
2

Report on the elderly 1996

Exemplaren van deze uitgave zijn verkrijgbaar in de boekhandel en bij
VUGA Uitgeverij bv onder vermelding van ISBN 90-5749-101-X

CIP-GEGEVENS KONINKLIJKE BIBLIOTHEEK, DEN HAAG

Report on the elderly

Report on the elderly 1996 / Joost Timmermans ... [et al.]. - Rijswijk : Sociaal en
Cultureel Planbureau ; Den Haag : VUGA. - Ill. - (Cahier / Sociaal en Cultureel
Planbureau, ISSN 0927-0833 ; nr. 135)
Met lit. opg. - Met samenvatting in het Engels.
ISBN 90-5749-101-X (VUGA)
NUGI 661
Trefw.: ouderen ; overheidsbeleid

© Sociaal en Cultureel Planbureau - Social and Cultural Planning Office
Rijswijk, July 1997
ISBN 90-5749-101-X
This report is printed on chlorineless paper.



3

CONTENTS

FOREWORD 7

1 INTRODUCTION 9

2 DEMOGRAPHIC TRENDS AND NETWORKS 13
2.1 Introduction 13
2.2 Demographic change 13
2.3 Networks of elderly people 18
2.4 Conclusions 21

3 EDUCATION AND TRAINING 23
3.1 Introduction 23
3.2 Level of education 23
3.3 Participation in education 28
3.4 Characteristics of education participants 30
3.5 Working people in education 34
3.6 Educational participation and the changing elderly population: the future 35
3.7 Expenditure on education 36
3.8 Obstacles to participation 37
3.9 Conclusions 38

Notes 40

4 WORK 41
4.1 Introduction 41
4.2 Labour market participation 42
4.3 Type of work done by elderly people 48
4.4 Factors determining when people retire 51
4.5 Options for limiting the number of elderly people leaving the workforce 58
4.6 Conclusions 62

Notes 64

5 INCOME AND WEALTH 65
5.1 Introduction 65
5.2 Income 65
5.3 Wealth 73
5.4 Conclusions 75

Notes 77

6 FINANCIAL STATUS 79
6.1 Introduction 79
6.2 Spending patterns 79



4

6.3 Making ends meet 84
6.4 User contributions 86
6.5 Local levies 90
6.6 Conclusions 93

Notes 95

7 HOUSING 97
7.1 Introduction 97
7.2 The homes of the elderly 97
7.3 Satisfaction and desire to move 103
7.4 Housing costs 106
7.5 Living with disabilities 111
7.6 Conclusions 114

Note 116

8 HEALTH AND MEDICAL SERVICES 117
8.1 Introduction 117
8.2 Number of sick and healthy people 117
8.3 Physical disability 125
8.4 Physical disability and the wellbeing of elderly people in institutions 127
8.5 Use of medical services 131
8.6 Place of death and care of the terminally ill 135
8.7 Conclusions 137

Note 138

9 MEDICAL AND TECHNICAL AIDS AND ASSISTANCE 139
9.1 Introduction 139
9.2 Medical and technical aids 139
9.3 Meal services 142
9.4 Assistance 145
9.5 Conclusions 154

10 USE OF TIME AND LEISURE ACTIVITIES 157
10.1 Introduction 157
10.2 Hours of work and leisure 157
10.3 General features of leisure behaviour 161
10.4 Individual types of leisure activity 167
10.5 Conclusions 169

Note 170

11 CRIME AND INSECURITY 171
11.1 Introduction 171
11.2 Crime victims and insecurity 171
11.3 Crime victims, insecurity and going out 176
11.4 Summary 179



5

12 ELDERLY PEOPLE FROM ETHNIC MINORITY COMMUNITIES 181
12.1 Introduction 181
12.2 Demographic information 181
12.3 Education and language skills 188
12.4 Work 189
12.5 Financial status 192
12.6 Health 197
12.7 Conclusions 198

Notes 202

13 FINANCIAL STATUS AND ACTIVITIES OF ELDERLY PEOPLE IN
RESIDENTIAL CARE 205

13.1 Introduction 205
13.2 Financial status of elderly people in residential care 206
13.3 Activities of elderly people in residential care 215
13.4 Conclusions 221

Note 222

14 SUMMARY 223
14.1 Introduction 223
14.2 Elderly people and work 223
14.3 Financial status 224
14.4 Personal independence 226
14.5 Use of time and participation 229
14.6 Elderly people in residential care 231
14.7 Elderly men, elderly women 232
14.8 Elderly people from ethnic minorities 234

APPENDICES
A STUDY OF ELDERLY PEOPLE IN INSTITUTIONS (OII’96) 237
B NOTES ON PARTS OF INDIVIDUAL CHAPTERS 240

LITERATURE 255



6



7

FOREWORD

Population groups are characterised by certain circumstances. In some cases, these
circumstances have such an impact on the life of the people in those population
groups that specific policy is required to cater for them. Examples include women,
elderly people, young people, disabled people and ethnic minorities.

The Ministry of Health, Welfare and Sport is responsible for coordinating policy on
a number of groups in society, such as the elderly, the young and the disabled. It is
important that the Ministry receives regular information on these groups. The
Social and Cultural Planning Office (SCP) has therefore been asked to produce
reports on the elderly, the young and the disabled once every two years, following a
more or less fixed pattern. This links up well with the SCP’s commission from the
Ministry of the Interior to produce regular reports on ethnic minorities.

The first report produced in this framework was a trial edition of Report on the
Elderly. This publication is the third such report on the elderly to be produced.

Prof. A.J. van der Staay
(Director)
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Report on the Elderly 1996

The Social and Cultural Planning Office has been asked to provide information on
a regular basis about a number of different population groups. This third report on
the elderly looks at the following subjects:
- demographic trends and networks
- education and training
- work
- income and assets
- financial status
- housing
- health and medical services
- technical and medical aids
- use of time and leisure activities
- crime and insecurity
- elderly people from ethnic minority communities
- financial status and activities of elderly people in residential care.
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1  INTRODUCTION

The coordinating minister for social and cultural policy, the Minister of Health,
Welfare and Sport, has commissioned the Social and Cultural Planning Office
(SCP) to draw up a Report on the Elderly once every two years. The present report
is the third to be produced in response to the Minister’s request.

The structure of this publication is consistent with that of its predecessors, in that it
contains two types of chapter. The first describes and analyses, as briefly as
possible, the living situation and social status of elderly people and the use they
make of various services and amenities. The second type looks at a specific subject.

The descriptions of elderly people’s living situation, social status and use of
services and amenities are arranged in a number of categories and are based on
indicators commonly used in the field in question. The categories are the same as
those in the previous reports:
- demographic trends and networks
- education and training
- work
- income and assets
- housing
- health, wellbeing and medical services
- technical and medical aids and assistance
- use of time
- crime and insecurity.

This publication looks at two special subjects:
- the living situation of elderly people from ethnic minority communities
- the financial status of elderly people.

The chapter on elderly people from ethnic minority communities is based on an
earlier SCP study (Merens 1995), and is in fact an updated summary of the
previous work. It was not possible to structure the chapter on elderly ethnic
minority residents in such a way that it constitutes a version of the report as a
whole in miniature, mainly because there are simply very few elderly people in
these communities. The emphasis was therefore shifted to middle-aged ethnic
minority residents, and the research brief was changed to: “What might be the
characteristics of future elderly ethnic minority residents?”

There is too little information available on elderly and middle-aged ethnic minority
residents, and this is another reason why it was not possible to produce a report in
miniature. The chapter on elderly people from ethnic minorities therefore covers
only the following subjects:
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- demographic information
- work
- education
- income
- health.

The second special theme covered by this report is the financial status of elderly
people. This subject has been included because there appears to be a need for a
monitor of the financial status of the elderly. The Integrated Action Programme for
Policy on the Elderly 1995-1998 states that: “We shall consult with the Social and
Cultural Planning Office to establish whether the next edition of the Report on the
Elderly might include a monitoring instrument which will allow the government to
keep an eye on the effects of various measures - including at local level - on the
income status of the elderly” (TK 1994/1995: 31).

It was not possible to ascertain in advance what exact role the monitor would play,
how broadly based it would need to be and whether the necessary data and models
were indeed available. It was therefore agreed that the development of the monitor
would be phased. The data on the financial status of the elderly presented in this
report are the result of the first phase - a fact-finding study of what can be
established about elderly people’s financial status on the basis of regularly produced
research data. This fact-finding study can serve as the basis for the further
discussion of what the monitor should include.

Following what has now become common practice, residents of the Netherlands
aged 55 and over are regarded in this report as elderly. The data presented in the
tables are, generally speaking, divided by sex and age group. The division by age
group comprises fixed categories, except in the case of subjects where this is not
appropriate, such as work. The following age groups have been chosen: 35-54,
55-64, 65-74 and 75 and over. The categorisation has been made purely on
pragmatic grounds. The characteristics of the age group under 55 serve as a
reference for assessing the position of the elderly. The lower limit of this age group
had to be set high enough to ensure that everyone in the category had made the
transition from studying to work, from financial dependence to earning their own
income, from living in the parental home to living independently and, perhaps, to
raising a family. The lower age limit of 35 is appropriate in this respect.

The age of 65 is used as a borderline because at this age a major change occurs in
individual rights and obligations; the age of 75 has been chosen because research
has shown that many very elderly people face an accumulation of problems. An age
limit of 80 would be preferable in this respect, but individuals of this age are so
badly represented in most databases that the information on them must be regarded
as less than reliable.
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The report is structured as follows. After chapter 2, which reviews the demographic
trends, there follow four chapters that look at the socioeconomic status of the
elderly: education and training, work, income and assets and, finally, financial
status (see chapters 3 to 6). Three chapters then examine subjects that can be
broadly categorised as “care and accommodation”: housing, health and medical
services, and technical and medical aids and assistance (chapters 7 to 9). The final
four descriptive chapters (10 to 13) look at how elderly people use their time, crime
and insecurity, elderly people in ethnic minority communities, and elderly people in
residential care. Chapter 14 rounds off the report with a summary.

Eleven SCP staff members have contributed to the report. They are (in alphabetical
order):
Paul de Beer (work)
Frank van Dugteren (housing)
Femke Heide (elderly people in residential care)
Lex Herweijer (education and training)
Wim Knulst (leisure time)
Ans Merens (elderly people from ethnic minorities)
Evert Pommer (financial status)
Leendert Ruitenberg (income and assets)
Irma Schoemakers-Salkinoja (health)
Joost Timmermans (demographic trends, technical and medical aids and assistance,
crime and insecurity)
Hans de Wit (physical disability gauges).



12



13

2  DEMOGRAPHIC TRENDS AND NETWORKS

2.1 Introduction

It is a well-known fact that the Netherlands have a growing number of elderly
residents, and that the rise in their numbers is set to accelerate in the future, as the
post-war baby boom generation reach old age. These developments are often
regarded as a matter for concern and some expect the assumed implications to give
rise to a serious social problem. This chapter looks at whether the size and profile
of the elderly population are indeed undergoing such spectacular developments. We
shall focus on data that are particularly relevant to elderly people’s life
circumstances and their use of facilities and that are therefore also relevant to
government policy such as devisions by age group, sex and type of household, and
major life events, such as widowhood and divorce. These data are presented in
section 2.2.

Demographic circumstances such as the profile of the household and marital status
often have a major impact on other life circumstances, such as one’s housing
situation or financial status. When it comes to as matters like calling on care
services or social contacts for assistance, the demographic variables do not provide
an adequate explanation. In these cases we must broaden our perspective, and look
at the networks of which elderly people are a part. Since the report also examines a
number of subject areas that require such a broader perspective, section 2.3 presents
some information on the profile of networks of elderly people.

2.2 Demographic change

On 1 January 1996, the Netherlands had 3.5 million residents aged 55 and over.
58% of them (2.1 million) were over 65 (CBS 1996). Table 2.1 shows a time series
which reflects changes in the size of the elderly population.

Over the past 25 years, the number of residents aged 55 and over has increased by
almost 40%. Over the next 25 years, an increase of 60% is expected. This
acceleration in the growth of the elderly population is connected with the baby
boom of the forties and fifties, whose members are now reaching old age. The effect
of this can be seen clearly in table 2.1, in the index figure for the number of 55-64-
year-olds in 2010, and the number of over-65s in 2020.

The figures suggest that the accelerated rise in the number of elderly people will be
visible in the labour market in the near future, particularly in terms of when and
how people end their working life. After 2010 the accelerated growth will be felt in
financial terms, in connection with old age pensions.
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Table 2.1 Size of population aged 55 and over, by age group and sex, 1960-2020  (index: 1995 = 100)a

1970 1980 1990 2000 2010 2020 1995  = 100b

men aged 55-64 79 86 95 111 151 166  718
men aged 65-79 72 82 94 109 129 173  671
men aged � 80 66 79 92 106 135 159  144

women aged 55-64 85 94 98 108 148 163  734
women aged 65-79 68 84 96 105 113 149  886
women aged � 80 38 60 89 106 127 135  332

all aged 55-64 82 91 96 109 150 164 1,452
all aged 65-79 70 83 95 107 120 159 1,558
all aged � 80 47 66 90 106 129 143  476

all aged � 55 72 84 95 108 134 159  3,485
Based on population forecast 1995, median.a

Absolute numbers x 1,000.b

Source: CBS (population statistics)

The “double-ageing” of the population - the phenomenon whereby the oldest
members of the population increase in number faster than the number of elderly
people in total - will be less pronounced over the next 25 years than in the past.
This applies particularly to a category that in many cases requires special attention:
women aged 80 and over. Whereas this category grew by 160% over the last 25
years, in the next 25 years Statistics Netherlands (CBS) expects a relatively modest
increase of around a third.

In absolute terms, too, the number of very old people is set to rise less rapidly than
in recent decades (200,000 as against 250,000). However, there will be little
reduction in the pressure on facilities often used by the most elderly, such as
compensatory facilities for care and accommodation.

One notable break with past trends is the fact that the number of elderly men will
rise more rapidly than the number of elderly women. This is because men’s life
expectancy has risen much more than that of women (see table 2.2).

Table 2.2 Expected number of years of life at birth and aged 65, by sex, 1978-2010
at birth aged 65

1978 1993 2010 1978 1993 2010
men 71.9 74.6 76.0 13.7 14.9 15.7
women 78.5 80.3 81.5 17.9 19.2 19.9

difference 6.6 5.7 5.5 4.2 4.3 4.2
Source: CBS (1996: 41)
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The difference in male and female life expectancy, which was 6.6 years in 1978, is
now down to 5.5 years. Men who reach the age of 65 will tend, on average, to reach
the age of 80, while women live four years longer. The different life expectancies of
the sexes in old age has changed little in recent years, and is expected to remain
roughly the same in the future.

Despite this development, the number of women aged 65 and over will continue to
far outstrip the number of men in this age group (table 2.3).

Table 2.3 Number of women per 100 men, by age group, 1970-2020
1970 1995 2020

aged 55-64 110 102 100
aged 65-79 126 132 114
aged � 80 135 230 199
Source: CBS  (population statistics)

In the 55-64 age group the number of men and women is fairly even, but women
are overrepresented in older age groups (to a diminishing extent, however). Only
above the age of 80 are the numbers highly unbalanced. Although the imbalance
will decrease in the future, women will account for two-thirds of the most elderly
well into the next century.

The Report on the Elderly 1993 pointed out differences in the marital status of
elderly people. Apart from the expected increase in the number of elderly divorced
people, and of elderly people who have never married, the most important
observation was that elderly men are much more likely to be married than elderly
women (80% as opposed to 50%) and women are much more likely to be widowed
(35% as against 9% for men) (Timmermans 1993: 12). This is to be expected,
given the differences in life expectancy.

One might expect this difference between the sexes to change as the size of the
male elderly population increases more rapidly. However, information on marital
status does not tell us everything we need to know about a person’s living
circumstances. An estimated 5% of the population aged 55 or over cohabit with a
permanent partner or relative. Although this percentage is much lower than that
among the younger generations, it is high enough to distort the picture of how
people live suggested by marital status alone. In future, a steadily growing
proportion of the elderly population will live with people to whom they are not
married. This report does not, therefore, include data on marital status, but on the
composition of households. An initial overview of the situation - showing
developments in the number of elderly people living alone - has been based on the
prognosis of the number of households produced by Statistics Netherlands
(table 2.4).
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The number of old people living alone is expected to rise by around 55% over the
next twenty years. It is noticeable that - once more - the strongest growth will be
among elderly men, and particularly in the younger age groups. As a result, the
overrepresentation of women among elderly people living alone will decline (the
number of women per 100 men in this demographic group will fall sharply from
around 300 to around 200).

Table 2.4 Number of elderly people living alone, by age group and sex, 1995-2010  (in absolute numbers x 1,000
and as index)

absolute numbers (x 1,000) index (1995 = 100)
1995 2000 2005 2010 2015 2000 2005 2010 2015

men
aged 55-64 84 106 143 176 199 126 170 210 237
aged 65-79 103 122 137 158 201 118 133 153 195
aged � 80 42 43 49 57 63 102 117 136 150

women
aged 55-64 138 151 191 231 253 109 138 167 183
aged 65-79 367 383 378 393 450 104 103 107 123
aged � 80 187 206 234 251 259 110 125 134 139

total
aged 55-64 222 258 334 407 452 116 150 183 204
aged 65-79 470 505 515 551 651 107 110 117 139
aged � 80 229 249 283 308 322 109 124 134 141

total men 229 271 329 391 463 118 144 171 202
total women 692 740 803 875 962 107 116 126 139
total men and women 921 1,011 1,132 1,266 1,425 110 123 137 155
Source: CBS (1996)

If we compare the total indices for men and women in table 2.4 with those in
table 2.1, we notice that the increase in the number of women living alone is equal
to that in the elderly population as a whole, while the increase is more rapid among
men. The relative increase in the number of single person households among the
elderly population is therefore entirely down to elderly men, particularly those in
the younger age groups. This is because the younger cohorts of men entering old
age are more likely to have lived alone for many years, often after divorce.

We did look at the growing phenomenon of elderly men living alone in some detail,
because this category might be regarded as vulnerable. Elderly men who live alone
are often less capable of caring for themselves than elderly women in the same
situation. We look at whether this is indeed the case in chapter 9.
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Table 2.5 Elderly people living independently, by household composition and age of head of household,
1976-1989 (in per cent)

aged 65-79 aged � 80 
1976 1981 1985 1989 1993 1976 1981 1985 1989 1993

living alone 28 28 30 30 33 40 47 48 55 58
couple without others 51 51 55 57 57 32 29 32 32 30
living with
(grand)children 16 17 12 11 9 21 16 14 10 9a

other 5 4 3 2 1 7 8 6 3 3
Two- or three-generation households, with or  without others in household.a

Source: CBS (1979: 54); CBS (WBO’81, ’85, ’89, ’93) SCP calculation

The significance of multi-generation households appears to have declined
significantly in the past (Timmermans 1993: 13). Table 2.5 presents past data on
households where elderly people live together with their children and
grandchildren, with figures for 1993.
In just twenty years the proportion of multi-generation households has almost
halved. Multi-generation households with very elderly members (80 and over) are
more prevalent in the east and south of the country than in the north and west (14%
as opposed to 7%) and are found much less often in highly urbanised areas than in
rural areas (6% as against 15%) (WBO’93; SCP calculation). The declining trend
since 1976 suggests this phenomenon is gradually dying out.
Elderly people who live with their children or other people, and residents of homes
for the elderly are referred to as the “non-independent elderly population”. In this
section of the population, residents of homes for the elderly are far more numerous
than elderly people who live with their children or others. Table 2.6 shows how the
size of the residential home population has developed.

Table 2.6 Population in residental homes , by age group, sex and household composition, 1971-1995 (in absolutea

numbers and as percentages of population)
men women all of which of which

aged aged aged aged alone women
65-79  � 80 65-79 � 80 (in %)  alone

(in %)
number of residents (x 1,000)

1971 19 23 42 46 130 82 60
1980 19 31 44 79 173 88 65
1990 13 28 32 102 175 89 71
1995 14 24 31 95 164 85 70

percentage of population
1971 4 23 7 34 10
1980 3 27 6 40 11
1990 2 21 4 34 9
1995 2 17 4 28 8
Residential homes for the elderly and nursing homes.a

Source: Vis (1981); CBS (1983 en 1992); CAK-AWBZ (1991); SIG (1991); CBS (1996)
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The number of people living in residential homes continues to fall in absolute
terms. Unlike in the past, there is now also a decline in the number of very elderly
people in residential care. As a result of the decline in the number of elderly people
in residential homes and the growing elderly population, the proportion of elderly
people living in homes has decreased from 11% to 8% over the last fifteen years.

Residential homes for the elderly are seen primarily as a last resort for seriously
disabled elderly people. In view of the figures in table 2.6, we should therefore add
that the homes care mainly for single elderly women with severe disabilities.

2.3 Networks of elderly people

It has already been suggested that many old people end up living alone because
they lose their partner. In addition, the number of elderly people living with their
children or others continues to decline. The suggestion that elderly people who live
alone are lonely and isolated does not do justice to the fact that most have relations
with many other people. This section presents data on the networks that elderly
people form, derived from the Nestor research programme “Living circumstances
and social networks”. The significance of these networks is examined elsewhere in
this report. Here, we shall simply look at their size and composition. Table 2.7
contains figures on elderly people and their relatives.

Table 2.7 Number of elderly people and their relatives, by age group, 1992 (in per cent) 
aged aged aged aged aged aged aged

55-59 60-64 65-69 70-74 75-79 80-84 85-89
parent(s) 38 20 9 4 2 1 -
brothers and sisters 93 90 92 89 85 75 62
child(ren) 88 87 87 85 86 79 73
grandchild(ren) 48 65 75 79 83 76 75

4 or more brothers and
sisters 47 42 40 32 24 20 10
3 or more children 44 49 51 48 51 45 43
Source: Nestor-LSN’92: calculation by Dykstra and Knipscheer (1995)

40% of 55-59-year-olds have at least one parent, over 90% have at least one brother
or sister and roughly the same percentage have one or more children. More than
half have grandchildren.
Up to the age of 75 there is little change in the number of elderly people who have
children and/or brothers and sisters. By this age, the proportion with grandchildren
has risen to 80%. A majority of elderly people in the Netherlands (73%) are part of
a family of three or more generations; 12% have neither parents nor children
(Dykstra and Knipscheer 1995: 53).

The proportion of elderly people who have four or more brothers or sisters (this
figure has been chosen because this applies to around half those aged 55-59)
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declines as these relatives die. After the age of 75, the ranks have thinned so much
that the number of elderly people without brothers and sisters (-in-law) increases to
as much as 40%.
The proportion of elderly people with children is also lower above the age of 75.
This is because of the relatively large number of women in this age group who have
never married or had children, and because of parents outliving their children
(Dykstra and Call 1997).
Elderly people’s relatives generally live fairly close by. Some 40% of those who
still have brothers and sisters are within half an hour’s travelling of their relatives.
Of those who have children, as many as 85% live within this distance of at least
one of their offspring (Dykstra and Knipscheer 1995: 51).

Only a negligible proportion of elderly people have contact with their children less
than once a month, and the vast majority (90%) have contact at least once a week.
The number of children would not appear to affect the overall pattern of contact.
This is because there is far more contact between elderly parents and children in
small families than in larger families. Children and parents in smaller families
appear to be much closer (Dykstra and Knipscheer 1995: 55). Those who have no
contact with their children are likely to be much more strongly oriented towards
their brothers and sisters. The number of contacts with these relatives is at any rate
much higher in this category than among elderly people with children.

Networks of people consist of more than families alone. They also include
neighbours and friends. At the same time, not all family members will be important
to the individual in question. Someone with whom one rarely has contact cannot be
regarded as part of the network of significant others.
The Nestor study also provides information on the size of the overall network of the
elderly people in the study. People were counted as part of the network if the
respondents indicated that they were important to them and they had regular
contact with them. The information is summarised in figure 2.1.

Children and other relatives each appear to account for around a quarter of the
network. After this, neighbours and friends were mentioned most often (12% and
10%). Fellow members of organisations (including the church), current and ex-
colleagues and acquaintances were also found to be significant, each accounting for
around 5% of the network (Van Tilburg 1995: 87).
Over three-quarters of the children of the respondents and some 40% of their
brothers and sisters (-in-law) were regarded by the respondents as part of their
network (Dykstra 1995: 109).
The network of those aged 55-59 with children was found to consist of fourteen
people on average, while that of their contemporaries without children was
somewhat smaller, at nine. The network appeared to be smaller and less diverse the
older the age group in question. Given the categories in the network that show the
sharpest decline (brothers, sisters and friends), the main cause of this is the death of
the individual’s contemporaries.
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Figure 2.1 Composition of network of elderly people without children and elderly people with children, by age group,
1992

Source: Nestor-LSN’92; calculation by Dykstra (1995)

Figure 2.2 Composition of part of network of elderly people whose members are no more than 15 minutes’ travelling
time away, by type of household, 1992

Source: Nestor-LSN’92; calculation by Broese van Groenou (1995)
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Those without children have more friends, neighbours and other relatives in their
network than those with children. The last two categories are important to people
in the oldest age groups, as they remain the same size (half of the individuals in the
network).
Figure 2.2 compares the size and composition of some of the networks of elderly
people who live with someone else, live alone or live in a residential home. The
members are people who live within 15 minutes of the respondents.

The number of network members living nearby is virtually the same for people
living alone and with someone else. However, the composition is somewhat
different. Neighbours, friends and slightly more distant relatives are more likely to
form part of the network of elderly people who live alone, while children (-in-law)
and brothers and sisters (-in-law) are less likely to be figure.

The networks of elderly people in residential homes are clearly smaller than those
of people who live independently. This applies to all the categories of the network
identified. The same applies to them as to a similar group of people living
independently. Those who have few contacts in the neighbourhood, who rely on
care services more because they are very elderly, no longer have a partner, or have
physical disabilities, are more likely to have a very small network in their
immediate environment, which can offer little potential help (Broese van Groenou
1995: 126).

2.4 Conclusions

A number of demographic trends have now passed or are about to reach a turning
point. From the year 2000 the growth in the elderly population will accelerate as
the vanguard of the baby boom generation reach the age of 55. However, the
“double-ageing” of the population - the faster average growth in the number of very
elderly people - is set to level off somewhat in the future. These changes give little
reason for change in policy on the elderly. The issue of work for elderly employees
and - ten years later - of old age pensions will come to the fore; pressure on care
and accommodation facilities which are mainly geared to the very elderly will
decrease very little.

The type of household in which elderly people live is changing only in certain
categories. The multi-generation household has become rather a rarity and younger
elderly men account for most of the elderly people living alone, whose numbers are
on the increase. These individuals might require extra attention if it appears that
they are not entirely self-sufficient when care problems arise, as is the case with
older men.

The Report on the Elderly 1993 already mentioned an increase in two other
categories of elderly people who might need special attention - divorcees and those
who have never been married. There are indications that these two categories of
elderly people are generally in a poorer state of health; divorced women - a
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category that is likely to see a large increase - also often have no supplementary
pension arrangements.

The composition of the household is seen as one of the main determinants of
demand for assistance. This is not in itself incorrect, but it often overlooks the fact
that significant relationships are not limited to members of the same household.
Elderly people generally have a network of considerable size, although it shrinks as
contemporaries die. For instance, 55-59-year-olds with no children have a network
of nine people on average, while that of 85-89-year-olds in the same position is
only five. The network of elderly people living alone is little different from that of
elderly people living with someone else, but that of elderly people in residential
homes is smaller than that of those who live independently. This is partly due to
age differences. Residents of homes for the elderly are usually in the oldest
category, members of this category tend to have a smaller network. On the other
hand, it may be the lack of a network that forces people to move to a residential
home. Very old people without a partner and with physical disabilities are likely to
belong to a small network that offers little potential assistance.
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3  EDUCATION AND TRAINING

3.1 Introduction

Education is an important determinant of an individual’s socioeconomic status. A
person’s chances of finding work, the level of that work and income are all
dependent on their level of education. Education also plays an important role in
predicting use of recreational, cultural and care facilities, and social and political
participation. In the case of elderly people, the highly educated among them are
likely to be able to function independently for longer. There are, for instance,
relatively few highly educated elderly people in residential homes (Timmermans
1993).
Like previous reports, this report outlines elderly people’s level of education and
their participation in various types of education. This chapter is to some extent an
update of the SCP publications Educatie op leeftijd (“Education in Old Age”) 
(Herweijer 1990) and the education and training chapter of the Report on the
Elderly 1993 (Timmermans 1993).

In view of the importance of education for elderly people’s status in all areas of life,
it is useful to gain some insight into trends in their level of education. Section 3.2
looks at developments in this area. Besides describing the level of education of
today’s elderly generation, it also presents a forecast for the next twenty years.

Sections 3.3 to 3.7 look at educational participation by elderly people: at the
number of participants and amount of time spent on education (3.3), the
characteristics of older education participants (3.4), participation by elderly
working people (3.5), the impact of demographic change on educational
participation (3.6) and expenditure on education (3.7).

It is sometimes assumed that the education on offer is not accessible enough to
elderly people, and that the demand for courses is greater than the participation
figures might suggest. Section 3.8 gives an impression of elderly people’s
unfulfilled desires with regard to education, and what prevents them from
participating.
The information presented in sections 3.3 to 3.8 does not include residents of
homes for the elderly, because very few of them are involved in education. The
chapter closes with a summary of the main findings (3.9).

3.2 Level of education

Participation in education during youth has increased considerably since the
Second World War. More and more youngsters have stayed in education for longer
and longer, and each generation of young people has achieved a higher level of
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education than the previous one (see SCP 1994: 316-323). The level of education of
older generations, who grew up at a time when secondary schooling was not the
rule, is lower. In a snapshot of the education level of the entire population, this
difference between the generations will manifest itself as a negative correlation
between age and education: the older one is, the lower one’s level of education.

Table 3.1 represents a snapshot of current education levels among adults aged 35
and over. The figures come from a survey of the working population carried out by
Statistics Netherlands (CBS) and an associated survey of people aged 65 and over,
both of which refer to 1995. The figures confirm that elderly people (aged 55 and
over) have a relatively low level of education. Many of them have nothing more
than basic education, and the proportion of elderly people with higher education is
clearly smaller than that among the younger age group.
Based on the percentages of poorly and highly educated, the education deficit is
greater among older women than among older men.

Table 3.1 Level of education, by age and sex, 1995 (in per cent)a

aged 35-54 aged 55-64 aged 65-74 aged 75-84 aged � 85 total aged �55
men

basic 12 20 25 33 42 25
junior secondary 20 21 21 20 19 21
senior secondary 41 40 37 31 19 37
higher 27 19 16 16 19 18
total 100 100 100 100 100 100

women
basic 16 31 43 57 66 42
junior secondary 30 36 30 23 16 30
senior secondary 35 24 20 13 10 20
higher 19 10 7 7 8 8
total 100 100 100 100 100 100

Excluding population in residential homes.a

Source: CBS (EBB’95); CBS (EBB-elderly’95) SCP calculation

One notable point is that men aged 85 and over are the exception to the “the older
one is, the lower one’s level of education” rule. The number of highly educated
men rises above the age of 85. The same pattern is found among women, although
in a much diluted form. It is not likely that this reversal is due to actual differences
in the participation rate for education. It is more likely to be down to a selection
mechanism. The figures in table 3.1 refer only to elderly people who live
independently. In order to obtain a complete picture for this age group, we would
have to take the residents of homes for the elderly into account, and these people
are generally very elderly. Table 3.2 shows the level of education of residents of
care and nursing homes aged 65 and over, based on a 1996 survey of elderly people
in institutions.
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Compared to elderly people who still live independently, those in institutions are
very poorly educated. The vast majority of them have had no more than a basic
education, and many did not even complete their primary schooling. More highly
educated elderly people apparently manage to remain independent for longer. It is
also possible that many very elderly people are highly educated because of
socioeconomic differences in life expectancy, another form of selection.

Table 3.2 Level of education of elderly people in residential care and nursing homes, 1996 (in per cent)
residential care homes nursing homes

basic 82 68
junior secondary 12 17
senior secondary/higher 6 14

total 100 100

Source: SCP (OII’96)

The growth in educational participation in the past will of course eventually lead to
a rise in the level of education of elderly people. If we compare the present figures
with figures from the early seventies, we find that the distribution of elderly people
among different levels of education has also changed considerably over the course
of 25 years (table 3.3). However, comparison is hampered by the fact that the
classification of different types of education has changed since the late seventies.
The figures for 1971 have therefore been corrected, and this has a slight effect on
the distribution in 1981 (see Herweijer 1990).

Table 3.3 Population aged 55 and over, by level of education and sex, 1971-1995 (in per cent)
1971 1981 1990 1995

men
basic 59 49 36 25
junior secondary 13 18 22 21
senior secondary 22 25 30 37
higher 7 9 12 18
total 100 100 100 100

women
basic 72 66 57 42
junior secondary 12 17 23 30
senior secondary 12 13 15 20
higher 5 5 5 8
total 100 100 100 100

Source: Timmermans (1993); CBS (EBB’95 and EBB-elderly’95) SCP calculation 
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The proportion of elderly people with no more than a basic education has fallen
considerably, and the number with senior secondary and higher qualifications has
risen. Judging by the developments in these categories, the level of education of
elderly men has risen more than that of elderly women. The difference in the levels
of education of older men and older women has therefore increased over the last
25 years. Whereas, in 1971, 13% of older women would have to be placed in a
higher category to achieve the same distribution as that for men, by 1995 this had
risen to 26%.

How is elderly people’s level of education likely to develop in the future? The
SCP’s 1990 publication Educatie op leeftijd (Herweijer 1990) gave a forecast for
the period 1990-2010. According to this prognosis, we could expect to see a major
rise in the level of education of the elderly population. The calculation has been
repeated for the present report, based on the distribution observed in 1995.

The forecasting method is largely the same as that used in the 1990 publication.
The outcomes produced by the education ministry’s Skills Forecasting Model
(O&W 1994) were used to estimate the level of education of 55-64-year-olds. Any
changes in education level as a result of adult education were discounted. In the
case of people aged 65 and over, it was assumed that their level of education would
change no further as a result of educational participation. No account was taken of
possible socioeconomic differences in life expectancy. The replacement of older,
less well-educated cohorts by younger, better-educated cohorts was thus regarded as
the sole cause of the changes in education level among people aged 65 and over. In
concrete terms, this does not do justice to the fact established above that the level of
education of elderly people who live independently rises above the age of 85 as a
result of selection. The future level of education among the over-85s living
independently is thus underestimated in this forecast. On the other hand, however,
the figures in the forecast, unlike the current figures, include the entire elderly
population, including future residents of homes for the elderly. The median figure
in Statistics Netherlands’ population forecast was used to determine the size of the
various age groups between now and 2015.

Table 3.4 gives an overview of expected developments in the level of education
among the elderly population up to the year 2015. See appendix A1 for a
breakdown by age.
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Table 3.4 Population aged 55 and over by level of education and sex, 1995-2015 (in per cent)a

1995 2000 2005 2010 2015
men

basic 25 21 18 16 14
junior secondary 21 22 22 22 22
senior secondary 37 38 39 39 40
higher 18 19 21 23 25
total 100 100 100 100 100

women
basic 42 35 29 24 19
junior secondary 30 32 33 32 30
senior secondary 20 23 26 29 32
higher 8 10 12 15 18
total 100 100 100 100 100

Excluding population in residential homes.a

Source: CBS (EBB’95 and EBB-elderly’95); CBS Population forecast 1995; O&W (1994) SCP calculation

The forecast indicates that the level of education of elderly people is set to rise over
the next twenty years. The main changes among elderly men will occur at the
extremes of the distribution: the number of elderly men with no more than a basic
education will decrease further to no more than 14% in the year 2015, while the
number of highly educated elderly men (with university or college degrees) will
increase to 25%. Among elderly women, there will also be significant growth at
secondary level (from 20% in 1995 to 32% in 2015).

In 2015, too, elderly women are still expected to lag behind men in educational
terms. However, the difference will be smaller. The percentage of women that
would have to be placed in a higher category to achieve a distribution equal to that
of men will decrease from 26% in 1995 to 14% in 2015. As we have mentioned,
this trend towards more equality between elderly men and women constitutes a
reversal in the trend. This pattern - increasing difference followed by decreasing
difference - echoes a similar trend in youth education.

The level of education of the population aged 35-54 is expected to increase less
rapidly over the next few decades. Indeed, saturation is likely to occur among men
in this age group (O&W 1994). Elderly people’s educational deficit in respect of
the 35-54 age group will therefore shrink up to 2015. Among men, in particular,
only a slight difference will remain, according to the forecasts. This heralds the end
of the traditional educational deficit of the elderly. However, many of the people
who will be aged 35-54 in the year 2015 are now still in education, so their future
level of education is by no means certain. Whether elderly people’s educational
deficit with respect to other adults really will diminish or even disappear will
depend partly on the choices young adults make over the next few years.
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3.3 Participation in  education 

Elderly people who participate in education will generally have different motives
for doing so than young people. Youngsters participate in order to acquire basic
skills and to prepare themselves for the labour market. To them, education is an
investment in the future, for which they sometimes make considerable sacrifices in
terms of time and money. The same applies to adults who take courses leading to
qualifications at an older age. For elderly people, the investment idea is a lesser
consideration, if indeed it figures at all (Cramer and Van der Kamp 1989). For
them it is more a case of fulfilling an interest, a desire to improve oneself, or to
come into contact with others. Qualifications are not so important. Elderly
education participants are not, therefore, found often on courses leading to
qualifications. It is therefore useful, when looking at elderly people’s involvement
in education, to use a broad definition of education. We have not taken residents of
homes for the elderly into account, as they rarely take part in education.

Table 3.5 shows trends in educational participation by elderly people since the late
seventies, based on a broad definition of education. We have distinguished between
education associated with qualifications, particular professions and for the purposes
of acquiring basic skills (diploma courses), and education not associated with
qualifications (non-diploma courses), which is often creative or self-improving.
Education leading to qualifications includes corporate training, training for the
unemployed and regular education funded by the education ministry. Non-diploma
courses are usually offered by the private sector, or subsidised institutions.

Elderly people have been participating in education in steadily growing numbers
since the late seventies. Whereas, in 1979, some 11% of the population aged 55 and
over were involved in some kind of education, by 1995 the figure had risen to 18%.
The growth in participation has occurred among both men and women. The
differences in participation rates - women are more likely to be taking courses than
men - are therefore unaffected.

As expected, only a small proportion of the education in which elderly people are
involved leads to qualifications, although in absolute terms we are talking about
roughly 100,000 people.
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Table 3.5 Participation in education by population aged 55 and over, 1979-1995 (in per cent)
1979 1983 1987 1991 1995

men
diploma courses 2 1 3 1 4
non-diploma courses 8 10 11 13 12
all courses 9 11 12 14 15

women
diploma courses 2 1 2 1 2
non-diploma courses 11 15 16 18 19
all courses 12 16 17 19 20

men and  women
diploma courses 2 1 2 1 3
non-diploma courses 10 12 13 16 16
all courses 11 13 15 17 18

Source: SCP (AVO’79-’95)   

Elderly people’s rate of participation in education might have increased, but it is
still low compared to adults aged 35-54 (table 3.6). As in 1979, the rate among
elderly people in 1995 was around half that of 35-54-year-olds. Elderly people’s
interest in education leading to qualifications is particularly low compared with the
younger age group.

Table 3.6 Participation in education by elderly people and adults aged 35-54, 1979-1995 (in per cent)
1979 1983 1987 1991 1995

aged 35-54
diploma courses 6 8 9 13 21
non-diploma courses 18 20 21 34 23
all courses 20 25 27 39 37

aged 55 and over
diploma courses 2 1 2 2 3
non-diploma courses 10 12 13 16 16
all courses 11 13 15 17 18

Source: SCP (AVO’79-’95)   

The amount of time participants spend on education is an indication of the intensity
of participation. In 1990 Herweijer established, using data from 1980 and 1985,
that people do not spend a great deal of time on education. They spend twice as
much time reading newspapers, books and magazines, and much more on the
electronic media (Herweijer 1990). Table 3.7 shows up-to-date figures on how
much time people spend on education.

The figures are based on the Time Use Survey, in which a representative sample of
the population keep a diary of how they spend their time in an average week
(Knulst en Schoonderwoerd 1983). The figures in table 3.7 refer to education
participants only.  Figures on adults aged 35-54 are also included for comparison.1
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After a rise in the eighties, the amount of time elderly people spend on education
had fallen back to its 1980 level (a little over four hours a week) by 1995. Around
half an hour of this is travelling time. Education did not, therefore, occupy an
important place in the average elderly participant’s pattern of activities in 1995.

