
frequently than cohorts without anxiety disorders. One striking feature is the much
higher use of psycho-pharmaceuticals, with benzodiazepines being used in 80% of
cases. The appendix to this chapter contains the results of a multivariate analysis in
which the take-up of provisions is corrected for age, sex, marital status, degree of
urbanisation, number of chronic illnesses, restrictions in daily functioning, size of
social network and cognitive functioning (table B7.1). This control does not
produce different results than those portrayed in table 7.5.
The figures on the use of peripatetic mental health care are confirmed in surveys of
clients of the Regional Institutes for Outpatient Mental Health Care (RIAGG). Of
the 40,000 registered older clients of the RIAGG in 1995, it is estimated that over
12,000 were treated for non-cognitive mental disorders. Of this latter group, a
maximum of 5,000 individuals had extensive anxiety problems (De Beer and
Hutschemaekers 1996; NVAGG 1997).  This is a small number when set against4

the estimated 75,000 older people with fairly severe anxiety disorders, particularly
when it is borne in mind that the RIAGG reaches four times as many older people
as all other mental health care provisions together.

The care offered to older people with anxiety disorders appears to be a poor match
with what is recommended. Given the low take-up of mental health care, these
older people are offered virtually no therapy and the high usage of benzodiazepines
does not accord with received wisdom (see also De Beurs et al. 1999). These drugs
are effective in treating anxiety disorders, but older people become dependent on
them more rapidly than others and suffer the side-effects earlier, such as memory
disorder, respiratory problems, incontinence and problems of balance (Lindesay
1997b). This may be the reason that so many elderly people with anxiety disorders
believe that they receive insufficient help.
One explanation for the often barely adequate therapy for older people with anxiety
disorders is that these disorders are often not recognised by care professionals; if it
is noticed at all, the anxiety is seen as a natural side-effect of old age or as
behaviour which fits in with a certain personality (Ormel and Van den Brink
1994). A diagnosis is also often not established because older people cloak the
disorder in somatic complaints, either out of embarrassment or because they do not
recognise the disorder themselves (Van Balkom and Van Mastrigt 1997). Since
older people do go to their GP with complaints, the result is an unnecessarily high
somatic consumption (Mumford 1984, quoted in De Beurs et al. 1999).
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7.4 Depressive disorder

7.4.1 Prevalence

Depressive disorder is part of a broader category of what are termed emotional
disorders, which have in common that they upset a person’s emotional balance. In
addition to depressive disorder, other disorders identified are dysthymia, a form of
depression which is milder but longer-lasting, and bipolar disorder, in which
periods of depression alternate with periods of exaggerated cheerfulness (manic
depression). This distinction is ignored in the rest of this section. In the available
data, a distinction is drawn only between severe forms of depression and other,
milder forms. Table 7.6 portrays the prevalence of depressive disorders among
older people in the Netherlands.

Table 7.6 Prevalence of depressive disorders among 55-85 year-olds, by age group and sex, 1992/93 (in
percentages)

age group totaal

55-64 yr 65-74 yr 75-85 yr men women all

depression (one month) 11.1 13.7 19.0 11.2 18.3 14.9
of which severe depression 1.5 2.0 2.4 1.4 2.6 2.0
of which mild depression 9.6 11.7 16.6 9.8 15.7 12.9

Source: LASA'93/'94; calculated by Beekman et al. (1997a)

Around 15% of older people in the sample suffer from depressive disorder; in the
majority of cases this is mild depression, because severe depression occurs only in
2% of cases. These findings correspond reasonably well with those of foreign
research, with the proviso that the prevalence of severe depression corresponds with
depression as detected elsewhere using diagnostic methods (2-3%) and the total
prevalence corresponds with that found in research based on a syndrome approach
(Beekman et al. 1997a).

The figures in table 7.6 thus appear to present a reasonably accurate picture of the
prevalence of depression among elderly people in the Netherlands, despite the fact
that the population aged over 85 is not represented in the LASA survey which
forms the source of the data. Based on these data, it can be calculated that around
130,000 older people display symptoms of depression within a period of a month,
and that around 50,000 elderly people suffer from fairly severe depression.

Here again, the prevalence figures have been corrected for a number of
demographic and socio-economic categories; the figures are shown in table 7.7.5
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Table 7.7 Depression among over-55s, by several background characteristics in a multivariate analysis (Renova),
1992/’93 (observed and corrected percentages)

observed corrected (n)

mild severe mild severe
disorder disorder disorder disorder

general mean 12 4 12 4 (657)
sex sign.

male 11 2 12 2 (303)
female 14 5 13 5 (354)

age group sign.
55-59 years 10 8 12 8 (89)
60-64 years 8 3 10 3 (131)
65-69 years 11 3 10 3 (95)
70-74 years 12 5 11 5 (94)
75-79 years 14 3 14 3 (136)
80-85 years 21 2 17 2 (112)

household composition sign.
cohabiting 8 4 9 4 (403)
living alone 19 3 18 3 (254)

level of education sign.
low 17 4 15 4 (257)
medium 10 3 11 3 (296)
high 9 4 9 5 (104)

Source: LASA'92/'93; SCP calculation

Severe depressive disorders occur more frequently among older women and
relatively younger elderly. Milder disorders are more common among older people
of a greater age and those living alone. In both cases, the demographic
characteristic often masks a life event. For those living alone this is the loss of their
life partner, among older people of great age it is a sharp decline in health. Given
the positive correlation between age and the occurrence of milder forms of
depression, it can be assumed that depression in the population over age 85, which
was not included in the survey, will be even higher than that among 80-85 year-
olds.
The differences between education levels are also substantial; other research has
repeatedly demonstrated this correlation between depressive disorders and
education level (Sytema and Koopmans 1998: 57).

7.4.2 Risk factors

The figures in tables 7.6 and 7.7 suggest that there is a causal link between ageing
and the occurrence of milder forms of depression. However, the statistical
correlation arises because physical illness, a situation in which depression is
relatively more common, occurs much more frequently in the oldest age groups;
ageing as such does not appear to be accompanied by a higher prevalence of
depression (for a summary see Beekman et al. 1997a and 1997b).
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The onset of depression during severe illness is in many cases a reaction to the loss
of health. However, there are also illnesses and somatic disorders which are
suspected of having a causal link with depression. For example, dementia is
frequently preceded by a period of depression. Dementia and Parkinson’s disease
often lead to depression (De Rijk and Bijl 1998); in these cases there appears to be
a biological relationship (Van Tilburg 1997). With other illnesses, the causal link is
rather more difficult to establish. The loss of physical health may be a life event
which leads to depression. However, research shows that the illness behaviour and
the perceived health correlate more strongly with depression than the objectively
observed illness (Beekman et al. 1997b). This may mean that there is an inverse
correlation here, whereby depressed people feel and behave more “ill”.
Something comparable applies for another possible cause of the onset of
depression: the loss of social support. Loss of this support is a risk primarily if it is
accompanied by another loss, such as health or the partner, or with being the victim
of a crime (Van Ojen 1995). Van Tilburg (1997) points out the complication of
research in this field: people with a problematic personality develop depression
more often, but in addition they almost always receive less social support.
Nevertheless, milder forms of depression appear to correlate more strongly with
risk factors like the loss of a partner, poorer physical health, a smaller social
network and reduced social support. Milder forms of depression are then more
likely to be the result primarily of “stresses”, negative life events. This is also the
reason that milder forms of depression begin only in later life in three-quarters of
cases (Van Tilburg 1997).
Based on these risk factors it may be expected that milder forms of depression are
fairly common in residential homes, which house mainly very elderly people. And
this indeed proves to be the case (Van den Berg et al. 1995). The prevalence of
depression among residents of homes for the elderly does not however deviate from
the prevalence among older people living independently with the same risk factors
(primarily, the same pattern in terms of age, sex and household composition).
Depression therefore appears not to be an additional argument for admission to a
residential home and, conversely, life in a residential home does not appear to
contribute to the onset of depression. Depression among residents of homes does
however occur so frequently that additional attention needs to be devoted to this
problem (Van den Berg et al. 1995; Van Loveren-Huyben 1995). This is even more
necessary where the knowledge and skills of the staff fall short on this point
(Bakker et al. 1995; Rongen 1998).

7.4.3 Social consequences

Depressive disorders have a negative impact on daily functioning. This is apparent
from the figures in table 7.8, which contain the findings of an analysis of LASA
data.



197

Table 7.8 Effect of depressive disorders on restrictions in functioning and feelings of well-being among 55-85 year-
olds, 1992/’93 (in averages)a

observed corrected

general functioning
- number of days ill in bed this week n.s.

no disorder 1.1 1.1
mild disorder 1.4 1.3
severe disorder 1.2 1.1

- number of days restricted in activities by health this week sign.
no disorder 1.2 1.2
mild disorder 1.8 1.6
severe disorder 1.6 1.5

specific activities
- restricted in physical activities n.s.b

no disorder 1.5 1.5
mild disorder 2.2 1.5
severe disorder 1.3 1.1

- restricted in going-out patterns n.s.c

no disorder 2.9 2.9
mild disorder 3.4 3.2
severe disorder 2.9 2.9

well-being
- loneliness sign.d

no disorder 1.7 1.9
mild disorder 4.6 3.4
severe disorder 3.9 3.3

- dissatisfaction with life sign.e

no disorder 1.9 1.9
mild disorder 2.5 2.3
severe disorder 2.9 2.8

- perception of own health sign.e

no disorder 2.3 2.3
mild disorder 3.1 2.8
severe disorder 3.0 2.9

People with a severe anxiety disorder have not been included because of the high correlation with severea

disorders. A correction has been applied for age, sex, marital status, education, degree of urbanisation,
number of chronically ill people, restrictions in daily functioning, size of social network and cognitive
functioning.
Values from 0 to 5, a higher figure indicating a greater degree of physical incapacity in performing householdb

tasks, engaging in physical effort, mobility and sport.
Values from 0 to 6, a higher figure indicating a greater degree of social handicaps in terms of going out andc

cultural and recreational activities.
Values from 0 to 11, rising with increasing loneliness.d

Values from 1 to 5, rising with increasing dissatisfaction and poorer perceived health.e

Source: LASA'92/'93; SCP calculation

Mild depression has a negative impact on general functioning (see also Beekman et
al. 1995; Smits et al. 1997). Beekman et al. (1995) point out that mild depression
involves a mutual (reinforcing) relationship between the psychological disorder and
(possibly pre-existing) limitations in physical activity.
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The figures in Table 7.8 show that severe depression has no impact on this general
and daily functioning as measured here, but does affect the feeling of well-being.
Like older people with milder forms of depression, severe depressives generally feel
less satisfied with life, less healthy and above all more frequently feel lonely.
There are indications that depression can cause physical illnesses because physical
resistance and resilience decline and there is often a changed biorhythm and some
self-neglect. Beekman and Heeren (1997:85) therefore posit that the effects of
depression on the daily life of older people are greater than the effects of the
majority of physical disorders.

7.4.4 Care provision

The treatment of depressed old people ought to consist of a combination of
medication (antidepressants) and psychosocial treatment in which the aim is to
restore meaning to the life of the older person concerned. With mild forms of
depression this help can be provided by the primary health care system; more
serious cases require more intensive therapy. A proper combination of treatment
produces good results in 60% of cases. Mild forms of depression also deserve
attention, because without treatment chronic depression develops in 50% of cases,
and this is more difficult to treat. The course of the disorder is worse where the
sufferer has poorer physical health, where the depression is severe or where there
are other mental disorders, including (mild) cognitive disorders (Beekman and
Heeren 1997). It appears that physical activity among elderly people, just as among
younger people, can contribute indirectly to preventing or resolving severe
disorders.
Regular movement contributes greatly to the physical competence of older people,
and this also boosts their mobility and self-reliance. Both appear to go hand in
hand with reduced incidence of severe disorders (Schuit and Schouten 1997).
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Table 7.9 Take-up of medical provisions in the last six months, by presence or absence of depressive disorders,a

1992/’93 (in percentages)

no disorder mild disorder severe disorder total significance

contacts
- GP 74 82 83 77 n.s.
- medical specialist 48 61 66 54 sign.
- peripatetic mental health care 3 8 28 6 .b

psychiatrist 1 3 16 3 .
social worker 1 4 10 3 .
RIAGG 2 2 13 3 .

- home care 4 20 20 11 sign.c

nursing at home 1 8 10 4 .
help at home 4 15 17 9 sign.

- hospital 8 17 22 12 sign.

use of medicine
- any medicine 69 82 90 75 sign.

psycho-pharmaceuticals 12 25 50 19 sign.
benzodiazepines 10 21 37 16 sign.
antidepressants 1 3 17 3 .

subjective opinion
- insufficient help 3 16 18 9 sign.

(n) (292) (209) (30) (531)

 People with a severe depressive disorder have not been included because of a high correlation with anxietya

disorders.
Includes help from an independent psychiatrist, from the general social work system and from the RIAGG.b

Includes both nursing at home and help at home.c

. = no data available.

Source: LASA ‘92/’93: SCP calculation

Table 7.9 indicates the take-up of care provisions by depressive and non-depressive
elderly people. It shows the same pattern of higher care uptake as for older people
with anxiety disorders. In contrast to the latter disorders, however, the difference in
the use of GP and medical specialist care by depressives disappears after correction
for a number of demographic characteristics and aspects of physical health (see
appendix B7, table B7.2). Older people with depressive disorders enter the
psychosocial and psychiatric care network much more frequently. People with
severe depression in some cases receive help from a RIAGG worker or an
(independent) psychiatrist. Those with milder forms of depression do not receive
this help, but more frequently seek recourse from the social work network (see also
appendix 1). It is estimated that 10,000 older clients of the RIAGG are treated for
depression each year (De Beer and Hutschemaekers 1996; NVAGG 1997).6

Elderly people with depression make much more frequent use of home care
services. Controlling for demographic and health characteristics (see Appendix)
shows that this is mainly nursing care. This may be a manifestation of the
preventive work of district nurses for people who have suffered major negative life
events.
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Older people with depressive disorders also use more medication than average.
Treatment with antidepressants becomes more common as the severity of the
disorder increases, but benzodiazepines are used even more frequently. Finally, we
see here once again that older people with depressive disorders relatively frequently
feel that they receive insufficient help.

The figures in table 7.9 create the impression that many older people with
depressive disorders are not treated at all, or not treated adequately. This is
confirmed in other research (Beekman et al. 1995). In the first place, these
disorders are often not recognised by care professionals. This applies for carers and
nurses in both home care and residential homes (Rippen and De Lange 1994), but
also among GPs. Research showed that general practitioners correctly diagnose
depression in only a proportion (20%) of their older patients (Van Marwijk 1997).
Depression among older people is also generally not recognised in hospitals and
nursing homes (Beekman and Heeren 1997). Even in the mental health care system
there appeared until recently to be uncertainty as to how to deal with older people
with depression. This may be an inheritance from Freud, who regarded the
potential for change among older people as so small that there was no point in his
view in treating them psychoanalytically. According to Van Tilburg, there is still
wide support for this idea within the mental health care system (Van Tilburg 1997:
34). It must be said that it is not simple to diagnose depression among older people,
because they often present their complaints as somatic and are quite wary of “a
sombre period in their life being given a psychiatric label” (Van Marwijk 1997:
74).

Even if the depression is recognised, the correct therapy is often not given. For
example, older people often receive too low a dose of antidepressants, and the
prescribing of these is often ended too quickly (Heeren et al. 1997; Quik et al.
1998). The latter authors therefore concluded that the therapy is often ineffective,
but as a consequence relapses are unnecessarily common and older people are often
trapped unnecessarily in a pattern of high (and expensive) non-psychiatric medical
consumption (see also Quik 1996). These findings, too, must be qualified by the
observation that it is difficult to treat older people with this disorder. There are
often additional problems (agitation, poor health, dependence), there is often a
generational difference between the care professional and the patient, and the
patient often feels embarrassed (Baldwin 1997; Beekman and Heeren 1997). These
factors result in low motivation for the use of treatments such as psychotherapy,
which require a major effort (Van Rooijen 1997).
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7.5 Cognitive disorders

7.5.1 Prevalence

Apart from delirium, dementia is the most common cognitive disorder among the
elderly. Dementia is the collective name for a number of illnesses which have in
common that several cognitive functions decline so greatly that day-to-day
functioning becomes problematic. Depending on the cause, the combination of
disorders in cognitive functions can vary and give rise to a greater or lesser extent
to other psychological or behavioural disorders.
Alzheimer’s disease (accounting for 60% of cases) is the most common cause of
dementia. Other important causes include “Lewy syndrome”  (10%) and the7

vascular disorders which lead to “vascular dementia” (18%) (Verhey 1997). Recent
summaries identify a large number of forms of dementia (Jonker 1997; Van Crevel
and Heeren 1998). The subdivision is important, because differences in cause, part
of the brain where the disease occurs and consequences of the disease in the form of
loss of cognitive functions and additional disorders, ought to lead to differences in
treatment. 

Table 7.10 contains figures on the incidence of cognitive disorders among elderly
people, as detected in the LASA survey.8

Table 7.10 Prevalence of cognitive disorders among 55-85 year-olds, by age group and sex, 1992/’93 (in
percentages)

age group total

55-64 yr 65-74 yr 75-85 yr men women all

milder disorder 2.9 5.8 15.7 7.7 9.4 8.6
more severe disorder 0.5 0.3 3.6 1.8 1.5 1.6

total 3.4 6.1 19.3 9.5 10.9 10.2

Source: LASA'92/'93; SCP calculation

The LASA survey indicated that around 10% of the population aged 55-85 suffered
to a greater or lesser degree from cognitive disorders. The prevalence increases
markedly with age. Other recent Dutch research found a prevalence of around 6%
for dementia in the population aged 55 and above (Vermeulen and Bosma 1992;
Boersma and Eefsting 1996; Ott et al. 1996).
Comparable percentages were found in research in other European countries,
though widely removed extremes of 3.5% and 14% were found (Boersma and
Eefsting 1996: 43; Cooper 1997: 40). There is considerable variation in the
measurement instruments used in the studies, in the age groups studied and in the
degree to which residents of homes for the elderly are excluded from the studies.
The majority of the more or less comparable studies show that the prevalence of
dementia among the population aged 55 and above lies between 4% and 10%, with
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between 2% and 4% exhibiting moderate or severe dementia. For the Netherlands,
this would mean that between 50,000 and 100,000 older people suffer from
moderate or severe dementia; in addition, at least as many are suffering from mild
forms of dementia.

Comparison of the findings from other research with the figures in table 7.10
suggests that quite a number of the 10% of older people with cognitive disorders
have a disorder that has nothing to do with dementia. Older people suffering from
delirium will not often be included in this figure, because delirium generally occurs
during a hospital admission. In addition to the percentage of elderly people with
cognitive disorders found in the LASA survey, at least 1-3% of older people
experience a delirium within the space of a year (calculated on the basis of the
figures in section 7.2). When interpreting the figures presented later in this section,
it is in any event important to note that they relate only very partially to people with
dementia.

Table 7.11 contains the results of a multivariate analysis in which the incidence of
cognitive disorders is reviewed for a number of categories of older people.9

Table 7.11 Cognitive disorders among over-55s, by a number of background characteristics in a multivariate
analysis (Renova), 1992/’93 (observed and corrected percentages)

observed corrected (n)

general mean 10 10 (3,035)
sex

male 9 11 (1,469)
female 11 10 (1,566)

age group sign.
55-59 years 3 5 (456)
60-64 years 4 5 (502)
65-69 years 4 5 (492)
70-74 years 8 8 (460)
75-79 years 17 15 (562)
80-85 years 22 20 (563)

household composition
cohabiting 7 9 (1,904)
living alone 15 12 (1,131)

level of education sign.
low 17 15 (1,330)
medium 6 7 (1,288)
high 2 3 (417)

Source: LASA'92/'93; SCP calculation

As well as age, significant differences in prevalence are also found for different
education levels. There is no adequate explanation for the strong effect of education
level. One hypothesis assumes that a larger part of the brain is activated if a young
person receives more education. More highly educated people are thus thought to
possess a greater reserve. According to this theory, they run the same risk of
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dementia, but their greater reserve means they are affected much later than those
with a lower education level. Arguments against this explanation are that people
with a high education level live an average of six years longer than people a lower
education level (Ruwaard and Kramers 1997), so that the delayed onset of dementia
is offset by the greater number of years in which the disease can develop. Others
suggest that people with a higher education level develop an activity pattern at an
early age which places greater demands on their intellectual capacity; these
activities, it is argued, keep their brain in better condition, as it were. It is not the
education level, but the stimulation provided by mental effort which, the theory
suggests, helps determine whether dementia occurs.
Indications that there may be some truth in this suggestion of the importance of
“brain gymnastics”, can be found in the success of certain activation programmes
for treating elderly people with dementia; such programmes appear able to slow the
process of mental decay. One study also found indications for a correlation between
activity and dementia caused by Alzheimer’s disease (Fabigoude et al. 1995).
The theory is by no means proven, however, and it may be that the true explanation
for the correlation between education level and dementia must be thought in factors
which also explain other socio-economic health differences, such as unfavourable
circumstances at crucial moments in a person’s individual development –
congenital disorders, poorer diet, social disadvantage and psychosocial deprivation,
for example (Cooper 1997). The difference identified in table 7.11 for education
level could also be due to the fact that people with a higher education level always
score better in tests which measure cognitive functioning. Whatever the case may
be, the negative correlation between education level and dementia is today regarded
as a given (Cooper 1997).