As in 1980, in 1995 elderly participants spent around one and a half hours less on
education than their counterparts aged 35-54. The initial difference between men
and women had disappeared by 1995.

Table 3.7 Number of hours participants aged 35 and over spend on education each week, 1980-1995
1980 1985 1990 1995

aged 35-54
men 5,6 5,2 7,4 6,4
women 5,6 5,4 6,9 4,9
total 5,6 5,3 7,1 5,6

aged 55 and over
men 5,5 4,9 4,3 4,1
women 2,9 3,7 6,3 4,2
total 4,1 4,4 5,4 4,2

Source: SCP (TBO’80-’95)

3.4 Characteristics of education participants

What are elderly education participants like? We have already noted that elderly
women are more likely to be involved in education than their male counterparts.
The participation rate also varies according to level of education, income, age and
physical condition. A low level of education, low income, physical disabilities and
advanced age all reduce the likelihood of an individual participating in education.
Table 3.8 shows the participation rates of different categories of elderly people in
1995.
The categories in table 3.8 overlap slightly. Highly educated elderly people will
also be fairly likely to have a high income, and elderly people at a very advanced
age are more likely to have physical disabilities. We performed a multivariate
analysis to establish whether there are differences in participation between the
different categories after correction for overlap between various characteristics.
Given the dichotomous nature of the dependent variable (an individual either
participates or not), we opted for a Logit model. The results are presented in the
appendix to this chapter (appendix A1).
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Table 3.8 Participation in education among elderly people, by sex, age, level of education, income and degree of
physical disability, 1995 (in percent)

diploma courses non-diploma courses total

sex

male 4 12 15
female 2 19 20

age
55-64 5 20 23
65-74 2 14 15
�75 1 9 10

level of education
basic 1 10 11
junior secondary 3 16 18
senior secondary 5 23 26
higher 8 33 36

income
first quartile (low) 2 12 13
second quartile 2 12 14
third quartile 2 16 18
fourth quartile (high) 5 22 26

physical disability
none or slight 3 17 20
moderate or severe 2 11 12

total 3 16 18

Source: SCP (AVO’95)   

The results show that income has no independent effect on educational
participation. The higher participation rate among wealthier elderly people is
therefore linked to their higher level of education. And the link between physical
disability and participation is also less pronounced than table 3.8 suggests. Elderly
people with physical disabilities are often at a very advanced age and educational
participation declines with age. Level of education, sex and age all retain a clear
and significant link with participation.

It is not clear how we should interpret the negative correlation between age and
educational participation. Does the participation rate decline the older people
become, or are generations born earlier less likely to participate than those born
later? There are arguments to support both interpretations. On the one hand, a
difference can arise between generations or birth cohorts, as a result of differences
in experiences during youth, which affect the course of one’s later life, for example.
On the other hand, it is also possible that people lose interest in education as they
grow older, because they feel too old, that it is not worth the effort etc. It is not easy
to disentangle the effects of age and membership of a particular cohort. At a certain
point, the two are the same, and cannot be distinguished. The problem is not easy
to solve even if one has information about certain points in time (Glenn 1977; Van
den Broek 1995).2
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One solution is to accord more significance to age or birth cohort. One might argue
that any differences between the educational participation rate of adults from
different birth cohorts are the result of differences in their level of education. After
all, level of education is an important predictor of participation, and the level of
education of successive birth cohorts was found to be different. Differences in the
participation rates of different age groups that remain after account is taken of
differences in the level of education can be regarded as a “pure” age effect, or the
effect of growing older.

Figure 3.1 shows differences in participation by age, before and after correction for
the level of education. Figure 3.1a refers to overall educational participation, and
figure 3.1b to participation in education that does not lead to qualifications. To give
a somewhat broader picture, 35 was taken as the minimum age. The so-called odds
ratios are shown. They indicate how the educational participation of a particular
age group deviates from the average. An odds ratio greater than one means above-
average participation; an odds ratio smaller than one points to below-average
participation.

Firstly, one is struck by the fact that the age differences in participation in non-
diploma courses (figure 3.1b) are much smaller than in overall educational
participation (figure 3.1a). Participation in non-diploma courses decreases very
little up to the age of 55-64.

After correction for differences in level of education, the difference between age
groups becomes smaller. Given the assumption made, we can regard this as the
“pure” age effect. In non-diploma education there are indeed more participants
aged 55-64 than aged 45-54. This positive age effect is probably the result of more
free time becoming available once children have moved out of the parental home,
or after early retirement.

The age differences remain quite large in the figures for overall educational
participation. However, it is not possible to pinpoint an age above which
participation suddenly decreases. It is more a case of a gradual decrease in
participation with rising age. This is not adequately reflected if we regard elderly
people as a uniform group. The fact that elderly people are less likely to take part in
education the older they are is a generational and age-related phenomenon. The
older the group we look at, the less its members will have been oriented towards
education during their lifetime (generational feature). The figures for non-diploma
course also show that educational participation is below average only above the age
of 70. It is only then that the age effect occurs. The strong impact of the age effect
on total educational participation, even after correction for all types of factors, can
be explained by the declining significance of qualification-oriented education. If we
look at the above data from the point of view of elderly people’s reasons for
participating in educational activities, we find that their participation rate does not
lag behind that of the overall population as much as is often assumed, at least not
up to the age of 70.
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Figure 3.1 Participation in education, population aged 35 and over, by age, 1995 (odds ratios)
Figure 3.1a All education

Figure 3.1b Non-diploma courses

Source: SCP (AVO’95)

3.5 Working people in education
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People aged 55-64 are still part of the working population (potential or actual).
However, this age group has a low labour market participation rate. The labour
market regards older employees as less attractive and the early retirement system
makes it socially acceptable for older employees to be retrenched, and softens the
financial impact of retrenchment (Timmermans 1993). However, on the downside,
large-scale early retirement is expensive. Attempts are being made to keep older
people in work longer, partly because it is feared that the costs may get out of hand
in the long run (see chapter 4, Work).

One possibility is to increase older employees’ productivity through training.
However, this is complicated by the fact that in their case there is less time to
recoup the investment in training than with younger employees. This can prompt
the idea that training is no longer worthwhile.

The participation figures for employees of 55 and over confirm the expectation that
they take part to a lesser extent in training leading to qualifications than younger
employees (table 3.9). Indeed, in the period 1979-1991 older employees fell behind
even further. While participation rose among younger employees, it remained
stable among older employees.

In 1995 the observed participation rate in training leading to qualifications across
the board was higher as a result of a change in the question concerning
participation in corporate training.  It is therefore difficult to say whether the3

difference in participation between older and younger employees reduced between
1991 and 1995. However, we can say that in 1995, older employees were relatively
less likely to participate in corporate training and other types of education leading
to qualifications. In view of the desire to keep older members of the population in
work longer, this is not a very hopeful finding.

Table 3.9 Participation in diploma courses among working people, by age, 1979-1995 (in per cent)
1979 1983 1987 1991 1995

aged 35-44
diploma courses 10 13 18 18 32
of which, corporate training 5 8 9 11 27a

aged 45-54
diploma courses 5 8 12 14 21
of which, corporate training 3 5 8 9 18a

aged 55-64
diploma courses 4 4 5 4 13
of which, corporate training 2 2 3 3 12a

In 1995: participation during $the last 12 months$; in 1979-1991, participation $at the moment#.a

Source: SCP (AVO’79-’95)

3.6 Educational participation and the changing elderly population: the future



35

Since educational participation is connected with a number of background
characteristics, any change in those characteristics among the elderly population
will lead to changes in their rate of educational participation. For instance, one
might expect a rise in the level of education of elderly people to lead them to
participate more. Besides changes affected by the composition of the elderly
population other, “autonomous” developments can occur, as a result, for instance,
of additional supply or a general social trend towards more education.

In order to estimate future educational participation rates among the elderly, we
need to know whether their rising participation rate over the period 1979-1995 (see
table 3.6) was mainly the result of a changing elderly population profile, or if the
growth was autonomous. The information in table 3.10 throws some light on the
matter. It contains simulated participation rates for 1979-1995. Participation has
been simulated in two ways: with a constant population profile, and with constant
likelihood of participation. Using the results of the multivariate analysis (see
appendix A1), the likelihood of participation was made dependent on sex, age and
level of education. The population profile was divided along the same lines.

The simulations with a constant population profile showed a possibility of
autonomous growth. To see this, compare the figures in the columns in table 3.10.
The simulations based on a constant likelihood of participation indicate the effect
of the changed population profile. To see this, compare the participation rates in
the rows in table 3.10. Actual participation rates are shown in bold in a diagonal
line running from top left to bottom right.4

It appears that, even with a constant population profile, there is still growth in
participation in the order of five to six percentage points (increase within the
columns). However, growth is no more than 1 to 2 percentage points if the
likelihood of participation remains constant (increase across the rows). Although
the rise in level of education has fostered more educational participation among the
elderly, the growth over the period 1979-1995 was mainly autonomous.

Table 3.10 Simulated participation in education, population aged 55 and over, 1979, 1987 and 1995 (in per cent)
1979 1987 1995

simulated participation acc. to
likelihood of participation 1979 11 11 12
likelihood of participation 1987 14 16 16
likelihood of participation 1995 16 18 18

Source: SCP (AVO’79, ’87, ’91)

Elderly people’s level of education is set to rise considerably between 1995 and
2015 (see section 3.2). If the likelihood of participation remains the same, this
alone will cause educational participation to increase further. Table 3.11 gives a
forecast of educational participation in which the effect of demographic change
(distribution according to age, sex and level of education) can be seen.
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Table 3.11 Expected developments in educational participation, population aged 55 and over, 1995-2015 (in per
cent)

1995 2000 2005 2010 2015
men 16 16 17 17 17
women 20 21 22 23 25
total 18 18 20 21 21

Source: SCP

As a result of demographic change, particularly the rise in education level, the
proportion of elderly people taking a course or engaged in training is expected to
increase by some three percentage points over the next twenty years. The growth is
expected to be greater among women (five percentage points) than among men
(one percentage point), as women’s level of education is rising faster than men’s. If
the rate of autonomous growth also remains the same (five to six percentage points
over the last 16 years), by 2015 the level of participation will be some ten
percentage points higher than now.

3.7 Expenditure on education

In a Statistics Netherlands study, elderly education participants were asked how
much the course was costing them. Participants were found to spend an average of
237 guilders a year on education. This consists of fees (164 guilders), books and
materials (46 guilders) and travelling expenses (27 guilders). The spread is in fact
considerable. Around a third of participants spend nothing - apparently they attend
courses that are free of charge - while 15% of participants spend over 500 guilders
a year.

There is some correlation with income. The higher the family income, the higher
the expenditure on education. This can be seen in the left-hand column of table
3.12, where average educational expenditure is divided by level of income and of
education. Participants with a low income opt for cheaper types of education, or
perhaps benefit from means-tested assistance schemes. There is also a link with
level of education. The better educated participants spend more on education than
those with lower qualifications. In the right-hand column of table 3.12 the average
expenditure has been corrected for the correlation with level of income and
education. This correction was carried out because more highly educated elderly
people also have a higher income. The corrected amounts show that the higher
expenditure among the more highly educated cannot be attributed to their higher
income. The beta values show that level of education is in fact a more important
predictor of expenditure than level of income. The higher spending on the part of
the better educated might be the result of price differences. They apparently prefer
higher-level courses, which are often more expensive (e.g. Open University).

Although the amount of income available imposes restrictions, interest and a
willingness to spend money on education are more important in determining
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expenditure on education than the budget itself.

Table 3.12 Expenditure on education, by level of income and education, 1995 (participants only, expenditure in
guilders per year)

actual corrected
overall average 237 237

net annual household income
< 19,000 guilders 129 176
19,000-27,000 guilders 165 198
27,000-42,000 guilders 239 241
> 42,000 guilders 336 290

(b)eta 0.22 0.11

level of education
basic 140 162
junior secondary 172 184
senior secondary 225 218
higher 432 399

(b)eta 0.28 0.23

proportion of explained variance 0.09

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

3.8 Obstacles to participation

We have already observed that elderly people are less likely to take part in
education than younger adults. However, it is generally assumed that elderly
people’s demand for education is higher than the participation figures would
suggest. It is believed that quite a number of elderly people do not engage in
educational activities because of various obstacles. In the Statistics Netherlands
survey, non-participants were therefore also asked if they would like to take a
course, but were unable to do so (table 3.13). There is thus a degree of unfulfilled
demand, but not on such a scale as to explain the difference between the elderly and
young adults. Furthermore, it is reasonable to assume that some younger adults also
have unfulfilled demands when it comes to education, because of lack of time for
instance (SCP 1996).

Further analysis shows that highly educated, wealthy elderly people with no
physical disabilities are the most likely to have unfulfilled educational desires.
Participation is also highest among this group. Physical disability and lack of
financial resources are not, apparently, an obstacle to educational participation -
some people simply do not feel the need.

Elderly people with unfulfilled educational desires were asked why they had never
got around to taking a course. They were asked to choose from a number of possible
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answers: cost, the type of courses on offer (too difficult, too easy, uninteresting), the
time of lessons, transport, lack of appropriate facilities and other. The most popular
response was other (60%) followed by cost (17%) and the time at which lessons
took place (9%). Elderly people on a low income were more likely to be put off by
the cost than those who are well-off (44% and 5% respectively). Elderly people
with a low income do not often have an unsatisfied desire to take a course, but if
they do, the cost will generally be the main stumbling block.

It is notable that problems with transport or lack of suitable facilities for elderly
people with physical disabilities were seldom mentioned as a reason for not
following a course.

Elderly people who would like to take some kind of course are mainly interested in
art (painting, drawing etc.) and language courses, particularly foreign languages.

Table 3.13 Demand for education among population aged 65 and over, 1995 (in per cent)
participating not participating, not participating, total

wants to participate no wish to participate
level of education

basic 9 3 88 100
junior secondary 14 5 82 100
senior secondary 18 7 75 100
higher 26 8 66 100

net annual household income
< 19,000 guilders 12 4 84 100
19,000-27,000 guilders 13 4 83 100
27,000-42,000 guilders 15 7 79 100
> 42,000 guilders 22 9 68 100

physical disability
none or slight 15 5 79 100
moderate 9 4 87 100
severe 5 1 93 100

all 14 5 81 100

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

3.9 Conclusions

We have looked at the subject of elderly people and education from two points of
view in this chapter: their level of education, and their involvement in the
education on offer. The main findings are summarised below.
Elderly people’s level of education has risen considerably over the past few
decades. The generations that benefited from the post-war growth in educational
participation are now reaching old age. Nevertheless, elderly people, particularly
elderly women, are still poorly educated in comparison with younger adults.

The education level among the elderly population will continue to rise over the next
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twenty years. Elderly women will catch up with elderly men to some extent. Elderly
people’s education deficit with respect to younger adults should be much smaller in
2015, heralding the end of this traditional situation. Whether this will indeed
happen will depend partly on the choices of the present young generations, which
are difficult to predict. However, there are clearly limits to the growth in
educational participation during youth. In the long term, this will also cause the
educational differences between generations to level off.

A growing number of elderly people are engaged in training or taking some kind of
course. If we define education broadly, then in 1995 one in five elderly people were
involved in education. Compared with younger adults (35-54 years), their
participation rate is low, particularly when it comes to courses that lead to a
qualification. This is partly down to their low average level of education. If we
correct for this, the age differences are smaller, and indeed there are no differences
in the case of courses not leading to qualifications and in the 55-64 age group. In
overall terms, participation declines gradually over the years, rather than falling off
sharply at, say, 50, 55 or 60.

As well as age differences, there are also sex-related differences (women participate
more than men) and differences determined by level of education. The higher an
individual’s level of education, they more likely they are to participate. Income
does not play an independent role in explaining differences in participation, and
physical disabilities have only a minor effect.

Elderly people who are in work are still much less likely to train for new
qualifications than their younger colleagues. This is an unfavourable situation,
given the desire to reduce the amount of early retirement because, as we shall
discuss in chapter 4, updating knowledge and skills can be a good way of
preventing the need for early retirement.
Elderly people are not intensely involved in education, judging by the amount of
time and money they spend on it. They spend an average of four hours a week and
(in 1995) almost 240 guilders a year on education.

The data available suggest that some elderly people would like to take party in
education, but are unable to do so. However, this is not a large group. The vast
majority of elderly people who want to take a course manage to find a suitable one.
Those who have unfulfilled educational desires are also most likely to belong to the
group that has the highest participation rate (e.g. the highly educated). The survey
of reasons for not participating did not produce a clear picture, and did not reveal
any obstacles that might be regarded as typical in the case of elderly people.
The growth in educational participation by elderly people since the late seventies
has been much greater than one might expect on the basis of their rising level of
education alone. There has in fact been an autonomous trend towards more
educational participation. However, this does not mean that the expected future rise
in elderly people’s level of education will not lead to growing demand for courses.
If the autonomous trend continues, there will be an even greater rise in demand.
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Unlike other reports based on the Time Use Survey, which generally cover the entire population,1

i.e. also non-participants.
Participation of a birth cohort can be compared at different ages, but this introduces a third factor2

- the period - alongside age and membership of the cohort. The period refers to the social
conditions prevailing at a given moment that might affect an individual’s actions. Given the
possible period effects, the effects of age and cohort membership cannot be disentangled, even
with data on successive points in time. In cohort analysis, this is known as the identification
problem. It is possible to establish the influence of age (A), birth year or cohort (C) and period
(the point of observation: P) simultaneously. Since A = P - C, with two of the three factors the
third is fixed.
From 1979 to 1991, respondents were asked “are you currently taking an internal course at the3

company or institution where you work?”. In 1995, they were also asked: “or have you taken
such a course in the last twelve months?”
The participation rate for 1987 in table 3.10 deviates by one percentage point from the total4

participation rate in table 3.6. Table 3.6 also includes respondents for whom no information is
available regarding level of education. This gives rise to a slight deviation.

The participation rate might well rise by as much as 10 percentage points by the
year 2015.

Notes
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4  WORK

4.1 Introduction

The low labour market participation rate among elderly people is being seen
increasingly as a social problem. In the eighties, the prevailing view was that the
abundant opportunities allowing elderly people to retire early were a good thing,
from the point of view of their welfare and in terms of creating openings for
youngsters and other newcomers on the labour market. However, in the nineties the
idea that such large scale inactivity on the part of elderly people is a luxury that we
can no longer afford has taken hold. We are talking, incidentally, about people up
to the age of 65. Although there are occasional calls for the retirement age to be
raised, implying that job opportunities for the over-65s should be enhanced, it is
mainly the small number of working people in the 55-64 age group that is seen as a
problem, for two reasons.

Firstly, large-scale retirement from the workforce affects the welfare state’s
financial base in two ways: retired people pay smaller contributions to public funds
for collective schemes than people who are in work and many of them also claim
social security benefits (including under the semi-collective early retirement
schemes). This pushes up the public sector borrowing requirement, because the
denominator (national income) falls as the numerator (public expenditure) rises.
The problem is made worse by the fact that the proportion of the (potential) labour
force in the “critical” phase (50 to 55 years of age) is gradually increasing. Even if
the proportion of people aged 55 and over were to stabilise, the pressure on public
expenditure would increase and the financial base would shrink further.

Besides the macro-problem of rising costs and a declining financial base, low
employment among elderly people can also cause problems at micro-level. This
aspect of the problem generally receives little attention. Over the last ten years, it
has become so normal for elderly people to leave the labour market well before the
age of 65 that one easily gains the impression that they are no longer willing or
able to make a “productive” contribution to society. They therefore risk being
pushed into the role of consumers only. Although we cannot deny that many elderly
people, after a life of hard work, look forward to their “well-earned rest”, there will
undoubtedly be many who prefer to remain in paid work as long as their physical
condition allows. If early retirement becomes the norm, this will become more and
more of a problem, however. Employers do not invest in employees who they
expect will continue working for only a few years. Unemployed people above the
age of 45 to 50 have virtually no prospects of finding a job. And in a labour market
with not enough jobs to go round, colleagues and newcomers are waiting in line to
take the jobs of elderly employees as soon as they come free. The result is age
discrimination - whether open or covert.
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In this chapter, we shall first of all present data on the labour market participation
rate among elderly people and look at how it has developed over the years (4.2).
We shall then look at what kind of jobs elderly people do, in terms of both a
number of formal characteristics and the quality of the jobs (4.3). A number of
socioeconomic factors that affect the number of people retiring early are examined
in section 4.4. Section 4.5 looks at ways of reducing the number of elderly people
leaving the labour force, and section 4.6 presents a number of conclusions.

4.2 Labour market participation

The labour market participation rate among elderly people in the Netherlands is
very low. Only a quarter (26%) of the population aged 55 to 64 is in paid work
(table 4.1). Two out of five men and one in eight women in this age group still have
a job. No more than one in six men and one in twenty women between the ages of
60 and 64 are in work. This does not include people who work less than twelve
hours a week, in accordance with the official definition of the working population.
If we include those working such short hours, then 29% of 55-64-year-olds work
(not included in table).

The cause of this low (net) employment rate is not a high rate of involuntary
unemployment among elderly people. On the contrary, unemployment among the
55-64 age group is only half that of the population as a whole, at 4%.

Table 4.1 Labour market participation, by age group, 1995 (in per cent)
gross participation rate net participation rate unemployment ratea b c

men and  women
aged 35-54 73 68 7
aged 55-64 27 26 4
of whom aged 55-59 41 39 5

      aged 60-64 12 11 3

men
aged 35-54 92 88 5
aged 55-64 40 39 4
of whom aged 55-59 60 58 4

aged 60-64 18 18 2

women
aged 35-54 53 47 11
aged 55-64 14 13 6
of whom aged 55-59 22 20 7

aged 60-64 5 5 5

People working or seeking work as percentage of total population in the age group in question.a

People working as percentage of total population in the age group in question.b

People seeking work as percentage of total population either working or seeking work in the age group inc

question.

Source: CBS (EBB’95) SCP calculation
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Table 4.2 relates labour market participation among the elderly to a number of
background characteristics. Labour market participation shows a strong correlation
with sex, level of education and physical condition: older women, poorly educated
elderly people and those with physical disabilities are the least likely to be in work.
However, the participation rate in each of the groups distinguished is well below
that of comparable individuals in the 35-54 age group. Elderly people’s low rate of
labour market participation is therefore only partly explained by the fact that
certain “unfavourable” characteristics are overrepresented among the elderly.

Incidentally, ethnic background would not appear to affect labour market
participation among the elderly, whereas it plays a major role in the case of
youngsters. However, the small number of observations means it is unclear whether
labour market participation among elderly Turks and Moroccans, for instance, is
the same as that among elderly Dutch people.

Table 4.2 Net labour market participation rate, by age group and a number of background characteristics,
1995 (as percentage of population in each age group)

aged 55-64 aged 35-54 total aged 15-64
total 22 59 51a

sexa

male 34 78 64
female 9 39 38

ethnic originb

Dutch 22 60 53
Turkish/Moroccan -  33 35c

Surinamese/Antillean 23 57 45
other non-Dutch 25 47 41

level of education
basic 13 42 29
junior secondary 20 54 48
senior secondary 22 67 62
higher 38 74 70

disabilitiesd

none 24 63 54
slight 23 51 46
moderate 10 35 29
severe 6 11 9

These percentages differ from those in table 4.1 as they come from a different source.a

On basis of nationality or country of birth of respondent or both parents.b

No figure given because too few observations were made (11).c

Sensory impairment and other physical disabilities combined.d

Source: SCP (AVO’95)   
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Since there may be cross-links between the characteristics in table 4.2 (e.g. sex and
level of education), it is not clear what individual effect these factors have. This can
be established by means of logistical regression, correcting for the effect of other
factors (see figure 4.1 and Appendix B2). Figure 4.1 shows that age has the greatest
effect on labour market participation, even among the elderly, immediately
followed by sex. A 55-year-old man with secondary education still has a 79%
probability of being in work, a 60-year-old man has a 41% probability, and a 64-
year-old man just 16%. A 60-year-old woman has only an 11% chance of being in
paid work. Poorly educated and physically disabled people also have a relatively
poor chance of (still) being in work: the probability for a 60-year-old man with
little education is 21%, and for a 60-year-old man with a severe physical disability
it is just 13%. Slight disabilities have little effect on a person’s chances of finding
work.This low labour market participation rate among elderly people is not a recent
phenomenon, nor is it a static situation, as figures 4.2 to 4.4 show (the figures show
different age groups than tables 4.1 and 4.2 in connection with the data available).
Up to the early seventies, labour market participation among elderly people (aged
50-64) was little lower than that among younger people (aged 25-49). Although the
rate among the younger population began to rise in 1970, however, a strong decline
set in among the elderly, which eventually brought their labour market
participation rate down to only half that of their younger colleagues by the nineties.
If we compare figures 4.4 and 4.3, we find that the trend among men differed
sharply from that among women. Participation among younger men has been
remarkably stable in the long term, whereas among elderly men it has fallen
sharply since 1970. Among women, on the other hand, there has been little change
in the participation rate of the older age group throughout this century, while
participation among younger women has seen explosive growth since 1970. The
declining participation rate of the elderly is thus entirely accounted for by
men.Over the last ten years, the participation rate among elderly people has
stabilised somewhat, as seen in figure 4.5, which shows the recent trend in slightly
more detail. Figure 4.5 shows a stabilisation in labour market participation among
elderly men since 1991. There was even a slight increase in 1995. The unreliability
margin of Statistics Netherlands’ Working Population Survey, on which these
figures are based, means it is too early to conclude that the trend has swung round
in the case of elderly men.  However, there was clearly a turnaround in the trend1

among elderly women in 1991. The labour market participation rate of women
aged 55 to 64 is slowly beginning to rise: from 11% in 1991 to 14% in 1995. In
view of the strong correlation between elderly people’s level of education and their
labour market participation rate, one might expect this rate to rise in future. Elderly
people’s average education level is set to rise as later, better-educated generations
reach the age of 45 or 50. However, one must approach such simple extrapolations
with caution. The fall in labour market participation among elderly people has not
occurred at all levels of education (figure 4.6). For instance, the rate among highly-
educated men aged 45-64 was 93% in 1979 and only 81% in 1995. If this trend
continues, the positive impact of a rising level of education among elderly will be at
least partly, if not entirely, counteracted by a fall in the participation rate of highly-
educated elderly people.
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Figure 4.1 Likelihood of elderly people working, 1995

Figure 4.2 Gross labour market participation rate, by age group, 1899-1993 (in per cent)

Reference person: 60-year-old man with secondary education and no physical disabilities; the other categories differ
from the reference person only in terms of the aspect mentioned

Source: SCP (AVO’95)

Source: CBS (1994) SCP calculation
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Figure 4.3 Gross labour market participation rate of men, by age group, 1899-1993 (in per cent)

Figure 4.4 Gross labour market participation rate of women, by age group, 1899-1993 (in per cent)

Source: CBS (1994) SCP calculation

Source: CBS (1994) SCP calculation
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Figure 4.5 Gross labour market participation rate of 55-64-year-olds, by sex, 1987-1995 (in per cent)

Source: CBS (1996) SCP calculation

Figure 4.6  Labour market participation rate of 45-64-year-old men, by level of education, 1979 and 1995 (as
percentage of population)
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4.3 Type of work done by elderly people

The distribution of elderly employees (aged 55-64) among different sectors differs
in a number of respects from that of the rest of the working population (table 4.3).
Elderly people are relatively more likely to work in agriculture and fishing, and
much less in the building and transport industries. Their overrepresentation in the
agricultural sector is probably caused by the large number of farmers who try to
continue farming for as long as possible. Their low numbers in building and
transport are probably due to the physically demanding working conditions, which
few people are able to cope with above the age of 55.

Elderly people are slightly more likely than younger people to have a full-time job,
and significantly less likely to have a part-time job for a substantial number of
hours (20-34). If we look at men and women separately, we find that the more
elderly members of the working population are actually slightly less likely to work
full time (among men, 88% versus 92%; among women, 23% versus 28%; not in
table). The relatively large proportion of full-time workers among the elderly is
thus caused by the overrepresentation of men (who often work full-time) among the
elderly working population. The number of people who reduce their hours as they
grow older would appear to be very small, judging by these figures.

A relatively large number of elderly people are self-employed: one in five, as
opposed to one in eight 35-54-year-olds. As many as a third of the oldest working
age group (60-64) are self-employed. This suggests that self-employed people
continue to work for longer than people employed by others.  This might be2

because there is no attractive early retirement scheme or invalidity scheme open to
them, or because they are more committed to their work. Older employees (aged
55-64) are just as likely to be in management as younger employees (35-54), but
much more likely than the youngest category (15-34). Most elderly workers have
been in the same job for many years. More than one in five have had their present
job for over ten years, and more than a quarter for as long as thirty years.

Table 4.3 shows the “formal” aspects of the work done by elderly people, but
table 4.4 shows a number of scores for the qualitative aspects of the jobs done by
elderly and younger workers. The figures are based on the subjective responses of
the workers themselves. They should therefore be interpreted with a degree of
caution. We cannot rule out the possibility that elderly people, although in the same
circumstances, will respond differently than younger employees (e.g. that they are
more or, most probably, less likely to give “socially acceptable” answers).

There are no major differences across the board between workers aged 55-64 and
those aged 35-54. However, some differences are very striking. Elderly people are
less likely to work in the evening or at night, in a noisy environment or at a fast
pace, they are less likely to do physically demanding or dangerous work, they are
more likely to decide for themselves as to leave, how the work is done, breaks,
temperature and ventilation. Only in terms of dirty work do elderly people score
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worse than younger employees. The fact that elderly people hold consultations
about their work less often than younger employees is the result of their greater
independence and should not necessarily be interpreted as a bad sign. Employees of
55 and over are no more pessimistic than their 35-54-year-old colleagues about
their prospects for promotion. Apparently, many older employees believe they have
not yet reached the top of their career ladder.

Table 4.3 Features of elderly people’s work situation compared with younger workers, 1994/1995  (asa

percentage of working population in each age group)
aged 55-64 aged 35-54 total aged 15-64

sector
agriculture, fisheries 9 4 5
industry, mineral resources, public utilities 21 20 18
building and building services 2 6 7
trade, hotel & catering, repairs 15 12 16
transport, storage, communications 3 7 7
banking & insurance, business services 12 12 13
other services 37 39 35

occupational group
academics and other specialists 20 29 27
policymakers and senior management 11 7 5
administrative 12 20 20
commercial 15 8 10
service 12 8 9
agricultural 13 6 6
artisans, industrial & transport workers 17 23 23

working weekb

1-11 hours 6 5 5
12-19 hours 7 6 5
20-34 hours 15 21 19
�35 hours 72 69 70

type of employment
employee under contract 77 88 89
self-employed 21 12 9
other 2 1 2

management 39 37 30

years of service
0-5     7 25 44
6-10     10 21 22
11-20     29 33 21
21-30 27 18 10
> 30 28 3 3

Sector and occupational group, 1994; other figures, 1995.a

As percentage of all paid workers.b

Source: CBS (DLO’94); SCP (AVO’95) SCP calculation
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Table 4.4 Qualitative aspects of work done by elderly compared to younger workers, 1994 (as percentage of workers
to whom the particular aspect applies)

aged aged total aged
55-64 35-54 15-64

shift work 6 8 9
occasional evening or night work 52 63 62
occasional weekend work 57 59 58
noisy environment 30 35 35a

dirty work 35 31 34a

bad odour in workplace 23 22 24a

dangerous work 10 16 16a

physically demanding work 23 31 35a

required to work at fast pace 57 73 74a

able to decide when to take leave 69 65 66
able to decide how to do work 72 67 64
able to interrupt work at any moment (e.g. for break) 66 53 54
able to control temperature in workplace 50 45 41
able to control ventilation in workplace 57 50 46
good atmosphere at work 86 83 84b

monotonous work 9 10 12a

opportunity for self-development 77 78 77c

work consistent with education or experience 79 81 75c

good promotion prospects 30 28 33c

good pay 80 73 73c

pleasure in work 95 93 93
independent work 70 64 58
consultation about work 75 85 84

Respondents who answered $yes# and $sometimes#.a

If applicable (i.e. if respondent has colleagues).b

Respondents who answered $agree entirely# and $largely agree#.c

Source: CBS (DLO’94) SCP calculation

The fact that elderly people score well on many different aspects of their job
suggests that the quality of elderly people’s jobs gives no cause for concern. It even
appears that the quality rises the older one becomes. However, this could be a
premature conclusion. After all, it might be that those who work in less high-
quality jobs stop working earlier. This selection effect would mean that elderly
people who continued working had a higher average score.

To establish whether a poor-quality job does indeed increase the likelihood that an
individual will give up working, one really needs panel data. Since such data -
obtained by following certain individuals for a number of years - are not available,
we adopted another method. We assumed that the higher-quality jobs held by
elderly people were a result of negative selection: people with a poor-quality job
leave the work process earlier. In a positive correlation between the quality of the
job and the age of the employees, age would not be the cause and quality would not
be the effect. On the contrary: the quality of the job would be the cause of the fact
that the person in question was still working at an older age. We then assumed that
the quality of the job was connected with other factors, such as sex, level of
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education and profession. On performing a regression, in an attempt to explain the
quality of the job on the basis of these factors and age, we would find that age did
not have an effect of its own. If, however, the quality of the job did increase with
age, the “age” factor would of course have an independent effect.

To perform this analysis, the 23 aspects of quality listed in table 4.5 were
summarised and combined into five factors by means of factor analysis. These five
factors together explain 44% of the variance in these variables (see appendix B2).
They can be roughly categorised as follows (the variables between brackets had a
factor score of 0.4 or more; the variables that are not listed scored less than 0.4 on
all factors):
1. working conditions (noise, dirt, odour, dangerous and heavy work);
2. content of work (good atmosphere, monotonous work, opportunity for self-

development, work consistent with education, promotion prospects, pleasure
from work);

3. autonomy (leave, ability to decide how to do work and when to take breaks,
independent working);

4. irregular hours (shift work, evening or weekend work);
5. control (ability to control temperature or ventilation).3

Elderly people score above the average for all employees on all of these factors.
This is most pronounced in the case of working conditions, autonomy and irregular
hours, where elderly people score significantly better than people aged 35-54 (see
appendix B2).

If we now perform a multivariate variance analysis (Anova) to establish the extent
to which age contributes to these favourable scores, we find that this is the case
only with respect to irregular working hours and autonomy. Better working
conditions are not influenced by age. The analysis does not provide a clear
conclusion. It would appear that one’s autonomy at work does increase and one’s
hours become more regular as one grows older, but working conditions, the content
of the work and degree of control undergo no notable improvement. The fact that
people aged 55-64 nevertheless tend to have better working conditions than
35-54-year-olds suggests that bad working conditions increase the chance that an
elderly person will retire early. This is consistent with our earlier observation that
elderly people are underrepresented in the building and transport sectors, where
working conditions are relatively bad (although this also applies to agriculture -
where elderly people are overrepresented - and industry, where they are
proportionately represented).

4.4 Factors determining when people retire

We have already mentioned a few factors that seem to have an effect on the
likelihood of elderly people continuing to work: advanced age (also within the
55-plus age group), being a woman, a lower level of education, physical
disabilities, working for an employer (as opposed to self-employment) and bad
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working conditions all increase the likelihood of not being involved in paid work
above the age of 55.

However, these factors offer us little insight into the reasons for the decision to
retire. They apparently have some effect on whether the employee or the employer
or both find termination of the working relationship an attractive option. But a
wide range of considerations (medical, sociocultural and economic) can play a role
in this (see De Kemp 1992: 98). We shall limit ourselves to three economic factors
that have attracted increasing attention in recent years:
1. elderly people’s performance at work;
2. elderly people’s wage costs;
3. alternative sources of income for elderly people.

The first two factors are important when employers decide whether to keep on or
retrench elderly employees. The poorer a person’s performance, and the higher his
wage costs, the poorer the price-quality ratio. The balance is then more likely to
swing towards terminating the working relationship. The availability of an
alternative source of income has a particular effect on the elderly employee’s
willingness to take early retirement. The higher the income one can obtain without
working, the more likely one will prefer to stop working. All three factors are
examined below. We would not, however, deny that other factors (economic or
otherwise), such as the restructuring of the labour market, can play an important
role.

1. Elderly people’s performance at work

This concerns not only hourly productivity, but also things like creativity, flexibility
and social skills, and the net number of hours worked. It is generally assumed that
people’s performance declines above a certain age. However, most aspects of
performance cannot really be measured objectively, making it difficult to establish
whether there is indeed a decline and, if so, from what age.

The fact that elderly people’s physical performance (muscle strength, stamina,
reactions etc.) decline is undisputed, and has been established repeatedly by
physiological studies. This is confirmed by the fact that elderly people are much
less likely to do heavy physical work than younger people (table 4.4).

Table 4.5 shows that elderly people are more likely to have physical disabilities
than younger people. One in seven 55-64-year-olds have moderate to severe
disabilities, and one in five have slight disabilities. Nevertheless, these proportions
are fairly low, and the vast majority of elderly people say they are have very few
problems with physical impairment.
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Table 4.5 Physical disabilities, by age group, 1995 (in per cent)
aged 55-64 aged 35-54 total aged 15-64

disabilities
slight 19 16 14
moderate 11 5 4
severe 3 1 1

Source: SCP (AVO’95)   

The intellectual performance of elderly employees is much more difficult to
ascertain. It is often said that knowledge becomes obsolete, that people’s minds
begin to show signs of “wear and tear” and that creativity declines with advancing
years. However, elderly people have more experience and possibly more social
skills. We have already observed that many elderly people have been working for
the same employer for many years (table 4.3). We may therefore assume that they
are likely to have a large body of knowledge based on experience, that will be of
great - and possibly underestimated - importance to the company.

One can prevent people’s knowledge from becoming obsolete through training.
However, a vicious circle threatens to arise here: if most elderly people retire early,
it will no longer be worth while to invest in their training, since they will have little
time to recoup their investment. But if elderly people do not attend training
courses, they run more risk of having to retire early because their knowledge is
obsolete.
We observed in section 3.5 that elderly workers are much less likely to take
training courses than their younger colleagues. Only one in eight employees aged
55-64 had taken a course leading to a qualification in the previous twelve months,
as opposed to one in five 45-54-year-olds and one in three 35-44-year-olds.
Although there might be a cohort effect here, one would be justified in concluding
that participation in training declines significantly with age. This effect persists
after correction for other background characteristics that also have an effect on
participation, such as sex, level of education and ethnic background. A working
man with secondary qualifications aged between 35 and 44 has a 33% likelihood of
following an internal corporate training course, while a similar man aged between
55 and 64 has only a 20% chance. The figures for poorly educated men (with only
basic education) are 20% and 11% respectively (not in table).

Table 4.6 Sickness absence, by age group, 1994/1995
absent in last average length of sickness absence (n)

2 months absence (days) rate
(percentages)

a b

aged 15-34 24 10 5.7 (1,656)
aged 35-54 19 13 6.1 (1,826)
aged 55-64 19 15 6.7 (196)

Average number of days of absence in last two months, for those people who were absent.a

Average number of days of absence as percentage of total number of working days in last two months (equal tob

42 days).
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Another aspect on which elderly people are assumed to score worse than younger
employees is effective working time. If an elderly person is often sick, they might
actually work a smaller proportion of their official hours than a younger employee.
However, table 4.6 shows that elderly employees are in fact sick less often than
their younger counterparts. However, when they are sick, it is usually for longer.
The rate of sickness absence (i.e. the percentage of employees that are absent due to
illness on a given day) is therefore only slightly higher among elderly employees.
However, we cannot necessarily conclude from this that sickness absence barely
increases with age. After all, it is possible that people who are often absent due to
illness are more likely to retire early. This would mean that people who continued
to work after the age of 55 would have a relatively low rate of sickness absence.

The proportion of elderly people with irregular working hours gives an indication
of the flexibility of elderly employees. We already observed in table 4.4 that elderly
people are less likely to work shifts, evenings, nights and weekends than younger
people. This is shown in more detail in table 4.7. Almost two-thirds of elderly
people still work irregular hours. Although this is a lower proportion than among
the younger age groups, the difference is not so great as to indicate a significant
lack of flexibility among older employees.

Table 4.7 Irregular working hours, by age group, 1994
irregular working shift work occasional evening occasional

hours (total) or night work weekend worka

aged 15-24 64 8 51 54
aged 25-34 75 11 66 59
aged 35-44 72 10 64 58
aged 45-54 72 5 62 59
aged 55-64 65 6 52 57

Percentage who work shifts, or occasionally work in the evening, at night or at the weekend.a

Source: CBS (DLO’94) SCP calculation   

Considering all this, there are only fairly weak indications that performance
declines with age. Elderly people are more likely to have physical disabilities, are
less likely to attend training courses and work irregular hours, but their sickness
absence differs little from that of younger employees.

However, there are two important things to consider. Firstly, a number of important
aspects of performance (such as hourly productivity and creativity) are difficult to
measure. The few studies that have looked at the relationship between age and
productivity provide only minor indications that productivity is lower among older
employees (Gelderblom and De Koning 1992: 30-33). One Dutch study
(Gelderblom and De Koning 1992: 40-70) did, however, conclude that productivity
declines fairly sharply above the age of 50 (by around a third between 45 and 60).
However, this conclusion is based on data obtained at company level (average
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Figure 4.7 Gross monthly salary of full-time workers, October 1994 (excluding ad-hoc payments, in guilders)

productivity per employee and age profile of the staff), so it is not certain whether it
provides an accurate reflection of trends in productivity at the individual level.

Secondly, the relatively good score achieved by workers in the 55-64 age group
could be the result of selection in people leaving the workforce. If those with lower
scores retire earlier, the performance of those who remain in work will be little
behind that of the younger workforce. This would not mean that many elderly
people leave the workforce despite the relatively good performances of people in
their age group, but that the performances of the remaining elderly employees are
good because of the fact that those who perform less well retire early. The direction
of the causal link can only be established by means of a panel study. Without such
data, we cannot yet conclude from the relatively good scores achieved by older
employees that the performances of ageing employees are not a problem.

2. Elderly people’s wage costs

Figure 4.7 plots the gross monthly salaries of full-time workers against age. 

Source: CBS (1995: 67)

It shows that men’s wages initially rise sharply with age, but stabilise from around
the age of fifty. The wage curve for women in full-time work is flatter, but
continues to rise to the end. However, such cross-section data do not provide a good
picture of how the individual employee is remunerated throughout his or her
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career, as they are the combined result of age, selection and cohort effects. The
selection effect involves a possible link between wage level and the age at which
one leaves the workforce. This could explain the fact that men’s average wage
increases again after the age of 55. It could be that those with the highest wages
continue working the longest. The cohort effect means that differences exist
between the oldest and younger cohorts (in level of education for instance) that
could explain a difference in salary. Since the oldest generation have a lower
average level of education than younger generations, one might expect them to earn
less. It is difficult to distinguish between these different effects. Nevertheless, it is
known that elderly employees earn relatively high salaries, certainly in comparison
with the youngest age groups (under 30). Even if their performance does not lag
behind that of younger employees, this still makes them relatively expensive for
employers, so that replacing an older employee by a younger one might be an
attractive option.

3. Alternative sources of income for elderly people

While the two previous factors - performance and salary - are important mainly to
employers who are deciding whether to keep or take on elderly employees, the
possibility of obtaining an income without working will be an important
consideration to elderly people considering early retirement. The sharp decline in
labour market participation by elderly people is therefore often attributed to the
availability of generous benefits in the form of early retirement pensions and
invalidity benefits.

Table 4.8 shows the trend in the number of 50-64-year-olds receiving a social
security benefit, and the distribution among different types of benefit. The time
series, taken from De Kemp (1992) cannot be continued in precisely this way, as
the Sickness Benefit Act no longer exists in its old form.

Table 4.8 Social security benefits paid to people aged 50-64, 1970-1994 (in per cent)
1970 1975 1980 1985 1990 1994

surviving dependants pension 34 28 21 16 16 15
invalidity benefit 39 45 58 52 49 47
unemployment benefit 3 7 6 14 14 17
early retirment pension - - 3 8 13 17
sickness benefit 15 12 8 5 5 -
national assistance 9 9 5 5 4 4

total (numbers x 1,000) 365 475 653 849 984 1,033
Source: De Kemp (1992)
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In 1994 over a million 50-64-year-olds received benefits, or 45% of the population
of that age. Early retirement schemes have grown in importance over the last few
years, despite the fact that entitlement has been restricted here and there. Invalidity
benefit is now less important than in the past, but still accounts for almost half the
total benefits paid to people in this age group.

The number of benefit payments is increasing less rapidly that it has in the past,
and partly as a result of this, the proportion of benefit recipients in the population
has not risen since 1990. However, even if the proportion were to stabilise in the
future, there still would be a major rise in the absolute number of benefit recipients.
As a result of the increase in the size of the population in this age group, the
number of benefit recipients aged between 50 and 64 could rise by 50%; at a rate of
45%, this would mean an increase of half a million benefit payments.

For elderly employees to retire early, there has to be an early retirement scheme
available to them. 69% of employees say that there is such a scheme in their sector.
Incidentally, younger employees are much less likely to say that there is such a
scheme, probably because they are unaware of its existence.  77% of employees4

aged 35 and over say there is an early retirement scheme available to them. For one
in three employees who could, in principle, make use of such a scheme, the
potential retirement age is below 60 (usually 57 or 58), for another third the age is
60 and for the remainder the age is above 60 (usually 61 or 62). This means that, if
every employee were to retire as soon as this were possible, some 50% of employees
would stop working at the age of 60 or earlier.

Almost half the elderly people on invalidity benefit attribute their invalidity entirely
or largely to the work they used to do (table 4.9). Another one in seven attribute it
to their work to some extent. Almost two thirds believe it is the result of the
physical burden, and a third put the problem down to the mental burden. Compared
with younger invalidity benefit claimants (aged 35-54), elderly people are more
likely to attribute their condition to their work, particularly the physical burden.
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Table 4.9 Causes of invalidity, 1995 (in per cent)
aged 55-64 aged 35-54 total aged 15-64

illness or disorder due to work?
entirely or largely 27 19 21
to a large extent 20 22 20
to some extent 15 16 15
not at all 38 43 44

if entirely or partly due to work
physical strain 71 62 66
mental strain 33 48 40
safety 10 10 10
relations with management 6 18 12
working conditions in general 37 45 41
other aspects of work 9 15 12

Source: SCP (AVO’95)   

4.5 Options for limiting the number of elderly people leaving the workforce

The obvious place to look for ways of limiting the number of elderly people leaving
the workforce is in the factors mentioned above. However, we should point out once
more that we have restricted our attention to economic factors.

Performance

Little can probably be done about the decline in physical performance as an
individual grows older. However, one can look for ways of reducing the physical
burden on older employees, perhaps by moving them to another job. Assuming that
physical performance does indeed decline, but that other capacities, such as social
skills and experience, probably improve, it is quite possible that elderly employees’
productivity would remain constant or even rise if they were moved to another
position. One possibility would be to involve older employees more in the training
and supervising of new employees.

If it is not possible to change the job or move the person in question to another job,
a reduction in working hours might help elderly people to continue doing heavy
physical work for longer. We have already established that elderly people are still
more likely than younger employees to have a full-time job of 35 hours a week or
more. Giving people more opportunity to reduce their hours at the end of their
career might be an attractive alternative to full retirement. However, if enough
employees are to take advantage of such an option, the impact on income will have
to be limited (both in the immediate sense and in terms of pension entitlements).

One excellent way of maintaining people’s intellectual capabilities is training.
However, the problem here is how to break the vicious circle of early retirement,
which reduces the return on training. As long as employers have a large number of
young, highly-educated job-seekers at their disposal, it is unlikely they will become
more willing to invest in training for older employees. Financial support from the
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government will probably be needed to persuade them. One possibility might be
subsidised training, whereby the subsidy would be higher, the older the employee,
to compensate for the shorter time available to recoup the investment.

Salary

If it proves difficult to improve the performance of elderly employees, it might be
possible to reduce employers’ need to retrench older employees by reducing their
wage costs.

It has been suggested that elderly employees whose performance declines be
demoted, i.e. that they be moved to a lower position with lower pay (the reverse of
promotion). This would then improve the price-quality ratio, by raising the
numerator (quality) and reducing the denominator (price). However, this would
probably meet with a great deal of opposition, principally because it would threaten
people’s long-held expectations with regard to the development of their income.
However, most employees who take early retirement take a cut in income, and this
has not prevented large numbers of people from taking advantage of the schemes
available.

Demotion in the form of less pay for the same job would raise objections in most
cases, because it is difficult to establish objectively that a person’s performance has
declined. Wage cuts might seem arbitrary and arouse suspicions of age
discrimination. However, demotion in the form of lower wages for a different job
will generally be associated with a poor performance on the part of the employee. It
is therefore difficult to find a form of demotion that would not meet with major
socio-psychological objections.

Another argument against demotion is that, in the present circumstances, it usually
entails reduced entitlement to an early retirement pension, old age pension or social
security benefit. If the employee retires early, despite the demotion, he or she will
usually have to make do with lower benefit payments. This problem could be
resolved by reducing the impact of pay cuts at the end of the career on benefit
entitlements (e.g. by basing the pension on the average salary, rather than the final
salary). However, this would reduce the difference between the wages an employee
would receive (after demotion) and the pension, and therefore also reduce the
incentive to continue working. Demotion could therefore indirectly encourage
people to take early retirement.

All in all, we can conclude that little can be expected of demotion in terms of
raising the labour participation rate of elderly people. However, one might question
whether automatic salary rises in many pay scales after a certain number of years of
service are actually consistent with developments in performance.
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Alternative sources of income

Elderly employees’ willingness to leave the workforce before the statutory
retirement age (whether encouraged by their employer or not) is determined to a
large extent by the availability and level of an alternative income. People who do
not have the prospect of automatically receiving relatively high benefit payments
after retirement are likely to be reluctant to retire early.

We have already seen that invalidity benefit and early retirement schemes are the
two main sources of income for people aged between 55 and 64 who have already
left the workforce. Indeed the number of men in this age group on invalidity benefit
or an early retirement pension is slightly higher than the number of working men
of the same age (at 44% and 39% respectively). These figures suggest that if there
were no early retirement or invalidity benefit schemes, the labour market
participation rate of elderly men would be considerably higher. However, it is not
realistic to assume that all early retirees and invalidity benefit recipients would
continue working if these benefits were unavailable. A considerable proportion of
them would probably receive another kind of benefit (e.g. unemployment benefit or
national assistance). Nevertheless, it is reasonable to assume that a higher entry
threshold to the early retirement and invalidity benefit schemes would restrict the
number of people retiring before the age of 65. The recent changes to invalidity
benefit and the changes currently being made to many early retirement schemes
might contribute to such a development. However, it remains to be seen whether
this will have a substantial effect on the labour market participation rate of elderly
people.

Elderly people are usually exempt from any changes to invalidity benefit. The
restriction in the length of time for which benefit is paid depends to a large extent
on age, and only affects people who become unfit for work before the age of 58.
The reassessment of current invalidity benefit recipients, which has meant that
many recipients have had their assessment reduced or have been declared entirely
fit for work, affects only those below 50. And 45-49-year-olds are still being
assessed on the basis of the old invalidity criteria. These measures are therefore
likely to have little effect on the number of elderly employees (55 and over)
entering the invalidity benefit scheme, or the number of elderly invalidity benefit
recipients rejoining the workforce. However, in the longer term, the lower numbers
of younger people entering, and the higher numbers leaving the scheme are
expected to have an effect. This will probably ensure that fewer people are on
invalidity benefit when they reach the age of 55. As a result, however, the number
of people over 55 entering the invalidity benefit scheme might rise, so any change
would simply be a matter of postponement.

There has been some discussion in recent years as to whether the schemes for early
retirement can be sustained in the long term. The ageing of the population means
that the number of people taking early retirement could rise sharply, thus
increasing the cost of these schemes (which are largely financed by means of a
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surcharge system) over the next ten years. In a number of sectors of industry,
therefore, it has been agreed in collective labour agreements that the early
retirement scheme should gradually or eventually be converted to a flexible
retirement scheme. Such schemes differ from early retirement schemes in two
respects. Firstly, they are not funded by surcharges, but by full funding. This means
employees must save for their own pension should they decide to retire early.
Secondly, employees can decide to a certain extent when they retire. The later they
retire, the higher the pension they receive. Unlike in the existing early retirement
schemes, they thus have an incentive to retire later.

The question is - how responsive will people be to such a financial incentive? To
find out, working respondents in the 1995 survey on the use of amenities (AVO
’95) were asked when they would like to stop working if their pension were to rise
the longer they remained in work. Table 4.10 shows the results.  Two-thirds of5

working people would prefer to stop working at the age of 60 or below, if they were
to receive 70% of their last salary (up to the age of 65, after which they would
receive the normal state old age pension plus any private or corporate pension). A
quarter said they would prefer to retire some time between 60 and 65, in order to
receive a higher pension for a number of years. Women generally want to retire
slightly earlier than men.

Table 4.10 Age at which working people would like to retire
retirement age benefit as percentage of proportion wanting to retire at a particular age

last salary total men women
< 60 - 9 9 8
60 70 57 54 64
61 75 5 5 5
62 80 10 11 8
63 85 2 2 1
64 90 9 9 9
� 65 state provision + full pension 9 10 6

Source: SCP (AVO’95)   

Assuming that the age at which present workers retire is determined solely by their
own preference, we can calculate, using the data in table 4.10, what proportion of
the current working population would still be working at the age of 60-64 if the
retirement scheme outlined above were in force. 24% of men aged 60-64 would still
be working, and 18% of women. Given the fact that the net labour market
participation rate of all men aged 15-64 is currently 72% and, for women, 44%
(CBS 1996), the desired net participation rate of 60-64-year-old men and women
would be 17% and 8% respectively. This differs little from the current actual
participation rates of 18% and 5% (table 4.1). Although the two rates are not fully
comparable,  these calculations suggest that differentiated pension payments at6

different retirement ages would have only a minor effect on the labour market
participation rate of elderly people. Apparently, the financial benefit of working
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longer would have to be much greater than assumed in this example, or other
obstacles to labour market participation by the elderly would have to be removed. A
modest financial incentive is likely to contribute little towards raising elderly
people’s retirement age.

4.6 Conclusions

For both financial and social reasons, the government is seeking to achieve a
higher labour market participation rate among the elderly. However, since it is
almost impossible to get non-participating elderly people back to work, it is
focusing its attention on cutting back the large number of elderly workers leaving
the workforce. The government believes that the social partners should take the
lead here, and that government policy should be geared mainly to removing any
obstacles (TK 1994/1995: 12). It is therefore only preparing a number of specific
measures to encourage labour market participation among the elderly. The main
one is legislation banning age discrimination in the recruitment and selection of
staff (TK 1994/1995 and TK 1996/1997: 50-51). Measures involving pensions,
such as tax incentives connected with an average wage-based pension, might
indirectly prompt more elderly people to remain in work, since this would limit the
negative impact of demotion and part-time work on pension entitlements. The
government is not considering specific measures to foster training for elderly
employees.

The discussion in section 4.5 of various ways of limiting the number of elderly
people leaving the workforce shows that none of them can be expected to have a
major impact. Even though the various parties concerned (employers, unions,
government) say they intend to foster labour market participation among the
elderly, they in fact have little interest in this. Individual employers prefer to invest
in young and relatively cheap staff, who are presently available in large numbers,
than in expensive and (at least in the eyes of the employer) less productive and less
flexible older employees. Elderly employees prefer to take early retirement than
continue to bear the pressure of work until the age of 65. And they would probably
be even keener to stop than to take a considerable cut in income and status. Finally,
the financial benefits to the government of reducing the number of early retirees are
limited, since early retirement schemes are funded by the private sector. If elderly
employees were to retire into other benefit schemes, such as invalidity or
unemployment benefit, public spending could in fact rise. If more elderly people
were to remain working, this could cause a rise in youth unemployment, which
would also limit the financial gain. It is worth noting that a government study of
the financial costs and benefits of a number of alternatives to early retirement
showed that the government would gain virtually nothing financially. Scrapping
early retirement would lead to higher average salaries (since salaries increase with
age), a higher average rate of sickness absence, more people retiring into
unemployment and invalidity benefit schemes and higher unemployment among
younger age groups. 81% of the direct savings on early retirement would be lost on
extra expenditure (Van Imhoff and Henkens 1995).
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If we really want to achieve a considerable increase in the employment rate among
the elderly, we face a difficult task. Achieving it would entail bringing about a
reversal in a dominant social trend that has lasted for twenty years. This would
require a change of attitude so that it would no longer be regarded as normal for
healthy people of 55 and over to leave the workforce. We have a long way to go
before we reach this point. At any rate, little progress has been made since the
Report on the Elderly 1993. Labour market participation remains low among
elderly men and although there has been a slight increase among elderly women,
their labour market participation rate is so low that this does virtually nothing to
help the overall situation. We can hope for nothing more than a slight rise in the
participation rate of elderly people over the next few years.
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The fluctuations in labour market participation since 1991 are within the random sample margin with a1

95% reliability interval.
An alternative explanation might be that some become self-employed at a later age, but this seems less2

likely.
Furthermore, these characteristics display a negative correlation with good wages (factor score 0.43).3

Interpreting this is slightly problematic, so this aspect has been overlooked.
An important indication of this lies in the fact that within each sector, too (at 1 digit level), a4

significantly smaller proportion of younger employees say that there is an early retirement scheme.
The specific link between retirement age and the percentage of the salary paid out as benefit is based on5

a similar question in the Organisation for Strategic Labour Market Research’s early retirement survey
(OSA: see Henkens and Siegers 1992: 31). However, the results are not readily comparable, since the
OSA survey was conducted only among (ex) employees aged 58-64 who either planned to take early
retirement or had already done so.
A considerable proportion of workers leave the workforce before they can take advantage of an early6

retirement scheme. This should therefore lead to an even lower labour market participation rate for
elderly people. On the other hand, some join the workforce only later (e.g. women returning to work
after raising a family). It is not known at what age they might like to take early retirement. Some of the
current workers have not taken early retirement because there is no scheme available to them. However,
in the survey it was assumed that all workers could take early retirement.

Notes
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5  INCOME AND WEALTH

5.1 Introduction

The financial status of an individual or household is determined, on the resources
side, by the level of income and their wealth and, on the expenditure side, by the
needs and the costs of satisfying these needs.

Government policy focuses mainly on the resources side, its main vehicle being the
state pension scheme. Measures to influence the financial status of elderly people
are rarely taken on the expenditure side. This is fairly obvious, since it is not age
itself that affects possible and necessary expenditure, but the circumstances in
which some people find themselves in old age. Some have an income that is little
more than the social minimum, and others have physical disabilities which entail
extra costs, including individual contributions for the use of essential services. Any
compensatory measures are targeted at the entire group, not just at its elderly
members. Such measures are therefore not usually part of policy on the elderly, but
of another policy area.

People living in residential homes occupy a special position among the elderly in
terms of financial status. The fact that they have to pay a large individual
contribution towards the costs of their care means they have less to spend than
other elderly people, although they have no further bills for accommodation, food
and care.

As a result of the differences outlined above, describing the resources side and the
expenditure side require slightly different approaches. The possibilities for policy
intervention are also different. As a result, one has to consult various bodies of data
that are not always readily comparable. We have therefore decided to describe
resources, spending and the financial status of care home residents in separate
chapters. The present chapter looks only at resources viewed from a number of
angles (5.2). We shall look first at acquisition (how do elderly people obtain their
gross income?), and then look in more detail at what disposable income they have.
We shall focus particularly on households with a low income. Finally, we shall look
at sources that elderly people can draw on to top up their income if it is inadequate.
In section 5.3 we outline the situation with regard to wealth.

5.2 Income

In the first part of this section on income we shall identify the sources from which
elderly people obtain their income and, in the second part, we shall look at how
high their income is. A different concept of income is used in each of the two parts.
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The figures on level of income refer to the net disposable income of elderly
households, i.e. the sum that remains after tax and social security contributions
(including for health insurance) have been deducted from the gross income. This
definition of income is most relevant in this connection, since the net income
reflects the amount of money on which a household has to get by.

However, it is difficult to identify the exact source of the net disposable income. To
obtain information of this kind, it is best to look at gross income. Furthermore, it is
possible to trace the development of the average gross income of elderly people
with respect to other gross incomes to which they are linked (deliberately or
otherwise), i.e. wages. Gross income is less relevant when it comes to assessing
financial status.

Table 5.1 shows how the income of elderly people has been made up throughout the
nineties.  The table also contains two indices. The first shows the development of1

the actual gross income, the second the development of the gross income relative to
the modal income. This second index gives an impression of the extent to which
elderly people have participated in any rise or fall in prosperity.

Table 5.1 Size and composition of average gross income, households with one or more members aged 65 and over,
1990-1994

unit 1990 1992 1994 % hh 1994
households x 1,000 1,391 1,431 1,457
income components

state pension in % 46 45 45 100
supplementary pension in % 22 23 26 78
other income in % 33 32 30 74
total income in DFL 42,000 45,920 45,940

indices
income development (1990 = 100) 100 109 109
relative income development (1990 = 100) 100 102  97

Source: CBS (IPO’90, ’92, ’94) SCP calculation

The final column of table 5.1 shows what proportion of elderly households obtain
income from each particular source. Almost 80% of households have a
supplementary pension (or an annuity), and some three-quarters have other income.
The “other income” category is, incidentally, a colourful mixture of very diverse
sources. The wages, profits or benefits received by other (perhaps younger)
members of the household are also included, as is income from capital. Any rent
subsidies and the rental value of owner-occupied homes also fall into this category.
Income from wealth (including the home) is the main item, accounting for 40%,
after the sum of income from work, profits or social security benefits of the elderly
people themselves or of younger members of the household.
The state pension provides an average of 45% of the income, and is therefore the
most important source. The significance of supplementary pensions is increasing,
while that of the other sources is declining. The indices show that although the
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income of elderly people rose by a nominal 9% in the nineties, it was slightly
behind (3%) developments in the modal income.

The figures in table 5.2 show the extent to which certain categories of elderly
household differ from the average elderly household.

Table 5.2 Composition of average gross income, households with one or more members aged 65 and over, by type
of household, 1990-1994 (as percentage of total income)

unit    1990 1992 1994 % hh. 1994
all households 
income recipients x 1,000 1,391 1,431 1,457

state pension in % 46 45 45 100
supplementary pension in % 22 23 26 78
other income in % 33 32 30 74
total income in DFL 42,000 45,920 45,970

single women x 1,000 595 612 628
state pension in % 59 57 57 100
supplementary pension in % 22 22 24 68
other income in % 19 21 19 67
total income in DFL 27,940 30,980 30,990

single men x 1,000 139 155 160
state pension in % 54 51 50 100
supplementary pension in % 30 31 34 72
other income in % 16 18 16 64
total income in DFL 30,280 35,470 35,100

couples x 1,000 495 511 535
state pension in % 47 46 44 100
supplementary pension in % 28 29 32 83
other income in % 25 25 24 79
total income in DFL 48,760 53,510 54,780

other households x 1,000 162 154 133
state pension in % 25 24 22 100
supplementary pension in % 10 10 12 71
other income in % 66 66 66 98
total income in DFL 84,440 93,300 93,850

Source: CBS (IPO’90, ’92, ’94) SCP calculation 

The final column in table 5.2 shows that elderly people living alone, particularly
women, have a below-average probability of receiving a supplementary pension.
Couples (married or otherwise) are more likely to have a supplementary pension.
This difference reflects a generational effect. The oldest of the elderly, who are
more likely to live alone (see chapter 2), will have had less opportunity to build up
a supplementary pension during their working life than younger elderly people. We
may therefore expect the proportion of elderly people with income from a
supplementary pension to rise in the coming years.

Couples are also more likely to have income from other sources, while single
elderly people are the least likely to have this kind of income. The other households
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virtually all have this type of income, as is to be expected, since they all include one
individual who is not retired (usually a child). The figures for this 9% of elderly
households show that they differ from the average in a number of other ways.  For2

instance, their level of income means that they are unlikely to end up in a risk
group.

In view of the differences between the income sources of elderly people who live
alone and those who live with others, lone elderly people will obviously be more
dependent on the state pension. Some 220,000 lone pensioners (over two-thirds of
them women) have no supplementary pension. The same applies to 110,000 who
live with other people. Lone women are also the only group where the significance
of the state pension as a source of income undergoes no change. Unlike lone men
and couples, they have obviously not benefited from the gradually improving
pension schemes over the period under examination. Single elderly people’s
income has, incidentally, improved in 1997 (up 1%), with the introduction of the
elderly person’s supplementary tax allowance.

As we mentioned at the beginning of this section, households’ disposable income
gives a better indication of their prosperity than their gross income, since
disposable income is what is left after tax and social security contributions and
health insurance premiums.3

Statistics Netherlands (Trimp 1996) has described the development of households’
average disposable income, including those households where the main
breadwinner is a pensioner, over the period 1984-1994, correcting the income for
price rises and standardising it for the (changing) composition of households. This
gives us an idea of the trend in purchasing power, although it does not tell us
anything about the causes of any changes.

The Statistics Netherlands figures show that while the purchasing power of the
average household rose by 19% over the period under examination, that of the
average elderly household rose by only 5%. This is a smaller improvement than
that experienced by households where the main breadwinner is on unemployment
benefit or national assistance (up 13%) and than that of households where the
breadwinner receives invalidity benefit (up 8%) (Trimp 1996).
Table 5.3 shows the disposable income of different types of household (including
residents of care homes) and age groups in 1994.
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Table 5.3 Average disposable income, by type of household and age group, 1994
age of head of household

unit 35-54 55-64 65-75 � 75 all hh 35+
private households, total

number x 1,000 2,468 859 776 587 4,690
average income x DFL 1,000 54.0 48.4 38.6 32.4 47.8

single women
number x 1,000 180 132 240 303 855
average income x DFL 1,000 30.1 27.7 26.2 25.8 27.2

single men
number x 1,000 265 82 73 68 488
average income x DFL 1,000 32.4 31.7 29.4 28.2 31.3

couples
number x 1,000 445 405 379 171 1,400
average income x DFL 1,000 55.5 48.5 43.0 39.5 48.2

other, living independently
number x 1,000 1,578 239 84 45 1,946
average income x DFL 1,000 59.9 65.3 62.0 56.3 60.6

residents of institutions
number x 1,000 28 7 18 120 174
average income x DFL 1,000 19.0 20.4 20.0 20.6 20,3

Source: CBS (IPO’94) SCP calculation

Elderly people’s average disposable income is clearly lower than that of other age
groups. This is mainly because elderly people are more likely to live in small
households which tend to have a lower income, even in other age groups. For
instance, 20% of all households above the age of 35 are “single women”, while 
single women form 40% of elderly households. Furthermore, elderly people’s
income turns out to be lower among the different households, and among single
person households and couples than that of the younger age groups.

Other elderly households have the highest disposable income, and the differences
in income between the age groups are not only greatest among them, but are also
the most varied in terms of composition (number of earners). The incomes of
household in institutions are by far the lowest, and there is virtually no difference
between the age groups in this category. These households have a high cost of
living, but this does not have to be paid for entirely from their income. Chapter 13
looks in more detail at the financial status of people living in care homes.

We can put disposable income into perspective if we compare it with the minimum
income and modal income applying to the different types of household. This
section distinguishes between a minimum level (up to 105% of the social minimum
applying to the particular household), a level above this up to 95% of the modal
income, a level around the modal income (95%-105%) and three levels at different
multiples of the modal income.  We have also compared the position of elderly4

households with those of working and unemployed 18-64-year-olds, and we have
distinguished between single- and multi-person households. The different
categories are presented in table 5.4.
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Table 5.4 Frequency of disposable net income, by type of household and age group, 1994
age of head of household unit working jobless jobless total

aged 18-64 aged � 65
all households x 1,000 3,574 1,079 1,297 5,950

income around minimum in % 3 34 14 11
income above minimum, up to modal in % 16 31 49 26
income around modal in % 26 19 20 23
income above modal, up to 2 x modal in % 22 9 9 17
Income above 2 x modal, up to 3 x modal in % 20 5 6 15

 income above 3 x modal in % 12 2 3 8
single-occupant x 1,000 741 357 669 1,767

income aroud minimum in % 4 41 18 17
income above minimum, up to modal in % 49 43 60 52
income aroud modal in % 30 10 12 19
income above modal, up to 2 x modal in % 10 4 7 8
income above 2 x modal to 3 x modal in % 4 1 3 3
income above 3 x modal in % 2 1 1 1

multi-occupant x 1,000 2,833 722 628 4,183
inccme aroud minimum in % 3 31 9 9
income above minimum, up to modal in % 8 24 36 15
income arond modal in % 25 23 28 25
income above modal, up to 2 x modal in % 25 12 11 21
income above 2 x modal, up to 3 x modal in % 24 7 10 19
income above 3 x modal in % 15 3 5 11

Source: CBS (IPO’94) SCP calculation

Table 5.5 Households  in a low income , 1993a b

no. of households on proportion of households on low income 
low income (x 1,000) (in %)

in 1993 1990-1993
total elderly total elderly total elderly

single man 158 31 21 21 8 13
single woman 306 193 30 32 17 21
lone-parent family 118 2 56 . 22 .
couple with children 154 2 10 . 3 .
couple without children 153 57 7 9 3 6
other households 22 4 8 3 3 1

totaal 913 289 15 18 7 12
Households living in care homes, households where the head or the partner receives student finance anda

households that do not receive an income all year round not included.
A disposable income lower than 112% of the appropriate minimum income.b

Source: Bos (1996) SCP calculation

Of the almost 6 million households whose annual income is known, 1.3 million can
be regarded as elderly. 37% of all households are clearly below the modal income
(the first two categories). There are major differences between the employed and
the jobless in these categories. The proportion with a relatively modest income is
much lower (19%) among the employed than among the unemployed (65%) and
the elderly (63%).
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It is notable that the elderly are concentrated in the second-to-lowest category,
while unemployed people aged 18-64 are evenly distributed in the lowest two.
Supplementary pensions and other income alongside the state pension clearly give
the elderly some extra breathing space. Prosperous households (the top two
categories) are slightly more common among the elderly than among the
unemployed in younger age groups, but in both categories they are less present than
among employed people, a third of whom belong to these categories.

The size of the household clearly has an influence on income distribution. 70% of
single-person households are in the bottom two categories. Although unemployed
people aged 18-64 and elderly people are most likely to have a below-modal
income, this also applies to a majority of working single people (53%). Elderly
people living alone are hardly any better off than single unemployed people aged
18-64. Multiple occupant elderly households are concentrated in the range from
just above the minimum income to the modal income; 15% of these households
have an income more than twice the modal.

The chances of households with a very low income ending up in dire straits are
greater, the longer their income is low. Table 5.5 contains some figures on the
number of households that have been on a low income for three years or more. In
the study in question, income was regarded as low if it was no higher than 112% of
the minimum income in 1993. The first two columns show the number of
households in the category in question with a low income. The other columns show
what proportion of each category has a low income.
The 913,000 households which had a low income in 1993 accounted for 15% of all
Dutch households. Elderly households are slightly more likely to have a low
income (18% of all elderly households).

Lone-parent families are highly overrepresented in the group of households on low
incomes (56% of them are on a low income). Among the elderly, those who live
alone, particularly women, are relatively likely to have a low income (32%).

An average 7% of all households  had to get by on a low income from 1990 to 1993
(the last two columns in table 5.5) - almost half of the 15% that were on a low
income in 1993. The proportion is much higher among the elderly (12% as
opposed to 18%), and single elderly women are the most likely to have a
permanently low income. As said, in 1990 32% of them had a low income; 21%
had a low income in 1990 and 1993. This is almost the same as the proportion of
lone-parent families on a low income at both measuring points.
Multi-occupant households generally have better prospects of improving their
income. However, this declines the older the household.

A low income can be compensated for in all kind of ways. Some of them, such as
national assistance, reduced premiums for health insurance and individual rent
subsidies have been incorporated into the income figures presented above. Support
can also be provided in other ways in individual cases.
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- The local council can grant an exemption from some municipal taxes and
charges.

- Households with extra costs can apply for special assistance.
No figures are available for individual households regarding exemption from
municipal taxes and charges. 30% of national assistance recipients were exempted
from property tax in 1994 (Schep and Bommeljé 1994). However, it is not known
how many of them were elderly.

Figures are however available for special assistance. Table 5.6 shows the number of
recipients of regular and incidental special assistance in two age groups, and the
purposes for which special assistance was provided.

Table 5.6 Special assistance, 1985, 1993 and 1994

unit aged < 65 aged �65 together
special assistance recipients
regular assistance

1985 x 1,000 6.2 9.8 16.0
1993 x 1,000 21.6 24.1 45.7
1994 x 1,000 18.7 9.1 27.9

incidental assistance
1985 x 1,000 109.2 20.1 129.3
1993 x 1,000 172.6 58.7 231.5
1994 x 1,000 152.5 37.5 190.0

  
expenditure on special assistance

1993 total x mln guilders 171 98 269
basic necessities x mln guilders 18 3 20
housing x mln guilders 55 22 77
social services, home help x mln guilders 16 45 61
medical services x mln guilders 25 20 44
move from another scheme x mln guilders 23 0 23
other x mln guilders 34 9 43

1994 total x mln guilders 204 43 247
basic necessities x mln guilders 22 3 25
housing x mln guilders 61  8 69
social services, home help x mln guilders 17 16 33

 medical services x mln guilders 26 11 37
more from another scheme x mln guilders 40 0 40
other x mln guilders 38 4 42

Source: CBS (Statistiek van de bijzondere bijstand)

There has been a clear increase in the provision of special assistance over the last
decade. In terms of number of recipients, the biggest growth has been in regular
special assistance. Elderly people make intensive use of regular special assistance;
their use of incidental assistance is more proportionate to their share of the
population. The 1994 figures reflect the entry into force of the Services for the
Disabled Act. Some payments previously made under the National Assistance Act
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are now regulated by this new legislation. The amount paid to elderly people by
way of special assistance more than halved from 1993 to 1994. The main items of
expenditure for elderly people are still social, medical and home-help services.
Younger members of the population receive special assistance mainly for
accommodation and as a way of helping them off national assistance (this last
category is growing rapidly).

5.3 Wealth

Wealth is the difference between the value of a person’s possessions and debts.
There are of course many different kinds of possessions and debts. Different kinds
can be included in the definition, depending on the question one wants to address.
If we are looking at the extent to which wealth contribute to a household’s
spending power, then the wealth tied up in consumer durables (like cars) and
pension schemes should not be included. Wealth that have been invested in
consumer durables cannot usually be used for expenditure (as it costs too much to
cash them in); money in pension schemes is intended specifically for the future, so
does not raise current spending power.

Statistics Netherlands’ data on wealth up to 1990 give only a partial picture since
they describe only wealth above 200,000 guilders. Only one in six households in
the Netherlands have wealth of this value, so the figures ignore five out of every six
households. From 1990 it is possible to look at the wealth of all households, by
combining various sets of data (Meuwissen 1994).

Table 5.7 Positive wealth of households, by type of household and age of head, 1993
aged aged aged aged aged total
< 35 35-54 55-64 65-74 � 75

% households with positive wealth
all households  77 84 90 96 97 86
single women  77 81 93 96 97 88
single men  75 79 88 99 96 80
lone-parent families  55 78 100 x x 69
households without minor children  82 85 91 97 99 89
households with minor children  80 86 87 100 86

average sum per household (x DFL 1,000)
all households  68 160 205 193 173 149
single women  24  66 110 120 140  92
single men  33  86 127 148 127  75
lone-parent families  41  78  73  x  x  66
households without minor children  89 189 234 237 230 196
households with minor children 119 176 232 309 303 163

Source: CBS (Vermogensverdeling 1990 en 1993)
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Two tables show the wealth of households in the Netherlands. Table 5.7 presents
the average wealth per type of household and age group in 1993, and table 5.8
shows the relationship between wealth and income. The first table includes only
households which have net positive wealth (= possessions worth more than debt).
Wealth includes: savings and shares (minus loans), owner-occupied homes (less
mortgage) and corporate wealth. Movable goods like cars, cash and antiques, and
pensions funds and annuities are not included.

86% of all household had positive wealth in 1993; 14% had negative wealth; the
average wealth of all households were worth 125,000 guilders in that year, the
average positive wealth, 150,000 guilders. In 1990 83% of households had positive
wealth, and wealth worth 110,000 guilders on average.

Virtually every household with positive wealth has savings. Almost half of them
own their own home. The older an individual, the more likely they are to have
some form of wealth. However, three-quarters of households where the head is
under the age of 35 also have positive wealth. Only lone-parent families in this age
group are much less likely to have some wealth. There is little difference between
single- and multi-occupant households.

The average value of a household’s wealth is much more differentiated. The largest
wealth are found (on average) in households where the head is at the end of his or
her working life, or one age group higher if there are children. Elderly people have
smaller wealth not because they have been spent, but because of a composition
effect: elderly people are much more likely to live alone, and the average wealth of
single-occupant households are much smaller. In fact, elderly people who live alone
are likely to have more wealth than younger people living alone.

Table 5.8 Wealth, by age and income group, 1993
age group of head of household

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

no. of households (x 1,000) 1,765 2,389  840 750 566  6,309
no. of households (in %) 28 38 13 12 9 100
proportion of households with negative wealth   6  6 1 0 0 14
proportion of households with positive wealth

in first quartile (lowest)  7  3 2 3 4 20
in second quartile  6  6 3 4 3 21
in third quartile  6 10 3 3 1 22
in fourth quartile  4 13 4 2 1 23

 
average positive wealth (x DFL 1,000)

in first quartile (lowest)  37  141  98  72  36  67
in second quartile  43  67 106 101 127 80
in third quartile  75 106 166 242 316 131
in fourth quartile 153 249 166 558 824 301

Source: CBS (Vermogensverdeling 1993) 
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Table 5.8 shows the frequency of positive wealth, and the average sum in 1993 for
different categories of disposable income and age groups. Frequency is shown in
relative terms: 7% of households have a head below the age of 35 and an income in
the lowest quartile of income distribution.

As we saw in table 5.7, almost 14% of households have negative wealth,
particularly younger households that are still building up their wealth. Almost all
elderly households have some wealth. The bottom part of the table shows that most
of them have modest wealth, but if they have more, it is usually considerably more.
The average value of wealth shows a strong correlation with income. Households in
the lower income groups have a small amount of wealth, while those in the highest
income groups have two to ten times more. The older the head of the household,
the bigger the difference in the wealth of households in the lowest and highest
income groups.

It is difficult to say how much wealth increase spending power. However, we can
conclude that differences in wealth increase differences in spending power. This
applies particularly to elderly households. In other words, elderly people with
higher incomes are more likely to have substantial wealth, and those on the lowest
incomes are likely to have no more than a small amount of savings.

5.4 Conclusions

Almost 80% of elderly households currently derive some of their income from a
supplementary pension, and 75% of them also have income from another source,
usually work, profits or social security benefits brought in by younger members of
the household, or income from wealth. The state pension (AOW) remains the most
important source of income for elderly people, accounting for 45% of their income;
the proportion is higher among those who live alone (57% for single elderly
women).

Elderly people’s gross income has lagged somewhat behind developments in the
modal wage in the nineties. Elderly people have thus enjoyed a smaller share of the
growth in prosperity.

Elderly households’ net disposable income is lower on average than that of younger
households. This is largely due to the fact that elderly people tend to live in small
households. However, if we compare the younger and older population within
certain categories of household, we find that elderly people still have a lower net
disposable household income, and the incomes of single elderly women are the
lowest among people living alone. Residents of care homes almost all have a very
low income. And if one considers that 70% of residents are in fact single elderly
women (see chapter 2), this category of women scores even worse in terms of
income.
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Some two-thirds of elderly people have an income below the modal; 84% of elderly
people who live alone are in this situation. In total, some 180,000 elderly
households - accounting for a quarter of a million individuals - live on an income
around the minimum level. Half of these people live alone, and 40% of them are
women living alone. Given the numbers of elderly people living on such a low
income, their takeup of special assistance is remarkably low. In 1994, no more than
around 45,000 elderly people applied for assistance.

Over 90% of elderly people have some wealth. Remarkably enough, the proportion
of elderly men and women living alone who have wealth is not lower. The value of
the wealth does not, generally speaking, differ by type of household, at least if one
corrects it for the number of people in the household. However, the overall picture
hides the fact that there is a group of very wealthy elderly people on the one hand
while, on the other, there is a very large group who only have a small amount of
savings. If we look at wealth by income group, then we find that households in the
lowest quartile of income distribution (where, as we have said, we find a lot of
single elderly women) are very moderate. For instance, the over-75s in the bottom
quartile have wealth worth an average of 37,000 guilders.