7.5.2 Risk factors

It was indicated earlier that a life spent in unfavourable socio-economic
circumstances and inactivity in later life may be important risk factors.
Longitudinal research would be needed to demonstrate whether this is actually the
case. Apart from vascular dementia, relatively little is known about the risk factors
in dementia, as the causes are unknown. Table 7.12 summarises current knowledge
and the statistical correlation between certain illnesses, life events and other
circumstances and the occurrence of Alzheimer’s disease.
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Table 7.12 Risk factors for Alzheimer’s disease (relative risks)

relative riska

dementia in at least one first-degree relative 3.5
Parkinson’s disease in at least one first-degree relative 2.4
Down’s syndrome in at least one first-degree relative 2.7
suffered head injury with loss of consciousness more than one year ago 1.8
suffered hypothyroid disorder more than one year ago 2.3
received medical treatment for depression more than one year ago 1.8
once smoked 0.8

Logical regression, corrected for age and sex and, where relevant, number of relatives; average risk = 1.a

Source: Breteler et al. (1992)

The onset of Alzheimer’s disease has a genetic component, though this component
explains only a small part of the occurrence of the disease. Research into this is
particularly important because unravelling this susceptibility factor could provide
an insight into the physical processes which are disrupted in the event of dementia.
Several illnesses and disorders also give rise to an increased risk of Alzheimer’s
disease, and here too there is a genetic component. These include Parkinson’s
disease, Down’s syndrome and hypothyroid disorder (deficient production of
thyroid hormone). Suffering a head injury in the past also increases the risk of
Alzheimer’s disease. The link between this illness and depression is probably not
causal; in hindsight, depression often proves to be one of the first signs of the onset
of the disease.
It has long been thought that environmental factors also play a role in the onset of
Alzheimer’s disease. On theoretical grounds, aluminium was seen as a particularly
suspect material. Research has been unable to confirm this link, however.

Often, little can be done about the risk factors mentioned above; in principle, the
occurrence of brain damage can be influenced by preventing accidents and
violence. Vascular dementia also lends itself to prevention; the risk factors for this
form of dementia are the same as those for other vascular disorders such as heart
rhythm disorders, increased blood pressure or increased cholesterol levels. The
possibilities for prevention lie in combating these disorders and preventing them
through a healthy lifestyle involving activity, not smoking and a healthy diet. There
are indications that the prevention and control of cardiovascular disorders also
helps prevent the onset of Alzheimer’s disease (Skoog et al. 1996).

7.5.3 Social consequences

The social consequences were also examined for older people with cognitive
disorders; the results are shown in table 7.13. A subdivision has been made in the
table according to the severity of the disorders. It is usual to refer to disorders as
severe at a score of 18 or below for the measurement instrument used. Use of this
cut-off point produced a group with severe disorders which is too small for
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statistical analysis, however, and the limit was therefore raised to 21; this choice
was based purely on the demands of statistical analysis.

Table 7.13 Effect of cognitive disorders on restrictions in functioning and feelings of well-being,  1992/’93 (observed anda

corrected averages)

observed corrected

general functioning
- number of days ill in bed this week

no disorder 1.2 1.2
mild disorder 1.1 1.1
moderate or severe disorder 1.1 1.1

- number of days restricted in activities by health this week
no disorder 1.3 1.3
mild disorder 1.3 1.2
moderate or severe disorder 1.4 1.2

specific activities
- restricted in physical activitiesb

no disorder 3.4 3.3
mild disorder 2.8 33
moderate or severe disorder 2.3 3.0

- restricted in going-out patternsc

no disorder 2.6 2.6
mild disorder 2.1 2.5
moderate or severe disorder 2.0 2.4

- restricted in personal care sign.
no disorder 1.2 1.3
mild disorder 2.5 1.8
moderate or severe disorder 3.3 2.5

well-being
- loneliness sign.d

no disorder 1.9 2.0
mild disorder 2.9 2.4
moderate or severe disorder 3.2 2.7

- dissatisfaction with lifee

no disorder 2.1 2.1
mild disorder 2.2 2.1
moderate or severe disorder 2.2 2.1

- perception of own healthe

no disorder 2.4 2.4
mild disorder 2.4 2.3
moderate or severe disorder 2.6 2.4

A correction has been applied for age, sex, marital status, education, degree of urbanisation, number of chronicallya

ill people, restrictions in daily functioning, size of social network and cognitive functioning.
Values from 0 to 5, a higher figure indicating a greater degree of physical incapacity in performing household tasks,b

engaging in physical effort, mobility and sport.
Values from 0 to 6, a higher figure indicating a greater degree of social handicaps in terms of going out and culturalc

and recreational activities.
Values from 0 to 11, rising with increasing loneliness.d

Values from 1 to 5, rising with increasing dissatisfaction and poorer perceived health.e

Source: LASA'92/'93; SCP calculation
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The scores for aspects of general functioning, specific activity and feelings of well-
being (the column “observed”) show that older people with cognitive disorders are
generally in a worse position than average. The corrected scores in the right-hand
column, however, show that this less favourable position cannot be attributed to the
cognitive disorders, though older people with such disorders do prove to be more
frequently lonely and suffer increasingly frequently from problems with aspects of
personal care such as washing and dressing. This latter point is confirmed in other
research, which also shows that the difficulties experienced by these elderly people
in performing domestic tasks are much greater still (Muskens et al. 1992; Ott et al.
1996).

If these figures are compared with the figures for anxiety disorders and depression,
it appears as if the negative consequences of cognitive orders – and possibly
therefore of dementia – are less pronounced. It does however seem that the
measurement instrument used is too imprecise to enable such a statement to be
made (see also Muskens et al. 1992).10

7.5.4 Care provision

Treatment of the main cause of cognitive disorders, dementia, is not yet possible; at
best, an attempt can be made to prolong self-reliance for as long as possible. The
ways of achieving this include training geared to utilising the residual intellectual
capacity to the maximum.
In most cases, a moment arises at which the patient’s self-reliance has declined to
such an extent that tasks which the person was used to performing him or herself
have to be taken over by others. In addition to home care and meal provision, the
necessary help is generally provided by the welfare network for older people, local
health authorities and the many (organisations of) volunteers. These organisations
and volunteers, together with the RIAGG, often also provide non-material support
to those who have assumed the day-to-day care of elderly people suffering from
dementia.
The day care facilities in residential homes and local communities combine
activation with support, in the sense that they generally offer training, relieve
informal carers for a few days per week and – albeit not everywhere – support the
relatives providing the care.
Despite the often explicit commitment on the part of these organisations to prevent
or delay admission to a residential home, such admission is often unavoidable,
particularly for elderly people living alone with a small network which is able to
offer little support. Nursing homes contain around 30,000 elderly people with
psychogeriatric problems, and residential homes are also increasingly turning into
a facility for elderly people with dementia. According to estimates by these homes
themselves, 15-20% of the residents in 1996 had psychogeriatric problems of such
a nature that there was an indication for admission to a nursing home. In total,
these two types of institutions contain roughly 50,000 elderly people with
psychogeriatric problems.
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As with the other mental disorders, the take-up by older people with cognitive
disorders of a number of – generally medical – provisions was also examined. The
figures are shown in table 7.14.

 
Table 7.14 Take-up of care provisions in the last six months, by cognitive functioning, 55-85 year-olds, 1992/’93 (in
percentages)

good cognitive cognitive total significance
skills disorders

contacts
- GP 75 74 75 n.s.
- medical specialist 49 54 49 n.s.
- peripatetic mental health care 3 4 3 n.s.b

psychiatrist 2 4 2 sign.
social worker 2 5 2 sign.
RIAGG 1 3 1 sign.

- help with care tasks 51 63 53 sign.c

help with personal care 3 14 4 sign.
help with household tasks 51 61 52 sign.

- hospital 10 13 10 n.s.
- living in a residential home 2 19 4

use of medicine
- any medicine 71 81 72 sign.

psycho-pharmaceuticals 14 30 15 sign.
benzodiazepines 12 24 13 sign.
antidepressants 2 5 2 sign.

subjective opinion
- insufficient help 6 12 7 sign.

(n) (2,627) (246) (2,873)

Includes help from an independent psychiatrist, the general social work network and the RIAGG.a

Includes help from home care services as well as informal help and help paid for by the older personb

themselves; it relates only to those living independently.

Source: LASA 1992/’93; SCP calculation

Cognitive disorders prove not to give rise to additional take-up of medical services.
These older people are however more frequently prescribed psycho-
pharmaceuticals. These are not the antidepressants which would be expected on the
basis of the frequent concurrence of dementia and depression (see § 7.4.2), but
generally benzodiazepines. These latter drugs appear to be the least appropriate
means of treating psychological problems in elderly people with cognitive
disorders, because they actually reinforce those disorders (see § 7.3.4).

Older people with cognitive disorders are much more frequently residents of
institutions, whilst those living independently make use much more frequently than
average of home care facilities. Given their difficulties with household tasks and
personal care, this is fairly logical.
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It is impossible within the scope of this chapter to discuss all the provisions
offering activation, reception, supervision, help and accommodation; that would
demand a separate study. Moreover, much has been learned about this topic during
the period of experiments involving substitution. Consequently, the following
sections look only at the significance which the results of these experiments could
have for the way in which elderly people with dementia who are no longer capable
of looking after themselves could be helped in the future. At present these elderly
people are generally admitted to nursing homes or – in the event of severe
behavioural disorders – to psychiatric hospitals. Residential homes for the elderly
are also increasingly admitting people with dementia, and a fair number of
residents of these homes develop symptoms of dementia during their period of
residence but are not moved to a nursing home because staff wish to spare them
this for as long as possible.

Many experiments have been carried out in recent years involving alternatives to
admission to institutions, in the form of small-scale residential units and residential
homes as an alternative to nursing homes. These experiments have generally been
successful (Hoeksma 1993; Denis et al. 1995; Plaisier et al. 1995; De Beer and Nies
1996; Beekmans and IJzerman 1997; Nouws et al. 1997). This answers the
question of whether there is a good alternative to admission to residential homes,
and in particular nursing homes. Questions which ensue from this are to what
extent such an alternative is suitable for older people with dementia and what has
to happen in order to make similar alternative provisions available on a larger
scale.
Placing elderly people requiring nursing care in residential homes and, in
particular, small-scale residential facilities, is by no means suitable for all elderly
people with dementia. Those requiring continuous care and those with behavioural
problems are unsuitable for these alternative provisions, according to the
experiments – though it has to be admitted that even nursing homes are not always
able to cope with older people with behavioural disorders. Older people with little
motivation to meet the higher demands placed on them by continuing to live as
independently as possible are also not suitable for small-scale residential facilities.
Partly because of these limits to the target group, some evaluation studies have
concluded that the alternative provisions do not offer the same quality as nursing
homes. By this they mean that the alternative facilities are not able to accommodate
the entire nursing home population and are often unable to help those with the
most severe disorders. Reasons of this sort have led the authors of some
publications on experiments to press for clarity regarding the nature, extent and
care requirement of the target group, and the subsequent translation of these
insights into indication criteria and the provision of benefits under the General
Exceptional Medical Expenses Act (AWBZ).

The experiments have shown that the alternative provisions can only be achieved
on a large scale if a number of thresholds are removed. One of these is the fact that
these alternative facilities do not fit in well with the mainstream legislative and
funding system. For example, funding at present is often based on subsidies (rather
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than being funded from the AWBZ-budget allocated to the institution), and these
subsidies do not always cover all costs. In addition, the renting of homes for small-
scale residential use is generally not permitted. This not only necessitates an
investment in purchasing residential facilities, but also means that the operators
cannot benefit from the advantages offered by a housing association in this respect.
Although the operating costs of these alternative residential facilities are generally
lower than the provision of mainstream care, a relatively large proportion of the
costs – for reasons cited earlier – have to be charged to the occupant. Since older
people with a low income have virtually no chance of being able to pay these costs,
alternative facilities are not very accessible for this category.

7.6 Summary

There are several hundred thousand elderly people in the Netherlands suffering
from fairly severe mental disorders such as dementia, depression or anxiety
disorders such as phobias or panic disorders. There is a suspicion that many
additional disorders are also occurring which are barely recognised because they
are masked by the semblance of somatic health problems and often emerge in a
somatic/medical environment. Examples include delirium and hypochondria.
Whether other disorders really do occur so frequently is unknown; no
epidemiological research has been carried out in this area. Partly for this reason,
this chapter focuses mainly on the three commonly occurring disorders referred to
at the start of the chapter. For each of these three disorders, the chapter examines
what is known about the prevalence, causes and risk factors, social consequences
and care provisions.

Anxiety disorders

In a majority of cases, anxiety disorders are rooted in the personality; partly
because of this, these disorders are often present at a much younger age.
Nevertheless, it is suggested that a third of all cases arise in later life. In these cases
the cause is a major negative life event, such as the loss of one’s own health or
partner. Anxiety disorders often have a highly negative impact on day-to-day
functioning; they restrict older people in their activities and have an unfavourable
effect on their feeling of well-being, with a greatly increased frequency of feelings
of loneliness. This reduced quality of life in turn has an unfavourable impact on the
disorder. Strikingly, the negative consequences occur not only among elderly
people with severe disorders, but also in a large proportion of those with mild
disorders. The number of older people who would benefit from help is therefore
much larger than the figure of 75,000 referred to in section 7.3.1.
Older people with anxiety disorders exhibit a higher medical consumption, but are
found in the mental health care system hardly any more frequently than average;
these facilities reach less than 10% of older people with severe anxiety disorders.
The reasons for this are that older people tend to present such disorders as somatic
problems, and that primary care professionals often fail to recognise the disorder or
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attribute the anxiety to what is assumed to be a natural vulnerability of older people
in general.

Depressive disorders

Severe depression among older people also often occurs for the first time at a much
younger age. Predisposition and negative experiences in youth are held responsible
for the occurrence of the disorder, but there are also illnesses which are so often
accompanied by severe depression that a causal link is suspected.
Much more frequent attacks of milder forms of depression occur only in later life,
usually as a result of a major loss. Depression is more common among the very
aged and among older women, partly because they have a greater chance of losing
their partner or their health.
The impact of a depressive disorder on day-to-day functioning is more serious than
in the case of anxiety disorders. Here, too, the negative consequences also occur
among older people with milder disorders. It has been found that, if left untreated,
milder depressive disorders become chronic in half of all cases. The potential target
group for help with depression may therefore be many times larger than the figure
of 50,000 elderly people cited in section 7.4.1.
Depressed elderly people receive help relatively often from the psychiatric health
care network, but even in this category only a fraction of the target group is
reached. It has been shown that GPs, who could help many older people with mild
disorders, too often fail to recognise depression and are also too often unaware of
the most appropriate treatment. This may explain why depressed elderly people are
often prescribed so many psycho-pharmaceuticals that they really ought to be taken
off them.

Dementia

It is difficult to state accurately how many elderly people suffer from dementia. In
seeking to determine the prevalence, population surveys have to seek recourse to
measuring cognitive capacity. However, cognitive disorders can have many
different causes; in addition to dementia, delirium, use of medication or
predisposition can result in such disorders. Moreover, little is known about the
causes of dementia. A strong statistical correlation has however been found
between the onset of dementia and predisposition (Down’s syndrome), illness
(Parkinson’s disease), age and education level. The causality of these correlations is
not yet understood, however.
Severe forms of dementia have very serious consequences for day-to-day
functioning, which explains why so many sufferers are admitted to institutions. In
the survey used for this report, the adverse consequences were found to only a
limited extent, because the measurement instrument used was insufficiently specific
to identify older people with dementia. Elderly people with cognitive disorders
make much more use of compensatory provisions such as home care and rest
homes; their medical consumption is however no higher than average. One striking
feature is the multiple contact with the Regional Institutes for Outpatient Mental
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Health Care (RIAGG). Elderly people with what are termed psycho-organic
disorders (mainly dementia sufferers) consequently form the majority of the older
clients of the RIAGG.

It is estimated that around 50,000 elderly people with mild or severe dementia are
in residential homes. There have been some experiments in the last ten years with
alternative treatments to admission to a nursing home. These experiments have
proved successful, although the capabilities of rest homes and small-scale
residential groups are less broad than those of nursing homes. Nonetheless, placing
a substantial proportion of elderly dementia sufferers in alternative facilities
appears to be a feasible option for the future. And given the greater quality of life in
these facilities, this is also desirable. A prerequisite for this is that the substitute
must be given the same legislative basis as current mainstream facilities; present
regulations do nothing to encourage the creation of such alternative facilities. 
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Notes

To aid presentation (MCA table) it was decided to use a multivariate analysis of the “Renova” type. As1

this type of analysis affects the significance of data for dependent variables on which only a small
proportion of the population scores, a logistic regression was applied as a control. This regression
indicates the same correlations as being significant (the odds ratio for sex is 1.59, that for education
level 0.79).
The database used for Table 7.3 comprises a combination of two representative data sets, one focusing2

on persons with anxiety disorders and the other comprising a control group.
A large group of pharmaceuticals with sedative, hypnotic, anti-epileptic and muscle relaxant effects.3

According to De Beer and Hutschemaekers (1996), roughly a quarter of RIAGG clients are treated for4

functional/mental disorders. Elsewhere these authors refer to 31% of clients with primarily
psychological complaints. Of the 40,000 older registered clients, between 10,000 and 12,500 are
primarily affected by mental disorders. The study showed that 12% of the clients suffer from a
relatively or very large number of anxiety problems; this is equivalent to 4,800 clients if the
percentages referred to above apply at national level.
By way of control, a logistic regression analysis was also performed here (see note 1); this analysis5

showed the same significant correlations as in table 7.7; the odds ratios were 1.49 for sex, 1.98 for
household composition and 0.75 for education level.
De Beer and Hutschemaekers (1996) arrive in their study at a figure of 30% of clients with a large6

number of depressive disorders and 31% of clients who are treated for psychological complaints, the
majority for depressive disorders; applied to the figure of 40,000 registered older clients, this produces
a figure of approximately 10,000.
Damage to nerve cells in basal ganglia.7

The measurement instrument used was the Mini-mental status examination (MMSE); a score of less8

than 18 using this instrument is regarded as indicative of a severe disorder; a score of 18-23 indicates a
milder disorder.
By way of control, a logistic regression analysis was also performed here (see note 1); the odds ratios9

were 1.75 for age and 0.40 for education level; the significant difference according to household
composition as shown in table 7.11 was not confirmed (odds ratio: 1.08).
In the study cited it was difficult in practice to find the number of elderly dementia sufferers which10

would be expected on the basis of the prevalence figures; the researchers are therefore tentative
regarding the reliability of these figures (Muskens et al. 1992: 233).
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Appendix to Chapter 7 Multivariate analysis of the take-up of provisions by
older people with mental problems

Table B7.1 Effect of the presence or absence of anxiety symptoms on the take-up of medical provisions in the last six
months,  1992/’93 (in odds ratios)a b

no anxiety symptoms anxiety symptoms anxiety disorder

contacts
- GP 1.00 (1.3) 1.6
- medical specialist 1.00 1.6 (1.3)
- peripatetic mental health care 1.00 (1.9) 1.8b

psychiatrist 1.00 (1.3) (1.6)
social worker 1.00 (2.6) (1.1)
RIAGG 1.00 (0.7) (2.2)

- home care 1.00 (1.8) (1.4)c

nursing at home 1.00 (3.1) 2.2
help at home 1.00 (1.3) (1.2)

- hospital 1.00 (1.4) (0.9)

use of medicine
- any medicine 1.00 (1.3) (1.3)

psycho-pharmaceuticals 1.00 2.0 (1.3)
benzodiazepines 1.00 2.3 1.5
antidepressants 1.00 (2.3) (2.1)

subjective opinion
- insufficient help 1.00 3.0 2.2

 People with a depressive disorder have not been included because of the high correlation with anxiety disorders. Aa

correction has been applied for age, sex, marital status, degree of urbanisation, number of chronic illnesses,
restrictions in day-to-day functioning, size of social network and cognitive functioning.

 Non-significant effects (p< 0.05) are shown between brackets.b

Includes help from independent psychiatrist and from social workers, as well as from the RIAGG.c

Includes both nursing at home and help at home.d

Source: LASA ‘92/’93; SCP calculation
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Table B7.2 Effect of the presence or absence of depression symptoms and the take-up of medical provisions in the last
six months, 1992/’93 (in odds ratios)a  b

no depression
symptoms mild disorder depressive disorder

contacts
- GP 1.00 (1.4) (1.3)
- medical specialist 1.00 (1.2) (1.5)
- peripatetic mental health care 1.00 2.9 4.2b

psychiatrist 1.00 (0.9) 5.2
social worker 1.00 6.5 (2.2)
RIAGG 1.00 (1.1) 4.6

- home care 1.00 3.1 (2.2)c

nursing at home 1.00 14.7 4.4
help at home 1.00 (1.9) (1.7)

- hospital 1.00 (1.4) (1.6)

use of medicine
- any medicine 1.00 (1.2) 1.9

psycho-pharmaceuticals 1.00 1.7 2.7
benzodiazepines 1.00 1.9 2.4
antidepressants 1.00 (1.7) 4.9

subjective opinion
- insufficient help 1.00 3.1 2.7

 People with a depressive disorder have not been included because of the high correlation with anxiety disorders. Aa

correction has been applied for age, sex, marital status, degree of urbanisation, number of chronic illnesses,
restrictions in day-to-day functioning, size of social network and cognitive functioning.

 Non-significant effects (p< 0.05) are shown between brackets.b

Includes help from independent psychiatrist and from social workers, as well as from the RIAGG.c

Includes both nursing at home and help at home.d

Source: LASA ‘92/’93; SCP calculation
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Table B7.3 Effect of cognitive functioning on the take-up of medical provisions in the last six months,  1992/’93 (in odds a

ratios)b

good cognitive skills cognitive disorders

contacts
- GP 1.00 1.03
- medical specialist 1.00 1.03
- peripatetic mental health care 1.00 1.12b

psychiatrist 1.00 (0.95)
social worker 1.00 1.09
RIAGG 1.00 1.10

- home carec

nursing at home 1.00 0.89
help at home 1.00 (1.00)

- hospital 1.00 (0.99)

use of medicine
- any medicine 1.00 (1.01)

psycho-pharmaceuticals (0.99)
benzodiazepines 1.00 (0.99)
antidepressants 1.00 (1.00)

subjective opinion
- insufficient help 1.00 (0.98)

 People with a depressive disorder have not been included because of the high correlation with anxiety disorders. Aa

correction has been applied for age. sex, marital status, degree of urbanisation, number of chronic illnesses,
restrictions in day-to-day functioning, size of social network and cognitive functioning.

 Non-significant effects (p< 0.05) are shown between brackets.b

Includes help from independent psychiatrist and from social workers, as well as from the RIAGG.c

Includes both nursing at home and help at home.d

Source: LASA ‘92/’93; SCP calculation
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8  ELDERLY MEMBERS OF ETHNIC MINORITIES

Ans Merens, Paul Tesser and Frank van Dugteren

8.1 Introduction

The Report on the Elderly 1996 was the first in this series of reports to devote
attention to elderly members of ethnic minorities (Timmermans et al. 1997b). That
report contained a survey of demographic data and the socio-economic position of
members of ethnic minorities aged 50 and above. Since then a more extensive study
of this group has appeared; the recently published Rapportage minderheden 1998 is
dedicated to the position of ageing members of first-generation ethnic minorities
(Tesser et al. 1998). As this group of older ethnic minority members is growing
rapidly, and as the Rapportage minderheden 1998 presented a large amount of new
information, this Report again contains a chapter devoted to elderly members of
ethnic minorities. This chapter contains a summary of those topics in the
Rapportage minderheden 1998 which are absent from or discussed only summarily
in the Report on the Elderly 1996, namely social contacts, housing, health status,
views on care, need for and take-up of care provision. In addition, by way of
introduction the latest population data are present on the present and future group
of elderly members of ethnic minorities.
The other topics, which were covered in Report on the Elderly 1996 (education,
employment, financial position) are not discussed in this chapter, because the
conclusions in the earlier Report do not differ fundamentally from the conclusions
drawn in the Rapportage minderheden 1998. For a more detailed discussion of
these subjects, the reader is therefore referred to the latter report (Tesser et al.
1998).

Definition of elderly people in this chapter 

Generally, a lower age limit than 55 is adopted in this chapter for the definition of
“the elderly”. Sometimes an age limit of 50 is adopted, because the numbers of
older people would otherwise be too small to enable reliable statements to be made.
Where useful and possible, the position of elderly members of ethnic minorities is
compared with that of the 40-49/54 age group. This latter group of ethnic minority
members, together with new immigrants, will join the ranks of the elderly in the
next 10 to 15 years. By including them in this study as well, it is possible to obtain
some idea of likely developments in the future. Where not designated by age group,
the term “future elderly people” is used for this group. To obtain some idea of the
specific characteristics and aspects of elderly and future elderly members of ethnic
minorities, as far as possible they are also compared with ethnic minority members
in the 30-39 age group.
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8.2 Population

8.2.1 Current number of elderly members of ethnic minorities

Publications on elderly members of ethnic minorities from the early nineties state
without exception that their number is still very small, but that this is a rapidly
growing group which is to take on considerable proportions within the foreseeable
future. It can be deduced from table 8.1 that elderly members of ethnic minorities
no longer warrant the description “a very small group”; in the four largest minority
groups – Turks, Moroccans, Surinamese and Antilleans – the number of over-55s
at the start of 1997 was over 60,000 individuals. If Southern Europeans, Chinese
and nationals of non-industrialised countries are also included, the number of
elderly members of ethnic minorities exceeds 100,000. Surinamese elderly people,
at more than 23,000, are the largest group within this category. The number of
ethnic minority members in the 45-54 age group is more than twice as large as the
number of over-55s. This means that the elderly of ethnic minority population is set
to undergo further substantial growth.

Table 8.1 Population, by age group, sex and country of origin, 1997 (in absolute numbers)

0-39 years 40-54 years � 55 years

male female male female male female

Turkey 121,050 109,745 16,610 15,595 10,375 6,550
Morocco 100,615 90,220 15,565 11,655 10,135 4,800
Surinam 104,595 109,590 24,200 25,565 9,840 13,415
Antilles 37,790 36,495 7,855 8,190 1,910 3,185
Southern Europe 53,355 48,735 14,450 12,125 10,450 6,225
China 15,495 15,785 4,590 4,200 1,945 1,675
non-industrialised countries 159,690 147,975 31,375 30,080 9,840 12,245

total ethnic minorities 592,590 558,545 114,645 107,410 54,495 48,095

rich OECD countries 172,595 176,220 95,630 95,295 91,840 131,880
Indonesia 116,200 113,965 53,965 53,020 43,975 56,795
Netherlands 3,547,537 3,402,907 1,425,943 1,375,027 1,387,388 1,751,145

Source: CBS (Population statistics; figures supplied at the request of SCP); SCP calculation

 
The sex profile of the elderly population deviates widely in some minority
groupings - Turks, Moroccans and Southern Europeans - from the sexual
composition of the indigenous elderly populations. Whereas women form the
majority among the indigenous over-55s, the number of men aged over 55 is much
greater than the number of women among Turks, Moroccans and Southern
Europeans. This is because it is mainly men who have emigrated to the
Netherlands, and family reunification did not always take place among first-
generation immigrants. The ratio of men to women among elderly Surinamese and
Antilleans corresponds more closely to that for the indigenous population – in fact,
the numerical predominance of women is actually slightly greater among
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Surinamese and Antilleans than among indigenous elderly people. The large
proportion of women in the older indigenous population is the result of the higher
life expectancy of women. This predominance does not occur among the future
elderly: the number of men in this group is actually slightly bigger. The higher life-
expectancy of women has not yet resulted in a higher number of women among the
elderly Turks and Moroccans, because even the older members of these groups are
still relatively “young”. Moreover, the age at which female members of these ethnic
groups marry is much lower than that of men.

The population statistics on older people have been further subdivided into three
age categories (table 8.2). Age 75 serves as a starting point for the anticipated take-
up of provisions. Above this age the number of persons making use of care and care
provisions is a multiple of the number of “younger” older people doing so. This is
partly a result of the increase in severe limitations and the disappearance of the
informal care network as those providing that informal care themselves experience
severe limitations, or because of the death of the partner.
Table 8.2 shows that the number of members of ethnic minorities who have reached
the age of 75 is not yet large. The four largest ethnic groups together numbered
over 4,000 over-75s in 1997. Three-quarters of these belong to the Surinamese
population group.

Table 8.2 Elderly people, by country of origin (four largest ethnic groups and indigenous population), age group and
sex, 1997 (in absolute numbers)

55-64 years 65-74 years � 75 years
male female male female male female

Turkey 9,255 5,110 1,025 1,150 95 290
Morocco 8,760 4,130 1,275 535 100 135
Surinam 6,275 7,175 2,595 4,110 970 2,130
Antilles 1,370 2,015 425 800 115 370

subtotal 25,660 18,430 5,320 6,595 1,280 2,925

Netherlands 621,907 636,512 480,048 577,447 285,433 537,186

Source: CBS (Population statistics; data supplied at the request of SCP) SCP calculation

The number of 65-74 year-olds in the four largest ethnic groups is much higher
than the number of over-75s. There were almost 12,000 in the former age group on
1 January 1997. The youngest age group among elderly members of ethnic
minorities, the 55-64 age category, is in turn a multiple of this figure; on the same
date, this group contained 44,000 persons.
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8.2.2 Future developments

Given the number of “future elderly” members of ethnic minorities at present, it
can be deduced that the numbers of elderly members of the ethnic population is set
to increase further in the future. Forecasts by Statistics Netherlands (CBS) enable
the anticipated development of the minority population up to the year 2015 to be
outlined (table 8.3).

Table 8.3 Population aged 40 and above, by age group and country of origin, 1997-2015 (in absolute numbers x
1,000)

40-54 years � 55 years

1997 2005 2015 1997 2005 2015

Turkey 32.2 51.4 94.7 16.9 27.1 40.7
Morocco 27.2 39.2 69.2 14.9 23.0 34.6
Surinam 49.8 78.1 98.7 23.3 38.6 75.0
Antilles 16.0 21.2 23.5 5.1 9.9 20.0

subtotal 125.2 189.9 286.1 60.2 98.6 170.3
as % total population 3.8 5.2 7.5 1.7 2.3 3.4

non industrialised countries 70.2 151.0 254.5 25.7 57.9 131.8

total minorities 195.5 340.9 540.6 85.9 156.5 302.1

rich OECD countrie 217.5 135.8 221 240.4 292.6 321.4
Indonesia 107.0 135.1 116.8 100.8 116.4 164.5

total population 3,321 3,632 3,793 3,566 4,214 5,070

Source: CBS (Population statistics; information supplied at the request of SCP; Monthly Population Statistics
1997/1; Monthly Population Statistics 1997/3); SCP calculation
 

In the period 1997-2015 the number of elderly members (55-plus) of ethnic
minorities will increase from over 85,000 to more than 300,000. The figure of
85,000 in 1997 is lower than the figure of over 100,000 for ethnic minority
members aged over 55 stated in table 8.1 for 1997. This is because Southern
Europeans have generally been counted among the rich OECD countries in the
forecast and are therefore not included among the ethnic minorities.

The strongest population increase is expected in groups originating from non-
industrialised countries. These groups largely comprise asylum-seekers and
recognised refugees. However, the forecast for this group is the most hedged in by
uncertainties. The increase in their number is highly dependent on the trend in
immigration of new asylum-seekers and on complete migration in the context of
family reunification and relationship-building by people already resident in the
Netherlands. Much less uncertain is the forecast of the numbers of elderly members
of the four largest ethnic minority groups – Turks, Moroccans, Surinamese and
Antilleans. This is because the development in these numbers is based almost
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exclusively on the ageing of persons who are already present in the Netherlands,
supplemented by a limited influx of their elderly parents. The number of elderly
members of the four largest minority groups will almost triple up to 2015, to
something over 170,000, or more than 3% of the total population.

The number of elderly members of the four largest minority groups is also set to
increase rapidly in the near term. In 2005 their number will approach 100,000 – an
increase of more than 50% compared with 1997.

8.3 Social contacts and participation

Many elderly Turks and Moroccans are not (or no longer) in work. Despite this,
they have not become socially isolated. Several local studies have shown that the
majority of these elderly people maintain frequent contacts with children, other
family members and friends, who often live in the same neighbourhood. Despite
this, elderly Turks and Moroccans report feelings of loneliness more frequently
than indigenous elderly people. Elderly Turkish and Moroccan women suffer more
from this than men. The chief reason is cited as being alone, and particularly the
absence of children (at school, married). The local studies, as well as the study by
Kloosterboer and Yilmaz (1997), offer little assistance in illustrating the specific
nature of the social situation of elderly people. It is not clear whether elderly people
differ from younger age groups in their contacts and feelings of loneliness, nor to
what extent any differences correlate with origin. In a series of surveys of the social
position and take-up of provisions by members of ethnic minorities, carried out by
the Institute for Sociological and Economic Research, known as the SPVA studies,
data have been gathered on membership of associations.

There are considerable differences in membership of associations between the
various ethnic groups identified (figure 8.1). Participation in associations is lowest
among Turks and Moroccans and highest among the indigenous population. Within
each of the ethnic groups identified, there is a correlation with age. The number of
elderly and future elderly people who are members of an association is smaller than
among those aged 25-39. The correlation with age is strongest among the
Antilleans. In the other ethnic groups this correlation is less pronounced.
Participation by Turkish, Moroccan and Antillean elderly people in associations is
extremely low, at less than 10%. Of those in work, both in the older and younger
age groups, a much greater proportion are members of an association than among
those not working. This appears to apply to a much greater extent for ethnic
minorities than for the indigenous population.
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Figure 8.1 Membership of an association among 25-70 year-olds, by age group and country of origin, 1991-9914 (in
percentages)

Source: ISEO (SPVA ’91 and ’94); SCP calculation

8.4 Housing

This section looks at the housing of elderly members of minorities from several
perspectives. First, attention is devoted to a number of objective factors such as
housing quality and – particularly relevant for this group – the accessibilit y of
homes for older people. Subjective factors such as satisfaction with the home and
the residential environment are also important, because they influence the
inclination of elderly members of ethnic minorities to move house. 

8.4.1 Housing quality

Several aspects can be used to measure housing quality. Table 8.4 presents a
combined quality measurement, as compiled in the housing appreciation system
(points system). In addition to the size, age and type of the dwelli ng, aspects such
as the level of equipment and insulation are also included in this points system. The
larger the number of points the higher the quality of the dwelli ng.
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Table 8.4 Housing quality by ethnicity and age group, 1994 (in average number of points and percentages)

30-39 years 40-54 years 55-69 years total (all ages)

average number of quality points
Turks and Moroccans 98 105 105 97
Surinamese and Antilleans 110 118 119 106
Southern Europeans 112 114 105 105
rest of population 135 148 137 130

% low wualitya

Turks and Moroccans 42 36 31 43
Surinamese and Antilleans 27 27 18 35
Southern Europeans 33 31 28 39
rest of population 17 8 12 19

Percentage of the ethnic age group concerned for which the housing quality falls into the 20%-group with the a 

lowest quality.

Source; CBS (WBO'93/’94) SCP calculation

 
Table 8.4 shows that elderly members of ethnic minorities generally live in homes
of lesser quality than the rest of the population. This also applies for younger
members of minorities. The average number of quality points is substantially higher
among the rest of the population than among ethnic minorities. Also, among the
rest of the population, the score for housing quality is lower among the elderly than
in the middle-aged group; among members of ethnic minorities this is not the case.
The quality distribution (bottom part of the table) shows this pattern even more
clearly. Older members of the rest of the population more commonly live in homes
of limited quality than those in the 40-54 age group. Among members of ethnic
minorities, the proportion of homes of limited quality decreases as the population
ages.

The fact that elderly members of ethnic minorities are generally housed in homes of
lesser quality than the rest of the population can also be determined on the basis of
a number individual quality indicators. For example, they less frequently live in
single-family dwellings, even where they belong to a family with children. The
homes of elderly members of ethnic minorities are no smaller on average than those
of the rest of the elderly population, but they do have to share their homes with
more people. The number of rooms per person is therefore considerably lower
among elderly members of ethnic minorities. This applies particularly for elderly
Turks and Moroccans, who generally continue to live in large families until late in
life. Elderly Turks and Moroccans also achieve a low score when the size of the
living room is compared with that of the other groups. They almost never have a
home with a large living room; almost half the elderly Turks and Moroccans have
to manage with a living room measuring less than 25 square metres.
Elderly Surinamese and Antilleans occupy an intermediate position in terms of
housing quality. Their homes are of better quality than those of elderly Turks and
Moroccans, but poorer than those of the rest of the elderly population.
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A different housing characteristic from the usual quality criterion is the suitability
of the home for older occupants. As research into limitations has shown that
climbing stairs is often the first activity which present difficulties for older people,
this has been taken as a criterion for the suitability of the home (Table 8.5). The
stair-free accessibility of the home both from outside and inside was examined. The
table shows that elderly members of ethnic minorities live much less frequently in a
home which is accessible without having to climb stairs.
This depends on the type of home in which these groups live. Members of ethnic
minorities live in single-family dwellings – which are almost always accessible
without having to climb stairs – less frequently than the rest of the population. This
underrepresentation also means that elderly members of ethnic minorities more
frequently have a home in which all rooms are on one floor. If these two criteria are
combined, the differences between the groups decline. Of all elderly members of
ethnic minorities, elderly Surinamese and Antilleans most often live in a suitable
home, elderly Turks and Moroccans least often. 

Table 8.5 Suitability of home for elderly people, by ethnicity and age, 1994

 30-39 years 40-54 years 55-69 years total (all ages)

% of homes accessible without stairs
Turks and Moroccans 43.4 49.1 47.7 43.9
Surinamese and Antilleans 52.0 55.3 67.7 51.7
Southern Europeans 56.8 56.3 60.1 50.7
rest of population 75.0 82.4 81.0 75.0

% all rooms on one floor
Turks and Moraccans 57.1 56.3 48.8 59.7
Surinamese and Antilleans 53.8 47.0 61.6 59.5
Southern Europeans 43.2 38.5 49.5 48.2
rest of population 29.4 25.3 36.1 37.8

% accessible without stairs and all rooms on
one floor in apartment building

Turks and Moroccans 22.0 22.8 33.0 23.5
Surinamese and Antilleans 25.7 21.3 49.3 28.7
Southern Europeans 21.1 18.2 33.5 20.2
rest of population 22.7 27.2 39.8 32.3

Source: CBS (WBO’93/’94); SCP calculation
 

It can be deduced from the above that the housing of members of ethnic minorities
follows a different course from that of the rest of the population. Members of the
general population reach the peak of their “housing career” in middle age,
following which the quality declines. These people then move to smaller homes,
often in a flat or apartment. This pattern is not observed among members of ethnic
minorities; in middle and later life they are still seeking to improve their housing
situation. This probably has to do with their starting position, which means that
their housing wishes have by no means been met by middle age; these groups are
still trying to catch up.
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8.4.2 Owner-occupancy and housing costs

Part of the reason for the quality differences lies in the different owner-occupancy
rates in the various groups. Turkish and Moroccan households are almost never
owner-occupied, but are generally homes in the social rented sector. As a result of
living in these often small subsidised rented homes, Turks and Moroccans have
considerably lower housing costs than the other minority groups and the rest of the
population. This also applies for the elderly; the proportion of income they spend
on housing costs is lower after deduction of housing benefit than for the other
groups.
Elderly Surinamese and Antilleans, by contrast, have high housing costs – higher
even than the rest of the population. More than half the elderly members of these
groups spend over 25% of their income on rent. The housing situation of elderly
Surinamese and Antilleans differs little in terms of quality from that of the rest of
the population, but because they have a substantially lower income, their housing
costs take up a large proportion of that income.

8.4.3 Relocation patterns and housing satisfaction

The deviating housing patterns of members of ethnic minorities are also evident
from the level of housing satisfaction expressed by elderly people and their
behaviour on the housing market. Members of ethnic minorities are less satisfied
with their housing situation than the rest of the population, but older people are
more satisfied than younger cohorts. Nevertheless, 30% of elderly Turks and
Moroccans are dissatisfied with their housing situation. In the other minority
groups the proportion of those dissatisfied is 20%; in the rest of the population the
figure does not exceed 7%.