The overall picture differs little from that of five years ago presented in the Report
on the Elderly 1993 (Timmermans 1993: 21). There are a few very rich elderly
people, and the majority have a below-modal income. The number of elderly people
living on or just above the minimum income is the same as five years ago. We shall
look at the implications of this for their spending power in the next chapter.
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The figures for 1990-1994 refer to the income of households with one or more state pension recipients.1

The figures for the years prior to 1990 refer only to the incomes of elderly people and not to those of
their younger cohabitants. Early data are not therefore comparable with figures from the nineties. The
unit used here is the household receiving a state pension, according to Statistics Netherlands’ standard
definition.
The figures clearly show that this group produces a distortion in the average. For instance, within the2

categories there appears to be no decline in the significance of other income. The fact that this is the
case for the rest of the population is due to the sharp decline in the size of the category with very high
other income - other households. Their contribution to the average thus declines, and the average falls.
A standardised disposable income would be a better gauge, since it would take account of the number3

of people in a household being supported on the income. However, since an explicit distinction is drawn
between people living alone, couples and other households, the disposable income is almost as good in
this instance. As we saw in chapter 2, 90% of elderly households are couples or single-occupant.
The statutory minimum income differs from one type of household to another, whereas the modal wage4

is the same for all.

Notes
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6  FINANCIAL STATUS

6.1 Introduction

The income status of elderly people differs little from that of an average Dutch
household. If we take account of the size and composition of the household, over-65
households have 10% less to spend on average than younger households. However,
one major problem is that elderly people generally have little opportunity to earn
extra income if they find they have too little. Certain groups of elderly people,
particularly elderly women living alone, are therefore at great risk of poverty. Many
elderly people who are virtually entirely dependent on the state old-age pension
find themselves constantly struggling to meet the rising costs of permanent,
essential expenses on their limited income. The current government’s main
instrument in the fight against poverty - increased labour market participation -
entirely overlooks elderly people. They are dependent on supplementary measures,
such as fiscal compensation (the elderly person’s allowance) and schemes to bring
down their permanent expenses (special assistance, individual rent subsidy). In this
chapter we shall concentrate mainly on the permanent expenses that are difficult to
avoid. Chapter 7 looks in greater depth at housing costs.

Chapter 5 outlined developments in the income and wealth of different categories
of elderly people. However, figures on income and wealth give only a limited
insight into the financial status of a household. Financial status is also determined
by what people are able to buy with their income. This chapter looks first at the
financial status of elderly people living independently. Section 6.2 looks at general
spending patterns and trends in these patterns. Section 6.3 then examines the
extent to which households are able to make ends meet with the income they
receive. The two subsequent sections look at two particular categories of
expenditure: user contributions (6.4) and local levies (6.5). We focus on user
contributions because the government bears direct responsibility for this, and look
at local levies because this is a category of expenditure - qualifying as permanent
expenses - that has risen sharply in recent years.

Unless explicitly stated otherwise, in this chapter “income” is taken to mean the net
disposable income of a household. This includes all sources of income, including
from an owned home, any rent subsidy or taxable national assistance payments.

6.2 Spending patterns

Table 6.1 shows the spending patterns of households in 1993/1994, categorised by
the age of the head of household.  Health insurance premiums have been deducted1

from the income and have not, therefore, been included in expenditure.  Housing2

services include rent (for rented accommodation) or rental value (for owner-
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occupied homes), maintenance of the home and garden, and property charges
(including insurance and taxes).  Individual rent subsidy and comparable transfers3

(student finance) form part of the disposable income.

Table 6.1 Household spending patterns, by age of head, 1993/1994
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

budget share (in %)
food and drink 19.2 17.8 17.5 17.0 18.5
housing services 25.6 30.3 33.2 36.1 28.8
heating and lighting 4.4 5.0 5.8 7.4 5.0
decor/furnishing 6.1 6.3 6.3 5.5 6.2
clothing and footwear 7.3 6.3 5.7 5.1 6.7
health care 5.6 5.3 6.3 7.8 5.8
personal development 4.2 3.1 2.4 1.8 3.5
sport, leisure, holidays 6.7 5.9 4.6 4.0 5.9
relaxation 5.9 4.8 4.7 4.1 5.3
travel and transport 12.3 12.1 10.0 7.2 11.4
other spending 2.6 2.8 3.4 4.0 2.9
total 100.0 100.0 100.0 100.0 100.0

total consumption 52,150 44,140 33,810 26,990 45,040
savings (%) 16.0 9.6 6.0 6.8 13.2
disposable income 62,110 48,840 35,970 28,970 51,860
no. of households 1,536 500 608 203 2,847
no. of occupants per
household 2.9 1.7 1.5 1.3 2.3

Source: CBS (Budget Survey) SCP calculation

Table 6.1 shows that, the older the head of household, the more is spent on
accommodation, and the less on activities outside the home such as education,
leisure and travel. The fact that less is spent does not necessarily mean that less is
consumed. Elderly people pay less for some services and amenities as they are
eligible for special discounts (e.g. old person’s railcard, or the over-65s discount
card for cultural amenities and events, and for other public transport).

It can also be seen that expenditure on clothing and footwear declines in relative
terms with age, while spending on care increases. Spending on care includes bodily
care (hygiene, cosmetics, hair care), domestic services (child care, home help) and
personal expenditure on care services (excess on insurance policies or individual
contributions, but not health insurance premiums).

Table 6.2 shows developments in expenditure over time. To give an impression of
differences in use (volume and quality), the expenditure has to be corrected for
inflation. This is possible only to a limited extent. The figures refer to random
samples of different households chosen each year, so the results apply to the group
as a whole, rather than individual households.4
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Table 6.2 Household spending patterns, by age of head, 1980/1981-1993/1994
aged 35-64 over-65s

1980- 1990 1993- 1980- 1990 1993-
1981 1994 1981 1994

budget share (in %)
food and drink 24.1 21.1 18.9 23.8 21.4 17.4
housing services 19.3 24.5 26.8 25.1 30.1 34.0
heating and lighting 7.3 4.7 4.5 9.5 6.9 6.2
decor/furnishing 7.4 6.6 6.1 6.6 5.6 6.1
clothing and footwear 9.3 7.6 7.1 8.0 6.5 5.5
health care 4.8 5.6 5.5 5.9 6.4 6.6
personal development 3.2 3.7 3.9 2.3 2.6 2.3
sport, leisure, holidays 6.2 6.5 6.5 5.5 4.4 4.4
relaxation 5.8 5.8 5.6 4.4 4.3 4.6
travel and transport 11.2 12.2 12.3 8.2 10.3 9.3
other spending 1.4 1.7 2.6 0.8 1.5 3.5
total 100.0 100.0 100.0 100.0 100.0 100.0

total consumption 33,360 42,380 50,180 20,900 26,060 32,100
savings (%) 9.3 14.3 14.7 16.4 9.0 6.2
disposable income 36,790 49,440 58,840 25,010 28,630 34,210
no. of households 1,981 1,391 2,038 858 532 811
no. of occupants per
household 2.7 2.6 2.6 1.5 1.5 1.5

Source: CBS (Budget Survey) SCP calculation

Table 6.2 clearly shows the rapid rise in spending on housing. The proportion of
the budget spent on housing has risen particularly since the late eighties, to
virtually the same extent in all age groups. The sharp rise can be attributed partly
to the major increases in rents and house prices, and in local levies, such as local
property tax and waste collection charges (Groenen et al. 1993: 88). However,
besides this price effect, there has also been a volume effect on housing costs: the
quality of housing has also improved substantially. An analysis of the Housing
Needs Survey shows that the average quality of homes - measured using the points
system in the Residential Tenancies (Rent) Act - improved by an average of 8%
over the period 1981-1993: 4% for people living alone, 7% for families with
children and 12% for families without children.

Against this significant rise in the proportion of expenditure accounted for by
housing, there has been a substantial fall in the proportion spent on energy (heating
and lighting). This fall, which is not linked to age, occurred in the eighties, for two
reasons. Firstly, consumption of gas declined sharply as a result of energy
conservation programmes, which included better home insulation and more
economical use of energy. Secondly, the actual price of electricity fell in the
eighties (Groenen et al. 1993: 154). Since 1990, spending on energy has begun to
rise again proportionally because most of the possibilities for economising have
been exhausted, and energy prices have risen. People also spend relatively less on
food and drink, clothing and footwear than fifteen years ago. This fall is also not
linked to age, and is accounted for almost entirely by a fall in their relative prices.
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Whereas prices have risen by an average of 40% over the last fifteen years, those
for food and drink have risen by some 25%, and for clothing and footwear by only
around 5%. If we take this into account, we find a slight fall in the consumption
volume for food, and a virtually unchanged consumption volume for clothing and
footwear.

Finally, table 6.2 also shows that elderly people’s spending has come under more
and more pressure, partly due to the fact that their income has not kept pace with
other incomes. The incomes of households aged 35-64 rose more over the period
under review and in the data set used here than those of over-65 households.
Younger households have thus had relatively more to spend, and their savings have
therefore risen. The over-65s have been unable to keep their spending at the same
level, which is reflected in a decline in their savings.5

Table 6.3 shows developments in the spending patterns of certain categories of
elderly people - those living alone, and those on a low income (up to 150% of the
relevant minimum income).

Table 6.3 Spending patterns of over-65 households, people living alone and low income groups, 1980/1981-
1993/1994

people living alone income < 150% of minimum
1980- 1990 1993- 1980- 1990 1993-
1981 1994 1981 1994

budget share (in %)
food and drink 22.0 20.3 15.4 25.3 22.5 17.7
housing services 27.4 32.5 38.1 25.1 31.2 37.6
heating and lighting 10.4 7.8 7.1 10.7 7.9 7.4
decor/furnishing 6.2 4.7 5.0 6.7 5.4 6.0
clothing and footwear 7.9 6.2 5.1 7.9 6.5 5.2
helath care 6.0 6.5 7.2 5.7 6.6 6.7
personal development 2.4 2.9 2.1 2.0 2.3 2.0
sport, leisure, holidays 5.7 3.7 3.6 4.4 3.4 3.0
relaxation 4.2 4.6 4.5 4.6 4.1 4.3
travel and transport 7.1 9.4 7.9 6.7 8.8 6.7
other spending 0.7 1.3 3.8 0.8 1.2 3.3
total 100.0 100.0 100.0 100.0 100.0 100.0

total consumption 16,750 20,510 25,160 15,560 20,410 23,410
savings (%) 18.5 11.0 4.5 5.9 -3.3 -3.9
disposable income 20,560 23,050 26,350 16,480 19,760 22,530
no. of households 443 297 430 472 294 409

Source: CBS (Budget Survey) SCP calculation

One can see from the figures in table 6.3 that over-65s on a low income have barely
been able to make ends meet in recent years. Most of them have had to make
inroads into their wealth or incur debt. The table also shows the high proportion of
spending that goes on housing among over-65s living alone and those on low
incomes.  The extra spending on housing seems to have led to a relative reduction6
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in the food and drink budget. This is partly due to the lower price rises for food and
drink over the period in question (this explains 70% of the reduced budget share),
but part of it is certainly due to reduced consumption (in terms of quantity and
quality). The fall in spending on clothes and footwear is entirely down to reduced
inflation. The relatively sharp fall in spending on heating and lighting in the
eighties is down to the energy-saving measures referred to above.

Both the income and expenditure of the chronically ill have been examined (Van
Agt et al. 1994 and 1995). Spending specifically related to illness has been
quantified, and includes user contributions towards the costs of medical services,
medicines and aids purchased by the individual and the extra costs of alterations to
the home and of food and transport. Table 6.4 compares the financial status of the
chronically ill with that of those with no chronic illness. The chronically ill are
categorised in terms of the number of long-term disabilities and the difficulties they
experience in carrying out general activities of daily life (known as “ADL
disabilities”). The average (standardised) monthly incomes  and the average7

monthly illness-related expenditure are shown for each category. The final column
shows the costs as a percentage of income.

Table 6.4 shows that illness-related expenditure is connected not so much with age
as with chronic illness and physical disability. However, both occur more among
the elderly, and among women.

The chronically ill are doubly disabled in the financial sense. Their (standardised)
income is lower than that of healthy people, and their illness-related expenditure is
higher. Income is also lower, the greater the number of disabilities. Illness related
expenditure amounts to thirty guilders a month for people with no chronic illness.
The chronically ill without disabilities or with one or two disabilities spend double
this, and the more disabilities a person has, the more this amount rises. Illness
related expenditure is highest among chronically ill people with two ADL
disabilities, at 18.5%.
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Table 6.4 Income and illness-related expenses, by presence or absence of chronic illness and any resulting physical
disabilities, 1995

share of standardised net illness-related illness-related
subgroup income (DFL expenses (DFL expenses (as %a

per month) per month) of stand. income)
women under age of 65

not chronically ill 55 2,260 30 1.2
chronically ill, no disabilities 29 2,290 50 2.2
chronically ill with one disability 11 2,130 100 4.7
chronically ill with 2 disabilities 3 1,810 130 7.1
chronically with 3 or more disabilities 2 1,880 220 11.7

men under age of 65
not chronically ill 64 2,450 40 1.5
chronically ill, no disabilities 25 2,440 80 3.3
chronically ill with one disability 6 1,930 50 2.7
chronically ill with 2 disabilities 3 1,760 100 5.4
chronically with 3 or more disabilities 2 1,610 100 5.9

women aged 65-80
not chronically ill 40 2,170 30 1.4
chronically ill, no disabilities 22 2,090 70 3.2
chronically ill with one disability 12 2,000 60 2.8
chronically ill with 2 disabilities 12 1,820 50 2.8
chronically with 3 or more disabilities 14 1,610 80 5.0

men aged 65-80
not chronically ill 50 2,470 40 1.5
chronically ill, no disabilities 25 2,480 50 2.1
chronically ill with one disability 16 2,090 50 2.2
chronically ill with 2 disabilities 4 2,240 90 4.0
chronically with 3 or more disabilities 5 1,740 120 6.8

Missing values have been proportionally distributed among known values.a

Source: Van Agt et al. (1996) SCP calculation

6.3 Making ends meet

It is clear from the above analyses that the disposable income of the over-65s has
come under pressure. Elderly people with a low income, in particular, find it
difficult to make ends meet. This raises the question of whether permanent
expenses like housing and unavoidable expenses still allow financial leeway for
functional spending on things that allow them to participate fully in the life of
society (e.g. communications and social activities).  Of course we must bear in8

mind that the scale of the expenditure in terms of “permanent” and “functional” is
difficult to establish empirically, because it also reflects individual preferences.9

Table 6.5 shows how many households have relatively high permanent expenses
and high unavoidable expenses, and how many have relatively low functional
spending. It covers only households on no more than 150% of the relevant
minimum income. Housing costs include housing-related taxes (property tax and
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waste collection charges); individual rent subsidy is included as part of the
disposable income.

Table 6.5 Households with an income up to 150% of the minimum income and with extreme levels of expenditure,
1980/1981-1993/1994 (in per cent)

aged 35-64 aged � 65
1980/ 1990 1993/ 1980/ 1990 1993/
1981 1994 1981 1994

permanent and unavoidable expenses
more than 40% on housing services 3 8 24 8 20 40
more than 15% on care 1 1 1 2 4 8
more than 50% on housing and care 1 4 14 3 11 31

functional spending
less than 3% on travel and transport 16 12 15 21 17 24
less than 3% on recreation and relaxation 8 11 12 23 20 26
less than 5% on travel and recreation 3 3 4 8 6 11

Source: CBS (Budget Survey) SCP calculation

The table shows that the proportion of households with high permanent and un-
avoidable expenses has risen dramatically. Among the over-65s with an income of
150% of the minimum or less, the proportion of households that spend more than
50% of their income on housing and care has risen from 3% in 1980/1981 to 31%
in 1993/1994. The rise has also been considerable among 35-64-year-olds, but the
proportion with such high expenditure is still only half that among the over-65s.

Table 6.5 also shows that this has had only a limited impact on functional spending
on travel (incl. communications), transport, leisure and relaxation. It would appear
to be mainly other categories, such as food, drink, clothing and footwear, that have
been affected. The proportion of over-65s on a low income who spend less than
15% of their budget on such things has risen from 5% in 1980/1981 to 18% in
1993/1994. However, this is partly down to the lower price rises for these goods.

To obtain a clearer picture of the developments in the disposable income of
households, we used information from Statistics Netherlands’ Socioeconomic Panel
Survey. Table 6.6 shows the proportion of households that said they found it
difficult or very difficult to get by on their income. We should point out that
spending power for nearly everybody hit a low point in 1985. The purchasing
power of the minimum income fell by some 15% between 1980 and 1985, and that
of the modal income fell by around 10%. Between 1985 and 1990 the spending
power of the minimum income rose again by some 5%, and that of the modal
income by some 10%. Purchasing power remained fairly stable over the period
1990-1993.
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Table 6.6 Households that say they find it difficult or very difficult to make ends meet, 1985-1993 (in per cent
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

1985 18 22 16 8 17
1989 12 13 12 12 12
1993 9 12 10 8 10

Source: CBS (SEP) SCP calculation; heads of households (weighted)

The 1985 low point in purchasing power is clearly reflected in table 6.6. In 1985,
17% of households (aged 35 and over) said they found it difficult or very difficult to
make ends meet. This fell gradually to 10% in 1993.

Table 6.6 also shows that the over-65s - particularly the oldest among them -
generally had less difficulty getting by in 1985 than the younger members of the
population. This difference has virtually disappeared over the years. We can gain a
more precise picture of purchasing power if we look at people’s need to borrow
money or cash in their wealth (see table 6.7).

Table 6.7 Households that say they had to incur debt or cash in their savings, 1985-1993 (in per cent)
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

1985 15 20 16 8 15
1989 13 9 16 10 12
1993 11 10 13 9 11

Source: CBS (SEP) SCP calculation; heads of households (weighted)

The picture presented in table 6.7 differs little from that in the previous table. In
1985, the over-75s in particular were less likely to have to compensate for a
shortfall in their income by borrowing or cashing in their savings. The difference
between the age groups was very small by 1993. This means that, relatively
speaking, between 1985 and 1993 younger age groups experienced fewer and fewer
problems getting by on their household budget, and that there has been little
improvement in this respect for the over-65s, and the over-75s in particular.

6.4 User contributions

In many areas of policy, the government is seeking to place greater responsibility
on the individual. This often means that individuals have to pay more for the use of
services and amenities, including in the social and cultural sphere. Higher user
contributions have recently been introduced for education (fees) and health care
(dental charges and contributions from those in health insurance funds). 

Some social and cultural services and amenities can be seen as support services,
and others as compensatory services. Support services are those that are of general
benefit to society, such as culture and sport.  Compensatory services are intended10

to make up for specific welfare deficits, and include health care.  With these11
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services, the impact on income is politically sensitive, as high user contributions
can reduce access. Elderly people, who are particularly dependent on compensatory
services, are very vulnerable in this respect.

Table 6.8 shows the user contributions paid for government services (referred to
below as quaternary services) in 1980/1981. The user contributions for care do not
include health insurance premiums.  The figures in the table refer to all12

households, and cover both users and non-users. This method of presentation
means we must bear in mind the fact that an increase in user contributions might
be the result of an increase in use (participation effect). In interpreting the results,
we must also take account of the fact that elderly people sometimes pay lower user
contributions per unit consumed because they are eligible for special discounts
(over-65s discount card for social and cultural amenities and the OAP rail card).

Table 6.8 User contributions for quaternary services paid by households, by age of head, 1980/1981 (in guilders)
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

education 620 265 90 50 375a

care (excl. premiums) 490 405 350 275 425b

domestic services 175 200 235 340 210c

culture 65 50 40 15 50d

sociocultural associations 90 70 55 20 70e

sports clubs 160 40 20 5 90
public transport 225 220 175 190 210

total quaternary services 1,830 1,250 970 895 1,430

as % of income 4.6 3.9 3.6 4.1 4.1

School, course, college and exam fees, books and learning aids.a

Non-insured expenses and individual payments (by way of user contributions or excess on insurance), includingb

medicines.
Home help, private domestic help, child care etc.c

Theatre, music and dance productions.d

Library, amateur art, youth clubs, sociocultural work.e

Source: CBS (Budget Survey) SCP calculation

Table 6.8 shows that in 1980/1981 some 4% of household income was paid out in
user contributions for quaternary services. In proportional terms, these
contributions were slightly higher for the younger age groups (35-54) and slightly
lower for the older age groups (55-74). The breakdown of the user contributions
varied considerably from one age group to another. User contributions for
education, and for cultural and recreational amenities fell sharply as the age of the
household rose. Those for domestic services and, to a slightly lesser extent, public
transport, on the other hand, rose with age. In absolute terms, the over-65s paid
around half the user contributions that 35-54-year-olds paid. However, although
both groups spent roughly the same amount on public transport, for instance,
elderly people spent a larger proportion of their income on this service as their
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income was lower. However, spending on domestic services did rise in absolute
terms with age.

Table 6.9 shows the user contributions paid for quaternary service in 1993/1994.

Table 6.9 User contributions for quaternary services paid by households, by age of head, 1993/1994 (in guilders)
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

education 1,200 570 170 75 790a

care (excl. premiums) 790 775 635 645 745b

domestic services 570 325 385 675 495c

culture 175 165 65 70 140d

sociocultural associations 165 140 110 70 145e

sports clubs 350 155 70 50 235
public transport 435 295 235 290 355

total quaternary services 3,690 2,430 1,670 1,875 2,910

as % of income 5.9 4.8 4.6 6.3 5.5

School, course, college and exam fees, books and learning aids.a

Non-insured expenses and individual payments (by way of user contributions or excess on insurance), includingb

medicines.
Home help, private domestic help, child care etc.c

Theatre, music and dance productions.d

Library, amateur art, youth clubs, sociocultural work.e

Source: CBS (Budget Survey) SCP calculation

The table shows that user contributions towards the costs of these services are
taking up a growing proportion of people’s income. While user contributions
virtually doubled in the period between the two sets of figures, the average income
increased by only 50%. This caused user contributions to rise as a proportion of
income from an average of 4.1% in 1980/1981 to 5.5% in 1993/1994. The increase
was greatest for the over-75s, where the proportion rose from 4.1% to 6.3%. This
was down to two factors. Firstly, the amount of user contributions they are expected
to pay has risen more than in the other age groups, mainly thanks to rising user
contributions for care and cultural and recreational amenities. Secondly, increases
in the income of the over-65s have lagged significantly behind those in other age
groups.

Table 6.10 shows developments in user contributions in constant prices. The
contributions paid in 1980/1981 have been set at 100. It is not possible to break the
figures down further into price and volume effects because no adequate deflators
are available. However, we do know whether or not households paid user
contributions for services, so it is possible to roughly determine the participation
effect. Over the period in question, the price index for family consumption rose by
around 37%. This has been accounted for in the table.
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Table 6.10 Growth in user contributions for quaternary services paid by households, by age of head, 1980/1981-
1993/1994, in constant prices (index: 1980/1981 = 100)

aged 35-54 aged 55-64 aged 65-74 aged � 75 total
education 140 155 135 110 155a

care (excl. premiums) 115 140 130 170 125b

domestic services 235 120 120 145 170c

culture 195 240 120 340 205d

sociocultural associations 135 145 145 255 150e

sports clubs 160 280 255 725 190
public transport 140 100 95 110 120

total quaternary services 145 140 125 150 145

disposable income 114 111 99 97 113

School, course, college and exam fees, books and learning aids.a

Non-insured expenses and individual payments (by way of user contributions or excess on insurance),b

including medicines.
Home help, private domestic help, child care etc.c

Theatre, music and dance productions.d

Library, amateur art, youth clubs, sociocultural work.e

Source: CBS (Budget Survey) SCP calculation

Table 6.10 shows that user contributions for quaternary services, in terms of
purchasing power sacrificed, have risen by an average of 45%. The rise was slightly
higher for the over-75s (50%) and lower for 65-74-year-olds (25%). The effect is
mainly down to higher user contributions for health care. Although the over-75s
also seem to spend considerably more on culture and leisure pursuits, this factor
does not weigh very heavily, given the small amounts actually involved. Further
analyses have shown that a participation effect is at work here. The number of
over-75s using cultural and recreational amenities has risen.

The smaller rise in user contributions paid by 65-74-year-olds is largely down to
developments in spending on domestic services. The increase appears to be
occurring mainly among younger generations (child care) and the very elderly
(home help).

Table 6.11 shows levels of user contributions paid, by the profile and income of
over-65 households.

The two types of household vary significantly when it comes to user contributions,
but these differences are associated mainly with the presence of children
(education) or several occupants (cultural and sociocultural associations). In terms
of income - expressed here as deviation from the relevant minimum income - the
differences in user contributions paid are considerably greater. They can be put
down to different preferences (culture), means-tested schemes (domestic services)
and demographic factors (education).
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Table 6.11 User contributions for quaternary services paid by over-65 households, by profile and income of
household, 1993/1994 (in guilders)

profile deviation from minimum income total
single- couple <115% 115-150% >150%

occupant
education 80 205 25 65 245 145a

care (excl. premiums) 515 785 465 470 810 635b

domestic services 495 420 160 305 660 455c

culture 50 90 10 30 110 70d

sociocultural associations 75 130 45 65 140 100e

sports clubs 55 70 55 35 90 65
public transport 235 265 190 200 300 250

total quaternary services 1,505 1,965 950 1,175 2,355 1,720

as % of income 5.5 4.5 5.3 4.8 5.1 5.0

disposable income (x DFL 1,000) 26 43 18 25 46 34

School, course, college and exam fees, books and learning aids.a

Non-insured expenses and individual payments (by way of user contributions or excess on insurance), includingb

medicines.
Home help, private domestic help, child care etc.c

Theatre, music and dance productions.d

Library, amateur art, youth clubs, sociocultural work.e

Source: CBS (Budget Survey) SCP calculation

If we relate user contributions to disposable income, we find that the average
differences are fairly small, particularly by income group. However, people who
live alone spend an average of one per cent more of their income on quaternary
services than couples. This is mainly because they are more dependent on domestic
services and - to a slightly lesser extent - public transport.

6.5 Local levies

Local levies have risen sharply over the last few years, mainly as the result of the
implementation of the environmental programme, most of which is set at national
level. It is therefore the environmentally-related charges, such as sewerage and
waste collection charges, that have risen most. There is also a great deal of
variation in local levies. For instance, local levies for the average household in
1996 ranged from 760 to 1,210 guilders a year, a difference of 450 guilders
(Engbersen: 95). It is therefore not surprising that developments in the amount of
local levies paid have recently attracted the attention of central government in the
framework of incomes policy. Possibilities being considered are more scope for rate
differentiation, more flexible exemption limits and more intensive use of special
assistance (TK 1996/1997: 100-102).

Local levies are part of people’s permanent, unavoidable expenses. Since the
amounts are fixed, and elderly people have a lower average income, they weigh
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relatively heavily on their budget, particularly for those who rely mainly on a state
old-age pension.

Local levies include both fees or charges (such as the environmental levies) and
taxes (such as property tax and dog tax). Charges differ from taxes in that they are
paid for a specific service provided by the government. They are levied by the water
boards (occupancy charge), water treatment authorities (pollution charge),
provincial authorities (TV & radio surcharge, vehicle tax), regional police forces
(traffic fines) and municipalities (other charges, including parking fines).
Table 6.12 shows local levies paid in 1980/1981 and 1993/1994. The levies are
divided into four groups.

Table 6.12 shows that the levies in question rose by an average of 140% between
1980/1981 and 1993/1994. This is a considerable rise compared with the general
price rise of 37%. However, more services are now provided, particularly
environmental services. The major rise in the levies has meant that households
have had to pay out a growing proportion of their income in local levies: 1.4% in
1980/1981 and 2.3% in 1993/1994. However, it should be noted that since 1994
(retroactively to 1990) local levies have been included in the price index, and since
that time have therefore been included in the traditional calculation of purchasing
power. The table also shows that an imbalance in the burden on household income
arose over the period in question. In 1980/1981 there was virtually no age
difference in the percentage of income paid in levies, but by 1993/1994 the burden
ranged from 2.1% for 34-54-year-olds to 3% for the over-75s. This increasing
inequality of burden is mainly due to a combination of two factors: the regressive
character of the levies and the fact that the lowest incomes have not risen as fast as
the others. This has meant that the lowest income groups, which include many of
the most elderly people, now experience a greater burden from local levies.
Table 6.13 shows the situation for the over-65s.
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Table 6.12 Local levies, by age of head of household, 1980/1981 and 1993/1994 (in guilders)
aged 35-54 aged 55-64 aged 65-74 aged � 75 total

1980/1981
property tax (user) 105 95 85 80 95a

housing-related charges 235 210 200 180 215b

vehicle tax 55 40 25 10 40c

various fees and levies 65 40 35 20 50d

total levies 460 385 345 290 405

as % of income 1.4 1.4 1.5 1.4 1.4

1993/1994
property tax (user) 225 220 210 185 220a

housing-related charges 585 560 515 485 555b

vehicle tax 135 130 75 35 115c

various fees and levies 115 115 65 55 100d

total levies 1,060 1,020 870 765 990

as % of income 2.1 2.5 2.7 3.0 2.3

The local property tax is also a housing-related levy.a

Sewerage charges, waste collection charges, (water) pollution levy and occupancy charges (water boards).b

Provincial surcharges, only for owners of motor vehicles.c

Passport, driving licence, vehicle registration, population register, dog tax, fishing licence, fines.d

Source: CBS (Budget Survey) SCP calculation, excluding students

Table 6.13 Local levies paid by over-65 households, by profile and income of household 1980/1981 and 1993/1994
profile deviation from minimum income total

single-occupant couple < 115% 115-150% > 150%
1980/1981

amount (in DFL) 260 410 280 275 415 330
as % of income 1.4 1.5 1.7 1.4 1.2 1.4

1993/1994
amount (in DFL) 690 1,010 670 785 940 840
as % of income 2.9 2.7 3.7 3.2 2.2 2.8

Source: CBS (Budget Survey) SCP calculation

Table 6.13 shows that local levies place a greater burden on lower incomes (and are
therefore regressive), and that the inequality of this burden has increased
enormously over the years. The burden on elderly people with a low income
increased from 1.7% in 1980/1981 to 3.7% in 1993/1994. The burden on the
income of elderly people receiving 150% of the minimum income or more rose
from 1.2% to 2.2%.

We should point out, however, that the rules for exemption from local levies have
been relaxed.  Municipalities have had more scope for granting exemptions since13

the introduction of the 95% limit in 1995.  Previously, the limit had been 90%,14

which meant that very few people on the minimum income qualified for an
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exemption. The plan is to raise the limit to 100% in 1997, which will mean that
households on just over the minimum income will also be eligible for exemption.

6.6 Conclusions

Elderly people have always spent more, on average, on housing and health care and
less on personal development, leisure, travel and clothing. The relationship
between these items of expenditure has changed considerably over the last fifteen
years, because spending on housing and health care has risen sharply, while the
others have remained the same or even fallen. As a result, old people’s spending
has risen faster than their income, and they now save less, on average.

Developments in the relationship between income and expenditure differ
considerably from the average for certain groups of elderly people. While elderly
people living alone seemed to be able to manage on their income in the early
nineties, those with an income of less than 150% of the minimum income applying
to them were spending more than they had coming in. They have therefore had to
incur debt or eat into their savings. At the same time, there has been a shift in
expenditure in this group. The rise in housing costs has been compensated for by
lower spending on food. This was possible, to a certain extent, because there has
been a fall in the relative price of food.

Chronically ill and physically disabled elderly people have to pay more user
contributions for the care and aids they depend on, as well as having to pay extra
costs associated with having a disability. They therefore spend a substantial
proportion of their income on illness-related expenses, as much as 20% in the case
of those with severe disabilities.

The financial circumstances of these categories of elderly people have meant that
more and more elderly people have had to spend a large proportion of their income
on housing and care. The proportion of elderly people who spend more than 50% of
their income on these items rose from 3% in 1980/1981 to no less than 31% in
1993/1994. These elderly people have cut back their spending on food, travel and
recreation.

Strangely enough, the number of elderly people who say they are unable to make
ends meet or have to get into debt is much lower than the percentage who are in a
very poor financial position (in both cases, 10% say they have problems). However,
the figures have not changed over the years, whereas the younger population clearly
report fewer problems than they did ten or fifteen years ago.

This chapter has focused special attention on the amount paid in user contributions
and local levies. Both have risen sharply. For instance, user contributions,
expressed in terms of purchasing power sacrificed, have risen in the last fifteen
years by 45%, mainly as a result of increased user contributions for health care.
Since elderly people in particular are reliant on care (see chapter 9), and therefore
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are more likely to have to pay user contributions, the rise has had the greatest
impact on them. A household whose head is over the age of 75 will currently have
to pay over 7% of its income in user contributions. Municipal levies rose even more
sharply, by a huge 140%. Unlike with many user contributions, the level of income
is not taken into account when these levies are charged. The financial burden they
impose has therefore risen most among those on the lowest income. In 1993/1994
they paid 3.7% of their income in local levies, as opposed to 1.7% in 1980/1981.

Elderly people’s spending power has come under pressure in the last fifteen years.
They are saving less and less. Many elderly people on a low income are no longer
able to make ends meet. As we saw in chapter 5, this category consists largely of
single elderly women. Their poor financial status is not the result of a drop in
income, although it was seen in chapter 5 that there has been a slight fall in their
income in real terms. The poor financial status of elderly people on a low income is
partly due to the rising costs of necessary services, such as housing and health care.
This price rise is the result of government policy, including rent rises, restriction of
the right to individual rent subsidy, the introduction of user contributions for all
kinds of care services and the introduction or raising of local levies. Thanks to
these policies, elderly people on low incomes find themselves in difficult financial
circumstances. It therefore comes as no surprise to learn that this category has
featured prominently in the recent studies of poverty in the Netherlands, and that
they have also attracted the attention of the government (which has raised the
elderly person’s tax allowance).
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Statistics Netherlands’ budget surveys are limited, covering an average of 2,000 households a year.1

Two successive surveys have therefore been combined. No combinable data are available for other
years.
Health insurance premiums are regarded as a mandatory deduction from the gross income, because they2

are intended to purchase a right, rather than actual use of a facility.
The commercial rental value of owner-occupied homes also counts as income. Any mortgage interest3

and tax on the rental value for tax purposes (the standard rentable value) are deducted.
Changes in the composition of a group can therefore have implications for the results. This is not taken4

into account in the analysis presented here. However, the scale of the composition effect is not great.
The analyses show that the costs of accommodation, in particular, have risen. They are usually higher
for people living alone, a group that has grown considerably. A simple calculation reveals that only 7%
of the rise in housing costs over the period 1980/1981-1993/1994 is attributable to the composition
effect.
Elderly people’s greater spending need can be attributed to various causes. It might be that they wanted5

to participate in the general rise in prosperity among the working population. However, it might also be
that there is a general trend towards higher spending (period effect) or that younger generations of
elderly people are more inclined to spend their income (cohort effect).
Since 1994, standard rent compensation has been applied to people on the minimum income receiving6

rent subsidy, to mitigate the effects of rising rents.
The standardised income is a prosperity gauge where the fact that a larger household requires a larger7

income to achieve the same level of prosperity has been neutralised.
The difference between permanent expenses and unavoidable expenses lies in the ability to change them8

in the long term. Permanent expenses generally can be changed, while it is virtually impossible to
influence unavoidable expenses.
There is room for debate over the fine details of the concepts of “permanent expenses”, “unavoidable9

expenses” and “functional spending”. For instance, housing-related expenses (e.g. fuel costs) are
sometimes included in permanent housing costs, the costs of education are sometimes regarded as
unavoidable expenses and money spent on leisure activities is not always regarded as functional
spending.
The social benefit can arise from the “merit” of the services and amenities concerned - individuals tend10

to underestimate the individual benefit of things like culture and sport - but might also be down to the
external effects associated with their use. “External effects” means that people other than the users
themselves benefit from the use of the services and amenities (e.g. education, public transport).
Compensatory services are based on the idea that everyone has a right to assistance (care, home help)11

when they need it. However, a means-tested user contribution has to be requested sometimes for this
right to be upheld.
Since 1992 Statistics Netherlands has included health insurance premiums in its calculations of net12

income. However, it does still take account of the difference between the premium actually paid and the
premium for a standard package, but this is not included here as there is no comparable item for
previous years. Medicines have not been included in health care. However, they were covered by the
standard health insurance package in 1993/1994.
Exemption figures in municipal policy on people living on the minimum income in the broadest sense13

(special assistance, debt management, discount cards etc.).
The amount payable in local levies is calculated as follows. First, a standard amount for special14

permanent expenses (health insurance premiums, local levies and net housing costs above national
assistance standard) is established. This is the actual net income less the exemption limit (currently 95%
of the national assistance benefit). Then the actual special permanent expenses are determined. The
amount of local levies payable is obtained by taking 80% of the positive difference between standard
and actual special permanent expenses (see Allers 1996). A very strict means test is also applied.

Notes
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7   HOUSING

7.1 Introduction

Only a small proportion of elderly people live in housing that has been specially
built for people in their age group. Most of them live in normal housing. Special
housing for the elderly includes both independent and supported accommodation
(mainly care and nursing homes). Some elderly people live with their children.
However, the proportion of elderly people living with their offspring is declining
rapidly (see section 2.2), and this chapter does not cover this small group.

There are many types of independent housing for elderly people: special old
people’s apartments, service flats, sheltered housing, and housing-care complexes.
Elderly people often opt for housing specially built for them if they have problems
with certain daily activities that they must perform in order to retain their
independence. However, they have to be able to move around freely inside and
outside the home. Housing for elderly people is often specially adapted for people
who experience physical disabilities that affect their daily life. These homes are
often accessible without climbing stairs, have all rooms on one level, door sills that
have been lowered or removed, higher toilet seats and support bars and handles
fitted in strategic places. These facilities are not, of course, exclusive to special
housing for the elderly. They can also be used to make unsuitable regular housing
more suitable. As well as housing that has been physically adapted, there is also
independent housing for elderly people which includes special care services
supplied by a neighbouring care home or service centre.

This chapter focuses on the living circumstances of elderly people in regular
housing. Special housing for the elderly is specifically discussed only in sections
7.2 and 7.5. Section 7.2 summarises the general living situation of elderly people in
regular and special housing. Section 7.3 looks at how satisfied elderly people are
with their living circumstances and at their attitude to moving. Section 7.4 focuses
on housing costs, looking separately at elderly people who rent and those who own
their home. Section 7.5 looks at the relationship between housing and the physical
disabilities elderly people might face. The chapter closes in section 7.6 with a
number of concluding remarks, and an analysis of the implications of overall
housing policy for elderly people. In view of the scope of this chapter, the analysis
is broad.

7.2 The homes of the elderly

As we mentioned in the introduction, almost all elderly people live independently
in normal housing. No more than 180,000 of the two million over-65s (i.e. 9%) live
in a care or nursing home. The living circumstances of the large group of elderly
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people who live independently differs little from that of the rest of the population.
However, within the group, a clear pattern emerges according to age (see table 7.1).
Among both single- and multi-occupant households, the number of houses (single-
family dwellings) declines with age, and the older a person is, the more likely they
are to live in a ground-floor apartment or an apartment with lift access.
Nevertheless, almost half the independent households whose head is aged over 75
live in a house.

Table 7.1 Characteristics of the home of independent households by age and type of household, 1994 (percentages
presented vertically for each characteristic)

single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 �75  55-64 65-74 � 75
type of home

single family dwelling 67 54 52 42 85 77 64
ground-floor apartment 5 9 11 12 3 5 9
apartment with lift 10 18 20 32 5 10 18a

apartment without lift 18 20 17 13 8 8 10a

year of construction
pre-1945 25 24 21 24 24 22 28
1945-1964 22 28 32 22 27 33 29
1965-1979 29 31 28 32 36 29 28
1980 or later 24 18 19 22 13 16 16

type of property
rented 54 69 75 79 43 55 63
owner-occupied 46 31 25 21 58 45 37

no. of rooms
1-2 13 17 21 38 2 5 15
3 18 29 30 28 11 20 26
4-5 60 48 44 30 73 65 50
� 6 10 7 5 4 15 10 10

average quality score 131 114 110 99 147 135 122
Excluding ground-floor apartments.a

Source: CBS (WBO’93/’94) SCP calculation

Whereas elderly people used to be overrepresented in the oldest of the housing
stock, the influence of urban regeneration and demographic trends has meant that
they are now overrepresented in the housing built just after the war. Older
households are less likely to live in recently built housing. This is because elderly
people are very reluctant to move (see also section 7.3). Age clearly also plays a
role in terms of ownership. The older a person is, the more likely they are to live in
rented housing. There are two reasons for this. Firstly, there is a generation effect.
Older generations are less likely to have participated in the trend towards
increasing home-ownership, which has been particularly strong since the early
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seventies. Secondly, housing that is suitable for elderly people, such as apartments
with lift access and special old people’s apartments, are found mainly in the rented
sector.