The greater degree of dissatisfaction of elderly members of ethnic minorities
correlates with a much greater inclination to move home than the rest of the elderly
population (table 8.6). This applies particularly for elderly Turks and Moroccans;
one in five of this group definitely wishes to move house, compared with no more
than one in thirteen among the rest of the population. Surinamese, Antilleans and
Southern Europeans occupy an intermediate position here. Elderly members of
ethnic minorities wishing to move house generally want a single-family dwelling as
well as a larger home. Members of the rest of the elderly population, by contrast,
generally want a smaller home, and many of them would prefer a flat or apartment. 
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Table 8.6 Inclination to move house, with reasons, by ethnicity and age group, 1994

30-39 years 40-54 years 55-69 years total (all ages)

% definitely wishing to move house
Turks and Moroccans 33.2 28.6 19.5 31.8
Surinamese and Antilleans 33.8 24.0 12.9 28.9
Southern Europeans 38.6 15.9 14.6 28.9
rest of population 18.4  9.0  7.6 13.4

reasons for moving house
% family circumstances/work/study/other

Turks and Moroccans 24.3 11.0 18.6 21.1
Surinamese and Antilleans 26.9 31.7 14.4 30.8
Southern Europeans 45.3 22.2 4.7 22.8
rest of population 34.4 30.9 21.2 33.6

 % health/age
Turks and Moroccans 4.9 10.4 20.8 6.0
Surinamese and Antilleans 2.0 7.2 16.9 4.4
Southern European 4.0 8.3 3.9 5.0
rest of population 0.8 3.7 25.8 9.5

% home/neighbourhood
Turks and Moroccans 70.9 78.6 60.6 72.9
Surinamese and Antilleans 70.9 61.0 68.8 64.9
Southern Europeans 63.0 69.5 91.4 72.1
rest of population 65.1 65.3 53.0 56.8

Source: CBS (WBO‘93/’94); SCP calculation

 
The different housing preferences of elderly members of the various minority
groups are reflected in the reasons they cite for wishing to move house. Members of
the rest of the elderly population move home primarily because of their age and in
connection with health problems (table 8.6). Consequently, their most commonly
expressed wish is to move to a home on one floor, which can be accessed without
having to climb stairs. Elderly members of ethnic minorities wishing to move home
consider accessibility of the home to be an essential criterion in only half the cases.
This is surprising, because the homes of elderly members of minorities are much
less frequently accessible without having to climb stairs than those of the rest of the
population (table 8.5).

The continuing desire by elderly members of ethnic minorities to improve their
housing situation is related to the position of these groups on the housing market as
referred to earlier. People in the rest of the population have generally reached the
peak of their “housing career” by middle age, following which they only move
house if forced to by health problems. For members of ethnic minorities, other
factors continue to play a role in later life, and they still actively seek to complete
their “housing career”. This has to do with their shorter period of residence in the
Netherlands as well as their more limited financial capacity.
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Local surveys reveal that there are virtually no elderly members of ethnic minorities
living in homes specifically designed for the elderly or indicating that they would
like to move to such facilities. Where these wishes do exist, those concerned would
prefer to live with others of the same origin (Surinamese and Antilleans) or who
share the same religion (Turks and Moroccans) in small housing developments.
The low enthusiasm for specific housing for the elderly can be explained on the one
hand by the relatively young age profile of ethnic minorities, which means it will
take some time before there is a sizeable group of very elderly people. On the other
hand, this small group shows little enthusiasm for the generally available housing
for the elderly. This has to do not only with the nature and availability of homes of
this type, but also with the housing demand of elderly members of minorities.
Specific homes for the elderly are small and suitable mainly for single occupation.
Few elderly Turks and Moroccans, in particular, live alone; often they still live in
families, or there are members of the extended family present in the household. In
many cases, moving to a housing development for the elderly means leaving a
familiar neighbourhood. This may discourage them from taking this step, as may
the desire to live with people sharing the same origin or religion.

While there are clear differences between elderly members of ethnic minorities and
the rest of the elderly population as regards housing wishes and inclination to move
home, there are few differences in opinions on the local neighbourhood. Members
of minorities are slightly less satisfied with their residential environment and
neighbourhood than the rest of the population.

8.5 Health status and take-up of health care facilities

Health and medical provisions occupy an important place in the lives of elderly
people, whether they are members of ethnic minorities or of Dutch origin.
The living situation of elderly members of minorities differs in many respects from
that of indigenous elderly people. An unfavourable socio-economic position and
low level of education correlate with poorer health, as they do in the Dutch
population in general. A much larger proportion of elderly members of ethnic
minorities encounter these unfavourable factors than the Dutch population,
however. There are also specific factors, such as stress resulting from migration and
homesickness, high unemployment and incapacity rates, stressful working
conditions in previous employment, poor dietary habits in some groups and a
greater risk of hereditary illness because of marriage between relatives.
The health status and take-up of medical provisions by elderly members of ethnic
minorities was studied in the light of these differences between elderly members of
minorities and indigenous elderly people,.
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8.5.1 Elderly members of minorities: a global picture

Most surveys conclude that elderly members of minorities are in poorer health than
indigenous elderly people. They are said to visit their doctor more often and use
more medication. Mackenbach (1996: 38-39) puts these differences into perspective
and argues that higher prevalences for some disorders are offset by lower
prevalences for other illnesses.
Policy recommendations concerning the health of (elderly members of) ethnic
minorities generally take as their starting point the negative conclusions of the
majority of studies. The National Advisory Council for Public Health (NRV)
believes that Moroccans are in the worst situation (NRV 1995: 37).

Most local studies of the living situation of elderly members of ethnic minorities
also gather data on their health (see Tesser et al. 1998 for a description of these
studies). Relatively high percentages of respondents perceive their health as poor,
and the percentages with complaints are also high. However, there are reasons for
doubting the representativeness of the results of local studies: the number of
respondents is generally small and the samples are often not random.

To arrive at a more reliable and detailed picture of the health status and take-up of
provisions by elderly members of ethnic minorities, data from larger studies have
been brought together for this Report. The studies used were the national health
surveys of Turks (GET surveys), Moroccans (GEM) and the indigenous population
(GEZ), a (slightly outdated) health survey of elderly Surinamese in Rotterdam, a
national survey of GPs and an analysis of mortality figures of Turks and
Moroccans. No data were available on the health of elderly Antilleans.

8.5.2 Perceived health

People’s own perception of their health is a widely used indicator. Figure 8.2 shows
the number of respondents who perceive their health as “less good” (respondents
who characterise their health status as “so-so”, “sometimes good and sometimes
poor” or “poor”). For Moroccans, only data for the oldest two age categories are
available.

In each of the age categories used in figure 8.2, a much larger proportion of Turks
see themselves as less healthy than the Dutch population. Among the elderly,
however, the differences are significantly smaller than in the younger age groups.
Elderly and future elderly Moroccans have a slightly more positive view of their
own health than their Turkish cohorts, but here again a much larger proportion
than among Dutch elderly people see their health as less good.
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Figure 8.2 Less good health, by age group and country of origin among over-35s, 1989-1992 (in percentages,
corrected for age and sex differences)

Source: CBS (GET'89/GEZ'89); GGD-Rotterdam (GEM'92) SCP calculation

Figure 8.2 also shows that the difference between elderly Turks and Turkish aged
45-54 are smaller than among indigenous Dutch people. In terms of perceived ill
health, therefore, the correspondence between elderly Turks and Turks aged 45-54
is greater than that between indigenous elderly and “younger” people.

The survey of Surinamese elderly people in Rotterdam showed that 41% of the
respondents saw themselves as “moderately healthy” or “not healthy” (the response
categories deviate from those in the GET/GEM). If the reasonably healthy (28%)
are added to those with poorer health, this produces a figure of 69% perceiving
themselves as “ less healthy”. This puts elderly Surinamese close to elderly Turks.
Just over 40% of the control group of indigenous elderly inhabitants of Rotterdam
perceived their health as less good.

8.5.3 Health complaints

Another widely used indicator for perceived health is the incidence of complaints.
Figure 8.3 shows the percentage of people in the relevant age groups with one or
more self-reported chronic complaints and disorders, as well as the average number
of disorders. These are relatively severe chronic disorders such as asthma, high
blood pressure, cancer, diabetes, etc.
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Figure 8.3 chronic disorders, by age group and country of origin, among over-35s, 1989 (in percentages)a

Percentages having one or more disorders and average number of disorders = figure above the columns,a

corrected for age and sex differences.

Source: CBS (GET'89/GEZ'89) SCP calculation

Figure 8.3 shows a number of correspondences with figure 8.2. In each of the age
categories applied, chronic complaints are much more frequent among Turks than
in the indigenous population. Also, the differences in terms of complaints are
smaller among the elderly than among their younger cohorts. In the indigenous
population, by contrast, there are more over-55s with complaints than those in the
next youngest age group.

In a survey carried out by Blanken (1987: 21), a bigger proportion of elderly
Surinamese than Turks – 92% - had one or more chronic complaints. The number
of complaints among the Surinamese, averaging four, was also substantially higher
than among elderly Turks.

Elderly members of ethnic minorities appear to have significantly more complaints
than indigenous elderly people. If the nature of the complaints is examined, back
complaints emerge as the most common problem among Turks aged over 55;
almost a third of this group claim to suffer from this. Around 15% of respondents
claim to suffer from the other four complaints (stomach ulcer, high blood pressure,
asthma/bronchiti s and arthriti s). Complaints about back problems, stomach ulcers
and asthma are much less frequent among indigenous elderly people than among
elderly Turks, though back complaints are also among the most common disorders
affecting indigenous elderly people, occurring to roughly the same extent as
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arthritis and high blood pressure. The pattern among elderly Moroccans resembles
that of Turks more closely than that of indigenous elderly people. The most
commonly cited complaints by elderly Turks occur slightly less frequently among
elderly Moroccans.

There is relatively little difference in the incidence of the various complaints
between elderly and future elderly people. Only stomach ulcers occur much more
frequently among Turks aged over 55 than those aged 45-54. Among the
indigenous Dutch and Moroccan elderly populations, many more over-55s suffer
from arthritis than those aged 45-54.

The most commonly cited complaint of elderly Surinamese in the Blanken survey
(1987) was high blood pressure. 38% of the respondents said that they suffered
from this complaint, more than twice as many as among the indigenous elderly
population. At 36%, the proportion of Surinamese elderly people suffering from
back complaints was about the same as the proportion of Turkish elderly people
with these complaints. Other commonly occurring complaints among elderly
Surinamese were rheumatism/arthritis, stomach complaints, migraine and diabetes.
Some of the complaints which occur more commonly among elderly Surinamese
than among elderly Turks have been related to the less healthy dietary habits of
Surinamese (too much sugar and saturated fatty acids). The prevalence of diabetes
among Hindustani Surinamese, in particular, is worrying (Middelkoop et al. 1996);
more than 35% of the over-60s in this group claim to suffer from this disease,
compared with 6% of the total Dutch population aged 60 and over. Roughly a
quarter of 50-59 year-old Hindustanis claim to suffer from diabetes, compared with
2% of the total population in this age group.

The Survey of perceived health (VOEG), which is designed to establish the
prevalence of less severe and vaguer complaints, also shows a higher score for older
people than for younger people. The correlation with age is substantially stronger
among Turks than in the indigenous population (see figure 8.4). In this connection,
the differences between Turks and indigenous elderly people in the youngest age
group are fairly small, whereas those in the higher age categories are very large.
Both elderly and future elderly Turks have twice as many complaints as their
indigenous cohorts. Indigenous elderly and future elderly people have an average of
around four complaints, compared with nine (out of a maximum of twenty three)
for Turks.

An abridged version of the VOEG survey also formed part of the study by Blanken
(1987) of Surinamese elderly people. They recorded an average of six complaints
out of a total of nineteen, considerably more than the average of 4.2 complaints out
of a total list of 23 recorded by indigenous elderly people.
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Figure 8.4 VOEG score, by country of origin and age, persons from age 16, 1989 (averages, corrected for age and
sex differences)

Source: CBS (GET'89/GEZ'89); SCP calculation

8.5.4 Observed disorders

The health indicators discussed above are all based on self-reporting by members of
the groups concerned. Other, more objective indicators for health are based on
disorders observed by doctors. The National study of illnesses and treatments in
general practice asked 161 GPs to log data for a period of three months on contacts
with their patients (Foets and Van der Velden 1990). This study uses the term
“ill ness episode”. An illness episode relates to all contacts connected with one and
the same diagnosed health problem.

The data from the National study were re-analysed on the basis of ethnic origin for
the purposes of a report by the National Advisory Council for Publi c Health (NRV
1995). However, the number of members of ethnic minorities aged over 65 is too
small to permit reliable estimates, and the data on 45-64 year-olds will t herefore
have to suff ice. The National Advisory Council for Publi c Health analysis
calculated prevalence figures for ill ness episodes by relating the number of episodes
to the number of patients. The prevalence of ill ness episodes then indicates the
number of episodes per 100 patients registered with a general practice in the three-
month period measured.

The results show a mixed picture (table 8.7). The prevalence of ill ness episodes
among Surinamese people is significantly higher than among the indigenous
patient population, both for the total population and the age group which is the
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main focus here, those aged 45-64. Turks in this age group also show a
significantly higher prevalence than indigenous patients. The difference between
Moroccans and indigenous 45-64 year-olds is much smaller.

Table 8.7 Prevalence of illness episodes by ethnic origin and age group, 1987-1988

Turkey Morocco Surinam Netherlands

total population 91.8 78.1 99.5 89.7

15-44 years 97.6 85.2 102.4 75.2
45-64 years 126.7 109.4 159.8 105.0

corrected (for sex, age, education, employment position
and health insurance type) 87.5 84.3 99.4 91.9

(n = all) (2,071) (1,715) (2,289) (236,053)

Source: Nivel (NS'88); NRV (1995: 37) SCP calculation

 
The differences between the population groups are much bigger among 45-64 year-
olds than among the total population of the ethnic groups studied. This is mainly
because of the very high prevalence among indigenous over-65s (not included in
the table). This greatly increases the prevalence among the total group of
indigenous patients. As a result of the “young” age profile of the over-65s among
ethnic minority members, the prevalence among this group is much lower than
among indigenous over-65s and, again because of the age structure, its effect on the
total prevalence among the ethnic minorities is much smaller. The total prevalences
in the different ethnic groups are thus not easily comparable. Even the correction
(calculated using regression weightings) shown in the fourth line of Table 8.7 offers
little help in this respect.

To reduce the problems of interpretation resulting from differences in age structure,
Geomini (1992) applies a correction (based on matching) to the aforementioned
data. This correction takes account of differences between Turkish, Moroccan and
indigenous patients as regards sex, age and insurance type (private versus
compulsory national health insurance). In the matched groups there are no longer
any significant differences in the 45-64 age group between Turks and Moroccans
on the one hand and indigenous patients on the other (Geomini 1992: 60).
Unfortunately, Surinamese patients were left out of these analyses. It is however
likely that Surinamese 45-64 year-olds would also sustain a higher prevalence than
their indigenous cohorts.

The figures on disorders observed by GPs among elderly members of minorities
thus present a different picture of their health status than the self-reported data
discussed earlier. It may be that this difference has to do with the nature of the
complaints. The more somatic complaints of Surinamese elderly people may be
more likely to result in a disorder being diagnosed by a doctor than the
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psychosomatic complaints of Turks and Moroccans. The latter type of complaint
may also be partially an expression of a more general feeling of a lack of well-being
and dissatisfaction over the respondents’ position in Dutch society.

8.5.5 Mortality rates

Mortality figures offer another objective indicator of health status. These figures are
generally related to age, with this “age-specific mortality” being expressed as the
relative number of deaths per age group. The quotient of the mortality figures of
ethnic minority groups and indigenous Dutch nationals is a useful index for
comparing mortality rates. A value of 1 indicates no difference between the groups
compared. An index figure greater than 1 indicates a higher mortality rate among
the ethnic minority groups, and a figure below 1 a lower ethnic minority mortality
rate in the age group concerned. Given the very small numbers of people and deaths
among Turks and Moroccans in the 65 and older age group, figure 8.5 shows only
figures for five-year categories between age 40 and 65. The figures relate to all
persons in that age group who died in the period 1979-1988 in the Netherlands.

In each of the age groups presented, the mortality rate among Moroccans is lower
than among indigenous Dutch citizens. Relatively fewer Turks aged 50-59 also died
in the period 1979-1988 than Dutch citizens in the same age groups.

Figure 8.5 Mortality indices  by age and nationality, 40-64 year-olds, 1979-1988a

Age-specific mortality rate of ethnic minorities compared with Dutch citizens.a

Source: Hoogenboezem and Israëls (1990: 12) SCP calculation
Figures on cause of death enable something to be said about the backgrounds to the
lower mortality rate among members of ethnic minorities. Cancer, cardiovascular
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disease and external causes such as accidents and violence are the three most
common causes of death of both Turks and Moroccans and of the indigenous
population aged 45-64. The lower mortality rate of Turks turns ought to be the
result primaril y of fewer deaths due to cancer than in the indigenous population.
The same applies for Moroccans, for whom cardiovascular disease is also less
frequently a cause of death. The fact that the mortality rates of elderly members of
ethnic minorities aged up to 65 are (for the time being) more favourable than those
of their indigenous cohorts may, taken together with their lower mortality rates
from cardiovascular disease and cancer, could have to do with their healthier
Mediterranean diet, in which carbohydrates and poly-unsaturated fatty acids
predominate. At present, no statements can be made about the mortality rates and
causes of death of those aged 65 and over.

8.5.6 Take-up of medical provisions

The fear is often expressed in the literature that members of ethnic minorities have
more diff iculty in accessing all manner of medical provisions, and that this leads to
non-uptake and poor health.
Figure 8.6, however, shows that a larger proportion of elderly Turks than Dutch
elderly people (just under 90% versus just under 80%) visited a GP in the year
preceding the survey. Moreover, elderly Turks also visited their GP more often.
This also applies for the younger age categories, where the differences are larger
than among the elderly.

Figure 8.6 GP contact of Turks and Dutch citizens during one year, by age group, 1989/’90 (over-35s)

Source: CBS (GET/GEZ'89); SCP calculation

Elderly members of other ethnic groups also appear to visit their GP relatively
often, though the differences compared with elderly Dutch people are smaller than
in the case of Turkish elderly people. For example, the National study of illnesses
and treatments in general practice showed 110 contacts per 100 patients for
Moroccans aged 45-64, i.e. no significant difference compared with their Dutch
counterparts. In the survey of Surinamese elderly people by Blanken (1987:37),



236

87% of the respondents stated that they had visited their GP in the year preceding
the interview. The figure for Dutch elderly people in the same period was 73%.
This difference is of roughly the same order as the difference between Turkish and
Dutch elderly people. In the study by Van Wieringen et al. (1986), however, the
average number of GP visits by Turks aged 45-54 was twice as great as for their
Surinamese cohorts. 

Visiting the dentist regularly for check-ups, even when there are no apparent dental
problems, has been a habit among the indigenous population for many years. This
routine is generally non-existent in the countries of origin of ethnic minority
groups. Turks visit the dentist less frequently than the Dutch. The differences are
smaller among over-55s than in the younger age groups, largely because more
Dutch people in this age group have dentures.

The GET survey of the Turkish population showed that toothache is much more
often the reason for Turks, and particularly elderly Turks, visiting the dentist than
is the case with Dutch people. Figures on reasons for visiting the dentist show
clearly that preventive control through periodic visits to the dentist is less common
among Turks. Although the figure for check-ups as a proportion of total visits is
only significantly lower among elderly Turks (45%) compared with the Dutch
(59%), the basis on which the percentages are formulated – the number of visits to
the dentist – is considerably lower among Turks in the younger age categories.
Calculated for the entire Turkish population, therefore, the proportion regularly
having dental check-ups is much smaller than for the Dutch.

The figures on dentist visits by Moroccans which were available for this Report
have a slightly different format than the figures for Turks, and are consequently not
directly comparable. From these data however it could be assumed that visits to the
dentist by Moroccans in the older age groups correspond more closely to the pattern
for the Dutch than for Turks.
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Figure 8.7 Contact with specialists and hospital admissions during one year, by ethnic origin and age group, 1989/’90
(over-35s)

Source: CBS (GET/GEZ'89/GEM'89); SCP calculation

The proportion of elderly Turkish people who had visited a specialist in the year
preceding the survey was larger than the figure for Dutch elderly people (figure
8.7). The number of hospital admissions is however slightly lower for Turkish
elderly people. The number of hospital admissions for Moroccans is the same as for
the Dutch, for both elderly and future elderly categories.
In contrast to the Dutch, it is not the Turkish elderly people, but the future elderly
who have most contact with specialists and hospitals. In this connection, a larger
proportion of Turks aged 45-54 are admitted to hospital than Dutch and Moroccans
in the same age group. The difference between Turks and the Dutch as regards
visits to specialists is also greater in this age group than among the elderly.
According to the survey by Blanken (1987:40), 57% of elderly Surinamese had
contact with a specialist, roughly the same proportion as for elderly Turks. A
quarter of the Surinamese respondents stated that they had been admitted to
hospital – a very large proportion in comparison with the other groups.

8.5.7 Use of medication

Use of medication is much more widespread among Turkish and Moroccan elderly
and future elderly people than among their Dutch counterparts (figure 8.8). Almost
one and a half times as many Turkish as Dutch older people had used medication in
the 14 days immediately preceding the survey. In the younger age groups shown in
figure 8.8, the differences between Turks and the Dutch are even greater. In
contrast to the other health indicators, there are clear differences in the use of
medication between Moroccan and Dutch patients. 
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Figure 8.8 Use of medication by age group and country of origin, 1989/’90

Source: CBS (GET'89/GEZ'89/GEM'92); SCP calculation

Like their Turkish counterparts, use of medication is more widespread among
Moroccans than among the Dutch. In the 40-54 age group, Moroccans occupy an
intermediate position in terms of use of medication, between the Turkish and Dutch
populations. In the over-55s category, their number is much closer to Turkish
elderly people.

Not only is there a difference between Turkish and Dutch elderly people in terms of
use of medication as such, but also in terms of the types of medication used.
Turkish elderly people use large quantities of painkill ers such as aspirin and
remedies for stomach and intestinal complaints, joint pain and colds and ‘flu. Use
of these medications by the older Dutch population is much lower, though they in
their turn take more medicines to treat cardiovascular disorders than Turkish
elderly people.

Take-up of almost all the medical provisions examined here is much more
widespread among Turkish elderly people than older Dutch people. Older
Moroccans show a significant difference from indigenous elderly people only in
their greater use of medicines. No clear picture exists of the medical consumption
of Surinamese older people, though there is no question of under-consumption.

Fears that medical provisions could be inaccessible to elderly members of ethnic
minorities, leading to non-uptake and an adverse impact on health, thus appear
unfounded. It is more a case of over-consumption than under-consumption.
Periodic dental check-ups appear to be the only area which have not become
common practice among ethnic minorities, particularly Turks.
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8.5.8 Opinion of provisions

Intensive take-up of health care provisions does not mean that consumers are
satisfied with all aspects of the functioning of those provisions. The available data
are not uniform on this point: in individual interviews elderly members of ethnic
minorities generally exhibit great satisfaction on their reception and treatment by
doctors; however, if they are given an opportunity to talk to each other about it, all
manner of complaints and problems emerge. Hospital staff, especially, appear to
fall short in meeting the specific needs and wishes of Islamic patients in particular,
for example in the area of diet. In addition, there is a demand for things such as
translations of information material, programmes in their own language on the
hospital broadcasting service, special prayer rooms, and examinations and care by
members of their own sex. Doctors generally feel that they have learned to respond
to the special demands of dealing with patients from ethnic minorities; they believe
they are now able to offer these patients good-quality care. It would seem that at
least a proportion of patients from ethnic minorities have different ideas on this.

8.6 Care: views, demands, take-up

Many older people sooner or later encounter physical limitations which reduce their
ability to perform all manner of tasks independently. They can only continue to live
independently with the help of others. This help is usually given by children, other
family members or neighbours, and there is also an extensive network of
professional care provisions aimed at enabling elderly people to continue living
independently for as long as possible. Only when community-based and
“intermediate provisions” are no longer adequate is institutional care considered.

The demand for and take-up of care provisions by the indigenous elderly population
has been mapped reasonably well. Chapter 5 of this Report cites recent data. Little
or no comparable information is available on the demand and take-up by elderly
members of ethnic minorities. What information there is comes from local studies
of the living situation of these groups. These studies look not only at demand for
and use of care provisions, but also present data on respondents’ views on care and
their familiarity with the available provisions (Beljaarts and Verweij 1995:
Beljaarts 1997; Weide 1998).

These surveys reveal a less than perfect match between the provisions offered by
health care institutions and specific aspects of the health care needs of elderly
members of ethnic minorities. For example, meal provision services do not always
take into account religious dietary regimes and people’s preference for their own
cuisine. In the area of personal care, provision of that care by a member of the
opposite sex is often a sensitive subject. The wishes of elderly members of ethnic
minorities with regard to residential and nursing homes extend to topics such as a
separate area for prayer, the meeting of their dietary preferences, segregation of the
sexes, taking account of fasts, providing information in their own language, and
providing facilities for family members to stay overnight.
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8.6.1 Opinions on care

The countries of origin of ethnic minority members do not have an organised
system of professional facilities for the care of the elderly. There are a few
residential homes, but these appear to offer more in the way of care for the poor
than care for the elderly. Care for the elderly in these countries consists almost
entirely of what we would call the informal care network. Elderly members of
ethnic minorities expect their children and family members to care for them if and
when they should need it; that’s how things were in the country of origin and that is
how many immigrants continue to think when in the Netherlands. There are no
representative data on opinions on care provisions of elderly members of ethnic
minorities and their children, though interviews have been held with members of
ethnic minorities, both old and young, in local studies. The certainty that their
children will look after them appears to be mixed with doubt for some elderly
members of minorities; they see their children abandoning traditions from the
country of origin in other areas and see clearly the difficulties imposed by life in the
Netherlands on the maintenance of an intensive care relationship. The tradition
whereby the wife of the eldest son cares for her parents-in-law is being eroded now
that more and more young people are choosing their own marriage partner. It must
be said, however, that in the local studies these younger people generally exhibit
fewer doubts about their willingness to care for their parents than the elderly people
themselves.
There are differences between the individual ethnic groups. The duty of care is
emphasised particularly strongly by Turkish and Moroccan elderly people.
Surinamese and Antillean elderly people refer to this more in terms of a tradition
which is simply there. At the same time, they appear to value their independence
from their children more than Turkish and Moroccan elderly people and have a
more positive image of the professional care for the elderly.

8.6.2 Need for care

In principle, a need for care exists when a person experiences difficulty in
performing day-to-day activities to such an extent that a normal existence is no
longer possible. Data on this for elderly members of ethnic minorities are available
only in the local studies. Differences in the instruments used to obtain the data
mean that the results of the individual studies are not easily comparable; they can
also not be compared easily with findings of research involving the indigenous
elderly population. Given this limitation, any conclusion can be formulated only in
very general terms. With this caveat, the research findings suggest that the need for
care among elderly members of ethnic minorities is at least as great as among the
indigenous elderly population.
Some local studies conclude that the vitality of elderly members of minorities is
significantly lower than that of indigenous elderly people and that their need for
care is therefore greater. The data from the studies are however unable to support
such a conclusion.
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8.6.3 Familiarity with provisions

A great many provisions have been developed for the care of the elderly in recent
decades, aimed partly at delaying the need for institutional care for as long as
possible. However, those wishing to make use of these provisions must know that
they are there. Surveys of elderly members of ethnic minorities generally indicate
that they are very poorly informed about the provisions available from professional
care institutions. The research data presented in the Report on Ethnic Minorities
1998 present a slightly more subtle picture.
Institutional care is a phenomenon that is generally known to elderly members of
minorities. Their attitude to admission in a rest or nursing home is generally
negative. This view of institutional care is probably no different from that of
indigenous elderly people, however, although the motives may sometimes be
different. For example, for elderly members of ethnic minorities institutional care,
in addition to meaning loss of independence and freedom, is also often seen as a
failure of the care provided by children and other family members. Admission to a
rest home can be perceived as a scandal, something of which to be ashamed. 
Knowledge of community-based facilities varies between the different ethnic
groups. Facilities such as meal provision, alerting services and district nursing care
for the elderly are generally unknown to Turkish and Moroccan elderly people. The
same applies to a lesser extent for home care. Surinamese and Antillean elderly
people are generally better aware of the available community-based amenities.

8.6.4 Take-up of provisions

Several studies indicate that the take-up of professional care by elderly members of
minorities is very low. Rest and nursing homes are generally known, but have a bad
name. Home care is unknown to many according to these studies, and take-up of
the services is low. This applies to an even greater extent for elderly welfare work.
Examination of the relevant study data puts the overall picture arising from these
surveys into a certain perspective. In arriving at this perspective, provisions in the
fields of social work and legal aid, such as general social work, social advisory
officers and legal aid lawyers were examined alongside strictly care provisions. The
conclusion was that Turkish and Moroccan elderly people, in particular, make
frequent use of these latter facilities. In view of their unfavourable social position,
they often encounter government agencies and organisations in the area of social
security. Partly as a result of mutual lack of understanding, they often seek external
support, first from their children and later from aid organisations.

The research findings on take-up of care provisions are not uniform. What is clear
is that specific care provisions for elderly people, such as meal provision, transport,
day care and recreational activities, draw few participants from ethnic minorities.
Some information on take-up of provisions is available from national research
(SPVA ’91). To some extent these are facilities such as social work, which do not
have a specific care aspect and are not aimed specifically at the elderly (table 8.8). 
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Table 8.8 Take-up of provisions by heads of household aged 50 and over from ethnic minorities, by country of origin,
1991 (in percentages)

Turkey Morocco Surinam Antilles Netherlands

home care 2 9 6 1 9
social work 6 22 15 15 6

Source: Martens and Roelandt (1993: 97)
 

There is considerable variation between the different ethnic groups in the take-up of
both home care and social work. Moroccan elderly people make more use of both
facilities than elderly members of the other ethnic groups. Moroccan elderly people
make just as much use of home care facilities as Dutch elderly people, but a much
larger proportion of them make use of social work facilities. Surinamese and
Antillean elderly people also make relatively wide use of social work facilities.
Turkish elderly people do not differ in their take-up of social work services from
their Dutch counterparts. More recent research reports a more active take-up of
home care services by Turkish and Moroccan elderly people. A development may
be under way towards increasing take-up over the course of time.

In table 8.8 the take-up of social work services by Turkish elderly people is
considerably lower than for the other ethnic groups. However, it is possible that the
take-up of these services by Turkish elderly people is underestimated in the
SPVA'91 survey: the CBS health survey of Turkish people (GET'89/'90) reports a
take-up rate of around 10%. Turkish men use social work services much more than
women (15% and 1%, respectively; CBS 1991: 119). Social work services are used
by Turkish people most often for filling in forms, in connection with health
problems and to help with housing problems.

Many elderly members of ethnic minorities receive help from their children. It is
striking that Moroccan elderly people, who emphasise the duty of care by their
children, receive help less often than Turkish elderly people. However, the study
which reports this finding did not look at factors such as age and the occurrence of
constraints, which may explain the difference.

8.7 Policy

Elderly members of ethnic minorities are not a specific target group for national
government policy. As elderly people they are the subject of the relevant policy by
the Ministry of Health, Welfare and Sport; as members of minorities they come
under the minorities policy of the Ministry of the Interior and Kingdom Relations.
These ministries play a coordinating role in the policy on the elderly and ethnic
minorities. Specific policy measures in fields such as education, employment, social
security and housing are the responsibility of the relevant ministries. In addition to
coordinating policy on the elderly, the Ministry of Health, Welfare and Sport also
has policy tasks in the areas of care and welfare which are relevant for elderly
members of ethnic minorities.
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8.7.1 Policy on ethnic minorities and the elderly

Present government policy on minorities gives priority to young people and
newcomers, and concentrates on their integration into Dutch society through
education and employment. The Contours Memorandum indicates that the number
of elderly members of minorities is small. Elderly members of first-generation
minorities are described in the document as a disadvantaged group with little
education and a low income, who are poorly informed about available facilities and
run a large risk of loneliness and social isolation (Lower House 1993/1994: 23).

The Memorandum also stresses the need for specific instruments aimed at elderly
people, such as specific institutional care provisions for certain ethnic groups
(Lower House 1993/1994: 38).

The policy on the elderly is aimed at promoting their social integration and
participation. The policy incorporates action points in the areas of labour market
participation, education, sport, income, housing and care. The integration of elderly
members of ethnic minorities is not regarded as a realistic objective for the policy
on the elderly, on account of their distance from Dutch society and the fact that
most of them have never had any education. Fostering their participation in the
labour market is therefore also not a priority.
A call by the Provisional Council for Policy on the Elderly that priority be given to
the teaching of the Dutch language (VROB 1993) was emphatically rejected by the
Ministry of Health, Welfare and Sport, because the Ministry believes that elderly
members of minorities cannot be forced to follow a language course. To encourage
the social participation of the elderly, the Ministry seeks to strengthen the older
people’s own organisations.

8.7.2 Specific welfare policy

Concrete policy activities for ethnic minorities as part of the policy on the elderly
exist only in the areas of health care and welfare. This policy seeks to improve the
match between elderly members of minorities and the available health care and
welfare facilities. The aim is to increase the accessibility of existing general
provisions for elderly members of minorities and where necessary to create
temporary provisions tailored to their specific needs. To this end the Netherlands
Institute for Health Care and Social Services (NIZW) was brought in. This Institute
has set up a number of development activities in recent years. One of the products
of this is an information programme for elderly members of specific ethnic groups,
based on a methodology geared specifically to them. The programme has been
applied successfully several times in local welfare projects. The NIZW has also
brought together a large body of information on initiatives and projects aimed at
increasing the accessibility of health care and welfare institutions for elderly
members of minorities. Other organisations wishing to tailor their services to the
specific demands of working with these elderly people could draw benefit from
these initiatives.
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Then there are the “WIN” projects. These are policy initiatives aimed at generating
an integrated network of facilities in the fields of health care, welfare and housing
at local level. The projects were launched in 1995 in four cities: Amsterdam, The
Hague, Arnhem and Breda. The projects, which began with ambitious plans, were
ended in 1998, having achieved only a small part of their original objectives. It is
not simple in practice to bring together elderly members of ethnic minorities and
welfare institutions under a single common denominator. Both sides are
characterised by fragmentation, which creates conflicts of interest and fuels mutual
(over-)sensitivity. In this atmosphere misunderstandings quickly take on the
proportions of major obstacles, which can be the undoing of integrated projects.

8.7.3 Specific policy

The minorities policy thus only regards specific forms of policy as acceptable if
nothing can be achieved via general policy. As a consequence, the policy on elderly
members of minorities places strong emphasis on making general facilities
accessible to this target group. Experiments are going on with specific projects in
some places. Two of these have been studied in some detail: a project involving
consultants for older people in Leiden and three day care projects in The Hague,
Alphen aan den Rijn and Moordrecht (Govers 1996; Van Kruiswijk 1996).
The idea of the consultants is that they should act as intermediaries between elderly
members of minorities and Dutch institutions. The underlying idea is that, while
attempts can be made to make institutions more accessible for elderly members of
minorities, this does not mean that they will find their way to those institutions.
The consultants help them with this.
Day care projects are aimed at preventing or eliminating the isolation of elderly
members of ethnic minorities. They do this by offering a programme specially
tailored to the needs and preferences and elderly members of specific minorities.
The largest project is the day care project for Surinamese elderly people in The
Hague.
Both projects can be described as successful. Nevertheless, they have not met the
expectations of their initiators in all respects. The activities of the consultants have
themselves become a form of welfare work to a much greater extent than was
intended. The day care project in The Hague reaches only Hindustanis, whereas it
was intended for all Surinamese elderly people; in effect, the project has become
even more specific than was initially intended.

Under present policy, elderly members of minorities have to rely primarily on
adaptations in the provision of care by the institutions with which they come into
contact. The number of institutions with explicit policy in this area is however
extremely small. Conducting policy and day-to-day working practice appear to be
two domains with a high degree of mutual independence. Even in institutions
which do not pursue an explicit care policy for minorities, all manner of
adaptations take place in practice to the specific needs and wishes of patients/clients
from these groups. It would seem that the problem of matching is being solved in a
pragmatic, ad hoc manner.
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8.7.4 Promoting the employment of minorities in the health care sector

Increasing the employment of members of ethnic minorities in the health care
sector is also relevant for elderly members of those minorities. To promote this
employment, the Ministry of Health, Welfare and Sport supports the Temporary
Support Centre for Ethnic Minorities in the Healthcare Sector (Topaz). The number
of members of ethnic minorities employed in the health care sector has increased in
recent years. To what extent this is due to the specific policy in this area is unclear.
What is clear is that few institutions have made recruiting personnel from
minorities an explicit part of their policy.
More people from minorities now work in the health care sector than a few years
ago, but their representation is by no means proportionate. In addition, there are
still considerable imbalances. For example, residential homes still employ few staff
from minorities. Moreover, Turks and Moroccans are strongly underrepresented
and the proportion of these minorities in the staff of institutions has remained
largely unchanged over time.

8.8 Summary

The elderly population (over-55s) belonging to ethnic minorities can no longer be
regarded as very small, and is set to grow further in the near future, with a
projected increase from just over 85,000 in 1997 to 156,000 in 2005 and more than
300,000 in 2015. The size of the ethnic population aged 75 and over remains
limited for the time being.

Although many elderly members of minorities are not (any longer) in work, they
cannot be said to be socially isolated. They maintain frequent contacts with
children, other family members and friends, who often live in the same
neighbourhood. Participation by elderly members of minorities in associations is
however much lower than among indigenous elderly people.

Elderly members of minorities occupy a markedly different position on the housing
market than the rest of the elderly population. They generally live in homes of
lower quality than the indigenous elderly population: the number of rooms per
person is significantly lower and the size of the living room considerably smaller
than is the case for indigenous elderly people. The reason for the quality difference
lies largely in differences in owner-occupancy rates, with Turkish and Moroccan
elderly people virtually never owning their own homes.
Elderly members of minorities are much more inclined to move house than the rest
of the elderly population. Older Turks and Moroccans, in particular, continually
seek to improve their housing situation by moving to a larger and better home.
Among the indigenous elderly population, the desire to move home arises mainly
when their health deteriorates. Above all they seek a home without stairs. The
relocation behaviour of elderly members of minorities differs markedly from the
rest of the elderly population.
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The data discussed in this chapter on the health of elderly and future elderly
members of minorities present a varied picture, in which a certain pattern can be
discovered on closer analysis. For example, Turkish elderly people have a very
negative (subjective) perception of their own health, whereas based on objective
mortality figures they appear more healthy than their indigenous cohorts.
Surinamese elderly people display a different pattern. They too have a negative
perception of their own health, but less so than Turkish elderly people. The
subjective opinion of Surinamese people does however correspond much more
closely with the objective indicators. No only do Surinamese elderly people feel
unhealthier than indigenous elderly people, but serious chronic disorders are in fact
diagnosed in them more frequently. The pattern of health data relating to
Moroccans appears to be a weaker version of the Turkish pattern. Their subjective
perception is slightly less negative than that of their Turkish cohorts, whilst
objectively they appear somewhat healthier. 

With the exception of visits to the dentist, there appears to be some over-
consumption of medical provisions by elderly members of minorities. It may be that
this is due to a certain dissatisfaction with their treatment: members of minorities
visit a doctor more frequently than indigenous people with a corresponding
complaint. There are no indications that major problems occur in the medical
treatment of elderly members of minorities.

If a proper policy is to be formulated for elderly members of minorities, accurate
information on their living situation is indispensable. This chapter attempts to
present a picture which reflects reality as accurately as possible, based on currently
available data. At various points it was observed that the available material is
fragmentary and permits only a partial description. At other points conclusions had
to be hedged in with reservations. The further detailing of policy is absolutely
dependent on a new, broadly designed and properly implemented study of the living
situation of elderly members of all minority groups.
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9   CONCLUDING ANALYSIS

Mirjam de Klerk and Joost Timmermans

9.1 Introduction

This report has examined various aspects of the social situation of the 3.6 million
elderly people in the Netherlands (being defined as those aged 55 and over). The
labour market position, financial situation, housing conditions and health/uptake of
healthcare by the elderly form the main areas of policy towards the elderly. These
aspects of their social situation are accordingly recurrent topics in the Report on the
Elderly. In addition the report has devoted attention to two aspects that are
generally neglected, namely the community participation of the elderly and the
prevention and consequences of mental disorders among the elderly. Finally, the
report has examined various aspects of the social situation of elderly people from
ethnic minorities.

This chapter follows the same structure: to begin with section 9.2 examines the
characteristics of the social situation of the elderly as noted above. This includes a
comparison with the findings of previous Reports on the Elderly. Where relevant,
specific attention is paid to the position of vulnerable groups of elderly people, such
as single householders, the very old or elderly members of ethnic minorities.
Consideration is then given to the community participation of the elderly (§ 9.3),
mental problems among the elderly (§ 9.4) and characteristics of the living
conditions of elderly members of minorities.