Age also plays a role when it comes to the number of rooms in the home. The older
a person is, the smaller their home is likely to be. This is due partly to the different
phases in the life-cycle of a household. Above the age of fifty, many households
enter what is known as the “empty nest phase”, when all the children have left
home. Widowhood comes at a later stage. The household therefore shrinks, and
when people move, they are likely to go to smaller homes. Another factor lies in the
nature of special housing for the elderly, which rarely has more than three rooms,
and usually only one or two.

All these aspects of the home form part of the housing assessment system, on the
basis of which quality scores for each home can be calculated. We have simulated
this system here.  It will come as no surprise that an age effect can also be observed1

in relation to the quality score. The older a person is, the lower their home scores.
The older the person, the more likely they are to live in an apartment, a rented
home, a home with a small number of rooms, or an old person’s apartment.

Independent housing for the elderly

The fact that almost all elderly people in the Netherlands live independently does
not mean that none of them faces problems with this. In many cases, it is possible
to adapt a person’s living circumstances so that they can retain their independence.
There are two possibilities. The first is to adapt the home to the needs of the
occupant(s). This is discussed in section 7.5. Secondly, the occupant(s) can move to
a special apartment for elderly people. As we mentioned in the introduction, many
different kinds are available. In view of the limited data available on all these
separate types of special housing for the elderly, they are regarded here as one
category.

Table 7.2 Characteristics of the home, by age and type of household, 1994 (percentages presented vertically)
 single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
regular housing 96 95 84 66 99 95 84

1housing for elderly 4 5 16 34 5 16
Source: CBS (WBO’93/’94) SCP calculation

Housing for elderly people accounts for 4% of the overall housing stock. Whether a
person lives in this type of housing naturally depends on age. One in three people
aged 75 and over who live alone, live in special housing for the elderly (see
table 7.2). A significantly smaller proportion of the other categories of elderly
people live in such housing. As well as age, the domestic situation therefore also
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has a selective effect. People who live alone will find themselves forced to adjust
their living circumstances sooner than others, because they have no partner to help
them. Furthermore, many of the special homes built for elderly people are very
small, rarely having more than three rooms, most of them having no more than two
(see table 7.3). This is not a problem for a person living alone, but might present
problems for a couple. So it is not only their domestic situation that puts couples off
moving into this type of housing; the housing on offer is also unattractive to them.

Table 7.3 Characteristics of housing for the elderly, 1994 (percentages presented vertically for each characteristic)
housing for elderly other housing

type of home
single family dwelling 38 69
ground-floor apartment 15 5
apartment with lift 43 8a

apartment without lift 5 18a

year of construction
pre-1964 14 47
1965-1979 44 29
1980 or later 43 24

type of property
rented 96 51
owner-occupied 4 49

no. of rooms
1-2 60 9
3 37 17
4-5 4 64
� 6 0 10

average quality score  92 132
Excluding ground-floor apartments.a

Source: CBS (WBO’93/’94) SCP calculation

Housing for the elderly differs from the rest of the housing stock in a number of
other ways, too. It is more likely to be in the form of ground-floor apartments, or
apartments with lift access (see table 7.3). However, houses for the elderly are also
quite common. Construction of special housing for the elderly only began fairly
recently, and most of it is rented. The overall standard of this housing tends to be
lower than the rest of the housing stock, mainly because of the size. We can
therefore conclude that although housing for the elderly belongs to the regular
housing stock, it forms a separate sector within it.
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Table 7.4 Characteristics of housing for the elderly, 1994 (percentages presented vertically for each characteristic)
type of housing for elderly

entirely independent 66
sheltered housing 15
service flat 11
housing-care complex 2
other 6

attached to nursing home or service centre 38

stand-alone 21
belong to a complex 79
of which, in one building 57

of which, with reception 44
with first aid post 32
with caretaker 59
with recreation room 75

Source: CBS (WBO’93/’94) SCP calculation

The unique character of housing for the elderly becomes even clearer if we examine
it more closely. No more than 21% of dwellings for elderly people stand alone in a
way comparable to the regular housing stock (see table 7.4). Most of them belong to
a complex, many of which have some kind of common facilities, such as a
recreation room. This might further explain the fact that mainly single people tend
to live in this type of housing. Besides having special physical alterations, housing
for the elderly often performs a social function. And a third of elderly housing also
has a care function, being linked to a care home or service centre, as in the case of
sheltered housing.

Although housing for the elderly differs from the regular housing stock, it is not a
homogeneous category. It might be a normal dwelling that has been specially
altered, or a dwelling with care facilities. This sector of the housing market can be
regarded as a transitional area between independent and institutional housing.

Institutional housing for the elderly

After this transitional type of housing, the only remaining option is care homes and
nursing homes. The reasons for moving to a nursing home are obvious: an
individual’s physical and/or mental problems have become so great that they
require constant care. These problems are examined in more detail in chapter 8. 

In a recent study, care home residents were asked why they had moved to the home
(see table 7.5). It was found that most people move to a nursing home for reasons of
care. For many, it was not only the need for care, but also the feeling of security
offered by a care home that induced them to move. Another important reason for
making such a move is the loss of the ability to run a home independently. It was
notable that few people said they specifically wished to leave their old home.
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Table 7.5 Reasons for moving to a nursing home, 1996 (percentages presented horizontally)
major factor factor not a factor

too much care needed 62 12 26
24-hour assistance needed 56 17 27
domiciliary care could not meet need 20 12 68
necessary for partner 29 - 68a

at insistence of doctor or hospital 42 16 43
at insistence of children 20 15 65

need to feel protected and well cared
for 58 20 22
fear that no one is at hand 38 18 44
feeling of isolation and imprisonment 9 8 83
more sociable in nursing home 6 15 79
fear of crime 6 6 88
desire to live with people of similar
age 5 10 85

housework too much 55 17 28
home unsuitable 17 12 71
home too expensive - - 97

As percentage of married and widowed respondents.a

Source: SCP (Oll’96)

Table 7.6 Number of rooms and facilities in institutions, 1996 (percentages presented vertically)
care home nursing home

no. of rooms 1 72
2 27
� 3 .

shared room no 19a

with 1 person 27
with 2-3 people 35
with � 4 people 19

facilities in rooms telephone 88 7a

alarm system 98 96
cooking facilities 88 .
kitchen 18 .

Response given by primary carer if respondent incapable.a

Source: SCP (OII’96)

A move to a care home constitutes a major decline in the standard of one’s housing,
in objective terms at least. Almost three-quarters of care home residents have only
one room (see table 7.6). They also have little opportunity to prepare their own
food. In nursing homes the concept of an individual “home” has little significance. 
Only one in five residents have their own room, and over half share with two or
more other people (see table 7.6). There is virtually no privacy, as emphasised by
the fact that residents rarely have a telephone in their own room.
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Conclusion

Most elderly people’s homes are in the regular housing market, and only a small
proportion of them use special housing facilities. Housing for the elderly is geared
mainly to people over the age of 75, and it therefore comes as no surprise that the
care function of such housing is at least as important as the accommodation
function. The standard of such homes receives little attention, as evidenced by the
lack of variety in the supply of independent homes for the elderly, which consists
mainly of small rented dwellings, and by the quality of life in care and nursing
homes for the elderly. With the advent of a prosperous generation of elderly people
on the horizon, it seems clear that more attention will have to be devoted to quality
in the future.

7.3 Satisfaction and desire to move

Elderly people are less mobile on the housing market than the rest of the
population. They all spend more time in and around the home. The home,
immediate surroundings and the neighbourhood therefore feature more
significantly in the daily lives of elderly people than in those of people who work
outside their home. Below, we look first at how satisfied elderly people are with life
in their neighbourhood, and then at their desire to move.

Satisfaction

We know about residents’ views on various aspects of their living circumstances.
Recently, the Housing Needs Survey began to focus specific attention on the
neighbourhood.

Elderly people appear to be more satisfied with all aspects of their living
circumstances than the rest of the population (table 7.7). The older a person is, the
more likely they are to be “very satisfied” or “extremely satisfied”. Generally
speaking, only a small proportion of the population of the Netherlands are
dissatisfied with their housing and immediate surroundings; only a tiny proportion
of elderly people are dissatisfied. people in all age groups tend to be slightly less
satisfied with their immediate surroundings than with their home.

There were few negative assessments of the neighbourhood. Insecurity and
dangerous roads were the most common criticisms. With most aspects of the
neighbourhood, we see the same pattern as with the home and living environment.
Elderly people are less likely to have problems with various aspects of the
neighbourhood than younger households. However, elderly people have more
problems with one particular aspect - they are more likely to feel insecure than
younger households. However, very few elderly people say they do not feel at home
in their neighbourhood. This positive attitude towards their living circumstances is
partly due to the fact that many elderly people have lived in the same
neighbourhood for many years. Elderly households are much less inclined to move



104

than younger ones. This has to do with their status on the housing market, and the
fact that any move they make is likely to be to a home of a lower standard.

Table 7.7 Satisfaction with home, immediate surroundings (percentages presented vertically) and neighbourhood
(percentage presented per subject), 1994

overall aged aged aged
population 55-64 65-74 � 75

home very/extremely satisfied 46 49 50 55
satisfied 44 43 44 40
not so satisfied/dissatisfied 10 8 7 6

immediate surroundings very/extremely satisfied 46 49 50 54
satisfied 42 40 39 37
not so satisfied/dissatisfied 12 10 11 8

neighbourhood insecurity 11 12 13 15
dangerous roads 17 15 14 11
vandalism/graffiti 7 6 5 5
traffic noise 10 10 10 8
bad odour/dust/dirt 9 10 9 5
annoying neighbours 7 5 4 3
do not feel at home 8 5 5 4

Source: CBS (WBO’93/’94) SCP calculation

Desire to move

The fact that elderly people tend to be positive about their living circumstances is
reflected in their attitude to moving house. They move less frequently - and are less
willing to move - than the rest of the population (see table 7.8). As people grow
older, they are less inclined to move because of their home. Elderly people have
reached the top of their “housing career” and most have lived in the same
neighbourhood for many years. So why should they move? However, above the age
of 65, health begins to play a major role in whether people move to a new home.
When people begin to experience physical disabilities, they might find themselves
having to move. Since elderly people rarely move because they do not like their
neighbourhood, they tend to move shorter distances than the rest of the population.
Even if they have to change their type of housing because of declining (or an
expected decline in) health, they usually want to stay in the neighbourhood they
know.
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Table 7.8 Number of people moving 1990-1994 and wishing to move 1994-1996 and reasons for moving
(percentages presented per subject)

           single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
moved to independent home
between 1990 and 1994 14 15 13 10 10 11 11a

of which, within same housing
market area 81 85 89 83 82 83 88

moved for reasons of health 8 14 22 29 15 22 39b

moved because of
home/immediate surroundings 61 51 45 27 54 50 31b

want to move between 1994 and
1996 27 23 19 13 16 16 14a

of which, within same housing
market area 68 72 79 86 70 78 81

for reasons of health 6 12 26 39 11 24 38c

because of home/immediate
surroundings 63 59 45 29 57 40 25c

 Percentage of all households.a

Percentage of all those who moved 1990-1994.a

Percentage of all those wanting to move 1994-1996.a

Source: CBS (WBO’93/’94) SCP calculation

The fact that health plays an important role in determining whether elderly people
move is also reflected in the nature of the homes they seek (see table 7.9). Half to
two-thirds of all elderly people (aged 65 and over) who are planning to move want
to move to special housing for the elderly. Furthermore, the majority of those who
live in unsuitable housing (accessible only by climbing stairs, and not all on one
level) want to move to a home, and immediate surroundings, that are more
accessible. This desire increases with age.

Moving house at this age often means giving up a certain amount of space in and
around the home. The older a person is, the more likely they are to want to live in
an apartment. Around a quarter of elderly people who wish to move want to go
from a house to an apartment. They are even more likely to be seeking a smaller
home, without requiring any compensation in the form of a larger living room.
Many elderly people move to homes with a smaller living room.
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Table 7.9 Desired moves, moves from current to desired type of home, 1994 (as percentage of each population
group)

single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
from... to...

normal home elderly 10 23 62 76 20 48 72
housing for

house apartment 6 17 25 24 13 29 30

larger house smaller house 24 53 53 40 66 69 62

smaller living larger living
room room 43 30 23 14 31 26 18

owner-occupied rented 5 9 13 13 15 21 20

multi-level all on one level 26 59 88 89 61 88 92

not accessible accessible 99
without climbing without
stairs climbing stairs 30 67 76 81 70 83
Source: CBS (WBO’93/’94) SCP calculation

Conclusion

Almost all elderly people are satisfied with their living circumstances and few of
them really want to move. They have reached the top of the housing ladder and
want to remain in this position for as long as possible. However, when it becomes
necessary to move, elderly people are prepared to take a step down in order to move
to a home that is more suited to their physical abilities. One obvious problem is the
combination of features that elderly people hope to find in their new home. They
usually want to move to special housing for the elderly, or to a home that is all on
one level; they are much less likely to opt for a flat or for rented accommodation.
The supply of housing for the elderly is geared too heavily to the rented sector and
apartments, and therefore caters only partly for the demand.

7.4 Housing costs

Housing costs in the rented and owner-occupied sector are calculated in different
ways, and are not readily comparable. The housing costs for elderly tenants and
owner-occupiers are therefore presented separately here. The section on the rented
sector looks specifically at developments in the rent paid by those in the lowest
income groups. The part on the owner-occupied sector looks at the costs of
maintaining the home.
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Table 7.10 Basic rent, net housing costs, rent subsidy takeup (in guilders per month) and proportion of income
spent on rent, 1994 (percentages presented vertically per subject, and averaged)

single-occupant household multi-occupant household
all aged aged aged aged aged aged

tenants 55-64 65-74 � 75 55-64 65-74 � 75
basic rent < DFL 400 25 28 28 30 15 18 23
DFL 400-550 29 34 32 31 33 33 30
DFL 550-700 25 23 26 20 29 27 24
> DFL 700 20 16 14 19 23 22 22
ave. basic rent (DFL) 540 522 521 546 581 565 560

% of tenants with IHS 24 35 48 49 15 23 31a

average IHS paid 172 163 174 174 177 174 166

net housing costs < DFL 400 36 42 52 53 21 26 34
DFL 400-550 27 31 27 24 33 34 30
DFL 550-700 20 14 12 11 26 22 19
> DFL 700 17 13 10 12 21 18 17
ave. net housing costs (DFL) 510 479 449 471 561 535 519

income spent on net housing
costs < 15% 26 11 7 8 25 19 16
15%-19% 25 15 12 11 31 30 33
20%-24% 22 29 32 29 23 24 22
25% or  more 27 46 50 52 22 27 30
ave. income spent on net
housing costs 21.2 25.3 26.3 27.5 20.3 21.4 22.5

IHS = individual rent subsidy.a

Source: CBS (WBO’93/’94) SCP calculation

Housing costs: tenants

Elderly people’s rents do not differ from those of younger tenants (see table 7.10).
However, net housing costs (rent after deduction of rent subsidy) are lower than
average, particularly for those who live alone. This is because people living alone,
particularly the elderly, are more likely to have a low income and are therefore
more likely to be eligible for individual rent subsidy. The very high takeup of rent
subsidy among single elderly people means they have relatively low net costs.
However, despite the lower net costs, elderly people living alone spend a much
higher than average proportion of their income on housing.

The high rent subsidy takeup among elderly people indicates that many of those
who rent their home have a low income. We therefore investigated trends in the
rents paid by people on lower incomes (the 20% group on the lowest income) in the
eighties and early nineties (see table 7.11).
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Table 7.11 Basic rent, net housing costs, rent subsidy takeup (in guilders per month) and proportion of income spent
on rent, tenants in first income quintile, 1982-1994

single-occupant household multi-occupant household
all tenants in aged aged aged aged 65-74 aged
first quintile 55-64 65-74 � 75 55-64 jaar � 75

average basic rent
1982 250 227 247 248 260 244 267
1990 394 399 398 415 430 397 417
1994 461 494 500 509 558 547 496

proportion of tenants with IHSa

1982 33 40 38 39 30 29 30
1990 52 68 59 58 39 18 17
1994 43 55 63 59 32 31 25

average net housing costs
1981 211 193 208 196 234 216 238
1990 304 287 294 301 367 366 405
1994 396 414 399 412 505 494 458

average % of income spent on
net housing costs
1982 19.2 17.4 17.9 16.6 21.7 20.1 20.9
1990 25.3 22.7 23.7 24.1 30.3 29.7 33.1
1994 29.8 28.8 27.9 28.4 35.1 32.1 31.5

IHS = individual rent subsidya

Source: CBS (WBO’93/’94) SCP calculation

Elderly people on a low income have a higher average rent than younger
households on a low income. This was not the case in 1982, and is partly due to the
increase in the number of homes specially built for elderly people. The fact that
elderly people are now less likely to live in pre-war housing than they were
previously is also an important factor.

Elderly couples on a low income spend the largest proportion of their income on
housing. This represents only a small group (approx. 90,000 households) among all
elderly people on a low income, but their budget is very tight, and they are less
eligible for rent subsidy than those who live alone. Single elderly people on a low
income account for half of all the low income groups as defined here. All people on
lower incomes pay a considerably higher proportion of their income in rent than
the average household living in a rented home. It is therefore all the more notable
that the proportion of income spent on rent underwent such a large increase (10
percentage points) between 1982 and 1994, despite an increase in the takeup of rent
subsidy over the same period. Rent subsidies thus failed to compensate for the
rising rents. Indeed, the changes made in the rent subsidy system over this period
made it less able to compensate for the higher proportion of income claimed by
rent.
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Housing costs: owner-occupiers

Home ownership among elderly people has increased in recent years. Between 1982
and 1994, it rose from 40% to 50% among younger elderly people (aged 55-64),
and from 30% to 40% among 65-74-year-olds. There was no increase among
people over the age of 75. This increase in home ownership is not due to more
elderly people buying a home, but to the fact that the first generation for whom it
was easy to buy a home when they were young are now reaching old age. Home
ownership is therefore expected to rise substantially among elderly people in the
next few decades, as the baby-boomers, who are much more likely to own their
home than previous generations, join the ranks of the elderly. 

At first sight, growing old in your own home seems like an attractive prospect.
Many people who own their home have very low housing costs in their old age, as
they have paid off their mortgage, or inflation has greatly reduced cost of the
mortgage (see table 7.12). These people therefore spend a much lower proportion of
their income on housing than elderly people in the rented sector. However, this
comparison falls short, since certain costs covered by rent cannot be included in the
calculation of the housing costs of home-owners due to a lack of data. These
include maintenance costs, insurance and local taxes. Furthermore, one can also
argue that elderly people who live in a home that they have paid off actually have
very high housing costs, because they receive no return on the assets tied up in the
home. However, this is offset by the fact that they would otherwise have had to rent
a home.

Whatever the case, many elderly people who own their home have built up a large
asset. However, it is an asset that cannot easily be used. To cash it in would mean
taking out a mortgage on part of the asset. This is not only difficult in
psychological terms, because it would in effect mean renting part of the home from
a bank again, it is also much more difficult for elderly people to obtain tax relief on
the interest paid. Elderly people pay much lower contributions over the first tax
band. Only wealthy elderly people, who fall in the 50% tax bracket, can really
benefit from the mortgage interest relief scheme. Many elderly people actually
experience a fall in income after retirement, which might make the prospect of
cashing in some of the assets invested in the home quite attractive. The ultimate
solution would be to move to rented accommodation, allowing the capital invested
in the home to be used for other purposes. However, housing in the rented sector is
usually of a lower standard and less attractive.
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Table 7.12 Sale price, net housing costs, presence of mortgage, proportion of income spent on housing costs ,a

1994 (percentages presented vertically per subject, and averaged)
single-occupant household multi-occupant household

all owner- aged aged aged aged aged aged
occupiers 55-64 65-74 � 75 55-64 65-74 � 75

sale price < 150,000 26 38 38 37 21 28 34
DFL 150,000 - 250,000 48 43 38 42 45 42 40
> DFL 250,000 25 19 25 21 34 30 26
ave. sale price (x 1,000 DFL) 233 208 219 206 260 241 238

proportion without mortgage 20 46 68 87 31 58 76

net housing costs DFL < 400 41 67 84 92 53 73 83
DFL 400-550 16 13 8 5 14 10 7
DFL 550-700 gulden 14 7 3 2 10 6 5
> DFL 700 29 14 6 2 24 11 6
ave. net housing costs (DFL) 579 354 238 149 515 320 250

income spent on housing < 15% 61 55 78 89 64 80 85
15%-19% 18 19 9 5 16 9 4
20%-24% 9 10 4 2 8 4 3
25% or more 12 16 8 3 13 8 8
ave. income spent on housing
(%) 14.7 15.2 10.6 8.3 14.4 10.3 9.2

money spent on maintenance in
last 12 months % yes 63 54 52 39 63 59 54
if so, average expenditure (DFL) 1,869 2,082 2,117 1,890 2,029 1,844 2,017

IHS = individual rent subsidy.a

Source: CBS (WBO’93/’94) SCP calculation

Elderly people often find it difficult to meet the costs of maintaining the home,
particularly if their partner has died. This is partly because they are no longer able
to do much of the work they did themselves when they were younger, and therefore
have to pay others to do it, and partly because they will often have lived in the same
home for many years, which means the costs of maintenance will be higher.
Maintenance costs thus rise with age, but the number of owner-occupiers who carry
out their own maintenance falls with age (see table 7.12). This indicates that there
may be problems in this area, although detailed research has yet to be conducted.
However, over the last few years, financial products have been introduced that
make it easier for people to realise the capital in their home, in order to carry out
maintenance, for instance. A number of municipalities in the Netherlands are also
experimenting with schemes for financing home maintenance using the assets tied
up in the home. However, banks and other financial institutions have yet to come
up with a standard solution to this problem, although given the growing market of
elderly owner-occupiers, something can be expected in the near future.
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Conclusion

Elderly people face two problems with their housing costs. The most urgent of them
affects elderly tenants. They spend a very large proportion of their income on
housing. Indeed, it might be argued that it is too large. The costs might in fact be
higher than our figures suggest. Quite apart from municipal levies, which affect
everyone, elderly people are more likely to have to pay a service charge on top of
their rent, because much housing for the elderly includes special facilities (alarm
bell, caretaker, recreation room etc.).

The second problem is the capital tied up in the homes of elderly people who have
paid off their mortgage. It is not up to the government to find a solution to this. A
solution will undoubtedly come from the market over the next few years.

7.5 Living with disabilities

Thus far, we have looked at the living circumstances of elderly people in general
terms. We have related living circumstances and health only superficially. Using
data from a 1995 study (EBB-elderly), we can obtain a clearer picture of the
relationship between the degree of disability elderly people experience in carrying
out daily activities, and adjustments to their living circumstances. We have
confined our attention to elderly people living independently, leaving residents of
care and nursing homes out of consideration. Again, as in previous sections, we are
only able to report on the over-65s.

A disability gauge was devised for the purpose of this analysis (see appendix A).

The majority of elderly people who live independently and who have some kind of
disability live in a normal home (see table 7.13). Elderly people with disabilities are
less likely to live in a house than those without disabilities. As a result, elderly
people with disabilities are more likely to live in a home in which all the rooms are
on the same level. However, it is notable that a substantial proportion of elderly
people with disabilities - 15%-20% - live in a dwelling that is not accessible
without climbing stairs.
Depending on the degree of disability, 20%-25% of disabled elderly people live in
special housing for the elderly. There is no link between the severity of the
disability and whether or not an individual lives in such housing. Only elderly
people without disabilities are much less likely to live in special housing.

There is a clearer link between housing and disabilities when it comes to alterations
to the home. The more severe the disabilities elderly people experience in daily life,
the more alterations will have been made to their home. Removal of door sills and
alterations to the bathroom and bedroom are the most common measures. The
kitchen is the least likely facility to have been altered, and few add extra handles or
support bars to doors and walls. This is surprising because, unlike altering a
kitchen, attaching support bars costs little in terms of money and effort.
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Table 7.13 Disabilities and type of home, population aged 65 and over, by degree of disability, 1995 (percentages
presented vertically)

degree of disability
none very slight slight moderate severe very severe

single family dwelling 63 46 43 42 43 50
apartment 27 34 35 32 29 27
independent housing for elderly 8 13 13 17 18 12
sheltered/service flat/housing-
care complex 2 6 8 9 9 11

home accessible without
climbing stairs 82 81 80 85 86 80
all rooms on same level 49 62 65 70 68 67
alterations to home

no, or low, door sills 26 35 33 45 46 44
support bars in bathroom 25 43 50 59 64 71
support bars on doors and
walls 2 4 5 10 14 11
special toilet 17 33 36 45 54 56
seat in shower/bath 9 15 23 26 38 45
anti-slip surface in
bathroom 19 24 28 31 41 36
altered kitchen 2 5 4 8 7 11
raised bed 16 28 30 33 38 40

average no. of alterations 1.1 1.8 2.0 2.4 2.8 3.0
Source: CBS (EBB-elderly’95) SCP calculation

As was found in section 7.3, this data source (EBB-elderly) also revealed that most
elderly people are satisfied with their living circumstances. If we compare
satisfaction with the home with the degree of disability a person suffers, we find the
more disabilities they have, the slightly more likely a person is to be dissatisfied
with their home. But even among those elderly people with the severest disabilities,
over 80% score their living circumstances as either good or very good.

However, there is a clear link between having a disability and wishing to move
house. 18% of elderly people with no disabilities and 28% of those with disabilities
would definitely or probably like to move (see table 7.14). Those who live in
normal housing are the most likely to want to move; those in special housing for
the elderly are much less likely to want to, as they have already adapted their living
circumstances. However, special housing does not always guarantee that elderly
people will be able to live independently for the rest of their lives. The more
disabled they become, the more keen they will be to move.
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Table 7.14 Disabilities and moving house, population aged 65 and over, by degree of disability, 1995 (percentages
presented vertically)

degree of disability
none very slight slight moderate severe very severe

desire to move house
definitely not 82 79 79 77 76 72
perhaps 12 11 15 13 11 16
definitely 6 10 7 10 14 12a

desire to move house by type
of current homea

house 19 23 23 29 28 34
apartment 17 23 24 25 28 25
housing for elderly 10 14 12 12 19 19

% desiring to move by
alterations to current homea

none 20 25 25 31 37 35
1 of 2 alterations 17 21 24 25 30 29
3 or more alterations 11 18 16 19 16 26
Including the categories ‘unable to find anything’ and ‘have already found another home’.a

Source: CBS (EBB-elderly’95)  SCP calculation

The degree to which the home has been altered to cater for disabilities has an
important effect on the desire to move. Within every category of disability, people
are more likely to want to move, the fewer alterations have been made to their
home. Alterations therefore allow elderly people with disabilities to remain in their
home for longer. Among elderly people with moderate to very severe disabilities,
the need to move is 10% to 20% lower if a number of alterations have been made to
their home. We can therefore conclude that at least some disabled elderly people
would not need to move if their home were altered.

Of course there are limits to the degree to which the home can be altered to cater
for the physical disabilities of elderly people. The wishes of elderly people who
want to move indicate that a third of those with severe disabilities want to move to
non-independent housing (see table 7.15). They apparently feel incapable of
running their own home any longer. However, another third do opt for an
independent home, albeit combined with care services. Only those elderly people
without disabilities who want to move prefer to move to another home within the
regular housing stock. However, few of them actually want to move.
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Table 7.15 Disabilities, reason for moving and housing requirements, population aged 65 and over, by degree of
disability, 1995 (percentages presented vertically)

degree of disability
none very slight slight moderate severe very severe

reasons for movinga

health/age 52 64 73 78 71 84
home 36 31 30 19 8 21
immediate surroundings 14 16 13 13 14 11
family/other 29 27 14 14 16 23

desired new home
single family dwelling 10 2 4 5 0 1
apartment 22 13 7 7 4 3
independent housing for
elderly 37 38 34 27 32 25
sheltered/service
flat/housing-care complex 22 31 32 32 26 34
institutional and other 9 16 22 29 39 38

all rooms on same level 73 92 93 93 96 96
home accessible without
climbing stairs 71 91 87 87 96 80

The reasons for moving house add up to more than a hundred in each disability group, because respondentsa

were allowed to give more than one answer.

Source: CBS (EBB-elderly’95) SCP calculation

The majority of elderly people who want to move house do so because of their
health. Elderly people therefore move mainly because their physical condition
requires them to. Their habits when it comes to moving house cannot therefore be
regarded as regular housing market behaviour. They move only when their present
situation becomes untenable, preferring to stay in their old home for as long as
possible. This would seem to indicate that alterations to the home and domiciliary
care should be available on as large a scale as possible, to cater for elderly people’s
desire to remain in the home and neighbourhood they know for as long as they can.

7.6 Conclusions

Most elderly people have homes on the regular housing market, and only a small
proportion use housing that is specially built for them. Housing for elderly people is
designed mainly for people aged 75 and over. No major demands are therefore
made of the regular housing stock in terms of suitability for the elderly.

Hooymeijer (1996) has calculated that only a small proportion of the housing stock
is suitable for elderly people. If we demand that it should be accessible without
climbing stairs, and that there should be no stairs in the home itself, then no more
than 20% of the housing stock is suitable for the elderly. Over the next few
decades, this is expected to lead to a major shortage of housing for the elderly.
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It is particularly striking that only a third of the apartments in the Netherlands are
accessible without climbing stairs. However, a good deal is being done about this at
the moment. A large proportion of the rented housing built before 1965 is now
eligible for major renovations. In many cases, when apartments from this era are
renovated, a lift is added. Indeed the government has introduced a subsidy scheme
for this very purpose. However, the fact that this scheme is to run out in 1997
makes it unlikely that lifts will be fitted in all suitable apartment buildings.

But the major factor that makes much housing unsuitable for the elderly is that it is
not accessible without climbing stairs. Virtually all houses and maisonettes are
unsuitable for elderly people. However, it would unrealistic to write off the majority
of the Dutch housing stock as unsuitable for elderly people. Firstly, many elderly
people have no problems climbing stairs. Secondly, it is possible to install stair lifts
in most houses. Although this takes a sizeable investment, it is nothing compared
to the investment needed to build new housing suitable for elderly people.

A significant proportion of the housing stock has thus been made suitable for the
elderly, allowing them to remain in familiar surroundings for longer. This is
exactly what many elderly people want. They are generally very satisfied with their
living circumstances and want to move only when their physical disabilities become
so great that they are no longer able to live independently. Many disabled elderly
people are then forced to opt for institutional accommodation or independent
housing combined with care services.

A move of this kind signifies a major decline in the standard of one’s home. Homes
for the elderly are mainly small and rented, while quality of life in nursing homes
and care homes is minimal. The demand for a better quality of life in housing
specially for the elderly is expected to rise in the coming years. This can be seen
from the wishes of elderly people seeking alternative housing. Many of them want
to move to housing specially designed for the elderly, but have demands which the
majority of the current stock of housing for the elderly would not meet. This gap in
the market will probably be closed in the near future, at least for wealthy elderly
people. The less wealthy will have to continue to make do with the current poor-
quality housing for the elderly and would probably be better off altering their
present home to suit their physical needs, until they are forced into institutional
accommodation.

We are forced to conclude that while investment in new housing specially designed
for elderly people meets a need, the increase in the number of elderly people over
the next few years will mean that the majority of them will have to live in regular
housing. One potential problem lies in the fact that virtually all elderly people who
want to move are looking for a home with special facilities. Given that the number
of elderly people is set to rise over the coming decades, the elderly people’s housing
that becomes available is likely to fall well short of demand. Efforts will therefore
have to be focused over the next few years on exploiting all the possibilities for
altering the existing housing stock. Alterations in and around the home are
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We calculated quality scores using this system. Besides the features mentioned here, the system also1

covers the floor area of the home, insulation and other aspects of quality.

essential if elderly people, especially those who have disabilities, are to continue
living independently. The better the home is altered to suit the circumstances of the
occupants, the less likely that they will want to move. The government will
therefore have to make altering the existing stock a priority. One important factor
in this connection is the Building Decree, which lays down standards for new
housing, and stipulates that all new homes must be eligible for alteration. Even
more importantly, the government will have to put more effort into encouraging
alteration of the existing housing stock.

Finally, the housing costs of elderly people on low incomes constitute an urgent
problem that must be resolved in the near future. An ever clearer division is
becoming apparent among the ranks of the elderly. The number of elderly people
with a good pension is on the increase, but the number who live on an income at or
around the minimum is not declining as rapidly. As we saw in chapters 5 and 6,
there is a hard core of single elderly women, in particular, who rely solely on the
state old age pension (Hooymeijer 1996). These figures are confirmed by the
analysis of the housing costs of elderly tenants. It is mainly single tenants who are
forced to apply for individual rent subsidy. Even after deduction of rent subsidy, the
housing costs of these elderly people are still high in relation to their income, even
without other housing costs. Apart from local levies, which everyone has to pay,
elderly people are more likely to have to pay a service charge, because much
housing for the elderly also includes special services (alarm bell, caretaker,
recreation room etc.), which means they have to pay an extra charge on top of their
rent.

If the proposed changes to the individual rent subsidy scheme are put into effect,
they might alleviate elderly people’s housing cost problems.

Note
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7   HOUSING

7.1 Introduction

Only a small proportion of elderly people live in housing that has been specially
built for people in their age group. Most of them live in normal housing. Special
housing for the elderly includes both independent and supported accommodation
(mainly care and nursing homes). Some elderly people live with their children.
However, the proportion of elderly people living with their offspring is declining
rapidly (see section 2.2), and this chapter does not cover this small group.

There are many types of independent housing for elderly people: special old
people’s apartments, service flats, sheltered housing, and housing-care complexes.
Elderly people often opt for housing specially built for them if they have problems
with certain daily activities that they must perform in order to retain their
independence. However, they have to be able to move around freely inside and
outside the home. Housing for elderly people is often specially adapted for people
who experience physical disabilities that affect their daily life. These homes are
often accessible without climbing stairs, have all rooms on one level, door sills that
have been lowered or removed, higher toilet seats and support bars and handles
fitted in strategic places. These facilities are not, of course, exclusive to special
housing for the elderly. They can also be used to make unsuitable regular housing
more suitable. As well as housing that has been physically adapted, there is also
independent housing for elderly people which includes special care services
supplied by a neighbouring care home or service centre.

This chapter focuses on the living circumstances of elderly people in regular
housing. Special housing for the elderly is specifically discussed only in sections
7.2 and 7.5. Section 7.2 summarises the general living situation of elderly people in
regular and special housing. Section 7.3 looks at how satisfied elderly people are
with their living circumstances and at their attitude to moving. Section 7.4 focuses
on housing costs, looking separately at elderly people who rent and those who own
their home. Section 7.5 looks at the relationship between housing and the physical
disabilities elderly people might face. The chapter closes in section 7.6 with a
number of concluding remarks, and an analysis of the implications of overall
housing policy for elderly people. In view of the scope of this chapter, the analysis
is broad.

7.2 The homes of the elderly

As we mentioned in the introduction, almost all elderly people live independently
in normal housing. No more than 180,000 of the two million over-65s (i.e. 9%) live
in a care or nursing home. The living circumstances of the large group of elderly
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people who live independently differs little from that of the rest of the population.
However, within the group, a clear pattern emerges according to age (see table 7.1).
Among both single- and multi-occupant households, the number of houses (single-
family dwellings) declines with age, and the older a person is, the more likely they
are to live in a ground-floor apartment or an apartment with lift access.
Nevertheless, almost half the independent households whose head is aged over 75
live in a house.

Table 7.1 Characteristics of the home of independent households by age and type of household, 1994 (percentages
presented vertically for each characteristic)

single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 �75  55-64 65-74 � 75
type of home

single family dwelling 67 54 52 42 85 77 64
ground-floor apartment 5 9 11 12 3 5 9
apartment with lift 10 18 20 32 5 10 18a

apartment without lift 18 20 17 13 8 8 10a

year of construction
pre-1945 25 24 21 24 24 22 28
1945-1964 22 28 32 22 27 33 29
1965-1979 29 31 28 32 36 29 28
1980 or later 24 18 19 22 13 16 16

type of property
rented 54 69 75 79 43 55 63
owner-occupied 46 31 25 21 58 45 37

no. of rooms
1-2 13 17 21 38 2 5 15
3 18 29 30 28 11 20 26
4-5 60 48 44 30 73 65 50
� 6 10 7 5 4 15 10 10

average quality score 131 114 110 99 147 135 122
Excluding ground-floor apartments.a

Source: CBS (WBO’93/’94) SCP calculation

Whereas elderly people used to be overrepresented in the oldest of the housing
stock, the influence of urban regeneration and demographic trends has meant that
they are now overrepresented in the housing built just after the war. Older
households are less likely to live in recently built housing. This is because elderly
people are very reluctant to move (see also section 7.3). Age clearly also plays a
role in terms of ownership. The older a person is, the more likely they are to live in
rented housing. There are two reasons for this. Firstly, there is a generation effect.
Older generations are less likely to have participated in the trend towards
increasing home-ownership, which has been particularly strong since the early
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seventies. Secondly, housing that is suitable for elderly people, such as apartments
with lift access and special old people’s apartments, are found mainly in the rented
sector.

Age also plays a role when it comes to the number of rooms in the home. The older
a person is, the smaller their home is likely to be. This is due partly to the different
phases in the life-cycle of a household. Above the age of fifty, many households
enter what is known as the “empty nest phase”, when all the children have left
home. Widowhood comes at a later stage. The household therefore shrinks, and
when people move, they are likely to go to smaller homes. Another factor lies in the
nature of special housing for the elderly, which rarely has more than three rooms,
and usually only one or two.

All these aspects of the home form part of the housing assessment system, on the
basis of which quality scores for each home can be calculated. We have simulated
this system here.  It will come as no surprise that an age effect can also be observed1

in relation to the quality score. The older a person is, the lower their home scores.
The older the person, the more likely they are to live in an apartment, a rented
home, a home with a small number of rooms, or an old person’s apartment.

Independent housing for the elderly

The fact that almost all elderly people in the Netherlands live independently does
not mean that none of them faces problems with this. In many cases, it is possible
to adapt a person’s living circumstances so that they can retain their independence.
There are two possibilities. The first is to adapt the home to the needs of the
occupant(s). This is discussed in section 7.5. Secondly, the occupant(s) can move to
a special apartment for elderly people. As we mentioned in the introduction, many
different kinds are available. In view of the limited data available on all these
separate types of special housing for the elderly, they are regarded here as one
category.

Table 7.2 Characteristics of the home, by age and type of household, 1994 (percentages presented vertically)
 single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
regular housing 96 95 84 66 99 95 84

1housing for elderly 4 5 16 34 5 16
Source: CBS (WBO’93/’94) SCP calculation

Housing for elderly people accounts for 4% of the overall housing stock. Whether a
person lives in this type of housing naturally depends on age. One in three people
aged 75 and over who live alone, live in special housing for the elderly (see
table 7.2). A significantly smaller proportion of the other categories of elderly
people live in such housing. As well as age, the domestic situation therefore also
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has a selective effect. People who live alone will find themselves forced to adjust
their living circumstances sooner than others, because they have no partner to help
them. Furthermore, many of the special homes built for elderly people are very
small, rarely having more than three rooms, most of them having no more than two
(see table 7.3). This is not a problem for a person living alone, but might present
problems for a couple. So it is not only their domestic situation that puts couples off
moving into this type of housing; the housing on offer is also unattractive to them.