As in the previous Reports on the Elderly, this report sets a (somewhat arbitrary)
age limit for the elderly of 55. In some cases, however, the databases only permit
analysis of those aged (for example) 65 and over, or an age limit of 50 has been set
for analytical reasons. Where the data relate to a group other than those aged 55
and over this has been indicated. Unless stated otherwise the figures relate only to
elderly people living independently. 

9.2 The social situation of the elderly

9.2.1 Labour market position

The Report on the Elderly 1996 noted that “there are signs that the labour force
participation of older employees has reached a turning point” (Timmermans et al.
1997b: 225). This refers to the fact that although the labour force participation rate
of older men continued to fall until 1993, this development was offset by the higher
participation rate of women. In chapter 2 it was seen that labour force participation
of older men (aged 50-64) rose slightly after 1993 (from 56% to 61%, and among
women from 20% to 27%).
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The net participation rate (the active labour force as a percentage of the total
population) of people aged between 55 and 64 rose between 1995 and 1997 from
roughly 26% to nearly 28%. The increase applied to both men and women. As a
result the total number of people in work aged 55-64 rose by over 35,000 (of which
23,000 men and 13,000 women) between 1995 and 1997.1

Participation in the labour force by older women remains much lower than that of
older men. As noted in previous Reports on the Elderly this forms a reflection of
the male/female ratios in the past, when women received much less education and
often dropped out of the labour force when they had children.

The increase in the participation rate of older men is caused by the fact that fewer
men are retiring in their 50s. The reason for this is probably the reduced outflow of
older workers into the unemployment benefit regime. The “older workers’
directive” was withdrawn from the unemployment benefit regime on 1 January
1994; this directive had made it possible for employers to give priority to making
older workers redundant during collective dismissals. The economic situation may
also have had an impact, however: the economic growth of recent years has led to
an increased demand for labour. The consequent reduction in unemployment has
also seen a fall in the unemployment rate among the elderly.

The retirement age in many existing early retirement schemes is 60. In new
schemes, which often only came into effect in 1997 or later, the standard age at
which a person can cease work is often postponed by one or two years – though
transitional schemes often apply for older workers, which mean they can still retire
at age 60. The effects on labour market participation of raising the early retirement
age will consequently only become visible in the coming years.

It is difficult to pinpoint the factors that determine whether people will take early
retirement. The clearest factor is the nature of the employment: self-employed
people continue working for significantly longer than those in the employ of others.
In addition, good working conditions and shorter working hours appear to increase
the likelihood that people will continue working for longer. The family situation
also plays a role: people with children living at home stop work earliest, while
people living alone continue working the longest. Contrary to what is often
assumed, education level has no significant effect on retirement age.

The Sociale nota 1999 reveals that elderly people are not more at risk of becoming
unemployed in the late 1990s. Employees aged under 45 account for the majority of
new unemployment benefit recipients. On the other hand, the prospect of a return
to the labour market for the older unemployed is highly limited. The chance of
finding a job again falls sharply with age (SZW 1998: 54).
The coalition policy agreement of the second Kok administration assigns priority to
promoting participation in work by the elderly. An example of the measures taken
to this end has been the bill prohibiting age discrimination in relation to
recruitment. Age discrimination with respect to the provision of training is also to
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be prohibited (SZW 1998: 35). Tax incentives are also to be provided for the
training of older employees under which employers are allowed to deduct up to
180% of the training costs from their taxable profits (OC&W 1998: 5). The
encouragement of training could prove a particularly important means of redressing
the imbalance between the productivity and pay of older employees, which now
provides employers with a reason for “letting go” of the elderly (cf. Timmermans et
al. 1997b: 59-60).
The government also intends to introduce a requirement for newly unemployed
persons aged over 57.5 to accept an offer of suitable work. Whether this will have
much effect in practice, however, remains to be seen, as many employers have little
interest in older employees. For the time being there is no question of reintroducing
a requirement for elderly people who have become unemployed to apply actively for
work. 

The Rapportage minderheden 1998 clearly revealed that the gross labour force
participation rate of elderly Surinamese and Antillean people barely differs from
that of native Dutch elderly persons. Elderly Turkish and Moroccan people, by
contrast, are much less well represented in the labour market. Although nearly 50%
of Surinamese/Antillean older men are in work, their net participation rate also
lags behind that of indigenous older men, of whom nearly 60% are in work.
Among older Turkish males aged 50-64 just 15% are in work.
In terms of education level the work of Surinamese/Antillean elderly people also
closely resembles that of native Dutch elderly people. The majority of elderly
Turkish and Moroccan people, however, are in inferior jobs.
Unemployment among the elderly is many times higher in the various minority
groups than it is among indigenous elderly people. This high level of
unemployment strongly suggests that elderly people from minorities are made
redundant much more frequently than their indigenous contemporaries. A large
group of people, some already elderly, have been out of work for over ten years.
This suggests that the prospects of finding fresh employment for persons of ethnic
origin aged 40 and over are particularly limited.

9.2.2 Financial position

The Report on the Elderly 1996 noted that the income of elderly people rose by just
enough in the period 1990-1994 to keep up with price increases. This means that
the financial position of elderly people did not deteriorate during that period, but
also that they did not share in the general increase in prosperity. The Report also
highlighted a number of groups which were in danger of getting into financial
difficulties, i.e. elderly people with an income below the prevailing poverty line – a
category in which older elderly people, women, single persons and members of
ethnic minorities proved to be overrepresented. 

That picture remained virtually unchanged in the period 1994-1996, with which
this report is concerned. The net income of most categories of elderly people rose
slightly more than prices, but the same groups turn out to be in a relatively
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unfavourable financial position on roughly the same scale; that position appeared in
1997 if anything to be slightly worse than at the start of the decade. The primary
reason for this situation relates not so much to income as to expenditure. Housing
costs, local and central government taxes and the patient excess for health-care
facilities had all risen to such an extent that elderly people on low incomes had to
cut their spending on food, recreation and transport. This may be the reason that in
1995 more elderly people than five years previously stated that they were having
difficulty making ends meet. At the same time the possibility cannot be excluded
that these opinions reflect the dissatisfaction felt by the elderly in 1994 with the
plans to revise the old-age pension (AOW). In this regard the elderly appear to
becoming an emancipated population group which is capable of organising itself
rapidly around a joint interest.

Measures have been taken in recent years designed precisely to improve the
financial position of households on a low income. The effect of these measures
cannot, however, yet be established at this stage. For this reason a simulation was
carried out in chapter 3 in which the predicted effect on the purchasing power of
various modal income groups was incorporated into the figures for the financial
position. The simulation indicates that the policy is likely to lead to an increase in
the purchasing power of these households of between just over 3% and just under
7%. The number of elderly households with a low income will decrease by 80,000
as a result of these measures. 
A very substantial improvement in the financial position of the elderly has
therefore probably been achieved of late. Nevertheless, this still leaves over 200,000
elderly people on low incomes. To what extent the financial position of these
people will become more or less problematic depends to a great extent on what
happens to housing costs, local government taxes and the patient excess payable in
respect of healthcare services. As many of these spending items are still increasing,
however, there are no grounds for complacency regarding the financial position of
the elderly.

Many elderly people of ethnic origin are on low incomes (see Tesser et al. 1998);
for this reason many of them are benefiting from the recently introduced policies
aimed at this income group. Nevertheless this group of elderly people deserves
special attention since their problems are attributable not just to the level of
unavoidable expenditure but also to their incomes. On account of their low labour
force participation rate and the high and sustained dependence of minorities on
benefits, their supplementary pension is scarcely adequate; in many cases the
pension build-up is suspended during periods of unemployment or employment
disability. Furthermore elderly people of ethnic origin are unable to build up the
maximum pension entitlement as they generally spend no more than 30-35 years in
the Netherlands. For the same reason virtually all elderly people of the first
generation do not receive the full state pension (AOW).
The unfavourable financial position of older Turkish, Moroccan, Surinamese and
Antillean people is made worse by the fact that they make little use of such schemes
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as supplementary benefit. Part of the poverty among these groups would disappear
if all households were to exercise their entitlements to financial benefits.
Even if the labour force participation rate of elderly people from the minorities
were to increase in the near future, due for example to favourable economic trends
or targeted policies, with a positive effect on the level of their supplementary
pensions, the build-up of AOW entitlements would remain inadequate for a
considerable period (see also Tesser et al. 1998).

At the start of this discussion it was noted that there had been barely any increase
in the average income of elderly people during the 1990s. This is a noteworthy
finding as one would have expected that the improvement of supplementary
pensions being enjoyed by many elderly people would have led to a rise in living
standards. The figures in chapter 3 reveal, however, that although the elderly
obtain an ever greater part of their income from supplementary pensions this is
fully offset by the declining importance of income from assets. The latter is partly
due to the sharp fall in interest rates, resulting in a fall in income. This replacement
of individual financial old-age provision by collective provision has for some
decades now meant that the income of elderly people has generally remained
unchanged (Timmermans 1993: 18). For several decades now the expectation has
consistently been expressed that the elderly of the future will be better off. The
figures in this report indicate that that future has still not dawned.

This is not to deny the fact that a large number of elderly people own assets and
that the income from those assets – with a share of 28% - remains an important
source of income. Particularly among the elderly, however, there are major
differences between the average and the median assets. This indicates that there is a
small group of elderly people with extremely large assets and a vast group of
elderly people with very limited assets.

9.2.3 Housing situation

With respect to the housing situation of the elderly, those living independently do
not have any major problems. Generally speaking the elderly are highly satisfied
with the neighbourhood in which they live and display little inclination to move.
Only when their health begins to fail are the elderly obliged to move.

The housing situation of elderly people has improved since the start of the 1980s.
They more frequently live in a relatively new dwelling, more frequently in an easily
accessible dwelling (without stairs), more frequently in a home with a large living
room, and less frequently in a home in the lowest quality category. Elderly people
are very enthusiastic about the neighbourhood in which they live, with around 90%
feeling at home there. If moving becomes inevitable, many opt for some form of
independent sheltered accommodation (with or without warden assistance). It is
only when the limitations on day-to-day life become serious that a proportion of
elderly people deliberately opt for a residential care facility. Home adaptations can



252

limit the demand for specific community-based or residential accommodation
facilities.

Whereas many elderly people used to live in the big cities or in rural areas in the
north of the Netherlands and in Zeeland, they are now spread much more evenly
throughout the country. The greatest increase in the proportion of elderly people is
expected in various suburban areas around Rotterdam and Amsterdam and in the
provinces of Noord-Brabant and Limburg.

Despite this rosy picture two topics call for closer examination. In the first place the
high housing costs and high take-up of individual rent relief are a source of
concern; in the second place, one in three elderly people do not feel entirely safe
where they live.

Elderly people have seen their housing costs rise sharply since the early 1980s and
the share of their income spent on housing has also increased. This has been due
not to a fall in income among the elderly but to the increase in rents. The decline in
the proportion of elderly people in pre-war dwellings and the higher numbers in
modern homes have been an important cause. The rise in the number of elderly
people living in recent purpose-built homes has pushed up their housing costs
markedly. In addition the general increase in rents in the 1980s far outstripped
inflation and the rise in incomes, thus explaining why elderly people living
independently are heavily dependent on rent relief to stay where they are. This
problem is not easy to resolve; on the one hand the demand for purpose-built, self-
contained housing for the elderly is increasing, while on the other the subsidies for
the construction of such homes are limited, so that the housing costs associated
with these homes are relatively high. The solution to this problem lies partly in
adaptation of the existing housing stock to meet the specific limitations of elderly
people. This would be considerably cheaper both for the government and for elderly
occupants than building and living in a new home.

To enable elderly people to continue living in their own, familiar setting, it is
important that they feel safe in their own neighbourhood. A relatively high
proportion of them do not, which is the main reason why people no longer feel at
home in their own neighbourhoods. Attention to the built environment has long
been a central consideration in the renovation of existing neighbourhoods. The
social aspects of a neighbourhood have become an increasing source of concern.
Safety is not just a matter of more policemen on the beat but is also to do with a
stable and balanced population structure in the neighbourhood and with a well
maintained residential environment. The rapid ageing in the decades ahead could
alleviate this problem to some extent: the number of elderly people is increasing so
rapidly that the elderly are now more likely to have other elderly people living in
the vicinity. This means that they will be able to support each other and are more
likely to feel at home in their neighbourhood. 
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9.2.4 Help and the uptake of healthcare facilities

Chapter 5 examined the health of elderly people and the uptake of various forms of
care. Around two thirds of elderly people suffer from a chronic illness. This has a
major impact on their lives. Elderly people who do not feel healthy are less satisfied
with their lives and have more mental disorders, such as feelings of depression and
loneliness. Furthermore, physical complaints are often accompanied by mental
disorders such as depression (see § 9.4).

Some 35% of elderly people (included those who are living in institutions) have
moderate or severe physical limitations. These limitations are not a stable
phenomenon: the over-75s are prone to frequent fluctuations in the limitations they
face; most of these changes relate to a deterioration in their health. People with
severe physical limitations are frequently a vulnerable group since they are highly
dependent on the use of healthcare and other facilities. The risk of particular
limitations correlates not only with age but also with gender and household
composition; single persons and women have a higher risk of limitations. Single
persons furthermore consume healthcare services more often than couples,
regardless of the degree of physical limitation. This applies not only to home care
services but also to old people’s and nursing homes (see chapter 5). Consequently it
is mainly single elderly people, often of very advanced years, who are forced to rely
on healthcare services. Women are strongly overrepresented in this group.

A relatively new phenomenon within the healthcare sector is the person allocated
budget, introduced in 1995, whereby a person with the appropriate indication is
allocated a budget instead of care in kind, with which he or she can purchase
medical care. In late 1998 over 7,000 people were in receipt of such a budget;
slightly more than half were aged 55 or over. Compared with users of “care in
kind” budget-holders are relatively young, but are also often less physically vital. It
would appear, therefore, that the person allocated budget is reaching those for
whom healthcare facilities are intended. As such it is meeting a need. 

Earlier in this section it was noted that the very old, persons living independently
and older women form a group which is particularly reliant on healthcare facilities.
For some of these a person allocated budget will not be a solution as their ability to
arrange and coordinate all kinds of healthcare facilities is declining. A special
adviser for the elderly who helps them to obtain the right facilities at the right time
can be a solution in these circumstances. 

The demand for a person allocated budget arose from client dissatisfaction with
mainstream home-care. The main reason for opting for a person allocated budget
system is that the mainstream care provision cannot be sufficiently tailored to the
needs of those concerned. Conversely, the most important reason for not applying
for such a budget was satisfaction with the existing care. From this it may be
deduced that if the mainstream home-care institutions could meet the demands of
articulate, critical clients (as regards such aspects as flexibility and client-
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consultation) more effectively there would be less demand for individualised
budgets. Given the experience so far, however, the trend would appear irreversible.
Evaluation of the research indicates that client-budget-holders are highly satisfied,
apart from complaints about the administrative handling of the system, and that
they consider they are able to gear the care more effectively to their requirements.

More people are expected to opt for a person allocated budget where there is a
balanced choice between a budget and care in kind (see chapter 5). If the person
allocated budget is introduced on a wider scale decisions will need to be taken
about the way in which the funding of such budgets should be related to the budgets
of health-care institutions. In considering such matters the parties concerned should
bear in mind that the “home-care market” is almost by definition a “growth
market” in an ageing society. It will not therefore be a question of any loss of jobs
but of shifts in the labour market, of changes in conditions of employment and
perhaps of the demarcation of tasks between the various subsidised and non-
subsidised organisations operating in the home-care market.

9.3 Community participation

Growing numbers of fit and healthy elderly people do not or no longer participate
in the labour market in the Netherlands (see chapter 2). Chapter 6 examined the
various ways in which elderly people participate in society. Such participation by
the elderly is important for two reasons. In the first place society benefits from the
input of elderly people in all kinds of community participation, such as the large
number of volunteers providing help to the sick and the elderly. At the same time
the elderly themselves benefit from being active, not just because this provides a
way of maintaining social contact but also because it helps people remain active
and fit for longer. Furthermore it makes many people feel useful.

9.3.1 Social participation

The number of people who are members of an association has increased
considerably in the last 15 years, and this applies especially to elderly people.
Nonetheless, older people are less often members of social clubs than their younger
counterparts.

Elderly people with a low education level or a low income are less frequently
members of associations. One way of increasing the membership of (older) people
is to subsidise memberships for people on the lowest incomes. In addition, women
are less frequently members of associations than men; older women, in particular,
are often afraid to venture out in the evening (Timmermans et al 1997b: 178).
Associations wishing to attract more older members might do well to ensure that
most of their activities take place during the daytime.
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9.3.2 Voluntary work

Around 1.5 million over-55s (more than 40% of the total) perform voluntary work,
in a wide variety of fields. Part of the reason for this is availability of free time:
working people perform less voluntary work than people without work. Almost
60% of the elderly people who currently do not do voluntary work indicate that they
have no interest in doing so. This relates to both elderly people who have no time
because their time is taken up in other ways and elderly people who are unable to
perform voluntary work, for example because they are ill or handicapped. However,
there is also a group of elderly people who would be willing to do voluntary work if
they were invited to do so. 

For what reasons do people not perform voluntary work? People on low incomes
often perform less voluntary work than people on a high income. The possibility of
incurring expenses may be a reason for not performing voluntary work, especially
for people on a low income. Reimbursement of expenses (such as travelling
expenses or costs of insurance) could remove this obstacle (see also Helwegen-
Blanksma and Govaart 1996). It can often be difficult for organisations dependent
on volunteers to finance these expenses, and it may be that local authorities could
take on part of these costs.

A number of elderly people are unable to perform voluntary work as their health is
not good enough. Better means of transport and the modification of buildings (such
as the installation of lifts and elimination of thresholds) in the areas where the
work is performed could help make it more possible for the elderly to perform
voluntary work.

Voluntary organisations themselves would be advised to carry out even more of
their work during the day than at present. The elderly are generally less willing to
venture out of the home in the dark, apart from which there is less public transport
in the evenings. In order to generate enthusiasm among the elderly for voluntary
work it can help to emphasise that such work can generate new contacts – often an
important factor for participation in voluntary life. 
Another attitudinal factor concerns what people think they may mean for an
organisation. Well-educated people perform voluntary work more frequently than
do poorly educated people. A large number of elderly people have limited
education. Emphasising that not all voluntary work requires a certain level of
education and skills and that everyone can make a meaningful contribution can
therefore help tap the available potential.

Stress can be an important reason why people stop performing voluntary work.
This may be because they do not feel accepted by professionals or because the work
gets too much for them (in the sense of being unable to distance themselves from
it). In order to maintain the services of volunteers it is necessary for them to be well
supervised, to reach clear agreements on their activities and to demarcate their
work clearly from that of professional workers (Van Rooijen 1993).
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In 1997 the Council for Social Development submitted an advisory report to the
government on social activation and voluntary work which broadly corresponds
with the result presented here (RMO 1997). The Council works on the premise that
voluntary work must be based on the personal initiative of members of the public
and that the government should therefore confine itself to creating the conditions in
which such initiatives can take place. Voluntary organisations must therefore
remain independent and there can be no question of obliging people to perform
voluntary work. In order to encourage voluntary work, however, the municipalities
can do various things to assist such organisations, such as providing meeting
facilities free or at a highly reduced cost and providing advertising space in local
media. Money needs to be available to eliminate physical obstacles for the
handicapped and the elderly, and the Council proposes that a part of the
employment reintegration budget be used for this purpose. In addition the Council
recommends that possibilities be created for short-term activities so that new
volunteers do not immediately feel that they are “tied” to the work. Finally the
Council advises against a general increase in the reimbursement of expenses (by
increasing the tax allowances); instead, people prevented from performing
voluntary work as they are on a low income should qualify for the individual
reimbursement of expenses. Apart from these measures of a practical nature it is
important for there to be more appreciation of voluntary work and more positive
images of such work by “the volunteer”.

9.3.3 Informal help

Some 13% of the over-55s – more than 450,000 elderly people – provide informal
help to sick or disabled family members or acquaintances. This help is not
restricted to household help or care tasks, which is often offered by women, but also
includes help with odd jobs or the provision of advice, which is often done by men.

There are a number of important differences between the provision of organised
help to unknown recipients (described in Chapter 6 as voluntary work) and
informal help provided within the volunteer’s own network, often to relatives and
neighbours. In the first place the informal help often results from an (acute) need
on the part of someone in the volunteer’s immediate environment. People often find
it difficult to refuse such help, and later on it is also not easy to limit or end it. In
addition people providing informal help often find it difficult to set clear limits on
the quantity of care provided. Finally, where voluntary work is often regarded as a
means of maintaining social contact, informal care can provide such a burden on
the care-provider that the latter is no longer able to maintain normal social contact.
This is not to deny that informal care-providers often also obtain a great deal of
satisfaction from their work. Informal help can however place a large physical
and/or psychological burden on those providing it. This applies not only to people
who have a job, but also to the very elderly, who often continue to care for their
partner to a very great age. Measures such as respite care and temporary admission
of the person receiving the care could offer a way of increasing the amount of
informal help and reducing this burden (see also De Boer et al. 1994: chapter 16).
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According to Tjadens and Woldringh (1991) informal care-providers would benefit
from a support centre to which they could refer questions, as well as from a 24-hour
guarantee that care-providers could turn to professional organisations in an
emergency, thus easing the burden that care-providers face.

9.4 Mental disorders

9.4.1 Epidemiology 

A number of epidemiological surveys have been conducted in the Netherlands in
recent years into the incidence of mental disorders among the elderly. These studies
reveal that such disorders are almost as common among the elderly as the non-
elderly but also that there are clear differences between older and younger adults.
Cognitive disorders for example are more common at an older age, and other
disorders less common. More important however is the fact that mental disorders
among the elderly often go hand and hand with other health problems in a
confusing way. In some cases one category of problem can give rise to the other, as
in the case of milder forms of depression. In other cases one category of problem is
concealed by the other; a good example is the description of anxiety disorders,
which are often presented by the elderly as somatic problems. Finally, account must
always be taken in the treatment set up for the solution of one type of problem of
the existence or onset of problems of the other type. Co-morbidity, and in particular
the conjunction of mental and somatic disorders, makes the mental healthcare of
the elderly a specialised discipline.

Despite the research conducted in recent years, knowledge concerning the
epidemiology of mental disorders among the elderly remains fragmentary. The
incidence of certain disorders and the frequency with which such disorders require
specialist care are still largely unknown. The mental health of the elderly needs to
be more clearly identified if facilities in this area are to be planned.

The insight into the incidence of psychological disorders among the elderly has
also revealed that no more than a small fraction of the elderly suffering from these
disorders – including serious disorders – are receiving help. One exception to this
rule consists of the elderly suffering from one of the cognitive disorders classed as
dementia. Partly for this reason, the non-cognitive and cognitive disorders are
discussed separately below.

9.4.2 Non-cognitive mental disorders

Research was quoted in chapter 7 indicating that care-providers often fail to
recognise non-cognitive psychiatric disorders among the elderly. On the basis of
research Van Tilburg (1997) arrives at the following explanations for this
phenomenon 
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- the negative image that carers may have of life in old age and which leads
them to believe that this stage of life is itself something to become depressed
about or the notion that fears of going outside are automatic among the elderly; 

- the attitude that the elderly lack the necessary capacity to adjust and learn in
order to change their behaviour; 

- the confusion which frequently arises because half the mental problems of the
elderly are associated with somatic problems, which then become the main
focus of attention;

- despite the fact that attention may be paid to the possible consequences of
(negative) life-events or of social circumstances, personality-related
vulnerability is often neglected.

In addition Vermeulen et al. (1997) note that psychiatric disorders among the
elderly are often not identified since the elderly do not turn for help: they
themselves evidently also believe that their disorders form part of old age.
Furthermore the elderly are disinclined to regard their complaints as psychological
problems or to present them as such. The image that many elderly people have of
themselves and the mistaken image many care-providers have of the elderly mean
that elderly people with serious psychiatric problems can remain deprived of the
care that would in most cases resolve their problems.
As far as the care-providers are concerned, it is easy enough to say that they should
take a much closer interest in the elderly and old age with a view to bringing their
image of the elderly into line with the facts. Matters are more awkward when it
comes to the elderly themselves. It may be argued that care should not be foisted on
to people for problems they do not wish to have named. There are however two
arguments against this. The first is that non-cognitive psychiatric disorders among
the elderly can generally be put right. The suffering is therefore unnecessary. Such
improvement is however only possible if the disorder is named. The second
argument is that many elderly people do in fact take their problems to care-
providers, but do so in the form of somatic complaints. This results in unnecessary
medical treatment, the risks that this involves and the necessary costs. 
There are therefore good reasons for bringing about a change in mentality among
the elderly themselves resulting in the recognition that mental problems among the
elderly are a normal phenomenon and that it is just as normal to seek help for
them.

The research cited in chapter 7 made it clear that a good deal is now known about
the causes of psychiatric disorders among older people and about suitable methods
for helping the majority of such people to overcome their problems. The facilities
remain, however, inadequate. Insufficient use is made of the possibilities for
prevention, problems are not sufficiently recognised and the available treatments
are inadequate, in terms of both quality and quantity.

Prevention is possible particularly in those cases where the cause of the mental
disorder is related to negative life-events, such as the actual or threatened loss of
the person’s own health or death of the partner – not infrequent occurrences among
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the elderly. Prevention could therefore be more effective if greater professional
interest were displayed in elderly people who had suffered a major loss with
particular attention to the possibility of psychiatric disorders. In this regard
consideration could be given to reinstating the preventive house-visits once
routinely made by district nurses. In contrast to the previous practice, however,
these visits could target a potential risk-group rather than the elderly in general.

Early detection is possible if care-providers are more on the look-out for mental
disorders. This applies in the first place to the carers and nurses with whom many
elderly people are regularly in contact. In the second place it applies to the
physicians to whom the problems are often presented in the form of physical
complaints that are difficult to understand and identify. The figures in chapter 7
reveal that elderly people with mental disorders have a very high medical
consumption; in the space of a year they will be seen several times at least by
various care-providers. By enhancing the knowledge among care-providers, it must
be possible to designate certain problems among the elderly as mental disorders
more effectively than at present.

Timely treatment is possible if the expertise of general practitioners in this field is
enlarged. Research indicates that general practitioners often fail to recognise a
mental disorder, not infrequently prescribe inappropriate drugs, sometimes
prescribe the wrong quantities or continue the treatment for too short or a long a
period. It would therefore be desirable for a set of guidelines to be drawn up for
general practitioners concerning the recognition and treatment of mental disorders
among the elderly, along the same lines as those drawn up for other disorders
and/or target groups.

Better treatment would also be possible if the Regional Institutes for Outpatient
Mental Healthcare (RIAGGs) were to tailor their services more specifically to the
elderly, who now tend to avoid these institutions. The RIAGGs currently reach
some 12,000 elderly people with non-cognitive mental disorders. This is just a
small fraction of the number of elderly people with serious disorders in this area,
and the coverage may therefore be regarded as low.

9.4.3 Dementia

Treatment of dementia – irrespective of cause – is rarely possible and there is
limited scope for prevention. The most common form of dementia for which
prevention can help is vascular dementia. Like other cardiovascular disorders, the
onset of vascular dementia can to a certain extent be avoided by a healthy life-style
and the treatment of risk factors such as increased blood pressure. Life-style can
also be a factor in other forms of dementia. It is often suggested in the literature for
example that an active life-style can significantly postpone the onset of dementia.
Certain programmes to activate the elderly, generally set up in order to promote
physical fitness, could therefore also help defer the onset of dementia.
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As noted there is little scope for the treatment of dementia. The provision of
healthcare is therefore aimed primarily at the following three aspects:
- preservation of skills;
- support for the patient and the latter’s network;
- support for those no longer able to live independently.

Chapter 7 thoroughly examined the latter aspect. It was once again confirmed that
sufferers of dementia who have difficulty getting by in their own domestic
environment are generally admitted to nursing homes or – in the case of serious
behavioural disorders – to psychiatric hospitals. Residential care facilities are also
admitting increasing numbers of dementia patients; in addition there are
considerable numbers of residents who display dementia phenomena after being
admitted but whom one wishes to spare admission to a nursing home for as long as
possible. Widespread experiments have been conducted in recent years with an
alternative to nursing home admission in the form of small-scale residential groups.
These have generally proved successful, thereby answering the question as to
whether there is a good alternative to nursing home admission. This in turn raises
the question of the number of elderly dementia sufferers for whom such an
alternative is suitable and the consequences this will have for the capacity of
traditional nursing homes and residential care facilities.

9.5 Elderly members of ethnic minorities2

9.5.1 Housing situation

The housing situation of elderly members of minorities differs from that of
indigenous elderly people. Elderly members of minorities more frequently live in
rented accommodation of poorer quality and are less apt to see the need to adapt
their living situation in line with their advancing years. In fact, they actually seek
to climb higher up the housing ladder. Demand for purpose-built housing for the
elderly is therefore limited at present. This does not eliminate the fact that the
suitability of housing can also be a problem for such people. Elderly members of
minorities more frequently live in a home with stairs. This may mean that persons
who have difficulty climbing stairs are no longer able to leave the home
independently, with a consequent rise in social isolation. Although elderly
members of minorities more frequently live in a dwelling on one level than other
elderly people, the single-family homes in which indigenous elderly people tend to
live can be more easily adapted for persons with physical limitations than the
blocks of flats with a shared entrance hall but no lift, in which many elderly
members of minorities live.

Ultimately, however, elderly members of ethnic minorities too will have to adapt
their housing situation to the physical limitations which old age inevitably brings.
Local studies have shown that those concerned would prefer to live with others of
the same ethnic origin (Surinamese and Antilleans) or who share the same religion
(Turks and Moroccans) in small housing developments for the elderly. It is likely
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that developments of this kind for elderly members of minorities will be created
mainly in the large cities, given the high concentrations of minorities there.
Moreover, the present housing stock in the big cities is less suitable for occupancy
by elderly people, so that the need for such amenities is greater there.

9.5.2 Health and the uptake of healthcare facilities

Turkish and, to a lesser extent, Moroccan elderly people generally have a negative
view of their own health but often score better than indigenous older people on
more objective indicators such as mortality figures. Older Surinamese people also
assess their health unfavourably, but less so than Turkish older people. Among the
Surinamese, the subjective assessment corresponds much more closely with the
objective indicators: serious chronic disorders are more frequently self-diagnosed.

The data in the available material are too fragmentary to permit any clear-cut
explanation of the various patterns in the health field between Turkish and
Moroccan older people on the one hand and Surinamese elderly people on the
other. The figures do show that the disorders suffered by the Surinamese are more
somatic in nature and that this is diet-related. Their negative opinions about their
health appear to be directly related to the physical discomfort associated with
disorders such as diabetes and high blood pressure. 
The disorders presented by the Turkish and, to a lesser extent, Moroccan elderly
people appear to be more psychosomatic in nature. Stress-related complaints
dominate their perceptions of their health, and it is possible that this stress is
related to the negative development of their social prospects during their period of
residence in the Netherlands (many people have been manoeuvred out of the labour
process, had difficulty deciding between staying or returning to their country of
origin and are uncertain as to whether their children will care for them when they
need to be). 
Although it is difficult to demonstrate that these kinds of factors are the cause of
stress and that such stress results in the disorders noted here and the perceptions of
poor health, such a link is not implausible. Another explanation for the deviant
health pattern of Turkish and Moroccan elderly people may be that they present
their complaints differently from the indigenous population: within their countries
of origin it is more customary to express health complaints sooner and more
forcibly than in the Netherlands.

Elderly people of ethnic origin also sooner or later encounter limitations in daily
life rendering them dependent on help from other people. The general impression
derived from local studies is that elderly people from the minorities base their
thinking on healthcare on voluntary help from their children but doubt whether
they will in fact receive such care. These doubts do not however prompt them to
explore the available facilities. They are consequently poorly or not informed about
such facilities and make little if any use of such possibilities as there are. In
addition the facilities do not correspond with their specific needs and preferences.
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In reality most elderly people from the minorities have close contact with their
children, who help them with both household activities and personal bodily care.
While it is true that elderly people from ethnic minorities are poorly informed about
healthcare facilities, experience also indicates that indigenous elderly people
generally do not familiarise themselves with the available facilities until the need
becomes pressing. Lack of familiarity with the facilities is not therefore particularly
significant. What is important is for the information to be readily accessible for
elderly people from the minorities when it is genuinely needed. Experience shows
that the information deficit can be readily eliminated by means of a targeted
information drive.

Where facilities are not taken up accessibility is often held out as the culprit. The
same applies to the limited use made of certain healthcare facilities by elderly
people from minorities. The signs are that this is indeed a genuine factor. Health
facilities are not geared to the specific requirements and wishes of elderly people
from minorities. There appears to be a genuine mismatch between their healthcare
requirements and the provision of care by the institutions. At the same time, to the
extent that healthcare facilities are currently not being taken up by elderly members
of minorities, this must be attributed in the first place to the fact that the number of
people in this category aged 70-75 and over is limited. Not until these higher age
limits are exceeded does the vitality of elderly people decline to the point that the
uptake of facilities can no longer be avoided.
Given the continuing ageing of the first generation of ethnic minorities and the use
they are currently making of social facilities of a general nature, the as yet
relatively limited use being made of healthcare facilities may be expected to be
reversed in due course. If these clients are to be provided with care of sufficient
quality, care-providers will need to orient themselves towards the specific
requirements and wishes of elderly people from minorities and to adjust the
provision of care where necessary. If they fail to do so problems are likely to arise
in the healthcare field with respect to communication and the matching of demand
and supply, so that the care of elderly members of ethnic minorities remains
substandard.

9.5.3 Policy towards elderly members of ethnic minorities

Elderly people from ethnic minorities are not a specific target group for
government policy: the main objectives of both minorities policy and policy on the
elderly apply barely if at all to elderly members of minorities. Minorities policy
gives priority to young people and newcomers (BiZa 1997); the policy on the
elderly is aimed at promoting the integration and participation in society of elderly
members (TK 1994/1995 and 1997/1998). The goal of integration is not regarded
as realistic for elderly members of minorities on account of their lack of orientation
towards Dutch society and the fact that many of them have never had any
education. 
There are however policy activities in the fields of care and welfare. The policies
for elderly members of minorities in these fields described here apply to the period
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1995-1998. What the future will bring is uncertain. If the preliminary signs are not
misleading, the specific action points for elderly members of minorities are also
disappearing from care and welfare policy for the elderly. With respect to policy on
elderly members of ethnic minorities, there appears to be a preference for an
intersectoral approach.

As an alternative to the policies conducted so far it would be possible to introduce a
constructive, pro-active and broadly-based policy for elderly members of the
minorities which was aimed at bringing closer the objectives of both minorities
policy and policy on the elderly among older members of the ethnic minorities.
Such a pro-active policy for older members of the minorities in the field of housing
and healthcare could concentrate on the following points (see also Tesser et al.
1998):
- improving the information provided to elderly members of minorities on

the possibilities for making modifications to the home;
- the appointment of specialist advisers at municipal level to help the elderly

and elderly people of the future from ethnic minorities to find their way
about the healthcare system;

- the creation of room in the healthcare system for the specific health
problems of elderly members of minorities and increasing the expertise on
these problems among health-care workers;

- vigorously stimulating the adjustment of care of the elderly in line with the
specific requirements and wishes of elderly members of the minorities;

- creating a certain room for and the provision of support for promising
group-specific initiatives in care for the elderly;

- continuation of the policy to increase the proportion of ethnic people
working in healthcare institutions.

Finally it was repeatedly noted in chapter 8 that there is a lack of proper insight
into the health and take-up of healthcare among elderly people members of ethnic
minorities. The available research material is too fragmentary, apart from which
local data only are often available. Certain population groups, such as the
Surinamese or Antillean elderly people, are absent in national enquiries (e.g. health
surveys). There is a lack of data on the need for and take-up of healthcare facilities
by older people from the minorities. To date it has been possible to justify this lack
of insight on the grounds that the number of aged or very aged people of ethnic
origin is small. Now that this group is steadily growing, however, broadly devised
and carefully implemented research into the health and take-up of healthcare by
elderly members of minorities is indispensable.

9.6 Conclusion

No spectacular changes would generally be expected in the social situation of a
particular population group such as the elderly within a two-year period. This is
confirmed by the descriptions in this report of the developments in the field of
employment, financial position, housing, health and uptake of healthcare facilities.
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Combined with the reports published to date the most recent data do however
enable a picture to be built up of how the elderly have fared in these areas over the
past 20 years.

The first conclusion of this report is in brief that a majority of elderly people are
continuing to thrive. The majority are in at least reasonable health and have an
income from which they can live comfortably. This means that for them the
conditions are met which largely determine whether people can continue to work,
how they are able to live and how they participate in society.

The second conclusion is that there is a large minority who, compared with others,
are in a considerably less favourable position. Just as in the past, elderly women,
single persons and the very elderly are found more frequently in this group (see
also previous Reports on the Elderly). Recently elderly people from the four largest
ethnic minority groups have joined this category. Whether this underprivileged
group has become much larger or smaller over the years is impossible to say, but
the growing group of elderly people from the minorities will ensure that it does not
disappear for the time being.

The social conditions of these vulnerable groups have improved on average in
recent years. For example, a number of measures taken recently by the government
in the income field has probably led to a substantial reduction in the number of
elderly people on low incomes. Moreover, their spending power has been increased
by improvements to the individual housing benefit scheme and the supplementary
benefit rules. 
These kinds of measures have greatly expanded the possibilities for enabling the
elderly to participate more actively in society. Other measures have contributed
towards this as well. Examples include the transport facilities provided for under
the Disabled Persons Facilities Act (WVG), which can help promote the social life
of elderly people with impaired mobility. Other examples include the house-
building and home adaptations, particularly over the past ten years, which have
enabled vulnerable elderly people to postpone the move to residential care. The
person allocated budget can obtain the same function in due course as this makes it
possible to provide care tailored to the individual wishes of the elderly. The
facilities themselves as well as the way in which they are provided have helped
strengthen the autonomy of vulnerable elderly people.

In spite of this, however, there is still a large group of elderly people who are
vulnerable in several respects. One aspect of this is that – in spite of all the
measures taken – there are still 200,000 elderly households on low incomes. A
vulnerable financial position almost always implies incomplete integration,
particularly if there are also special circumstances such as physical limitations or a
degree of isolation from mainstream society, as is the case with certain groups of
elderly members of minorities.
Vulnerability also applies in the case of elderly people with mental disorders. The
fact that these problems have so far been insufficiently recognised means that a
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large group of elderly people suffer unnecessarily, thereby in turn unnecessarily
limiting their day-to-day functioning, including their participation in society.
Vulnerability is also evident if we examine certain compensatory schemes, as these
do not afford a lasting solution to economic disadvantage. An example is the
individual housing benefit scheme, which enables a large group of elderly people to
have financial access to suitable housing, the stock of which has expanded with
new building. As soon as the government feels the need to reduce this subsidy the
elderly find themselves in problems. From the viewpoint of lasting solutions more
attention should be paid to the adaptation of existing, cheap dwellings. Much the
same applies to the financial facilities. The financial problems of the present
generation of elderly people can only be resolved by means of compensatory
financial measures. If however it is uncertain whether a future generation can be
served in the same way, a more lasting solution would be provided by a
supplementary basic pension for all.
It will be clear from the above that despite the satisfaction regarding the social
situation of elderly people in the Netherlands and the policy pursued, there is no
let-up in the need for attention to risk groups.

Where there is a majority of fit and healthy elderly people in a reasonable socio-
economic position, the question more or less automatically arises as to whether they
could mean more for society as a whole. Greater social involvement would serve a
number of goals. In the first place a number of social tasks would be fulfilled that
would otherwise be neglected. Secondly, it would provide a means of benefiting
from the social capital available among the elderly in the form of knowledge and
experience. For the elderly themselves the fulfilment of such tasks would meet the
need for social contacts, the meaningful use of time and social appreciation and
would contribute towards well-being and health. Finally, a greater contribution to
society would stifle suggestions that the elderly take more than they give –
particularly in terms of public funds – and so endanger the solidarity between the
generations. 
On the basis of these notions, this report has focused on the community
participation of the elderly. The first finding of note was that a huge number of
elderly people have long been performing social tasks in the form of voluntary work
or informal help. At the same time it was also evident that a number of obstacles
were holding back the enlargement of such participation. Examples include
physical barriers (physical limitations), financial barriers (the costs of voluntary
work and informal help), psychological barriers (underestimating the contribution
that the poorly educated can make) and emotional barriers (feelings of insecurity in
the street). Elderly people already active in these areas tend to find that limits are
set on their contribution by stress (in the case of voluntary work) or physical and
psychological overload (in the case of informal help).