Table 7.3 Characteristics of housing for the elderly, 1994 (percentages presented vertically for each characteristic)
housing for elderly other housing

type of home
single family dwelling 38 69
ground-floor apartment 15 5
apartment with lift 43 8a

apartment without lift 5 18a

year of construction
pre-1964 14 47
1965-1979 44 29
1980 or later 43 24

type of property
rented 96 51
owner-occupied 4 49

no. of rooms
1-2 60 9
3 37 17
4-5 4 64
� 6 0 10

average quality score  92 132
Excluding ground-floor apartments.a

Source: CBS (WBO’93/’94) SCP calculation

Housing for the elderly differs from the rest of the housing stock in a number of
other ways, too. It is more likely to be in the form of ground-floor apartments, or
apartments with lift access (see table 7.3). However, houses for the elderly are also
quite common. Construction of special housing for the elderly only began fairly
recently, and most of it is rented. The overall standard of this housing tends to be
lower than the rest of the housing stock, mainly because of the size. We can
therefore conclude that although housing for the elderly belongs to the regular
housing stock, it forms a separate sector within it.
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Table 7.4 Characteristics of housing for the elderly, 1994 (percentages presented vertically for each characteristic)
type of housing for elderly

entirely independent 66
sheltered housing 15
service flat 11
housing-care complex 2
other 6

attached to nursing home or service centre 38

stand-alone 21
belong to a complex 79
of which, in one building 57

of which, with reception 44
with first aid post 32
with caretaker 59
with recreation room 75

Source: CBS (WBO’93/’94) SCP calculation

The unique character of housing for the elderly becomes even clearer if we examine
it more closely. No more than 21% of dwellings for elderly people stand alone in a
way comparable to the regular housing stock (see table 7.4). Most of them belong to
a complex, many of which have some kind of common facilities, such as a
recreation room. This might further explain the fact that mainly single people tend
to live in this type of housing. Besides having special physical alterations, housing
for the elderly often performs a social function. And a third of elderly housing also
has a care function, being linked to a care home or service centre, as in the case of
sheltered housing.

Although housing for the elderly differs from the regular housing stock, it is not a
homogeneous category. It might be a normal dwelling that has been specially
altered, or a dwelling with care facilities. This sector of the housing market can be
regarded as a transitional area between independent and institutional housing.

Institutional housing for the elderly

After this transitional type of housing, the only remaining option is care homes and
nursing homes. The reasons for moving to a nursing home are obvious: an
individual’s physical and/or mental problems have become so great that they
require constant care. These problems are examined in more detail in chapter 8. 

In a recent study, care home residents were asked why they had moved to the home
(see table 7.5). It was found that most people move to a nursing home for reasons of
care. For many, it was not only the need for care, but also the feeling of security
offered by a care home that induced them to move. Another important reason for
making such a move is the loss of the ability to run a home independently. It was
notable that few people said they specifically wished to leave their old home.
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Table 7.5 Reasons for moving to a nursing home, 1996 (percentages presented horizontally)
major factor factor not a factor

too much care needed 62 12 26
24-hour assistance needed 56 17 27
domiciliary care could not meet need 20 12 68
necessary for partner 29 - 68a

at insistence of doctor or hospital 42 16 43
at insistence of children 20 15 65

need to feel protected and well cared
for 58 20 22
fear that no one is at hand 38 18 44
feeling of isolation and imprisonment 9 8 83
more sociable in nursing home 6 15 79
fear of crime 6 6 88
desire to live with people of similar
age 5 10 85

housework too much 55 17 28
home unsuitable 17 12 71
home too expensive - - 97

As percentage of married and widowed respondents.a

Source: SCP (Oll’96)

Table 7.6 Number of rooms and facilities in institutions, 1996 (percentages presented vertically)
care home nursing home

no. of rooms 1 72
2 27
� 3 .

shared room no 19a

with 1 person 27
with 2-3 people 35
with � 4 people 19

facilities in rooms telephone 88 7a

alarm system 98 96
cooking facilities 88 .
kitchen 18 .

Response given by primary carer if respondent incapable.a

Source: SCP (OII’96)

A move to a care home constitutes a major decline in the standard of one’s housing,
in objective terms at least. Almost three-quarters of care home residents have only
one room (see table 7.6). They also have little opportunity to prepare their own
food. In nursing homes the concept of an individual “home” has little significance. 
Only one in five residents have their own room, and over half share with two or
more other people (see table 7.6). There is virtually no privacy, as emphasised by
the fact that residents rarely have a telephone in their own room.
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Conclusion

Most elderly people’s homes are in the regular housing market, and only a small
proportion of them use special housing facilities. Housing for the elderly is geared
mainly to people over the age of 75, and it therefore comes as no surprise that the
care function of such housing is at least as important as the accommodation
function. The standard of such homes receives little attention, as evidenced by the
lack of variety in the supply of independent homes for the elderly, which consists
mainly of small rented dwellings, and by the quality of life in care and nursing
homes for the elderly. With the advent of a prosperous generation of elderly people
on the horizon, it seems clear that more attention will have to be devoted to quality
in the future.

7.3 Satisfaction and desire to move

Elderly people are less mobile on the housing market than the rest of the
population. They all spend more time in and around the home. The home,
immediate surroundings and the neighbourhood therefore feature more
significantly in the daily lives of elderly people than in those of people who work
outside their home. Below, we look first at how satisfied elderly people are with life
in their neighbourhood, and then at their desire to move.

Satisfaction

We know about residents’ views on various aspects of their living circumstances.
Recently, the Housing Needs Survey began to focus specific attention on the
neighbourhood.

Elderly people appear to be more satisfied with all aspects of their living
circumstances than the rest of the population (table 7.7). The older a person is, the
more likely they are to be “very satisfied” or “extremely satisfied”. Generally
speaking, only a small proportion of the population of the Netherlands are
dissatisfied with their housing and immediate surroundings; only a tiny proportion
of elderly people are dissatisfied. people in all age groups tend to be slightly less
satisfied with their immediate surroundings than with their home.

There were few negative assessments of the neighbourhood. Insecurity and
dangerous roads were the most common criticisms. With most aspects of the
neighbourhood, we see the same pattern as with the home and living environment.
Elderly people are less likely to have problems with various aspects of the
neighbourhood than younger households. However, elderly people have more
problems with one particular aspect - they are more likely to feel insecure than
younger households. However, very few elderly people say they do not feel at home
in their neighbourhood. This positive attitude towards their living circumstances is
partly due to the fact that many elderly people have lived in the same
neighbourhood for many years. Elderly households are much less inclined to move
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than younger ones. This has to do with their status on the housing market, and the
fact that any move they make is likely to be to a home of a lower standard.

Table 7.7 Satisfaction with home, immediate surroundings (percentages presented vertically) and neighbourhood
(percentage presented per subject), 1994

overall aged aged aged
population 55-64 65-74 � 75

home very/extremely satisfied 46 49 50 55
satisfied 44 43 44 40
not so satisfied/dissatisfied 10 8 7 6

immediate surroundings very/extremely satisfied 46 49 50 54
satisfied 42 40 39 37
not so satisfied/dissatisfied 12 10 11 8

neighbourhood insecurity 11 12 13 15
dangerous roads 17 15 14 11
vandalism/graffiti 7 6 5 5
traffic noise 10 10 10 8
bad odour/dust/dirt 9 10 9 5
annoying neighbours 7 5 4 3
do not feel at home 8 5 5 4

Source: CBS (WBO’93/’94) SCP calculation

Desire to move

The fact that elderly people tend to be positive about their living circumstances is
reflected in their attitude to moving house. They move less frequently - and are less
willing to move - than the rest of the population (see table 7.8). As people grow
older, they are less inclined to move because of their home. Elderly people have
reached the top of their “housing career” and most have lived in the same
neighbourhood for many years. So why should they move? However, above the age
of 65, health begins to play a major role in whether people move to a new home.
When people begin to experience physical disabilities, they might find themselves
having to move. Since elderly people rarely move because they do not like their
neighbourhood, they tend to move shorter distances than the rest of the population.
Even if they have to change their type of housing because of declining (or an
expected decline in) health, they usually want to stay in the neighbourhood they
know.
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Table 7.8 Number of people moving 1990-1994 and wishing to move 1994-1996 and reasons for moving
(percentages presented per subject)

           single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
moved to independent home
between 1990 and 1994 14 15 13 10 10 11 11a

of which, within same housing
market area 81 85 89 83 82 83 88

moved for reasons of health 8 14 22 29 15 22 39b

moved because of
home/immediate surroundings 61 51 45 27 54 50 31b

want to move between 1994 and
1996 27 23 19 13 16 16 14a

of which, within same housing
market area 68 72 79 86 70 78 81

for reasons of health 6 12 26 39 11 24 38c

because of home/immediate
surroundings 63 59 45 29 57 40 25c

 Percentage of all households.a

Percentage of all those who moved 1990-1994.a

Percentage of all those wanting to move 1994-1996.a

Source: CBS (WBO’93/’94) SCP calculation

The fact that health plays an important role in determining whether elderly people
move is also reflected in the nature of the homes they seek (see table 7.9). Half to
two-thirds of all elderly people (aged 65 and over) who are planning to move want
to move to special housing for the elderly. Furthermore, the majority of those who
live in unsuitable housing (accessible only by climbing stairs, and not all on one
level) want to move to a home, and immediate surroundings, that are more
accessible. This desire increases with age.

Moving house at this age often means giving up a certain amount of space in and
around the home. The older a person is, the more likely they are to want to live in
an apartment. Around a quarter of elderly people who wish to move want to go
from a house to an apartment. They are even more likely to be seeking a smaller
home, without requiring any compensation in the form of a larger living room.
Many elderly people move to homes with a smaller living room.



106

Table 7.9 Desired moves, moves from current to desired type of home, 1994 (as percentage of each population
group)

single-occupant household multi-occupant household
overall aged aged aged aged aged aged

population 55-64 65-74 � 75 55-64 65-74 � 75
from... to...

normal home elderly 10 23 62 76 20 48 72
housing for

house apartment 6 17 25 24 13 29 30

larger house smaller house 24 53 53 40 66 69 62

smaller living larger living
room room 43 30 23 14 31 26 18

owner-occupied rented 5 9 13 13 15 21 20

multi-level all on one level 26 59 88 89 61 88 92

not accessible accessible 99
without climbing without
stairs climbing stairs 30 67 76 81 70 83
Source: CBS (WBO’93/’94) SCP calculation

Conclusion

Almost all elderly people are satisfied with their living circumstances and few of
them really want to move. They have reached the top of the housing ladder and
want to remain in this position for as long as possible. However, when it becomes
necessary to move, elderly people are prepared to take a step down in order to move
to a home that is more suited to their physical abilities. One obvious problem is the
combination of features that elderly people hope to find in their new home. They
usually want to move to special housing for the elderly, or to a home that is all on
one level; they are much less likely to opt for a flat or for rented accommodation.
The supply of housing for the elderly is geared too heavily to the rented sector and
apartments, and therefore caters only partly for the demand.

7.4 Housing costs

Housing costs in the rented and owner-occupied sector are calculated in different
ways, and are not readily comparable. The housing costs for elderly tenants and
owner-occupiers are therefore presented separately here. The section on the rented
sector looks specifically at developments in the rent paid by those in the lowest
income groups. The part on the owner-occupied sector looks at the costs of
maintaining the home.
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Table 7.10 Basic rent, net housing costs, rent subsidy takeup (in guilders per month) and proportion of income
spent on rent, 1994 (percentages presented vertically per subject, and averaged)

single-occupant household multi-occupant household
all aged aged aged aged aged aged

tenants 55-64 65-74 � 75 55-64 65-74 � 75
basic rent < DFL 400 25 28 28 30 15 18 23
DFL 400-550 29 34 32 31 33 33 30
DFL 550-700 25 23 26 20 29 27 24
> DFL 700 20 16 14 19 23 22 22
ave. basic rent (DFL) 540 522 521 546 581 565 560

% of tenants with IHS 24 35 48 49 15 23 31a

average IHS paid 172 163 174 174 177 174 166

net housing costs < DFL 400 36 42 52 53 21 26 34
DFL 400-550 27 31 27 24 33 34 30
DFL 550-700 20 14 12 11 26 22 19
> DFL 700 17 13 10 12 21 18 17
ave. net housing costs (DFL) 510 479 449 471 561 535 519

income spent on net housing
costs < 15% 26 11 7 8 25 19 16
15%-19% 25 15 12 11 31 30 33
20%-24% 22 29 32 29 23 24 22
25% or  more 27 46 50 52 22 27 30
ave. income spent on net
housing costs 21.2 25.3 26.3 27.5 20.3 21.4 22.5

IHS = individual rent subsidy.a

Source: CBS (WBO’93/’94) SCP calculation

Housing costs: tenants

Elderly people’s rents do not differ from those of younger tenants (see table 7.10).
However, net housing costs (rent after deduction of rent subsidy) are lower than
average, particularly for those who live alone. This is because people living alone,
particularly the elderly, are more likely to have a low income and are therefore
more likely to be eligible for individual rent subsidy. The very high takeup of rent
subsidy among single elderly people means they have relatively low net costs.
However, despite the lower net costs, elderly people living alone spend a much
higher than average proportion of their income on housing.

The high rent subsidy takeup among elderly people indicates that many of those
who rent their home have a low income. We therefore investigated trends in the
rents paid by people on lower incomes (the 20% group on the lowest income) in the
eighties and early nineties (see table 7.11).



108

Table 7.11 Basic rent, net housing costs, rent subsidy takeup (in guilders per month) and proportion of income spent
on rent, tenants in first income quintile, 1982-1994

single-occupant household multi-occupant household
all tenants in aged aged aged aged 65-74 aged
first quintile 55-64 65-74 � 75 55-64 jaar � 75

average basic rent
1982 250 227 247 248 260 244 267
1990 394 399 398 415 430 397 417
1994 461 494 500 509 558 547 496

proportion of tenants with IHSa

1982 33 40 38 39 30 29 30
1990 52 68 59 58 39 18 17
1994 43 55 63 59 32 31 25

average net housing costs
1981 211 193 208 196 234 216 238
1990 304 287 294 301 367 366 405
1994 396 414 399 412 505 494 458

average % of income spent on
net housing costs
1982 19.2 17.4 17.9 16.6 21.7 20.1 20.9
1990 25.3 22.7 23.7 24.1 30.3 29.7 33.1
1994 29.8 28.8 27.9 28.4 35.1 32.1 31.5

IHS = individual rent subsidya

Source: CBS (WBO’93/’94) SCP calculation

Elderly people on a low income have a higher average rent than younger
households on a low income. This was not the case in 1982, and is partly due to the
increase in the number of homes specially built for elderly people. The fact that
elderly people are now less likely to live in pre-war housing than they were
previously is also an important factor.

Elderly couples on a low income spend the largest proportion of their income on
housing. This represents only a small group (approx. 90,000 households) among all
elderly people on a low income, but their budget is very tight, and they are less
eligible for rent subsidy than those who live alone. Single elderly people on a low
income account for half of all the low income groups as defined here. All people on
lower incomes pay a considerably higher proportion of their income in rent than
the average household living in a rented home. It is therefore all the more notable
that the proportion of income spent on rent underwent such a large increase (10
percentage points) between 1982 and 1994, despite an increase in the takeup of rent
subsidy over the same period. Rent subsidies thus failed to compensate for the
rising rents. Indeed, the changes made in the rent subsidy system over this period
made it less able to compensate for the higher proportion of income claimed by
rent.
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Housing costs: owner-occupiers

Home ownership among elderly people has increased in recent years. Between 1982
and 1994, it rose from 40% to 50% among younger elderly people (aged 55-64),
and from 30% to 40% among 65-74-year-olds. There was no increase among
people over the age of 75. This increase in home ownership is not due to more
elderly people buying a home, but to the fact that the first generation for whom it
was easy to buy a home when they were young are now reaching old age. Home
ownership is therefore expected to rise substantially among elderly people in the
next few decades, as the baby-boomers, who are much more likely to own their
home than previous generations, join the ranks of the elderly. 

At first sight, growing old in your own home seems like an attractive prospect.
Many people who own their home have very low housing costs in their old age, as
they have paid off their mortgage, or inflation has greatly reduced cost of the
mortgage (see table 7.12). These people therefore spend a much lower proportion of
their income on housing than elderly people in the rented sector. However, this
comparison falls short, since certain costs covered by rent cannot be included in the
calculation of the housing costs of home-owners due to a lack of data. These
include maintenance costs, insurance and local taxes. Furthermore, one can also
argue that elderly people who live in a home that they have paid off actually have
very high housing costs, because they receive no return on the assets tied up in the
home. However, this is offset by the fact that they would otherwise have had to rent
a home.

Whatever the case, many elderly people who own their home have built up a large
asset. However, it is an asset that cannot easily be used. To cash it in would mean
taking out a mortgage on part of the asset. This is not only difficult in
psychological terms, because it would in effect mean renting part of the home from
a bank again, it is also much more difficult for elderly people to obtain tax relief on
the interest paid. Elderly people pay much lower contributions over the first tax
band. Only wealthy elderly people, who fall in the 50% tax bracket, can really
benefit from the mortgage interest relief scheme. Many elderly people actually
experience a fall in income after retirement, which might make the prospect of
cashing in some of the assets invested in the home quite attractive. The ultimate
solution would be to move to rented accommodation, allowing the capital invested
in the home to be used for other purposes. However, housing in the rented sector is
usually of a lower standard and less attractive.
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Table 7.12 Sale price, net housing costs, presence of mortgage, proportion of income spent on housing costs ,a

1994 (percentages presented vertically per subject, and averaged)
single-occupant household multi-occupant household

all owner- aged aged aged aged aged aged
occupiers 55-64 65-74 � 75 55-64 65-74 � 75

sale price < 150,000 26 38 38 37 21 28 34
DFL 150,000 - 250,000 48 43 38 42 45 42 40
> DFL 250,000 25 19 25 21 34 30 26
ave. sale price (x 1,000 DFL) 233 208 219 206 260 241 238

proportion without mortgage 20 46 68 87 31 58 76

net housing costs DFL < 400 41 67 84 92 53 73 83
DFL 400-550 16 13 8 5 14 10 7
DFL 550-700 gulden 14 7 3 2 10 6 5
> DFL 700 29 14 6 2 24 11 6
ave. net housing costs (DFL) 579 354 238 149 515 320 250

income spent on housing < 15% 61 55 78 89 64 80 85
15%-19% 18 19 9 5 16 9 4
20%-24% 9 10 4 2 8 4 3
25% or more 12 16 8 3 13 8 8
ave. income spent on housing
(%) 14.7 15.2 10.6 8.3 14.4 10.3 9.2

money spent on maintenance in
last 12 months % yes 63 54 52 39 63 59 54
if so, average expenditure (DFL) 1,869 2,082 2,117 1,890 2,029 1,844 2,017

IHS = individual rent subsidy.a

Source: CBS (WBO’93/’94) SCP calculation

Elderly people often find it difficult to meet the costs of maintaining the home,
particularly if their partner has died. This is partly because they are no longer able
to do much of the work they did themselves when they were younger, and therefore
have to pay others to do it, and partly because they will often have lived in the same
home for many years, which means the costs of maintenance will be higher.
Maintenance costs thus rise with age, but the number of owner-occupiers who carry
out their own maintenance falls with age (see table 7.12). This indicates that there
may be problems in this area, although detailed research has yet to be conducted.
However, over the last few years, financial products have been introduced that
make it easier for people to realise the capital in their home, in order to carry out
maintenance, for instance. A number of municipalities in the Netherlands are also
experimenting with schemes for financing home maintenance using the assets tied
up in the home. However, banks and other financial institutions have yet to come
up with a standard solution to this problem, although given the growing market of
elderly owner-occupiers, something can be expected in the near future.
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Conclusion

Elderly people face two problems with their housing costs. The most urgent of them
affects elderly tenants. They spend a very large proportion of their income on
housing. Indeed, it might be argued that it is too large. The costs might in fact be
higher than our figures suggest. Quite apart from municipal levies, which affect
everyone, elderly people are more likely to have to pay a service charge on top of
their rent, because much housing for the elderly includes special facilities (alarm
bell, caretaker, recreation room etc.).

The second problem is the capital tied up in the homes of elderly people who have
paid off their mortgage. It is not up to the government to find a solution to this. A
solution will undoubtedly come from the market over the next few years.

7.5 Living with disabilities

Thus far, we have looked at the living circumstances of elderly people in general
terms. We have related living circumstances and health only superficially. Using
data from a 1995 study (EBB-elderly), we can obtain a clearer picture of the
relationship between the degree of disability elderly people experience in carrying
out daily activities, and adjustments to their living circumstances. We have
confined our attention to elderly people living independently, leaving residents of
care and nursing homes out of consideration. Again, as in previous sections, we are
only able to report on the over-65s.

A disability gauge was devised for the purpose of this analysis (see appendix A).

The majority of elderly people who live independently and who have some kind of
disability live in a normal home (see table 7.13). Elderly people with disabilities are
less likely to live in a house than those without disabilities. As a result, elderly
people with disabilities are more likely to live in a home in which all the rooms are
on the same level. However, it is notable that a substantial proportion of elderly
people with disabilities - 15%-20% - live in a dwelling that is not accessible
without climbing stairs.
Depending on the degree of disability, 20%-25% of disabled elderly people live in
special housing for the elderly. There is no link between the severity of the
disability and whether or not an individual lives in such housing. Only elderly
people without disabilities are much less likely to live in special housing.

There is a clearer link between housing and disabilities when it comes to alterations
to the home. The more severe the disabilities elderly people experience in daily life,
the more alterations will have been made to their home. Removal of door sills and
alterations to the bathroom and bedroom are the most common measures. The
kitchen is the least likely facility to have been altered, and few add extra handles or
support bars to doors and walls. This is surprising because, unlike altering a
kitchen, attaching support bars costs little in terms of money and effort.
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Table 7.13 Disabilities and type of home, population aged 65 and over, by degree of disability, 1995 (percentages
presented vertically)

degree of disability
none very slight slight moderate severe very severe

single family dwelling 63 46 43 42 43 50
apartment 27 34 35 32 29 27
independent housing for elderly 8 13 13 17 18 12
sheltered/service flat/housing-
care complex 2 6 8 9 9 11

home accessible without
climbing stairs 82 81 80 85 86 80
all rooms on same level 49 62 65 70 68 67
alterations to home

no, or low, door sills 26 35 33 45 46 44
support bars in bathroom 25 43 50 59 64 71
support bars on doors and
walls 2 4 5 10 14 11
special toilet 17 33 36 45 54 56
seat in shower/bath 9 15 23 26 38 45
anti-slip surface in
bathroom 19 24 28 31 41 36
altered kitchen 2 5 4 8 7 11
raised bed 16 28 30 33 38 40

average no. of alterations 1.1 1.8 2.0 2.4 2.8 3.0
Source: CBS (EBB-elderly’95) SCP calculation

As was found in section 7.3, this data source (EBB-elderly) also revealed that most
elderly people are satisfied with their living circumstances. If we compare
satisfaction with the home with the degree of disability a person suffers, we find the
more disabilities they have, the slightly more likely a person is to be dissatisfied
with their home. But even among those elderly people with the severest disabilities,
over 80% score their living circumstances as either good or very good.

However, there is a clear link between having a disability and wishing to move
house. 18% of elderly people with no disabilities and 28% of those with disabilities
would definitely or probably like to move (see table 7.14). Those who live in
normal housing are the most likely to want to move; those in special housing for
the elderly are much less likely to want to, as they have already adapted their living
circumstances. However, special housing does not always guarantee that elderly
people will be able to live independently for the rest of their lives. The more
disabled they become, the more keen they will be to move.
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Table 7.14 Disabilities and moving house, population aged 65 and over, by degree of disability, 1995 (percentages
presented vertically)

degree of disability
none very slight slight moderate severe very severe

desire to move house
definitely not 82 79 79 77 76 72
perhaps 12 11 15 13 11 16
definitely 6 10 7 10 14 12a

desire to move house by type
of current homea

house 19 23 23 29 28 34
apartment 17 23 24 25 28 25
housing for elderly 10 14 12 12 19 19

% desiring to move by
alterations to current homea

none 20 25 25 31 37 35
1 of 2 alterations 17 21 24 25 30 29
3 or more alterations 11 18 16 19 16 26
Including the categories ‘unable to find anything’ and ‘have already found another home’.a

Source: CBS (EBB-elderly’95)  SCP calculation

The degree to which the home has been altered to cater for disabilities has an
important effect on the desire to move. Within every category of disability, people
are more likely to want to move, the fewer alterations have been made to their
home. Alterations therefore allow elderly people with disabilities to remain in their
home for longer. Among elderly people with moderate to very severe disabilities,
the need to move is 10% to 20% lower if a number of alterations have been made to
their home. We can therefore conclude that at least some disabled elderly people
would not need to move if their home were altered.

Of course there are limits to the degree to which the home can be altered to cater
for the physical disabilities of elderly people. The wishes of elderly people who
want to move indicate that a third of those with severe disabilities want to move to
non-independent housing (see table 7.15). They apparently feel incapable of
running their own home any longer. However, another third do opt for an
independent home, albeit combined with care services. Only those elderly people
without disabilities who want to move prefer to move to another home within the
regular housing stock. However, few of them actually want to move.
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Table 7.15 Disabilities, reason for moving and housing requirements, population aged 65 and over, by degree of
disability, 1995 (percentages presented vertically)

degree of disability
none very slight slight moderate severe very severe

reasons for movinga

health/age 52 64 73 78 71 84
home 36 31 30 19 8 21
immediate surroundings 14 16 13 13 14 11
family/other 29 27 14 14 16 23

desired new home
single family dwelling 10 2 4 5 0 1
apartment 22 13 7 7 4 3
independent housing for
elderly 37 38 34 27 32 25
sheltered/service
flat/housing-care complex 22 31 32 32 26 34
institutional and other 9 16 22 29 39 38

all rooms on same level 73 92 93 93 96 96
home accessible without
climbing stairs 71 91 87 87 96 80

The reasons for moving house add up to more than a hundred in each disability group, because respondentsa

were allowed to give more than one answer.

Source: CBS (EBB-elderly’95) SCP calculation

The majority of elderly people who want to move house do so because of their
health. Elderly people therefore move mainly because their physical condition
requires them to. Their habits when it comes to moving house cannot therefore be
regarded as regular housing market behaviour. They move only when their present
situation becomes untenable, preferring to stay in their old home for as long as
possible. This would seem to indicate that alterations to the home and domiciliary
care should be available on as large a scale as possible, to cater for elderly people’s
desire to remain in the home and neighbourhood they know for as long as they can.

7.6 Conclusions

Most elderly people have homes on the regular housing market, and only a small
proportion use housing that is specially built for them. Housing for elderly people is
designed mainly for people aged 75 and over. No major demands are therefore
made of the regular housing stock in terms of suitability for the elderly.

Hooymeijer (1996) has calculated that only a small proportion of the housing stock
is suitable for elderly people. If we demand that it should be accessible without
climbing stairs, and that there should be no stairs in the home itself, then no more
than 20% of the housing stock is suitable for the elderly. Over the next few
decades, this is expected to lead to a major shortage of housing for the elderly.
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It is particularly striking that only a third of the apartments in the Netherlands are
accessible without climbing stairs. However, a good deal is being done about this at
the moment. A large proportion of the rented housing built before 1965 is now
eligible for major renovations. In many cases, when apartments from this era are
renovated, a lift is added. Indeed the government has introduced a subsidy scheme
for this very purpose. However, the fact that this scheme is to run out in 1997
makes it unlikely that lifts will be fitted in all suitable apartment buildings.

But the major factor that makes much housing unsuitable for the elderly is that it is
not accessible without climbing stairs. Virtually all houses and maisonettes are
unsuitable for elderly people. However, it would unrealistic to write off the majority
of the Dutch housing stock as unsuitable for elderly people. Firstly, many elderly
people have no problems climbing stairs. Secondly, it is possible to install stair lifts
in most houses. Although this takes a sizeable investment, it is nothing compared
to the investment needed to build new housing suitable for elderly people.

A significant proportion of the housing stock has thus been made suitable for the
elderly, allowing them to remain in familiar surroundings for longer. This is
exactly what many elderly people want. They are generally very satisfied with their
living circumstances and want to move only when their physical disabilities become
so great that they are no longer able to live independently. Many disabled elderly
people are then forced to opt for institutional accommodation or independent
housing combined with care services.

A move of this kind signifies a major decline in the standard of one’s home. Homes
for the elderly are mainly small and rented, while quality of life in nursing homes
and care homes is minimal. The demand for a better quality of life in housing
specially for the elderly is expected to rise in the coming years. This can be seen
from the wishes of elderly people seeking alternative housing. Many of them want
to move to housing specially designed for the elderly, but have demands which the
majority of the current stock of housing for the elderly would not meet. This gap in
the market will probably be closed in the near future, at least for wealthy elderly
people. The less wealthy will have to continue to make do with the current poor-
quality housing for the elderly and would probably be better off altering their
present home to suit their physical needs, until they are forced into institutional
accommodation.

We are forced to conclude that while investment in new housing specially designed
for elderly people meets a need, the increase in the number of elderly people over
the next few years will mean that the majority of them will have to live in regular
housing. One potential problem lies in the fact that virtually all elderly people who
want to move are looking for a home with special facilities. Given that the number
of elderly people is set to rise over the coming decades, the elderly people’s housing
that becomes available is likely to fall well short of demand. Efforts will therefore
have to be focused over the next few years on exploiting all the possibilities for
altering the existing housing stock. Alterations in and around the home are
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We calculated quality scores using this system. Besides the features mentioned here, the system also1

covers the floor area of the home, insulation and other aspects of quality.

essential if elderly people, especially those who have disabilities, are to continue
living independently. The better the home is altered to suit the circumstances of the
occupants, the less likely that they will want to move. The government will
therefore have to make altering the existing stock a priority. One important factor
in this connection is the Building Decree, which lays down standards for new
housing, and stipulates that all new homes must be eligible for alteration. Even
more importantly, the government will have to put more effort into encouraging
alteration of the existing housing stock.

Finally, the housing costs of elderly people on low incomes constitute an urgent
problem that must be resolved in the near future. An ever clearer division is
becoming apparent among the ranks of the elderly. The number of elderly people
with a good pension is on the increase, but the number who live on an income at or
around the minimum is not declining as rapidly. As we saw in chapters 5 and 6,
there is a hard core of single elderly women, in particular, who rely solely on the
state old age pension (Hooymeijer 1996). These figures are confirmed by the
analysis of the housing costs of elderly tenants. It is mainly single tenants who are
forced to apply for individual rent subsidy. Even after deduction of rent subsidy, the
housing costs of these elderly people are still high in relation to their income, even
without other housing costs. Apart from local levies, which everyone has to pay,
elderly people are more likely to have to pay a service charge, because much
housing for the elderly also includes special services (alarm bell, caretaker,
recreation room etc.), which means they have to pay an extra charge on top of their
rent.

If the proposed changes to the individual rent subsidy scheme are put into effect,
they might alleviate elderly people’s housing cost problems.

Note
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8  HEALTH AND MEDICAL SERVICES

8.1 Introduction

Advanced age is often associated with illness, ailments and frequent visits to the
doctor, specialist or hospital. This is correct to some extent, because the number of
chronically ill people has risen as the average lifespan of the Dutch has risen (STG
1992; Ruwaard and Kramers 1993). One important consequence of this has been a
rise in elderly people’s use of health care services, a trend that is set to continue.
The cumulation of chronic conditions in old age poses major problems for health
policy and the health care sector (Van den Bos et al. 1997). This might conjure up
a somewhat depressing picture of a failed health care system that has managed to
prolong life, but not healthy life. The main questions facing the health care sector
and geriatric specialists now and in the near future are: how can healthy life be
extended, and how can we raise the quality of people’s lives in old age (Van den
Bos et al. 1997)?

This chapter presents an empirical overview of health and illness in the elderly,
and some of the implications, i.e. their use of medical services, the degree to which
they suffer physical disability, and mortality and cause of death among the elderly.
Old age, health and illness are all relative, however. What, for instance, does it
mean when 16% of people over the age of 75 describe their health as “not so good”
or “poor”? To provide some reference framework, for a number of subjects we shall
present data on the “middle-aged” (35-55), the “younger elderly” (55 to 65), the
“middle group” of elderly people (65 to 75) and the “older elderly” (75 and over) in
parallel. The other frame of reference is how the elderly live. Developments in
domiciliary care should allow people to continue living at home even if they have a
serious illness or disability. As a result, the criteria for admission to institutions
have been tightened up, so residents of care and nursing homes are generally in a
poorer state of health than those who live at home. We shall attempt to explain this
using data. Firstly, section 8.2 looks at the number of sick and healthy people in
this country. We shall then look at physical disability in general (section 8.3) and
the link between physical disability and the wellbeing of elderly people in
residential homes (section 8.4). Section 8.5 looks at the use of medical services and
section 8.6 looks at where people die and care of the terminally ill. Section 8.7
contains a few final remarks and our conclusions.

8.2 Number of sick and healthy people

How many people in the Netherlands can be regarded as healthy and what is the
connection between age and health? Table 8.1 contains a number of figures.
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Table 8.1 Number of healthy people , living independently, by age and sex, 1994 (in per cent)a

age group all women
aged � 34 77 73
aged 35-54 62 58
aged 55-64 43 41
aged 65-74 26 24
aged �75 21 19
no. of people in sample 8,823 4,489

$Healthy# means people who report no chronic illness, use no prescribed medicines and describe their owna

health as $good# or $very good#.

Source: CBS (GEZ’94) 

The number of people referred to here as “healthy” falls with age. Three-quarters of
the middle-aged say they are healthy, while only one in five people aged over 75
believe they are. Are these figures high or low? It is difficult to say. We can at any
rate say that 21% of the older elderly meet the very strict criteria for “healthy”. Of
course, the number of elderly people who are simply “in reasonable health” is
greater than table 8.1 would suggest. This chapter explains the concept of health in
old age from a number of perspectives.
One is chronic illness or conditions. A selection of conditions are examined in
more detail below. Three criteria were used in selecting them: the illness must be
relatively prevalent, place a great burden on sufferers and lead them to seek
frequent medical care. 24 chronic illnesses and conditions were chosen on this
basis, seven of which have been designated serious (see Appendix B4 for further
details). Table 8.2 shows how many people in certain categories defined by age and
sex have a (serious) chronic illness or disability.

Table 8.2 Incidence of 24 chronic and 7 serious chronic illnesses and conditions among people living
independently, by age group and sex, 1994 (in per cent)

all women

suffering from 35-54 55-64 65-74 �75 35-54 55-64 65-74 �75
aged aged aged aged aged aged aged aged

no chronic illnesses 64 50 39 38 61 46 35 31

one illness 23 24 29 24 23 25 27 24
two or more illnesses 14 27 32 38 16 30 39 44
one or more serious illnesses 5 10 15 18 5 10 15 20a

(n) (2,652) (825) (716) (440) (1,322) (418) (400) (283)

Do not add percentages to previous ones.a

Source: CBS (GEZ’94)

The proportion of people with chronic conditions increases from a third among the
younger elderly population to two thirds among the most elderly. In every category,
women are more likely to say they have such a condition or illness. 57% of the
population aged 55 and over have one or more chronic conditions.
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Among the population with medical conditions, any differences between the sexes
and, to an even greater extent, between different age groups, are mainly in terms of
the number of conditions from which one individual suffers. Women are more
likely to have more than one. Such multi-morbidity (the presence of several
illnesses) is much more common among the elderly than among younger
generations. There are causal links between some of the conditions discussed here.
For instance, high blood pressure can lead to serious cardiovascular conditions. The
fact that multi-morbidity is more common in old age does not therefore necessarily
mean that people have several totally different conditions, it can also mean that one
has led to another (which will often be serious). This partly explains why the
number of people with serious conditions is so much higher among the elderly.

Chronic conditions can be regarded as fairly objective health indicators, because
when asked about them, people can usually report their doctor’s diagnosis. An
indicator that is more subjective is people’s state of health as they experience it
(which is also used in table 8.1). Table 8.3 shows the proportion of people in each
age group who said they felt they were in poor health in a number of years.

Table 8.3 Number of people who assess their own health as not so good or poor, by age and sex, 1980-1994 (in
per cent)

health not so good to poor
age group 1980 1986 1991 1994
all

aged 35-54 8 6 6 8
aged 55-64 10 9 8 12
aged 65-74 13 11 11 13
aged � 75 14 14 13 16

women
aged 35-54 8 7 7 10
aged 55-64 10 9 8 13
aged 65-74 14 12 10 14
aged � 75 15 17 16 18

Source: CBS (LSS’80 en ’86; GEZ’94); CBS (DLO’91) SCP calculation 

The number of people describing their state of health as “not so good” or “poor”
showed a downward trend up to 1991; in recent years it appears that people have
begun to feel more unhealthy again. This be the result of rising expectations of
health, particularly among women. Opinion polls confirm that people are now
more interested in health (Kooiker and Mootz 1995).

On the other hand, people clearly feel that their health declines as they grow older.
The number of people in the oldest age group who assess their own state of health
as “not so good” or “poor” is double that in the middle-aged group.
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The number of people in each category who describe their health as poor is low in
comparison to the ones who say they have a chronic illness (table 8.2). This would
appear to be a contradiction. On closer analysis we find that two-thirds of the over-
55s who have one chronic illness still feel healthy; a third of those with more than
one chronic illness say they are healthy. In many cases, chronic conditions cause
people to feel very ill, but in some cases they feel reasonably well.

There are two other possible explanations why people feel healthy despite having a
chronic illness. The first is connected with the fact that in the study used recorded
the state of health at the time of questioning. With some chronic illnesses, the
sufferer may have no complaints during certain periods, and may feel quite healthy.
The second possibility is that people begin to think differently about their health as
they grow older or have had a chronic condition for some time. In other words, they
grow to expect less in terms of their health.

Whatever the case, it is not illness registered according to professional standards
that determines how people behave or how they fare; it is how they feel when they
are ill. An individual’s experienced state of health is therefore a much more
important indicator of serious illness, intensive medical consumption and even
mortality than objectively measured illness and conditions (Idler 1992).

This suggests that we should not be too hasty in associating the concepts of “old
age” and “illness”. As well as those who have absolutely no health problems, there
are probably even more elderly people who are not healthy according to objective
medical criteria, but for whom this fact will be of little social relevance.

There is another reason for putting the picture of a life of illness that is often
associated with old age into perspective. The elderly people surveyed will include
some with serious illnesses from which they will soon die. Before looking at this
further, we shall first present a number of statistics on life expectancy and mortality
among the elderly (table 8.4).

Life expectancy for men rose between 1983 and 1994. It also rose for women, but
has stabilised in recent years. Among men, this increased life expectancy has been
accompanied by a rise in the number of years spent in good health; the reverse has
happened among women, however - they are spending more years in a poor state of
health. It is striking that the number of years of health is the same on average for
both men and women, at 60 (in 1990). Taking the average male life span, they
spend 14 years in poor health, while women have almost 20 years of poor health.
The relationship between one aspect of poor health - the presence of physical
disabilities - and age is illustrated in figure 8.1.
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Table 8.4 Average life expectancy and average number of years spent in good and poor health,  1983-1994a

1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1994
men
average life expectancy

at birth 72.9 73.0 72.9 73.2 73.5 73.6 73.7 73.9 74.1 74.3 74.6
aged 65 14.0 14.0 14.0 14.1 14.3 14.4 14.3 14.4 14.2 14.3 14.4

years of good health 58.6 58.3 59.0 59.8 59.8 60.3 59.5 60.0 . . .
years of poor health 14.3 14.7 13.9 13.4 13.8 13.3 14.1 13.9 . . .

women
average life expectancy

at birth 79.5 79.6 79.6 79.7 80.0 80.2 80.0 80.1 80.2 80.3 80.3
aged 65 18.6 18.7 18.6 18.8 19.0 19.0 18.9 19.0 18.6 18.7 18.7

years of good health 60.9 59.8 60.9 60.7 61.5 61.8 60.8 60.2 . . .
years of poor health 18.6 19.8 18.7 19.0 18.5 18.4 19.2 19.9 . . .

The measurement was based on subjective health as recorded in Statistics Netherlands' health survey. Fivea

responses were possible:
1. very good, 2. good, 3. not bad, 4. sometimes good, sometimes bad; 5. bad. 1 and 2 = good health; 
3, 4 and 5 =  poor health.

Source: Boshuizen et al. in SCP (1994); CBS (1966)

Figure 8.1 Mortality figures and surviving partners without physical disabilities (in per cent)

Source: CBS (1994); CBS/NIMAWO (1990); CBS (1996); SCP calculation

Figure 8.1 illustrates that a majority of people from a given year of birth or cohort
will reach a relatively high age, but that the cohort will then die out fairly quickly.
Over the years, the survival curve has come to resemble a right-angle, which means
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that a growing percentage of each birth cohort are reaching an advanced age (SCP
1990: 442). This offers an explanation for the phenomenon of double ageing, the
relatively more rapid increase in the number of very elderly people (see chapter 2).
The curves that represent the percentage of survivors without physical disabilities
are much flatter. Physical disabilities are not, therefore, exclusively linked to old
age, but it is clear that a majority of surviving partners in a birth cohort of advanced
age (80 and over) have serious disabilities.

Table 8.5 shows the diseases that are the main causes of death among the elderly. In
each of the three main categories, one specific disease important in terms of health
policy is mentioned. Accidents are not among the most frequent causes of death, but
since we are looking at avoidable death, they have been included.