The fact that there are such obstacles towards social participation is nothing new:
they have been repeatedly noted in recent decades and have clearly not so far been
eliminated. As long as efforts are not made to eliminate obstacles and so fulfil the
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The total number of people aged between 55 and 64 grew by over 7,000 between 1995 and 19971

(Statistics Netherlands population statistics).
The figures in this section have been taken from Tesser et al. (1998). This section only deals with the2

housing situation, health and uptake of care among elderly members of ethnic minorities. For
particulars on the socio-economic position of such people see Tesser et al. (1998).

necessary conditions for the elderly to make a greater contribution towards society,
pleas to this end will not be fully credible.

Notes
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APPENDIX A DATA FILES USED

(Note: the Dutch abbreviations or acronyms are used to refer to the research in the
text)

AVO (Facilities use 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 group population Population of the Netherlands aged 6 and
up, living in private households

Sampling unit Household
Entities Individuals and households
Sample frame PTT files listing postal service

distribution points
Data collection method Oral + written questionnaires
Commissioned by Social and Cultural Planning Office

(SCP)
Frequency Once every four years, starting in 1979
Classification Individuals: according to age/sex/marital

status/urbanisation level; households:
according to the classification factors for
the head of the household

Respondents For some children, one of the parents
Period under report The use of provisions is investigated for a

past period ranging from a few months to
a few years.

AVO’79
Fieldwork conducted by NSS/Marktonderzoek
Fieldwork period September 1979-November 1979
Sampling method One-stage random sample of addresses
Sample size 9,915 households
Response 6,431 households; 17,232 individuals

(65%)

AVO’83
Fieldwork conducted by NSS/Marktonderzoek
Fieldwork period September 1983-November 1983
Sampling method One-stage random sample of addresses
Sample size 9,908 households
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Response 5,774 households; 14,869 individuals
(58%)

AVO’87
Fieldwork conducted by NSS/Marktonderzoek
Fieldwork period October 1987-December 1987
Sampling method One-stage random sample of addresses,

with extra addresses in Amsterdam,
Rotterdam, The Hague, Utrecht +
Haarlem

Sample size 10,302 households
Response 6,496 households; 16,151 individuals

(63%)

AVO’91
Fieldwork conducted by NSS/Marktonderzoek
Fieldwork period September 1991-December 1991
Sampling method Two-stage sample: municipalities,

addresses; stratification according to size
of municipality

Sample size 12,797 households
Response 5,458 households; 13,105 individuals

(43%)

AVO’95
Fieldwork conducted by GFK Interact
Fieldwork period September 1995-January 1996
Sampling method Two-stage sample: municipalities,

addresses; stratification according to size
of municipality

Sample size 9,305 households
Response 6,421 households; 14,489 individuals

(69%)

Cerra (Centre for Economic Research on Retirement and Aging Study)
The purpose of the Cerra research is to analyse people’s decisions to participate in
the labour market and to give up work. To study this, a longitudinal data set was
established and a representative group of the elderly who were still available for the
labour market were questioned. The two rounds of the Cerra household surveys
were held in 1993 and 1995. Both the head of the household and his or her partner,
if any, were interviewed. The data set contains information on characteristics of the
household (such as size and composition), household income, labour market status
(working people were asked after the characteristics of their present and previous
jobs, non-working persons were asked after the characteristics of the job they held
before giving up work), health and health perception, characteristics of the home
and possible plans to move, and assets. The drop-out rate between the first and the
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second round was 27%. Respondents to the 1993 survey were also asked to
complete a company survey. The company data set contains information on the
employers of people who were still working and on the previous employers of
people from the Cerra household survey who were no longer working. The
company survey contains general information about the company, including
financial, as well as information about the possibilities of retirement within the
company and the company’s opinion in respect of the functioning of elderly
employees.

Target group population Main wage earners in Dutch households
aged 43 to 65

Sampling unit Household
Entities Individuals
Sample frame PTT files listing postal service

distribution points
Data collection method Oral and written questionnaires
Commissioned by State University of Leiden
Fieldwork conducted by Intomart
Frequency Held twice

Cerra’93
Fieldwork period October-December 1993
Response 4,727 individuals

Cerra’95
Fieldwork period October-December 1995
Response 3,461 individuals

CV (Cultural change in the Netherlands)
The purpose of the study on cultural change in the Netherlands is to obtain insight
into changes in culture by systematically studying opinions of the Dutch
population. The study is based on survey questions from a number of studies 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 persons.

Target group population Population in the Netherlands aged 16
and up

Sampling unit Individual
Entities Individuals
Sample frame For the address sample: file of addresses

by postal codes
Sampling method Stratified three-stage sample:

municipalities, addresses, persons
Data collection method Orally and since 1988 also in the form of

a written questionnaire
Commissioned by Social and Cultural Planning Office 
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Fieldwork conducted by Dutch Insitute for Public Opinion and
Marketresearch (NIPO)

Frequency 1975, repeated each year since 1979,
with the exception of 1982, 1984 and
1990

Classification none

CV’95
Fieldwork period October 1995-January 1996
Response 2,177 persons

BO (Ongoing budget 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 group population Households in the Netherlands
Sampling unit Household
Entities Households
Sample frame Basic population register (by geographic

region); basic register of companies;
participants in previous budget studies

Sampling method Two-stage sample; municipalities,
addresses; prestratification; optimal
allocation

Data collection method Oral and written questionnaire,
housekeeping book

Commissioned by Statistics Netherlands (CBS)
Fieldwork conducted by Statistics Netherlands (CBS)
Frequency Ongoing since 1978
Classification According to social and economic

category, net household income, size of
household, home ownership vs. rental,
sex of single persons

Sample size The aim is to achieve a net sample of
2,000 households

Response The initial response is approximately
25% of the households approached; the
drop-out rate is approximately 15% of
the participating households

BO’89 1,946 households
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BO’90 2,762 households
BO’91 1,067 households
BO’94 2,050 households
BO’95 2,069 households
BO’96 2,029 households

DLO (Ongoing survey on living conditions)
The ongoing 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 absorbed into the POLS, or the permanent survey on living conditions.

Target population Population of the Netherlands aged 13
and up; since 1995: 18 and up

Sampling unit Individual
Entities Individuals
Sample frame Basic population register (by geographic

region)
Sampling method Three-stage sample: municipality,

addresses, individuals
Data collection method Computer Aided Programmed

Interviewing (CAPI); until 1994, also a
written questionnaire for young people
aged 13 to 24

Commissioned by Statistics Netherlands (CBS)
Fieldwork conducted by Statistics Netherlands (CBS)
Frequency Ongoing (12 sub-samples per year), from

March 1989 through 1996
Classification According to age, sex and urbanisation

level

DLO’92
Field work period 1992
Sample size 14,203 persons
Response 6,440 persons (45%)

DLO’94
Fieldwork period 1994
Sample size 6,611 persons
Response 3,423 persons (52%)

DLO’95
Fieldwork period 1995
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Sample size 7,551 persons
Response 4,038 persons (53%)

DLO’96
Fieldwork period 1996
Sample size 7,512 persons
Response 3,914 persons (52%)

EBB (Surveys of the working population)
Since 1987, the surveys of the working population have collected data for purposes
of describing persons 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 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 Population of the Netherlands aged 15
and up, living in private households

Sampling unit Households
Entities Individuals and households
Sample frame Basic population register (by geographic

region)
Sampling method Stratified two-stage sample:

municipalities, addresses; stratification
according to municipality

Data collection method Computer aided programmed
interviewing

Commissioned by Statistics Netherlands (CBS)
Fieldwork performed by Statistics Netherlands (CBS)
Frequency Ongoing, since 1987
Classification According to age, sex, marital status,

urbanisation
Respondents Proxy interview with another member of

the household possible

EBB’91
Fieldwork period 1991
Sample size 92,000 addresses
Response 54,000 addresses (59%); 83,966 persons

EBB’92
Fieldwork period 1992
Sample size 105,000 addresses
Response 58,000 addresses (55%); 97,359 persons
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EBB’93
Fieldwork period 1993
Sample size 109,000 addresses
Response 60,000 addresses (55%); 89,678 persons

EBB’94
Fieldwork period 1994
Sample size 117,000 addresses
Response 62,000 addresses (53%); 85,942 persons

EBB’95
Fieldwork period 1995
Sample size 116,000 addresses
Response 70,000 addresses (60%); 99,137 persons

EBB’96
Fieldwork period 1996
Sample size 115,000 addresses
Response 66,000 addresses (57%); 98,197 persons

EBB’97
Fieldwork period 1997
Sample size 116,000 addresses
Response 65,000 addresses (56%); 89,315 persons

EBB-elderly (Surveys of the elderly)
In the surveys of the working population data are collected for the purpose of
describing persons 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 Population of the Netherlands of 65 and
up, living in private households

Sampling unit Households
Entities Individuals and households
Sample frame EBB: Basic population register (by

geographic region)
Sampling method EBB: two-stage sample: municipalities,

addresses; stratification according to
municipality

Method of collection Oral questionnaire (CAPI)



274

Commissioned by Statistics Netherlands (CBS) and Social
and Cultural Planning Office (SCP)

Fieldwork conducted by Statistics Netherlands (CBS)
Frequency Held twice
Classification of EBB According to age, sex, marital status,

urbanisation level
Respondents For a number of respondents the

questions were answered by proxy.

EBB-elderly ‘96
Fieldwork period July 1995-March 1996
Sample size Approximately 16,000 persons
Response 9,230 persons (approximately 60%);

7,213 households

EBB-elderly ‘97
Fieldwork period September 1996-August 1997
Sample size Approximately 15,000 persons
Response 14,265 persons (approximately 95%);

10,703 households

GEM (Health interview survey among Moroccans)
The numbers of respondents from the various ethnic minorities to the health
surveys of Statistics Netherlands are too small to make statistically reliable
statements about their health situation and their use of health care facilities.
A few years after the Health Survey among Turkish Residents of the Netherlands
(GET; see below) a similar health survey was held among Moroccans (GEM). The
study ran into huge problems and had to be stopped prematurely. Later the study
was conducted by the health authority of the municipality of Rotterdam.

In this Cahier use has been made of a few tables which were furnished by the
health authority of Rotterdam. The data relate to 245 Moroccans aged between 45
and 54 and 251 elderly Moroccans aged 55 and up. In addition to these 496
Moroccans of 45 and up, 2,042 Moroccans under the age of 45 took part in the
survey (data not used in this report).

Target population Moroccan population in the Netherlands
Entities Individuals
Data collection method Oral questionnaire
Commissioned by Health authority of Rotterdam
Fieldwork conducted by Veldkamp
Frequency Held once
Response 2,538 persons
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GET (Health interview survey among Turks)
In the period from October 1989-October 1990 the Central Bureau for Statistics
held a separate health survey among the Turkish population group in the
Netherlands. The numbers of respondents from this population group to the regular
health surveys are too small to make statistically reliable statements about the
health situation as perceived by this group and the use they report of health care
provisions.

Target population Turkish population in the Netherlands
Sampling unit Households
Entities Individuals and households
Sample frame Municipal population registers; local

alien police
Sampling method Two-stage sample: municipalities;

households
Data collection method Oral questionnaire in the Turkish

language
Commissioned by Ministry of Welfare, Health and Culture
Fieldwork conducted by Statistics Netherlands (CBS)
Field work period October 1989-October 1990
Frequency Held once (thirteen sub-samples)
Classification According to age, sex, marital status and

municipality size
Respondents For children, answers were given by their

parents; for adults, proxy interviews were
held only in exceptional cases

Sample size 1,657 households
Response 1,373 households (82.9%)

GEZ (Health interview survey)
The ongoing health surveys are intended to give as complete a summary as possible
of developments in health and in take-up 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 absorbed into POLS, the permanent study on living
conditions by Statistics Netherlands.

Target population Population of the Netherlands living in
private households

Sampling unit Address
Entities Individuals and households
Sample frame PTT files listing postal service

distribution points
Sampling method Stratified four-stage sample:
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municipality, address, household,
individual; in principle, all persons at a
sample address were questioned; since
1983 there has been a maximum of four
persons per household.

Data collection method Oral questionnaires for households, for
persons under 16, and for persons over
16; since 1990 computer aided (CAPI);
in addition, a written questionnaire for
persons aged 16 and up

Commissioned by Statistics Netherlands (CBS)
Fieldwork conducted by Statistics Netherlands (CBS)
Frequency Ongoing (26 sub-samples per year) since

1981
Classification According to age, sex, marital status and

degree of urbanisation
Response Approximately 55% to 60% of the

addresses approached
GEZ’89 8,726 individuals; 3,350 households
GEZ’96 8,738 individuals; 3,733 households

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 persons 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 Free University of Amsterdam, requested
by the Ministry of Health, Welfare and
Sports

Frequency Minimum of three measurements, once
every three years.

LASA’92/’93
Fieldwork period September 1992-September 1993
Response 2,302 respondents to written survey (used

in this Cahier), 3,107 to oral interview

LASA’95/’96
Fieldwork period September 1995-November 1996
Response 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
absorbed into the POLS, the permanent study of living conditions.

Target population Population of the Netherlands of 18 and
up

Sampling unit Individual
Entities Individuals
Sample frame Municipal population registers/PTT files

listing postal service distribution points
Sampling method Two-stage sample: municipalities,

individuals
Data collection method Oral questionnaire
Commissioned by Statistics Netherlands (CBS)
Fieldwork conducted by NSS Marktonderzoek (1974); thereafter,

Statistics Netherlands (CBS)
Frequency Once every three years, from 1974 to

1986

LSO’80
Fieldwork period April-May 1980
Sample size 4,671 persons
Response 2,865 persons (61%)
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LSO’86
Fieldwork period April-May 1986
Sample size Approximately 7,100 persons
Response 4,040 persons (57%)

NKO (National voters survey)
The national voters survey started in 1971 as a joint project of all political science
professors in the Netherlands. The heart of NKO studies is a survey about the
elections for the Lower Chamber of Dutch Parliament among a representative
sample of voters in the Netherlands. The interviews cover a wide range of political
views and priorities, perceptions of current political events and topics, political
actions and behaviour (including voting behaviour, of course) and other
characteristics of the respondents, so that it is possible to study developments in
political views, priorities, perceptions and behaviour of the Dutch electorate and to
investigate changes in election outcomes and voting behaviour.

Target population Voters
Sampling unit Address
Entities Individuals
Sample frame Basic population register (by geographic

region)/PTT files listing postal
distribution points

Sampling method Three-stage sample: municipalities,
addresses, individuals (first-year voters)

Respondents No proxy interviews allowed

NKO’94 Elections for the Lower Chamber of
Dutch Parliament held on 3 May 1994

Fieldwork conducted by Statistics Netherlands (CBS)
Fieldwork period 5 March-22 April 1994 and 9 May-30

June 1994
Sample size 3,816 persons

1st round: 1,812 persons (47.5%); 2nd
round: 1,527 persons (84.3% of response
of to 1st round).

OII’96 (Study of institutionalised elderly)
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 persons. This study includes questions on
general health, housing situation, social contacts, use of facilities and quality of
life.

Target population Population of the Netherlands aged 65
and up living in a home for the elderly,
nursing home or psychiatric institution
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Sampling unit Individual
Entities Individuals
Sample frame Address lists of health care organisations
Sampling method Two-stage sample: institutions stratified

according to regions; individuals living
in institutions

Data collection method Oral; written when answered by proxy
Commissioned by Social and Cultural Planning Office

(SCP)
Fieldwork performed by Institute for Applied Social Sciences

(ITS)
Fieldwork period March 1995-May 1996
Report period The use of facilities was studied for a

prior period ranging from a few months
to one year

Frequency Held once
Classification None
Respondents For 437 persons, the questionnaire was

completed in writing by the primary
carer and/or a relative (by proxy)

Sample size 221 institutions; 1,197 persons
Response 202 institutions (91%); 1,108 persons

(93%).

SEP (Socio-economic panel study)
Statistics Netherlands started its socio-economic panel studies in 1984. The purpose
of this research 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 persons 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 persons in the household aged 16 and up. Basic
personal details are collected for this study on all persons in a household, including
those under 16. The socio-economic panel study includes details about
demographic characteristics, education, work situation, income, housing,
consumption patterns, property, debts and perception of well-being.

Target population Population of the Netherlands of 16 years
and older, living in private households

Sampling unit Address
Entities Individuals and households
Sample frame PTT files on postal distribution points
Sampling method Two-stage sample: municipalities,

addresses
Data collection method Oral questionnaire, computer assisted
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(CAPI) since 1991
Commissioned by Statistics Netherlands (CBS)
Fieldwork conducted by Statistics Netherlands (CBS)
Frequency Once a year; twice a year until 1990
Classification According to size of municipality, age,

sex and marital status
Respondents The questions at household level are

asked of one person in the household,
preferably the head

Report period The extensive questions on income relate
to the previous calendar year

Sample size Until April 1986, approximately 4,000
households and after April 1986,
approximately 5,000 households

Response Original response of around 50%; annual
drop-out rate approximately 5%.

SEP’85
Fieldwork period October 1985
Response 11,838 persons; 4,343 households

SEP’87
Fieldwork period October 1987
Response 13,875 persons; 5,208 households

SEP’89
Fieldwork period October 1989
Response 13,716 persons; 5,319 households

SEP’91
Fieldwork period April 1991
Response 11,278 persons; 4,825 households

SEP’92
Fieldwork period April 1992
Response 13,426 persons; 5,347 households

SEP’93
Fieldwork period April 1993
Response 13,078 persons; 5,184 households

SEP’94
Fieldwork period April 1994
Response 13,029 persons; 5,187 households
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SEP’95
Fieldwork period April 1995
Response 12,791 persons; 5,109 households

SEP’96
Fieldwork period April 1996
Response 12,897 persons; 5,179 households

SPVA (Position in society and take-up of facilities and amenities by ethnic
minorities)
This survey of position in society and use of facilities by ethnic minorities was
started 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 ethnic minorities take part (pro rata) in the basic
institutions of society in the field of education and on the labour market.

Target population Ethnic minority population groups in the
Netherlands: Turks, Moroccans,
Surinamese and Antilleans

Sampling unit Individual
Entities Households and individuals
Sample frame Municipal population registers
Sampling method Two-stage sample: municipalities,

households
Data collection method Oral questionnaire
Commissioned by Institute for Sociological Economic Study

(ISEO)
Frequency Held at irregular intervals since 1989
Respondents Heads of households for the general

questionnaire; other members of the
household over the age of twelve are
administered an abridged questionnaire

Response On average, approximately 60%

SPVA’91
Fieldwork period Spring 1991
Fieldwork conducted by AGB Veldkamp
Numbers 4,030 households; 12,925 individuals

SPVA’94
Fieldwork period Spring 1994
Fieldwork conducted by Het Amsterdamse Bureau voor

Onderzoek en Statistiek (O+S)
Numbers 4,096 households; 12,135 individuals
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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 Population of the Netherlands aged 12
years and up

Sampling unit Individual
Entities Individuals
Sample frame PTT file listing postal distribution points
Sampling method Simple random sample with random

route
Data collection method Oral and written questionnaire + diary
Commissioned by Social and Cultural Planning Office

(SCP) and others
Fieldwork conducted by Intomart
Frequency Every five years, since 1975
Classification According to age, sex, degree of

urbanisation, position in the family and
activity

TBO’75
Fieldwork period October 1975
Report period Diary: 5-11 October and 12-18 October

1975
Sample size 1,650 persons
Response 1,309 persons (80%)

TBO’80
Fieldwork period October 1980-November 1980
Report period Diary: 5-11 October and 12-18 October

1980
Sample size 5,059 persons
Response 2,730 persons (54%)

TBO’85
Fieldwork period October 1985-November 1985
Report period Diary: 29 September-5 October and 6-12

October 1985
Sample size 6,035 persons
Response 3,263 persons (54%)

TBO’90
Fieldwork period October 1990-November 1990
Report period diary: 30 September-6 October and 7-13
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October 1990
Sample size 6,484 persons
Response 3,415 persons (53%)

TBO’95
Fieldwork period October 1995-November 1995
Report period Diary: 1-7 October and 8-14 October

1995
Sample size 7,929 persons
Response 3,227 persons (41%)

VIE94 (Volunteers in Europe)
Volunteers in Europe is a study of voluntary work which was conducted in several
European countries in 1994 for purposes of an international comparison. The
research was performed in Belgium (French-speaking part), Bulgaria, (western)
Germany, Great Britain, Ireland, the Netherlands, Slovakia and Sweden and was
coordinated by The Volunteer Centre UK and the Centre for Research in Social
Policy of Loughborough University. Interviews of the population took place using
omnibus surveys. The field work consisted of oral interviews among persons who
spoke the language of the country in question.

Numbers of respondents:
Belgium (French speaking) 807 persons
Bulgaria 1,073 persons
(western) Germany 1,717 persons
Great Britain 1,054 persons
Ireland 1,404 persons
Netherlands 1,020 persons
Slovakia 1,015 persons
Sweden 1,000 persons
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