Table 8.5 Main causes of death in the elderly, by age and sex, 1987 and 1993 (in per cent)
1987 1993

aged 65-79 aged � 80 total aged 65-79 aged � 80 total
male female male female male female male female

cancer 35 31 23 16 26 34 32 22 14 24
of which, lung 14 2 6 - 6 13 3 5 1 5

cardiovascular disease 43 34 45 35 39 41 41 41 46 43
of which, acute
myocardial infarction 19 18 14 13 16 16 14 12 10 13

respiratory disease 5 11 9 20 12 11 7 17 11 11
 of which, pneumonia 1 10 4 16 8 2 2 6 7 5
other causes 17 23 24 29 23 14 20 20 29 22

of which, accidents 2 2 2 3 2 2 2 2 3 2
N 28,061 18,809 19,042 28,594 94,506 29,703 20,024 22,438 37,691 109,856

Source: CBS (1989); CBS (1994)

 

One striking development is the sharp rise in deaths from cardiovascular disease
among women. Death from cancer has fallen very slightly, but death from lung
cancer has risen slightly among women. There has been a large fall in the number
of women dying from respiratory diseases, while among men the numbers have
risen. This is due to a rise in chronic non-specific lung disease among men. Note
that table 8.5 shows the primary cause of death. This gives an incomplete picture of
the diseases from which elderly people die. Comorbidity - the presence of several
diseases simultaneously in one person - is much more prevalent among the elderly
than among the young.

It is clear from the above that 95% to 98% of elderly people die of a disease of
shorter or longer duration. If we measure elderly people’s state of health at one
particular moment, we also find quite a number of elderly people with serious
conditions who will live for no longer than a few more years. Poor health among
this category does not mean they have spent many years in ill health, but that they
are nearing the end of their life.
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This phenomenon is known as the compression of illness - illness is concentrated in
an individual’s last year or years of life. The opposite is known as the expansion of
illness. The figures in table 8.4 suggest the latter; according to them, people suffer a
long period of illness before they die. The research literature therefore refers to the
compression and expansion of death (Van den Bos 1989). Expansion of death is
largely a thing of the past in the Netherlands, when many people died, including in
younger age groups. Opinions differ as to whether there is ongoing compression of
death (Van den Bos 1989). In other words: are many elderly people ill due to the
simple circumstance that most people in the Netherlands die at an advanced age? Is
death gradually being postponed until man reaches the maximum age that is
biologically possible? There is no agreement on this point, but empirical evidence
was recently found in the Netherlands that might point to an ongoing compression
of death (Nusselder and Mackenbach 1996).
Elderly people fall ill relatively often, but the image of old age as a period where
people are a burden to themselves and others needs to be put into perspective. This
is also important for health policy. It is important to know whether policy has to be
focused on people with chronic illnesses who will live a substantial number of years,
or whether it should be aimed as much as possible at avoiding death.

Finally, a look at accidents. In 1993, there were 764,000 “private accidents”  that1

were so serious that the victim required emergency treatment at a hospital. About
10% of the victims were aged 65 or over. In the period 1984-1992 the number of
people who met with a private accident in the 55-64 age group fell. Among people
aged 75 and over, on the other hand, there was an increase in both absolute and
relative terms. Around half the accidents involving elderly people occur in and
around the home; a quarter occur in the street. Accidents on the stairs, in the garden
or in the kitchen decline, and accidents in the bathroom and toilet increase with age.
The older the victim, the more likely they are to be admitted to hospital rather than
being taken to the accident and emergency department, particularly if they have a
fracture (in half the cases this will be a hip fracture).

Table 8.6 shows the average number of accidents among the elderly in the period
1989-1991.
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Table 8.6 Average number of accidents per annum among the population aged 55 and over that lead to death or
hospital treatment

no. of individuals per 100,000 no. of accidents
involving fall

death after accident 2,200 53 1,500
of which, private accidents 1,740a

involving admission to hospital (excl.
deaths) 30,000 900 24,000
involving treatment at hospital A&E
dept. 86,000 2,600 60,000

Private accidents are all accidents excluding road accidents and accidents at work. Accidents with bicycles anda

mopeds involving only one person are also regarded as private accidents.

Source: Den Hertog en Toet (1995) 

Table 8.7 Number of victims of private accidents aged 55 and over, by type of accident, 1991 a

estimated no.
accident involving bicycle 5,600
fall from stairs 4,700
accident caused by dog 2,600
accident involving chair 1,700
accident involving bed 1,500
accident involving other furniture 1,700
fall on pavement 1,700
fall on kerb 1,600
accident in bathroom/shower 1,200
accident involving door sill 900
accident involving stepladder 900
accident involving glass object 900
accident involving kitchen knife 900
accident caused by slipping on snow/ice 600
accident involving walking aid/wheelchair 400
accident involving hot liquid 400
skating accident 400

Victims treated by hospital A&E departments only.a

Source: Den Hertog en Toet (1995)

Falls are the most common private accidents among elderly people. Over 86% of all
deaths due to private accidents result from a fall; 80% of hospital admissions
resulting from an accident will be falls, and 70% of all cases treated in hospital
accident and emergency departments are falls. 74% of all these accidents registered
by A&E departments happen on the level, and 26% are from a height. Most falls
occur while the victim is doing the housework or engaged in personal care. The
cause or activity being performed is unknown in half of the cases. Many elderly
people probably fall simply while walking around their home. Table 8.7 shows the
number of accidents by type, as described by Den Hertog and Toet (1995).
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Cycling and climbing stairs can be dangerous activities for elderly people, as
table 8.7 shows. Bad road maintenance can have nasty consequences for elderly
people, as can dogs, which often behave unpredictably. Door sills in the home are a
hazard. When people fall out of bed or stumble over furniture, it often because they
are unsteady on their feet, have impaired sight or suffer from dizzy spells. Very
elderly people fall more often in the bathroom or toilet than younger elderly people.

8.3 Physical disability

Although we managed to put the image of old age and ill health into perspective in
section 8.2, it still remains a fact that some elderly people do suffer from chronic
illnesses and conditions. It is therefore obvious to some degree that elderly people
are more likely to have physical disabilities, since 80% of disabilities are caused by
chronic illness (CBS/NIMAWO 1990).

This is explained further below. We developed seven specific measures and one
overall measure of physical disability using the SCP’s Use of Services and
Amenities Survey (AVO). See appendix B3 for a more detailed explanation. Table
8.8 shows how many people in each age group have physical disabilities, and how
severe their disabilities are.

The incidence of physical disability shows a strong correlation with age. While, in
middle age, three-quarters of the population have no physical disability, only a
quarter have none in the oldest age group. However, we should note that slight
disabilities generally impede sufferers less (Timmermans and Schoemakers-
Salkinoja 1996).

Around half the people in the oldest age group have moderate or severe disabilities.
This means that they at least have difficulty performing one or more of the activities
listed in table 8.8. People who have severe disabilities are able to complete them
only with help or special aids or not at all.

Disabilities that make it difficult to do the housework or walk are the most common.
Indeed, a majority of people aged 75 and over who live independently have such
problems. Problems with sitting and standing (inability to stand for half an hour)
also occur more than the average.

Sensory disabilities, problems with the use of the arms and hands, and difficulty
with personal care occur in around a quarter of the oldest people and 10% to 15% of
65-74-year-olds. Quite a large number have difficulty with personal care. This
involves activities that are vital in daily life, such as eating and drinking, getting in
and out of bed and going to the toilet. Chapter 9 looks in more detail at ways of
compensating for physical disabilities, focusing on the need for and provision of
assistance.
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Table 8.8 Number of individuals living independently who have physical/sensory disabilities, by age group (in per
cent)

age group
type of disability aged 35-54 aged 55-64 aged 65-74 aged � 75
general degree of physical disability

no disability 77 67 50 23
slight disability 16 19 27 29
moderate disability 5 10 16 26
severe disability 1 4 8 23

specific levels
sight

slight disability 3 4 6 14
severe disability 1 2 4 9

hearing
slight disability 2 4 9 17
severe disability 1 3 3 10

sitting and standing
slight disability 9 14 23 35
severe disability 3 5 7 8

use of hands and arms
slight disability 6 8 12 24
severe disability 1 3 4 6

walking
slight disability 5 10 19 33
severe disability 1 3 6 19

personal care
slight disability 2 6 8 17
severe disability - 2 3 7

housework
slight disability 8 13 23 35
severe disability 2 4 8 26

(n) (4,471) (1,454) (1,204) (697)

Source: SCP (AVO’95). See appendix B3 for explanation of how the level of disability was measured.

Physical disabilities are often the result of a chronic illness or condition, or of an
accident. We shall look now at what conditions lead to disability. We already noted
earlier in this chapter that elderly people tend to have several conditions at the same
time, and that some of them are linked. We therefore explored the connection
between disability and conditions using a multivariate analysis (Renova), correcting
for links. The results are shown in table 8.9.
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Table 8.9 People living at home who experience physical disabilities  as a result of a chronic condition , 1995a b

(betas obtained from a Renova)
experiences disability(ies) experiences serious disability(ies)

all age groups aged � 55 all age groups  aged � 55c c

average for all conditions 47 61 16 23

asthma 47 68 16 23
heart complaint or attack 67 74 22 27
high blood pressure 50 61 17 23
stroke 74 89 48 57
stomach/gastric complaint 53 66 20 28
disease of gall bladder or liver 42 - - -d d d

kidney stones or kidney disease 44 57 31 -d

diabetes 57 68 27 30
lumbago or slipped disc 65 74 19 26
worn joints 69 74 25 30
arthritis 62 73 27 37
epilepsy - - - -d d d d

malignant tumour or cancer 70 86 35 39
tuberculosis - - - -d d d d

consequences of accident 55 75 21 31
other chronic diseases and conditions 58 73 25 37

Physical disabilities, excluding sensory.a

The percentages are corrected (by Renova) for the presence of more than one condition.b

Aged 16 and over.c

Number < 50 .d

Source: SCP (AVO’95)

Illness, chronic or otherwise, does not leave sufferers unaffected. A large percentage
of people who have or have had a serious illness experience physical disabilities.
Elderly people are more likely to. Physical disabilities are experienced most often by
those who have had a stroke or have cancer, or are suffering from back problems,
worn joints, arthritis, the consequences of an accident or a heart complaint. Note
that the figures refer to people living at home. Sensory disabilities are not included
in table 8.9.
The fact that prevalent and/or severe chronic conditions in elderly people so often
lead to physical disability (sometimes severe) provides an extra argument for
targeting preventive health care at the elderly. Since accidents also cause physical
disability, such care - given what was said in section 8.2 about the causes of
accidents among the elderly - should not be limited to health policy, but should also
form part of housing policy.

8.4 Physical disability and the wellbeing of elderly people in institutions

Obviously, residents of care and nursing homes are more likely to be invalids than
elderly people who live in their own home. After all, residential care is intended for
disabled elderly people. However, how great is the difference between them and
those who live at home, now that domiciliary care is probably enabling elderly
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people to stay at home longer? The study of elderly people in institutions
commissioned by the SCP gives us some insight into this. Table 8.10 gives an
impression of the level of invalidity of elderly people, expressed in terms of degree
of disability. The figures for those who live independently and those in different
types of residential home are given separately.
Psychogeriatric departments in nursing homes and psychiatric hospitals focus on
another category of elderly people: those with psychological conditions and elderly
people whose mental capacities are in irreversible decline. Figures for these
residents have therefore also been included in table 8.10.

Table 8.10 Physical disabilities among the elderly, by type of housing (in per cent)
living care home nursing home psychiatric

independently hospitala

somatic psychogeriatric
department department

general level of disability
(without daily household
activities)a

no disability 23 0 0 0 0
slight disability 26 9 0 0 21
moderate disability 29 25 4 12 28
severe disability 19 66 96 88 51

(n) (702) (611) (187) (177) (130)

Age: 75 and over.a

Numbers of people living individually differ from table 8.8 because a differ measure of disability was used, i.e.b

including daily household activities. Here, a measure that excludes daily household activities has been used.

Source: SCP (AVO’95) (living independently); SCP (OII’96)

The distribution by degree of disability among the independent elderly, residents of
care homes and the somatic departments of nursing homes shows at a glance that
these homes mainly accommodate severely disabled elderly people, and illustrates
the “hierarchy” that exists in this respect between care and nursing homes. At a
rough estimate, 80% of elderly people with severe disabilities live in residential
care.

It is also striking that residents of the psychogeriatric departments of nursing homes
all have physical disabilities too; indeed the overwhelming majority are severely
physically disabled. The physical problems of elderly people in psychiatric hospitals
are slightly less severe on average, but there too at least half of them can be
described as physically disabled. This means that these institutions have to provide
both physical and mental health care, even if problems with mental health are the
main reason for admission. Elderly residents of psychiatric hospitals differ in this
respect from the average patient in these hospitals; they are in a type of psychiatric
nursing home. This might explain the fact that mentally disabled elderly people are
concentrated in a small number of psychiatric hospitals (SCP OII’96).
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Table 8.11 compares the physical and sensory disabilities of the different categories
of elderly people in residential homes and the independent elderly.

Table 8.11 Physical and sensory disabilities among the elderly, by type of housing (in per cent)
living care home nursing home psychiatric

independently hospitala

somatic psychogeriatric
department department

hearing
slight disability 17 19 14 32 14
severe disability 10 16 11 7 5

sight
slight disability 14 17 9 5 5
severe disability 9 18 10 20 9

sitting and standing
slight disability 35 48 11 29 39
severe disability 8 21 82 51 25

use of hands and arms
slight disability 24 76 64 40 57
severe disability 6 20 30 46 38

walking
slight disability 33 25 1 11 21
severe disability 19 60 97 87 52

personal care
slight disability 17 12 2 7 15
severe disability 7 58 95 89 48

daily household activities
slight disability 35 13 - - -
severe disability 26 86 - - -

(n) (702) (611) (187) (177) (130)

Age: 75 and over.a

Source: SCP (AVO’95 ); SCP (OII’96)

Compared with those who live independently, nursing home residents generally
have more problems carrying out household tasks (none of them can perform these
tasks without difficulty), with walking and with personal care. Other types of
disability are also more prevalent among nursing home residents, but these three
determine the differences shown in table 8.11.

Residents of the somatic departments of nursing homes differ from nursing home
residents mainly in their ability to cope with personal care, walking and their ability
to sit and stand. All these residents thus have severe mobility problems and are
incapable of looking after themselves.
The differences between elderly people in the somatic and psychogeriatric
departments of nursing homes are substantial, but the same types of disability
dominate in both categories. However, among the psychogeriatric patients they can
be rooted in entirely different causes. It is generally a mental rather than a motor
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condition that prevents them from carrying out certain actions. This might also
explain why they often have difficulty seeing or using their arms and hands. The
questions designed to reveal these types of disability (such as “can you read the
letters in the newspaper?” and “can you make fine finger movements, like buttoning
your coat?”) register both incapacity and inability, but not the causes. This puts our
earlier conclusion that elderly people in the psychogeriatric departments of nursing
homes and in psychiatric hospitals have many physical disabilities somewhat into
perspective, without, however, diminishing the physical dependency of these people.
It is not possible to establish in quantitative terms what effect admission to a
residential home has on the welfare of elderly people. However, we can compare
information on the sense of wellbeing of elderly people who live independently and
those who live in institutions. Such a comparison is presented in table 8.12.

Table 8.12 Wellbeing of the elderly; living independently and care home residents, 1996 (in per cent)
living independently care home

general wellbeing good 58 23a

moderate 34 58
bad 8 19

feel tense never 38 38
sometimes 46 43
often 15 19

forgetful never 36 33
sometimes 53 49
often 11 18

feel unable to cope never 73 58
sometimes 23 32
often 4 10

still expect a lot from life yes 52 24
partly 32 33
no 16 43

full of plans yes 48 16
partly 29 21
no 23 63

dreading future yes 8 17
partly 17 18
no 75 65

days go by slowly yes 5 13
partly 9 15
no 86 72

Combination of the items below. Few residents of nursing homes and psychiatric hospitals were able toa

respond, and they have not therefore been included.

Source: SCP (EBB-elderly’996); SCP (OII’96)
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Using a scale comprising seven items referring to different aspects of wellbeing,
almost 60% of elderly people can be categorised as feeling well, while 8% feel bad.
Nursing home residents score significantly worse, but this is mainly down to two
factors: hopes for the future and plans. Earlier in this chapter, it became clear that
the majority of elderly people in residential homes are severely disabled, and
therefore rely on the help of others. Most have only a few months or years to live
and, as chapter 13 will show, they cannot afford to carry out any plans they might
have. Viewed in this light, it seems that such a large majority are being as
optimistic as possible in their response to the apparently rhetorical questions.

The therapy provided in response to complaints of this nature is perhaps a better
indicator of wellbeing. One such therapy is treatment with sleeping pills and
sedatives. Table 8.13 contains figures for the use of such medication.

Table 8.13 Use of sleeping pills and sedatives by elderly, by type of housing (in per cent)
living care home nursing home psychiatric

independently hospitala

somatic psychogeriatric
department department

no medication at all 26 12 49 8 2
no sleeping pills or sedatives 87 38 43 26 12
only sleeping pills 25 21 9 5b

only sedatives 11 14 33 46b

both sleeping pills and sedatives 14 13 24 35b

Age: 75 and over.a

13% of them use sleeping pills and/or sedatives.b

Source: CBS (GEZ’94); SCP (OII’96)

13% of over-75s who live independently use sleeping pills or sedatives. Use of this
type of medication is very prevalent in residential homes, where half the residents
use sedatives and/or sleeping pills and would probably not be able to cope without
them, or would not get enough sleep. This suggests that the wellbeing of a large
proportion of these people is far from good.

The majority of elderly people in psychogeriatric nursing homes and psychiatric
hospitals use sedatives and/or sleeping pills. However, this is a direct result of their
health problems.

8.5 Use of medical services

So what does this all imply for the use of medical services? Will an increase in the
number of elderly people mean an increase in use? Does the slight increase in
dissatisfaction with their state of health mean that more elderly people will seek
medical help? Before we look at this, figure 8.2 shows trends in the use of medical
services.
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Figure 8.2 Use of medical services by people living independently, by age group and sex, 1981-1995 (in per cent)

all women

visited family doctor in last 2 months

visited medical specialist in last 2 months
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all women

attended hospital in last 12 months

medication
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all women

physiotherapy

Source: CBS Health Surveys 1981-1995

The figures show that elderly people make more use of the five types of medical
service investigated than younger people. This is not surprising, since elderly people
are more likely to have a chronic condition that requires frequent visits to the doctor
and therapy. Personal satisfaction with one’s state of health is less important in this
respect. We can also identify certain trends in the period of ten to fifteen years
covered by the figures. For instance, visits to the family doctor by people over the
age of 54 increased noticeably, and visits to physiotherapists increased sharply
between 1985 and 1995. Visits to medical specialists and stays in hospital fell
slightly over the same period. The sharp fall in the use of prescribed medicines
between 1981 and 1995 is striking. The fall was most pronounced - between 6 and 7
percentage points - among the three oldest age groups. Perhaps doctors are
exercising more caution in prescribing medication for the elderly, as the Health
Council has recommended (Gezondheidsraad 1994). Note that the figures refer only
to elderly people living independently.

The population is growing older, and people use medical services more frequently in
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their old age, although the overall picture is diverse. Furthermore, the current
elderly generation are more likely to seek medical care than their predecessors.
These two trends are mutually reinforcing and are likely to bring about even greater
pressure on medical services in the near future.

8.6 Place of death and care of the terminally ill

Many people wish to die in familiar surroundings among people they are close to.
The people around a dying person often have difficulty finding the help and support
they need. Professional care services were not geared to this specific care need in the
past. Terminal domiciliary care has now grown up as a separate sector, first in the
form of voluntary work, but after intensive home nursing became eligible for
separate funding under the Health Insurance Funds Act, it became a professional
service. This section looks at terminal domiciliary care.

Since the seventies and eighties, when criticism of institutions reached a high point,
people have begun to criticise the way people die in the Netherlands. Death has
become a matter for the medical profession; dying at home is becoming more and
more difficult (Van den Akker et al. 1994). The opportunity to die at home depends
very much on the attitude of the family doctor (Spreeuwenberg 1981). This cultural
criticism has not been without effect. A new private initiative has arisen - hospices,
places where people can go to die “almost at home”, following the British model.
Growing numbers of volunteers now offer help to people with dying relatives at
home. Have these developments actually made it easier for people to die at home?
Table 8.14 contains figures on where elderly people die.

Table 8.14 Place of death, population aged 65 and over, 1970-1995
1970 1985 1995

abs. in % abs. in % abs. in %
hospital 15,300 19 35,200 37 37,500 35
care home 12,500 15 18,400 19 21,900 21a

nursing home 6,700 8 14,000 15 19,600 18
other 47,200 58 28,000 29 27,400 26a

N 81,700 100 95,600 100 106,400 100a

It is assumed that a large number of these individuals die at home; a much smaller proportion die in mentala

institutions, psychiatric hospitals, sheltered housing and public places.
1994.b

Source: SIG Care Information (unpublished); CBS (1970); CBS (1985); CBS (1989); CBS (1995); CBS (1996)

There have been spectacular shifts during the 25 years for which figures are
reported. While, in 1970, over half of elderly people did not die in an institution, in
1995 the figure was down to a quarter. The number of elderly people who die in
hospital has almost doubled; dying in nursing and care homes has increased less,
but still to a significant extent. Care and nursing homes have expanded enormously
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over the last 25 years - despite the recent cutbacks - and so the number of people
dying there has also risen. The indication criteria have also been tightened up. In
other words, elderly people must be in a much poorer state of health in order to be
admitted. This means that, more than before, they are a place where people die.

The fact that so many people die in hospital is an indication of people’s faith in the
medical profession’s ability to postpone death. People appear to prefer being treated
in hospital - with the risk of dying there - than to make do without specialist
medical treatment in order to be sure of dying at home. This trend could also be
seen in figure 8.2 on the use of medical services. What do government policy and
voluntary services do to help people die at home?

In the eighties, the health ministry carried out a number of experiments with
intensive domiciliary care designed to show whether more domiciliary care for the
seriously ill, including the terminally ill, was feasible. The results of the projects led
the Health Insurance Fund Council to set up a subsidy scheme for intensive
domiciliary care in 1990. One of the main reasons behind this was the need to
relieve the burden on informal carers. Under this scheme, the Health Insurance
Funds would reimburse the costs of extra home help, district nursing and family
doctor care up to a certain maximum for each patient per 24 hours, for a maximum
of three months. The patient had to have an indication for hospital or nursing home
admission (Ziekenfondsraad 1989). Table 8.15 shows how many terminally ill
patients were cared for at home in 1993 and 1994.

Table 8.15 Number of terminally ill patients in intensive domiciliary care, 1993 and 1994
1993 1994

hospital 1,365 1,489
nursing home 542 496
total 1,897 1,985

Source: Health Insurance Funds Council (uncorrected)

In 1993 a total of 3,631 patients received subsidised, intensive domiciliary care; in
1994 the figure was 4,064 (Ziekenfondsraad, unpublished). Over half of them had
cancer. Cancer patients are the largest group of terminal domiciliary care patients.
The budget for the Health Insurance Funds Council subsidy scheme for the
terminally ill was 56 million guilders in 1996. The maximum costs per patient per
day may not exceed 421 guilders. The average length of care was 24 days in 1993
and 22 days in 1994, for all categories of patient. The scheme is to end on 1 January
1997, and anyone requiring intensive domiciliary care after that will have to turn to
the schemes for regular domiciliary care, including the individualised budget
scheme. Time will show whether these schemes can cater for the special demands of
terminal care in the home.

Dying people and their relatives can also seek the support of voluntary carers
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specialised in caring for the terminally ill. In 1991, 67 voluntary organisations with
over 1,100 volunteers were active in this area. They helped in 900 situations,
putting in an average of 50 to 60 hours in each case. The organisations are funded
in various ways. A third of them receive a grant from the Health Insurance Funds
Council, a third from the municipality and the others from the provincial authority
or other sources. Some have no funding. Only the costs of coordinating the
volunteers and care recipients are funded. The other costs, such as volunteers’
expenses, are covered by donations (Van der Veen 1992). Voluntary carers are
called in only in the final stage, during the last week of life. 93% of the volunteers
are women, and their average age is 50. They receive no pay, but their travelling
expenses are usually reimbursed. A volunteer will spend an average of 50 hours a
year on caring for the terminally ill, and another 40 hours on connected activities,
such as work discussions, seminars and training courses (Van der Veen 1992).

8.7 Conclusions

Some elderly people enjoy excellent health, even to a very advanced age. A majority
of them, however, have chronic illnesses, and some have one or more serious
chronic conditions. Most chronic illnesses and conditions can be neither cured nor
prevented, so the ageing population of the Netherlands is set to include a growing
number of chronically ill people. This will increase the pressure on medical
services, a trend exacerbated by the fact that elderly people now make more use of
medical services than they did in the past (a trend which will presumably continue
in the future). There is an opposite trend in the use of medication (by people living
at home), which is falling. Elderly people in residential care take a lot of
medication, including sedatives and sleeping pills.

This bleak forecast is put into perspective if we look at how sick people experience
their condition. Two-thirds of people aged 55 and over who live independently and
have a chronic illness say they feel healthy; a third of those with two or more
chronic illnesses feel healthy. Despite being ill, these people do not exist in a
permanently poor state of health, but have good and bad periods.

One in five elderly people who live at home have severe physical disabilities; elderly
people in residential care are much more likely to be physically disabled. The
burden chronic diseases place on sufferers’ daily lives varies from one type of illness
to another, but is generally fairly heavy. Nevertheless, nursing home residents’
sense of wellbeing is not that far behind that of elderly people living at home.
Besides providing medical treatment, more attention could also be given to ways of
alleviating the burden of disease on sufferers and those around them.

There has been an absolute and relative increase in accidents in and around the
home involving victims aged 75 and over. It is not, therefore, safe for extremely
elderly people to live at home. Their homes and immediate surroundings must be
altered in order to prevent accidents.



138

Private accidents are all accidents excluding road accidents and accidents that occur at work. Accidents1

while cycling or riding a moped where only one road user is involved are also regarded as private
accidents.

It is not only important for elderly people to live in their own home; many also want
to die there. Government policy covers both eventualities. Dying at home has
become less and less common over the last 25 years. This is partly because the
number of care and nursing home residents has increased during this period, and
residents tend to stay there until the end of their life. However, most deaths occur in
hospital, and the number is growing. People apparently prefer to be treated in
hospital rather than making sure they can die at home (or in a hospice). Few people
have applied for financial assistance under the intensive domiciliary care scheme,
which is designed to enable people to die at home.

Need old age necessarily be synonymous with infirmity, or are people becoming
older and healthier? The figures do not give a clear answer. On the one hand, there
are some indications that more people are reaching a very old age. On the other
hand, however, there are unmistakable signs that chronic illnesses increase with
age, and that they are also lasting longer. We must therefore conclude that this age
group is very diverse and that the burden of illness is very unevenly distributed
among the elderly, despite the efforts of the government to alleviate it.

Note
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9  MEDICAL AND TECHNICAL AIDS AND ASSISTANCE

9.1 Introduction

Chronic conditions, accidents and general wear and tear can leave people with
permanent physical disabilities. Chapter 8, which looked health and medical
services, confirmed the well-known fact that many elderly people experience such
disabilities.

Disabilities of this kind often prevent people from doing what they want to must do.
To prevent this situation arising, a series of services and facilities are available in
our country that are designed to compensate for the negative impact of disability.
One important category, alterations and special technical aids in the home, was
discussed in chapter 7. The transport services and medical and technical aids
available under the Exceptional Medical Expenses Act, which are examined in
section 9.2, are also important.

If services and aids like this prove inadequate, the essential tasks that people are no
longer able to perform themselves must be taken over by others. National figures
recently became available on one particular service of this kind - meal services.
Since this is the first time such figures have been made available, a separate section
(section 9.3) is devoted entirely to this service.

In section 9.4 we present data on informal assistance and services paid for privately
by the individual concerned, as well as services provided by domiciliary care
organisations. We focus particularly on the impact of various life circumstances
and the availability of medical and technical aids and alterations to the home on the
takeup of assistance (subsidised or otherwise). 

9.2 Medical and technical aids

As well as the special technical aids available in the home discussed in chapter 7,
three other types of aids are available:
- medical and technical aids designed to compensate for physical shortcomings,

such as prostheses, orthoses and aids to improve vision and walking;
- medical and technical aids for personal care and nursing;
- technical aids that help people move around outside the home. This category

includes not only specially altered vehicles but also the reimbursement of travel
costs available under the Services for the Disabled Act.

The first two types can be obtained in various ways. People can purchase them
privately, obtain them via the coordination office set up under the General Medical
Expenses Act, or the Invalidity Benefit Act, or they can borrow them from a home
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nursing service. No figures are available on this. Table 9.1 contains figures on the
use of a number of different types of medical and technical aids.

Apart from things like walking sticks and crutches, only a very few elderly people
use medical and technical aids and transport services. Obviously, use of such
services and facilities is higher among those people who have the kind of disability
for which they are designed to compensate. Nevertheless, use of special transport
facilities remains low, even among elderly people with disabilities that affect their
mobility.

Table 9.1 Use of medical and technical aids and transport services, population aged 65 and over, as total and by
those with certain physical disabilities, by age group, 1996 (in per cent)

all people with disabilitiesa

aged 65-74 aged � 75 aged 64-75 aged � 75
vision aids 2 8 32 43
protheses, ortheses, braces 3 2 7 2
stic, crutch, walking frame 6 27 33 59
wheelchair 2 3 11 9
special vehicles 2 3 12 8
taxi fare reimbursement 2 4 9 7
other fare reimbursement 2 2 - 3

(n) (5,717) (3,509) (812) (1,182)b b

The figures refer to people with specific physical disabilities for which the aid or service in question can offera

compensation.
The percentages for vision aids refer to other totals: 355 65-74-year-olds, and 621 people aged 75 and over.b  

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

Table 9.2 focuses on the use of medical and technical aids borrowed from home
nursing services and the use of transport services, divided according to a number of
background characteristics. The most important of these is of course the level of
physical disability. We have also included the profile of the household, because this
is an important determinant of the takeup of assistance with personal care, which
correlates closely with the use of medical and technical aids. Level of education has
been used here as an indicator of socioeconomic status. In many municipalities,
only those on a relatively low income are eligible for transport services under the
Services for the Disabled Act. Since some of the background characteristics are
strongly interlinked (for instance, very elderly people are more likely to have a
severe physical disability), a multivariate analysis (Renova) has been conducted to
correct for these links. See appendix B4 for an overview of the various services and
facilities.

Table 9.2 clearly shows that it is mainly the level of disability that determines
whether people use the services and facilities. Note also that people who live with
others are much more likely to use medical and technical aids from home nursing
services than people who live alone. This is due to a difference between the various
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categories of elderly people with severe disabilities which was not included in the
analysis. Some are able to retain their independence thanks to alterations to their
home, medical and technical aids and some assistance, while others rely
permanently on frequent assistance. As we shall show later in this chapter, these
people can only remain in their own home if they have a partner who is capable of
taking on many of the care responsibilities. The only solution remaining for people
in these circumstances who live alone is to move into a care home, and residents of
care homes are not included in the data set.

Table 9.2 Use by households of medical and technical aids and transport services, by a number of background
characteristics in a multivariate analysis (Renova), 1995 (actual (percentages) and corrected figures (betas))

home nursing service special vehicles reimbursement of travel
aids costs (n)

actual corrected actual corrected actual corrected
overall average 10 10 3 3 4 4 (4,702)
physical disabilities sign. sign. sign.a

none 9 9 1 1 1 1 (3,049)
slight 9 10 1 1 2 2 (932)
moderate 9 10 8 7 11 11 (482)
severe 19 20 18 17 24 24 (239)

household profile sign.
single person 7 6 4 2 5 3 (1,384)
mutli-occupant 11 12 2 3 3 4 (3,318)

education
basic 4 3 5 4 (2,361)
secondary 2 3 2 3 (1,394)
higher 1 2 1 3 (947)

age group sign. sign.
35-54 10 10 1 2 2 4 (2,521)
55-64 8 8 2 3 3 3 (863)
65-74 10 10 4 3 6 5 (782)
� 75 12 13 9 5 8 3 (535)
sign. = significant.a

Source: SCP (AVO’95)

After correction, the differences by level of education are negligible. This suggests
that the fact that many municipalities do not provide transport services (some of
which are free of charge) to people whose income is above a certain level has no
impact on the availability of these services. Elderly people with a higher
socioeconomic status apparently purchase such services themselves.

One scheme under which people can obtain certain medical and technical aids is
the Services for the Disabled Act. Detailed figures are available for this. Table 9.3
shows the type of transport services available to elderly people. The figures come
from a large-scale study of clients carried out for the first evaluation of the Services
for the Disabled Act.
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In 1994 transport services were provided in over 150,000 instances under the
Services for the Disabled Act. Half the individual services were provided to people
over the age of 65; two-thirds of special collective transport services were provided
to the elderly (Ipso Facto and SGBO 1995: 53). Relatively speaking, elderly people
are less likely to use specially adapted vehicles and to be reimbursed for the cost of
using them. On the other hand, however, they are much more likely to have taxi
fares reimbursed (this also includes payments to friends and relatives who provide
the transport themselves).

It is estimated that each year, in several hundred thousand instances, medical and
technical aids and services of the kind described here are provided to elderly
people. They are thus at any rate important in terms of scale. Section 9.4 looks at
their significance in daily life.

Table 9.3 Transport services provided under the Services for the Disabled Act, by age group, 1995 (in per cent)
aged < 65 aged � 65

special car (poss. on loan) 10 8
scootermobile 5 3
other vehicles 4 2
walking aids 6 13

km-cost reimbursement, own car 31 25
other car costs 18 12
taxi fare reimbursement 16 29
special collective transport 5 4
other services 6 4

(n) (406) (512)
Source: Ipso Facto and SGBO (1995)

9.3 Meal services

Many municipalities in the Netherlands have a meal service for elderly people who
are no longer able to cook for themselves. Statistics Netherlands’ survey of elderly
people (EBB-elderly) included a number of questions on these services. Table 9.4
shows a summary of the responses. 6% of elderly people who live alone (over
100,000 individuals) used a meal service on one particular day. Two-thirds of them
had the meal delivered at home, a third of them ate at a care home or community
centre nearby. A majority of those who had the meal delivered at home used the
service daily; those who visited the care home or community centre usually did so
only a few times a week.
The meals cost an average of DFL 8.60 each; the meals provided at home cost a
little less than those eaten outside the home. The distribution around the average is
fairly small: over 80% of users pay at least seven but no more than ten guilders.
The average price is fairly high compared to the figure obtained from a survey of
elderly people’s budgets in the Netherlands, which showed that they pay an average
of DFL 3 to DFL 3.50 for hot meals they prepare themselves (NIBUD 1996: 196).
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Table 9.4 Use of meal services and associated costs, population aged 65 and over, by place where meal is eaten,
1996

home delivery eaten outside home total
percentage of meal service users 4 2 6
average no. of meals delivered weekly 5.5 3.7 4.6
percentage of users that have a meal delivered five
or more times a week 72 24 59
average cost per meal (in guilders) 8.40 9.30 8.60
(n) (9,230) (9,230) (9,230)

cost of meals as proportion of household income - - 8.4
percentage of old people spending more than 10%
of income on meal service - - 34
(n) (328) (328) (328)
Source: CBS (EBB-elderly’96) SCP calculation

Some categories of elderly people are more likely to need a meal service than
others. Obviously, this includes people who are unable to do their own shopping or
cook for themselves. Whether the inability is due to physical disabilities or lack of
skills, as is the case with many men, is irrelevant.

As well as the circumstances in which elderly people find themselves, use of meal
services also depends on their availability. It is possible that this kind of service is
easier to provide in urban areas than in rural areas; elderly people in rural areas
probably therefore use such services less. Table 9.5 shows the use of meal services
against these and a number of other characteristics.

Figures on the actual use (the first column of figures in table 9.5) shows that the
oldest group of elderly people and those who have problems shopping for and
preparing a hot meal, are much likely to use these services than others. Neither the
sex of the user nor the degree of urbanisation has an effect.

These results might have been influenced by a combination of the individual
circumstances identified in the table. The fact that elderly men’s lack of ability in
the kitchen does not lead to their using meal services more frequently might be due
to the fact that they are relatively likely to be living with a partner who will cook
for them. To correct for this kind of combination of circumstances, a multivariate
analysis was performed. The results are given in the second column of figures in
table 9.5.

The figures show that, after correction, the extremes for a particular characteristic
lie somewhat closer together, but the picture does not change radically. As was to
be expected, those who have difficulty shopping and cooking are overrepresented
among users. It is in fact striking that such a large majority of people with this kind
of problem have apparently found another solution.
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Table 9.5 Use of meal service by a number of background characteristics in a multivariate analysis (Renova), 1996
(actual figures (percentages) and corrected figures (betas))

observed corrected (n)
overall average 6 6 (9,154)
age group

65-69 4 4 (2,976)
75-79 5 5 (4,336)
� 80 17 12 (1,667)

sex
male 6 6 (3,797)
female 7 6 (5,357)

household profile
single person 12 12 (3,459)
multi-occupant 3 3 (5,695)

can do shopping
easily 4 5 (7,891)
with difficulty 11 9 (874)
not at all 18 11 (281)

can prepare hot meal
easily 4 4 (7,530)
woth difficulty 12 8 (401)
not at all 19 18 (1,223)a

level of urbanisation
where resident

very highly urbanised 6 5 (1,742)
highly urbanised 6 6 (1,896)
fairly urbanised 6 6 (1,946)
barely ubanised 6 6 (1,924)
not urbanised 6 7 (1,647)
The high number of elderly people unable to prepare a hot meal is the result of many men’s lack of skills in thisa

area.

Source: CBS (EBB-elderly’96)

Irrespective of problems in the household and of other circumstances, the oldest
members of society and those who live alone use meal services relatively frequently.
Even after correction, men use meal services just as often as women; correction
does introduce some differences related to the degree of urbanisation in the area
where the individual is resident, but these are too small to be anything more than
coincidence. Apparently, meal services for elderly people are available all over the
Netherlands, including in rural areas.

Table 9.5 shows that very elderly people who live alone and who are unable to shop
and cook for themselves are the most likely to order in their hot meal from outside.
30% of this category use a meal service, and the proportion is as high as 40%
among the over-nineties (CBS, EBB-elderly 1996).

As we indicated earlier, there is quite a difference between the costs of meals
people prepare themselves and those provided by meal services. The high price of
organised meal services can place a considerable burden on the income of users. It
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has been found that they spend 8.4% of their net income on hot meals, almost twice
as much as elderly people who cook for themselves.

The proportion of income that the various categories of elderly people spend on
meal services has been calculated for the purposes of this report. This was done
using the same categories as in table 9.5, along with a division by level of income.
Only those who order five or more meals per week were included in the calculation. 

The calculation showed that the elderly people in question spend an average of
9.3% of their income on meal services. Differences by age, sex, household profile
and by the nature and severity of domestic problems were found to be so small that
they are probably coincidental. Any significant results are shown in Table 9.6.

Table 9.6 Proportion of net household income spent on meal service,  by level of urbanisation and income group,a

1996 (in per cent)

urbanised income group (in guilders) average
highly to fairly little to not at all 16,000-27,000 > 27,000

proportion of income spent on 
meal service 7.9 10.9 11.0 6.0 9.3
(n) (109) (95) (132) (72) (204)

Only those who receive five or more meals a week from the service.a

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

Obviously, elderly people with a low income spend a relatively large proportion of
it (11%) on meal services. There are indications that those who are on the
minimum income cannot afford such a meal more than a few times a week. Elderly
people in rural areas also spend a relatively large proportion of their income on
meal services, for three reasons: their income is slightly lower, they consume
slightly more meals provided by such services on average and the price of these
meals is one guilder more than the average for the whole of the country.

9.4 Assistance

Those people who, despite the availability of medical and technical aids, alterations
to their homes, transport and care services, are still unable to look after themselves
require outside assistance. This section looks at what kind of people receive
assistance under what circumstances and who provides this assistance. By way of
introduction, table 9.7 shows how many households receive assistance, divided by
age and level of physical disability. Figures for assistance with personal care and
with housework are shown separately. What assistance with housework involves
will be clear; assistance with personal care includes help with dressing and
undressing, washing, and eating and drinking. 
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Table 9.7 Housholds that receive assistance  with personal care or housework, by age of head and level ofa

disability of one or more members of the household, 1995 (in per cent)
aged 35-54 aged 55-64 aged 65-74 aged � 75

assistance with personal care
no disabilities 3 3 6 8
slight disabilities 3 4 9 12
moderate disabilities 11 6 12 15
severe disabilities 25 46 44 44

assistance with housework
no disabilities 13 9 20 47
slight disabilities 12 13 23 48
moderate disabilities 20 18 38 63
severe disabilities 35 68 68 81
Either paid for privately, from family, friends etc. or from domiciliary care organisations.a

Source: SCP (AVO’95)

10% of elderly households (where the head is older than 55) receive some kind of
assistance with the personal care of one of the members; 30% of those households
receive outside assistance with the housework. Table 9.7 shows that, generally
speaking, the older the members of a household and/or the more severe their
disabilities, the more likely they are to receive assistance. As far as personal care is
concerned, people with serious disabilities are the most likely to receive assistance;
help with housework is also strongly linked to age. The reason for this lies in the
fact that physical disability is an important reason for seeking assistance but not the
only one. People might need help temporarily while recovering from an illness or
operation; or they might have psychiatric disorders or be suffering from dementia.
As we discussed in section 8.3, although people in these circumstances can, in
purely ergonomic terms, still take care of themselves, they are unable to organise
care for themselves and their household. Such situations frequently occur among
the elderly. It is therefore a mistake to think that elderly people with no physical
disability who receive assistance have no real need for it.
We also looked at what type of assistance elderly people can obtain with different
types of physical disability. Elderly people with severe disabilities that make it
difficult for them to look after themselves and their home are most likely to receive
help with personal care. Assistance with housework is provided significantly more
often - much more often in fact - to elderly people who have problems performing
household tasks; other types of disability do not appear to affect the takeup of such
assistance.
These results are not surprising, and the figures have therefore been presented in an
appendix (B4). If we look at the figures in table 9.7 again, bearing in mind the
obvious fact that people’s tasks and responsibilities are taken over only once they
are unable to perform them any longer, it is striking how many households receive
no assistance whatsoever. They have apparently found other solutions, or perhaps
their living circumstances mean they have less cause to seek assistance.

These other solutions might include medical and technical aids, alterations to the
home, its immediate surroundings and furnishings, transport services and meal
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services (as we discussed in section 9.3). It is easy to see the importance of these
services and facilities. Anyone who has such difficulty walking that the stairs
become an insurmountable obstacle can no longer leave their home and will have to
have their shopping done by someone else. Those who can take the lift, have a
walking aid, and do not have to negotiate too many steps once outside, will be able
to do their own shopping despite their reduced mobility.
Two of the conditions we identified above that determine the takeup of assistance
were found to be particularly important in each study: the profile and
socioeconomic status of the household. As far as the profile is concerned, the most
important thing is whether an individual shares with someone else. The impact of
socioeconomic status is less simple. People on a higher income will be able to pay
for a home with which they can still cope, even with disabilities; they will also be
better able to afford to have someone in to do the housework or to buy labour-
saving medical and technical aids. A higher level of education also often means
that people have more idea of what they can do to compensate for the negative
impact of physical disability. 

Table 9.8 Households that receive assistance  with personal care or housework, by a number of backgrounda

characteristics in a multivariate analysis (Renova), 1995 (actual figures (percentages) and corrected figures
(betas))

personal care housework (n)a a

observed corrected observed corrected
overall average 6 6 21 21 (4,702)
physical disabilities sign. sign.

none 3 4 14 17 (3,049)
slight 7 6 23 20 (932)
moderate 11 10 37 31 (482)
severe 37 34 71 58 (239)

household profile sign.
single person 10 6 35 27 (1,384)
multi-occupant 5 6 15 19 (3,.318)

education sign.b

basic 8 6 19 17 (2,361)
secondary 6 7 25 21 (1,394)
higher 3 6 14 31 (947)

age group sign. sign.
35-54 4 5 14 16 (2,521)
55-64 5 5 18 15 (863)
65-74 10 9 27 25 (782)
� 75 17 11 59 48 (535)

R 10 192

Either paid for privately, from family, friends etc. or from domiciliary care organisations.a

Basic: only primary education, or junior secondary vocational education; secondary: junior general secondary/b

advanced elementary, senior general secondary/pre-university or senior secondary vocational; higher:
university or higher professional.

Source: SCP (AVO’95)
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We shall look below at the effects of these circumstances on the takeup of
assistance. Since the circumstances are not entirely independent of each other (for
instance, elderly people are more likely to live alone, and the elderly and those who
live alone tend to have a lower socioeconomic status), a multivariate analysis was
performed. This produced a corrected figure for each category that can be regarded
as the independent influence of a characteristic on the takeup of assistance. The
results are shown in table 9.8.

The actual percentages of people who receive assistance (the first and third
columns in table 9.8) appear to confirm what we said earlier regarding the impact
of certain characteristics: the more severe a person’s disabilities, the older they are,
the lower their level of education, the more often they are likely to call upon
assistance, especially if they live alone. The corrected figures show that neither the
household profile nor level of education have an independent effect on the number
of households that receive assistance with personal care. A higher socioeconomic
status does not, therefore, provide the opportunities we suggested earlier, and those
who live alone apparently receive enough assistance from sources outside their
home.

The corrected picture of the assistance people receive with running their home is
different: people who live alone naturally receive more help from people or
organisations outside their home; this also applies to the more highly educated. As
we shall see later in this section, people with a higher level of education are more
likely to pay privately for domestic help. In terms of housework, our assumptions
have thus been confirmed.

Next, a similar multivariate analysis was performed on the receipt of assistance,
this time taking into account alterations to the home, transport services and
medical and technical aids. The results of such an analysis are often determined by
the large majority who have no physical disability, have no access to medical and
technical aids and services and receive no assistance. The analysis therefore only
covered households:
- that receive assistance with personal care and housework or have made

alterations to the home, and have medical and technical aids and transport
services at their disposal;

- where at least one member of the household has a least a slight disability;
- where the head of the household is aged 55 or over.

Table 9.9 shows the results of the analysis. Since only the corrected figures are
important for the interpretation, the actual figures are not shown. See appendix B4
for a complete overview of the figures.

The left-hand side of table 9.9 shows the takeup of assistance with personal care by
different categories of elderly people divided according to the severity of their
physical disability. Takeup is set against the availability of medical and technical
aids and services and a number of background characteristics.
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Table 9.9 Households that receive assistance with personal care or housework, by a number of background
characteristics and availability of a number of services/facilities in a multivariate analysis (Renova), 1995 (corrected
figures, betas from a Renova)

personal care housework
slight moderate severe slight moderate severe

disabilities disabilities disabilities disabilities disabilities disabilities
overall average 29 26 57 66 71 88
household profile sign. sign. sign. sign.

single person 35 28 57 76 86 95
multi-occupant 22 22 56 53 45 72

education
basic 32 28 55 61 73 86
higher 26 24 60 71 69 90

age group sign. sign.
aged 55-74 31 22 57 58 67 80
aged � 75 26 31 57 77 75 94

alterations to home sign. sign. sign. sign.
no 65 45 67 82 79 92
yes 3 10 50 45 59 84

transport services sign. sign. sign. sign.
unavailable 31 34 67 68 76 89
available 11 13 45 52 59 86

home nursing org. aids sign. sign.
unavailable 35 25 56 71 72 89
available 11 28 60 45 64 83

Source: SCP (AVO’95)

The different takeup rates among people who live alone and those who live with
others, those with lower and higher levels of education, and of the younger and
older categories of elderly people appear to be substantial but, except in one case,
they are not significant. The differences could therefore also be put down to
coincidence.

The availability of medical and technical aids and services does have a significant
effect on the receipt of assistance with personal care, and the effect is greater, the
less severe the physical disability. The majority of elderly people with slight and
moderate disabilities probably require no assistance if their home has been altered
to cater for their disability, and they have medical and technical aids that help them
move around inside the home. Those who have more severe disabilities frequently
appear require both assistance and compensatory aids; however, transport services
and medical and technical aids to help with walking, in particular, allow many
elderly people with severe disabilities to get by without assistance.

The picture is slightly different when it comes to assistance with housework (the
right-hand side of table 9.9). Irrespective of other circumstances and the
availability of medical and technical aids and services, elderly people who live
alone and those in the oldest age group are more likely to receive assistance. Given
the fact that the assistance referred to here comes only from sources outside the
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home, not from fellow occupants, this result is hardly surprising in the case of
people living alone.

Once again, alterations to the home, transport services (including aids that help
people move around outside the home) and other medical and technical aids often
have a considerable effect on the takeup of assistance. Here, too, the effect is
greater the less severe the physical disability, but the difference is less spectacular
than in the case of personal care. This is because many of these services and
facilities that make it easier to run a household (car, microwave, window-cleaner,
launderette) were not included in the analysis.
The Report on the Disabled 1995 examined the literature on the impact that
medical and technical aids and other compensatory services have on the takeup of
assistance (Timmermans and Schoemakers-Salkinoja 1995). The figures presented
above confirm what was shown in the literature and in the search report: medical
and technical aids, alterations to the home and transport services encourage elderly
people to be more self-sufficient in the sense that in many cases they are able to
remain independent of others. Such services and facilities therefore make an
important contribution to the autonomy of elderly individuals and households,
something that many people regard as crucial.
This does not always apply to elderly people with severe disabilities, however. In
some cases they are only able to live and function independently if they have all
kinds of services and facilities at their disposal and are offered assistance.
Many of the medical and technical aids and services discussed here are important
in more than one respect. For instance, as we saw in chapter 8, accidents are often
linked with the safety and convenience of the home. Medical and technical aids
therefore not only help to make elderly people with physical disabilities less
dependent on assistance, they also help to ensure that such disabilities occur less
frequently.

From whom do elderly people receive the most assistance? The figures in table 9.10
give us the basis for an initial, rough answer to this question.

Table 9.10 Assistance with personal care and housework to elderly households (over 55), by source of assistance
and degree of physical disability of one or more members of household, 1995 (in per cent)

personal care housework
none slight moderate severe none slight moderate severe

no assistance 96 91 88 61 85 70 57 26
domiciliary  care organisation 2 4 6 21 2 8 14 32a

informal or private assistance 1 4 3 10 13 21 26 36
both sources - - - 8 - - 3 7

(n) (1,123) (556) (375) (213) (1,123) (556) (375) (213)
In the case of personal care, this is assistance from district nurses and home helps, in the case of housework,a

only from home helps.

Source: SCP (AVO’96)
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As we said earlier, elderly people with severe disabilities are the most likely to
receive assistance with personal care. In terms of scale, the assistance provided by
domiciliary care organisations (district nurses and home help) is much more
important than informal or privately funded assistance in such cases.
The situation is different when it comes to care of the home. Quite a lot of elderly
people with slight and moderate disabilities receive assistance with this, albeit
mostly from informal or privately paid sources. Here, too, however, it is those with
the severest disabilities who receive by far the most assistance from domiciliary
care organisations (home help in this case). Nevertheless, informal and privately
paid domestic help remains the most important source of assistance for all
categories of elderly people.

Table 9.11 shows a breakdown of the sources of informal assistance. Since
households might receive help from more than one source at the same time, the
total percentages do not concur with the total number of households that receive
informal assistance. The most important source of help is the family - usually
children or children-in-law. However, around 10% of elderly people with very
severe disabilities receive assistance from their neighbours and friends. The figures
illustrate the importance of a network (family or others) for elderly people with
physical disabilities.

Table 9.11 Elderly households that receive informal assistance, by source of assistance and degree of disability of
one of the household members, 1996 (in per cent)

degree of disability
none very slight slight moderate severe very severe

fellow occupants 4 8 11 12 20 19
family outside household 11 22 25 29 33 35
neighbours 2 5 6 6 7 11
friends 2 4 5 3 5 10
other 2 4 4 4 6 5

(n) (5,307) (813) (439) (302) (161) (145)
Source: CBS (EBB-elderly’96) SCP calculation

Table 9.12 Time spent in elderly households on housework and contributions from occupants, informal assistance
and home help, 1996 (in hours and per cent)

hours spent on percentage of these hours worked by (n)
housework each week occupants informal carers home help

degree of disability
none 17 94 5 1 (5,013)
very slight 18 85 10 5 (779)
slight 17 79 14 7 (404)
moderate 17 70 20 10 (257)
severe 15 45 39 16 (179)

all 17 89 8 3 (6,632)
Source: CBS (EBB-elderly’96) SCP calculation
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The number of people receiving assistance from other individual or organisations
says little about what the various carers actually invest in terms of time and effort.
We therefore looked at how much time people spend on housework themselves and
how many hours of help they receive each week. We then worked out who put in
what proportion of the total effort invested in the household. The results are shown
in table 9.12.

The figures in table 9.12 show that the amount of time people are able to spend on
the housework reduces sharply once they have severe disabilities. Compensation for
this comes mainly from informal helpers. It appears not only that more elderly
people receive informal help, but also that informal helpers spend more hours on
housework than home helps.

The total number of hours spent on housework in a week is around 17 hours for all
categories, apart from those with severe disabilities. The lower number of hours in
this category might point to a shortage of assistance but it is also possible that the
household is run more efficiently, as more professionals are involved.

Given what we have seen in this section, one might expect that elderly people who
have informal or privately paid help would be less likely to call in subsidised help
from domiciliary care organisations. However, given the effect of compensatory
aids and services on the total takeup of assistance discussed earlier, it is also
possible that they in fact reduce the need for subsidised assistance. To establish
whether these assumptions are correct, we performed a multivariate analysis of the
use elderly households make of home nursing and home help services. The
presence of other sources of help and compensatory services and facilities were
included as explanatory variables. Here again, the analysis was restricted to
categories to which the question is relevant: those who have at least slight
disabilities and who receive help or have compensatory facilities and services at
hand. Again, only the corrected figures are given, and the actual figures have been
included in appendix B4. A first inspection of the results suggests that analysis of
the use of home nursing services leads to some distortion in all categories of
disability. Such a breakdown was not, therefore, made and the severity of the
disability was added as an explanatory variable for this form of help (table 9.13).

The age and profile of the household would appear to affect the use of home help,
irrespective of the availability of compensatory services and facilities and informal
or privately paid help. As far as the profile of the household is concerned, we see
here the effect of a source of help not mentioned earlier - those with whom elderly
people share their home. 

Of all the compensatory aids and services, only the presence of alterations to the
home would appear to correlate with a lower utilisation of home help services, and
only among those with slight disabilities. However, informal and privately paid
help has a spectacular effect. It would appear that these sources of help can take the
place of home help entirely in elderly households whose occupants have slight or
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moderate disabilities. Even among those with more severe disabilities, other
sources of help have a major impact on the use of home help services, but in a
number of cases it would seem that informal help, in particular, is inadequate and
that home help services have to be called in.

Table 9.13 Takeup of professional assistance from home help and district nursing, by a number of background
characteristics, facilities/services available and alternative sources of help, in a multivariate analysis (Renova),
1995 (betas from Renova)

housework done by home help personal care by
slight moderate severe district nurse or

 disabilities disabilities disabilities home help
overall average 18 29 45 26
household profile sign. sign. sign.

single person 27 41 53 28
multi-occupants 5 8 25 21

education
basic 17 32 43 25
higher 19 26 48 27

age group sign.
aged 55-74 12 26 38 25
aged � 75 26 33 50 26

alterations to home sign. sign.
no 25 29 46 36
yes 10 30 44 18

transport services
unavailable 19 30 44 27
available 15 27 46 22

home nursing org. aids
unavailable 19 28 43 24
available 18 32 50 30

informal assistance sign. sign. sign. a

unavailable 24 37 64 24
available 0 8 11 31

privately paid assistance sign. sign. sign.
uavailable 31 38 57
available 0 0 0

physical disability sign.
slight 17
moderate 18
severe 43
Privately paid assistance with personal care is so rare that this source was not taken into consideration.a

Source: SCP (AVO’95)

The opposite applies in the case of personal care: the presence of informal help is
actually associated with more frequent use of the care services provided by district
nurses and home help. Although the difference is not significant, it is clear that
different sources of help with personal care are not interchangeable, but
complementary. This is not consistent with the experience gained with, for
example, intensive domiciliary care, where informal helpers cannot provide for
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substantial care needs without the support of domiciliary care organisations, but
that at the same time these organisations can only provide for these needs in the
home if they are backed up by a well-functioning network of informal carers.

One striking point is that people who have special facilities in the home are much
less likely to need district nursing or home help for their personal care, irrespective
of other characteristics, including informal assistance. Such an effect is not found
with other services and medical and technical aids. The fact that, on the whole, the
presence of such aids and services does have a major impact on the takeup of
assistance, means that their main contribution is to make people independent of
informal and privately paid help.

9.5 Conclusions

Some 6% of the population aged 65 and over (approximately 125,000 people) use a
meal service in their municipality; together, they receive 600,000 meals a week. A
majority of them (60%) receive all their hot meals from the service, the others
occasionally cook for themselves. People who have serious difficulties with
households tasks such as cooking and shopping and have no one to take over these
jobs from them are more likely to use a meal service. 30% of people in this category
use such a service. 

Meal services are relatively expensive (average price DFL 8.50) compared with the
average amount elderly people who cook themselves spend on a hot meal (DFL 3 to
DFL 3.50). Frequent use of a meal service can place a substantial burden on the
household budget, especially for elderly people on a low income. They spend an
average of 11% of their net income on hot meals.

In this chapter we have looked in detail at the characteristics of elderly people who
receive assistance. Around 10% of elderly households (over 55) receive help with
the  personal care of one of the members of the household; some 30% of these
households have domestic help.

Obviously, assistance mainly goes to those who need it. The older the individual,
the more important assistance is held to be, even if they only have slight problems.
Even if they have less serious problems, the oldest members of society are likely to
receive assistance relatively frequently.
Whether or not people call upon assistance depends to a large degree on the user-
friendliness of their home and the accessibility of the home and the immediate
surroundings. Medical and technical aids, transport services and, above all,
alterations to the home would appear to have a major impact on the need for
assistance. People who have such services and facilities at their disposal are much
less likely to need help than others. Indeed, in the case of those with slight to
moderate disabilities, such services and facilities can entirely obviate the need for
assistance. This is less the case with people who have serious disabilities, and many
of them in fact need both medical and technical aids and outside assistance if they
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are to continue living independently.
People who need help with personal care are much more likely to receive it from a
domiciliary care organisation than from informal or privately paid helpers, while
the opposite applies in the case of help with housework. Family members who do
not live in the household are by far the most important source of informal help for
elderly people, but households where one member has very severe disabilities also
often receive regular help from neighbours and friends (around 10% of households
in both cases).

The analyses performed for this chapter show that informal and privately paid
assistance almost always entirely replace help offered by home help services.
Takeup of this kind of subsidised assistance is therefore determined to a much
greater extent by the amount of support elderly people can call upon from those
around them. This, in turn, is determined by two factors: whether or not the
individual has a network that can supply the necessary informal help and/or
whether their financial status allows them to employ others privately. Alterations to
the home, transport services and the like appear to affect the takeup of home help
only in the case of those with slight disabilities. Apparently, such services and
facilities help to postpone the need to call in assistance from others, but only until
the point where the individual in question requires a great deal of assistance:
professional assistance, in fact.

Informal and private assistance does not substitute for professional subsidised
assistance when it comes to personal care. On the contrary, in fact: those who have
their own sources of assistance are also more likely to receive subsidised assistance.
This kind of user often needs a great deal of nursing and care. It is possible for
these elderly people to remain independent only if they receive assistance from
others. However, even in these cases, the effect of compensatory aids and services is
still clearly visible. People who have had special alterations made to their home
and/or can make use of a transport service are much less likely to call in assistance
from outside, including subsidised assistance, irrespective of the severity of their
physical disability. 

The conclusion that various kinds of medical and technical aids and alterations
prevent people from calling in assistance is important for two reasons. Firstly, they
can keep elderly people independent of others. Not only do many elderly people
wish to remain independent, it is also one of the main objectives of the
government’s policy on the elderly. Secondly, substituting medical and technical
aids for assistance can bring about a shift of resources. This could indeed cut costs,
because the costs of medical and technical aids are usually negligible compared to
the costs of assistance.

Alterations and medical and technical aids also perform an important preventive
function. Many accidents involving elderly people in and around their home are
caused by the fact that the home and immediate surroundings are unsafe and user-
unfriendly for elderly people. There is also a financial aspect to this. In many cases,
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when elderly people have accidents they require expensive medical treatment; some
will be permanently physically disabled, and this can make them dependent on
costly assistance for the rest of their lives.

Chapter 7 (Housing) examined the lack of housing suitable for elderly people
among the current housing stock. The link between accidents and the
characteristics of the home outlined in chapter 8 gives this matter more urgency,
and supports the calls that have been made for more effort to be put into altering
the existing housing stock to suit the needs of the elderly. It has been made clear in
this chapter that the costs of this would at least be partially recouped.
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10  USE OF TIME AND LEISURE ACTIVITIES

10.1 Introduction

When we think about work and leisure we usually focus on people in paid
employment. It is thought that those who no longer work are permanently on
holiday. This kind of thinking ignores the situation of around half the population,
who are not in paid employment. Alongside paid employment people have many
other tasks and responsibilities that continue after retirement. Those of us who keep
house or who are studying also have hours of work and leisure (and more and more
people with a job also have other such responsibilities).

If we take as our basis the amount of time needed to fulfil various responsibilities,
we can compare the working hours of all sections of the population, irrespective of
whether they are care or work responsibilities (or combinations of the two). Leisure
time is the time that people are free to spend as they wish, and it covers the part of
the week that remains after all care, work or study commitments have been fulfilled
and after deduction of the time spent sleeping, eating and on personal care. This
approach gives not only people with a job, but also pensioners, housewives and
students their hours of work and leisure. Since these concepts are applicable to
everyone, we can compare the hours of work and leisure of all sections of the
population, and look at trends in the figures over the past few decades. We shall do
this on the basis of the Time Use Survey (TBO), which has been carried out every
five years since 1975. A random sample of people selected from the entire Dutch
population (of 12 years old and over) are asked to keep a journal of how they spend
their time for a week. This is always done in the autumn; the last survey was
conducted in October 1995.
This chapter outlines how elderly people spend their time, based on this survey.
Firstly, in section 10.2, we look at the relationship between commitments and
leisure time, and then look at some aspects of how elderly people spend their
leisure time: the amount of time they spend away from home and the variety of
activities in which they engage (section 10.3). Section 10.4 looks at a number of
different leisure activities.

10.2 Hours of work and leisure

Previous editions of the Time Use Survey (1975, 1980, 1985, 1990) have shown
that the distribution of leisure hours among the different age groups in society is
becoming more uneven (SCP 1992: 285-292; SCP 1994: 414-418). All in all, the
pressure of work has increased for the working population aged between 20 and 50,
particularly 35 to 55-year-olds. It was found that participation in paid work has
become more unevenly distributed in terms of age and level of education. In the
stages of life when the burden of care on the individuals tends to be limited, the
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“empty nest stage” (between around 55 and 65), participation in the work force had
declined, partly as a result of early retirement, unemployment and invalidity benefit
schemes. The total amount of time needed for various commitments/duties/
obligations reduced among the population age 55 and over. 
The fact that the burden of work has become more unevenly distributed has meant
that the distribution of leisure time has also become more uneven. Below the age of
50, there has been a general fall in the number of leisure hours available in a week,
while above this age the number of leisure hours has increased. Table 10.1 and
figure 10.1 show that this trend has partially continued but that it has also been
curbed in some respects.

Table 10.1 Time spent on commitments (work, housework and/or education) and leisure time,  during one week ina

October, population aged 35 and over, by sex and age group, 1975-1995
commitments in hours per week trend leisure time

1975 1985 1995 1975 1985 1995
men

aged 35-54 41.0 46.4 50.1 48.5 46.8 44.9
aged 55-64 35.1 27.3 30.2 53.3 59.9 58.1
aged � 65 20.0 18.1 20.1 62.1 66.4 65.4

women 
aged 35-54 41.9 43.9 45,.2 46.6 47.1 45.1
aged 55-64 37.5 35.4 32.3 50.2 54.0 56.5
aged � 65 30.3 28.7 28.4 53.9 58.3 57.4

men and women 50.9 52.9 51.1
together 36.4 36.8 39.0 
 Commitments and leisure time including travel.a

Source: SCP (TBO’75-’95)

Among the population aged 35 to 55 the amount of time spent fulfilling various
commitments has increased further, while leisure time has decreased. This applies
to both men and women in this age group. 
Until the early nineties, there was a sharp reduction in the total of number of hours
worked by men aged between 55 and 65. However, this trend ceased during the
most recent period (figure 10.1). The youngest cohort in this age group (born
between 1931 and 1940) spend more time working on average than their immediate
predecessors. This is somewhat inconsistent with the conclusion drawn in the
chapter on work (chapter 4), which referred to a stabilisation of the labour market
participation rate among elderly employees. The difference is the result of a
difference in definitions: in the Time Use Survey the concept of “paid work” is
more broadly defined than in the study used in the chapter on work.1

Since the seventies, men in all three age groups in table 10.1 have spent more time
on domestic tasks. This trend continued in the last survey in 1995. Although
women still do the lion’s share of the caring, there has been a gradual decline in
the amount of time they spend on these commitments since the 1970s.
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Figure 10.1 Time spent on domestic tasks, work and education combined,
by sex and age group, 1975-1995 (in hours per week)

Source:  SCP (TBO’75-’95)
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As people grow older, the burden of work (in paid employment, and also care
commitments) generally decreases. The decrease is more gradual for women than
for men: for women it begins at around the age of 45, but the decline is not so steep
that they reach 20 hours a week by the age of 65, as men do. For men, the total
burden of work in 1995 had reduced from an average of over 50 hours a week
between the ages of 35 and 54 to an average of 20 hours a week at the age of 65
and over. For women, the fall over this period was from 45 to 28 hours, a reduction
of 17 hours a week rather than the 25-hour reduction for men. Although men do
slightly more work around the home after they retire, women still do a greater
share of the housework even above the age of 65. This means that women aged 65
and over spend more time on their commitments than men of the same age.

Thanks to the fast pace of modern living, people spend less time on personal care
(sleeping, personal hygiene, eating and drinking). Strangely enough, this trend has
also affected elderly people, even though they are no longer in the busy phase of
their lives. In 1995, men aged 65 and over spent 3.5 fewer hours on personal care
each week than their counterparts in 1975. Women aged 65 and over spent two
hours less on this in 1995 than women of the same age in 1975. The reduction in
the time spent on personal care has mainly taken the form of less sleep at night and
during the day: men aged 65 and over now have two hours less rest than they did in
1975, and women of the same age have almost three hours less. People now spend
an average of eight and three-quarter hours resting every 24 hours; in 1975 the
average was over nine hours. By way of comparison: the population aged 35 to 64
spent around eight hours resting out of every 24 in 1995 (men in this age group
spent half an hour less per day resting than in 1975).

Although there is a connection between the overall burden of work and the amount
of rest taken, this cannot explain why elderly people spend less time sleeping. This
is probably due to the fact that there are now more ways for them to relax. Earlier
studies found indications that the Dutch now go to bed slightly later on average
because television broadcasts continue later into the night (Knulst and Kalmijn
1988). As we shall see below, television is not the only possibility; elderly people
nowadays relax in many more ways than their predecessors.

Since the extra leisure time people acquire as they grow older is not spent on
personal care, it must be spent on other leisure activities. The right side of table
10.1 shows that this is certainly the case among the population aged 55 and over.
Since 1975, men aged between 55 and 65 have come to spend five hours more on
leisure activities, and women six hours more. The increase among those aged 65
and over is three hours for men and four hours for women. Despite the fact that the
increase for women has been greater than that for men, men aged 65 and over still
have significantly more free time than women of the same age. This is mainly due
to the fact that they shoulder less of the care burden, as we described above.
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10.3 General features of leisure behaviour

Alongside the various different types of leisure activity that we shall describe later
in this chapter, we can distinguish two general features of leisure time. These are
the degree of activity away from the home and the variety of leisure pursuits in
which an individual engages. These concepts, which are easily ignored if we look
only at participation in individual activities, give a general indication of the degree
to which certain individuals or groups are able to take advantage of the
opportunities for personal development available. Leisure time spent away from the
home indicates the degree to which individuals are able to maintain contact with
and experience the outside world; diversity tells us about the variety of activities in
which people engage.

As far as the first of these indicators is concerned, the Dutch have long been
regarded as rather stay-at-home. Until recently, this reputation was well deserved.
For instance, international comparative studies have shown that, in relation to their
neighbours, the Dutch used to invest the most in private equipment and that they
spent most on drinking at home. They spent less on entertainment away from the
home, such as cinema visits and visits to restaurants and bars than inhabitants of
neighbouring countries (Martin and Mason 1978). Even on holiday, the Dutch were
found to be far more likely to take their own accommodation and cooking
equipment (caravan or tent) than others (SCP 1990: 243).

However, the picture has changed somewhat in recent years. The Dutch are
spending more and more money on going out and entertainment outside the home,
as seen in the most recent Social and Cultural Report (SCP 1996). They are
spending a greater proportion of their free time outside their homes, a rise that has
been accounted for mainly by the behaviour of the middle-aged and elderly
population (figure 10.2).

Whereas people aged 35 and over spent 30% of all their leisure time away from
home in 1975, this figure rose to 32% in 1985 and 35% by 1995. Elderly men, in
particular, are spending more of their leisure time outside the home, whereas
initially they had spent most of their free hours at home. Women aged 65 and over
already spent more than 25% of their free time outside the home and this figure has
seen no increase. However, women in the age group 35 to 65 are spending
considerably more time away from their home.

This trend has meant that men aged 55 and over have largely caught up with the 35
to 55 age group. The relationship has stayed pretty much the same for women.
However, we must bear in mind that among women, it was not those in the age
group 35 to 55 who initially spent most time outside the home (as was the case with
men), but those aged 55 to 65. In 1995 those aged 65 and over spent the least time
away from home, just like men in this age group.
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Figure 10.2 Proportion of leisure time spent away from the home,
population aged 35 and over, by sex and age group, 1975-1995 (as
percentage of total leisure time each week)

The data on which this figure is based are presented in appendix B5 (table B5.1).

Source: SCP (TBO’75-’95)

In a prosperous society most types of leisure pursuits, sport and entertainment are
detached from everyday life. There are special locations for such activities, the
participants buy special equipment or clothing for the purpose and there is an entire
industry that specialises exclusively in leisure activities. Some 17% of household
expenditure currently goes on leisure activities (SCP 1994: 381). Much effort goes
into encouraging the public to participate and facilities are made as accessible as
possible. You no longer need to excel to join in. Equipment can usually be hired for
the day.

Under these conditions, the range of leisure activities in which the average Dutch
person occasionally participates has increased. This has brought about increased
diversity in individual leisure behaviour.

People from the more prosperous side of society - particularly the youngsters
amongst them - have always been at the forefront of this trend. However, the latest
figures show that the differences between age groups have levelled off (figure 10.3).
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Figure 10.3 Number of different leisure activities in which people
sometimes or often participate, by sex and age group, 1975-1995

 The data on which this figure is based are presented in appendix B5 (table B5.2).

Source: SCP (TBO’75-’95)
 
Both elderly men and elderly women caught up somewhat with 35 to 55 year-olds
between 1975 and 1995. Again, this trend was most pronounced among men,
because those aged 55 and older have become more diverse in their leisure
activities, while those aged 35 to 55 have remained at their 1975 level. Women in
all age groups now engage in a greater variety of leisure activities than in 1975, but
the increase has been greatest among women of 55 and over.

As a result of the growing diversity of leisure behaviour and the increasing amount
of time being spent away from home, the use of cars for leisure activities has also
risen (SCP 1996: 370). A previous study which looked at, among other things, the
impact of leisure activities on mobility, found that car use has increased throughout
the population. Relatively speaking, however, the increase has been greatest among
the groups that in 1975 had a particularly limited range of activity and low level of
mobility, and this included pensioners. Whereas car use for leisure activities rose by
13% on average between the seventies and nineties, the increase among pensioners
was 38% (SCP 1994: 396).

To return to the matter of diversity, at all three measuring points, women were
found to have more diverse leisure behaviour than men. Further analysis shows that
this applies generally to the entire group aged 35 and over, but not to the
population aged 55 and over. Figure 10.4 also shows the impact of other relevant
background characteristics on the diversity of leisure behaviour and the amount of
leisure time spent outside the home. It is based on the situation in 1995, and in
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Figure 10.4 Influence of background characteristics  on a

the level of diversity and time spent on leisure
activities outside the home, population aged 35 and over
and 55 and over, 1995

each case we looked at whether the results would be different if we looked only at
people aged 55 and over (the dark bars in the graph). In the figure, the higher the
score, the stronger the impact of the background characteristic in question on
diversity and amount of time spent outside the home. The figure shows both
positive and negative effects. A negative result, as with age, means that diversity or
amount of time spent outside the home decline with age. The impact of each
background characteristic was determined after the effects of the other
characteristics had been excluded. If, for instance, it is found that level of income
has an effect, then this is after the effects of other factors affecting status (such as
level of education) have been controlled.

Betas, obtained from an Anova. Results below 0.08 in the 35 and over age group and below 0.10 in the 55 anda

over age group are usually insignifiant.

Source: SCP (TBO’95)

If we focus on those aged 55 and over, we find that age, level of education,
possession of transport facilities (availability of a car and/or possession of discount
cards for public transport) and income have the most impact on diversity.
Differences in the amount of time this group of people spend outside their home
can mainly be attributed to differences in age, subjective state of health and income.
It is interesting that an individual’s subjective state of health has an effect on the
amount of time spent outside home - the more healthy people aged 55 and over feel,
the more time they will spend away from home - but not (to a significant extent) on
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the diversity score. Conversely, good transport facilities play a role when it comes
to diversity, but hardly at all when it comes to the amount of time spent outside the
home.

It is also important to note that the effects of variables such as income, transport
facilities, health, education and age, are greater within the 55 and over age group.
This means that favourable conditions, such as physical well-being, prosperity and
level of knowledge, become more essential for diversity and time spent outside
home the older a person is.

Family circumstances do not appear to have any particular influence on these
general features of leisure behaviour. In so far as they do have an effect, it lies in
the fact that people who live alone usually engage in a greater variety of leisure
activities and spend more time outside their home than those who live with other
people. Level of involvement with a church or other religious activities does have a
slight positive effect on the amount of time spent away from home, but not (to any
significant extent) on diversity.
As we have already shown, people aged 55 and over are more active and mobile in
their leisure time than their predecessors in the 1970s. This raises the question of
whether people have become more active as they reach this stage of life, or whether
this more expansive pattern of behaviour sets in at a younger age and is maintained
as one grows older.

The available data do not give us a clear answer. Nevertheless, some indications are
given in figures 10.5 and 10.6. Figure 10.5 shows the degree of diversity in three
birth cohorts of ten years each. Data are also shown for each cohort at intervals of
ten years (1975, 1985, 1995). This allows us to track the behaviour of each birth
cohort as it grows older. For instance, the 1910-1919 cohort was aged between 56
and 65 in 1975, between 66 and 75 in 1985 and 76 and 85 in 1995. 
The diversity score for both men and women in this cohort falls as they grow older.
The trend towards less activity, or at most a consolidation of the level of activity,
with age is not confined exclusively for the lifestage between 56 and 85. It applies
also to the 1920-1929 cohort, where the women in particular were more active in
1975, at 46 to 54 years old, than 20 years later at 66 to 74 years old. Even the 1930-
1939 cohort moderated or consolidated the diversity of their leisure activities
between the ages of 36 to 44 and 56 to 64.
However, the figure also shows that the 1920-1929 cohort, which in 1985 was the
same age as the 1910-1919 cohort in 1975, was more active at that age. And the
1930-1939 cohort was, in turn, more active at this age than its predecessor from
1920-1929. This would suggest that each new generation reaches retirement age
with a broader range of activities than its immediate predecessor. Elderly people
have not, therefore, become more active on reaching this age, but each new cohort
of pensioners enters into this stage of their lives with a more active pattern of
behaviour. Even if they give up some activities as they grow older, they are still
more active at the age of, for instance, 75, than the previous cohorts.
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Figure 10.5 Number of different leisure activities people engage in
frequently or occasionally, by sex and period of birth, 1975-1995

Figure 10.6 Amount of leisure time spent away from home, by sex and
period of birth

Source: SCP (TBO’75-’95)

Source: SCP (TBO’75-’95)
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Developments in the amount of time spent away from home provide no clear
picture for these cohorts; the results for men and women are more diverse (figure
10.6).

The amount of time that the oldest male cohorts spend outside the home has
increased, while it has consolidated at a high level for the youngest male cohorts.
On the other hand, the youngest cohort of women are now spending more time
away from home. The oldest cohort are spending less time away from home as they
grow older, but the figure has remained more or less constant for the 1920-1929
cohort. Whatever effects are at work here, the amount of time spent away from
home does not appear to be something that is introduced via the youngest cohorts
(as is the high degree of diversity).

10.4 Individual types of leisure activity

We can best answer the question of what types of leisure activity have become more
popular among the elderly using figures that reflect the proportion of leisure time
spent on various activities. This approach neutralises the influence of differences in
the number of leisure hours available to individuals, which can be considerable.
The proportion of leisure time spent on various types of activity provides useful
information on the relative importance of these activities to the various age groups.
We calculated the percentages for three points in time. Figure 10.7 summarises this
large body of date; the table showing the exact percentages is in appendix B5. The
left-hand side of figure 10.7 is based on the latest survey in 1995. The right-hand
side shows the difference between the 1995 survey and the first survey in 1975 for
each age group. For instance, men aged 65 and over spent approximately 27% of
their leisure time watching television and listening to the radio or music in 1995
(first dark-coloured bar on the left-hand side of figure 10.7). This was almost 4
percentage points higher than the amount of time they spent on these media in
1975 (first dark-coloured bar on the right-hand side of figure 10.7).
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Fig 10.7 Proportion of leisure time spent on different types
of activities each week in 1995, and changes since 1975 in
percentage points, by sex and age group

Source: SCP (TBO’75, ’95)
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The general impression given by the figures is that people aged 55 and over spend
relatively more time on going out, participation and sports than in 1975 and that
this corresponds with our earlier findings on the increased amount of time they
spend away from home. Furthermore, the figure also shows that the changes among
the over-55 correspond with changes that have also occurred to a greater or lesser
extent among the reference group aged 35 to 55. We can also conclude that the
increased activity in terms of going out, participation and sports has been
accompanied by a reduction in time elderly people spend on domestic contacts
(receiving visitors, visiting people, talking with fellow occupants).

Specialised leisure activities linked to a specific location have to a certain extent
taken the place of pastimes such as social contacts for which no special facilities
are needed. There has thus been a shift from drinking coffee with the neighbours
and similar pastimes to specialized leisure activities. This trend from general to
specific leisure activities has already been observed among younger age groups.

Here, too, there are differences between elderly men and elderly women. Women
aged 65 and over now spend much less time on social contacts than their
predecessors in 1975; the reduction among men of this age has been much less
pronounced. Whereas watching television (and listening to the radio) now
dominates the leisure time of men aged 55 and over much less than their
predecessors in 1975, there has been an increase in the amount of television
watched by women aged 55 and over. Do-it-yourself activities (including gardening
and caring for pets) and hobbies have become more important activities for men
aged 55 and over; this has not been the case among women in this age group.

10.5 Conclusions

In chapter 4 we suggested that the gradual fall in the labour market participation
rates of elderly people appeared to becoming to an end. This chapter, on how
elderly people spend their time, confirms this suspicion. This development has
meant that there has been no net increase in elderly people’s leisure time over the
last five years.

This has resulted in various trends among different categories of elderly people.
Men aged 55 to 64 have begun to spend more time on paid work and housework
over the last few years; their leisure time has thus decreased, whereas there has
been a slight increase in the leisure time of women in the same age group.

If we analyse this development on the basis of two general features of leisure
behaviour - its diversity and the amount of time people spend outside home - we
find that elderly people currently have a broader and less saturated pattern of
leisure activity than they had 20 years ago, and that they are much more likely to
seek entertainment away from the home. Indeed, the large differences in this
respect that used to exist between the younger and the elderly population have
largely disappeared.
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In accordance with the official records and Statistics Netherlands surveys, figures presented in chapter 41

refer to those who work at least 12 hours a week. No minimum number of hours is used in the Time
Use Survey.

This trend has not been caused by changes in behaviour among people who are
already elderly. It is a result of the fact that each new generation of adults entering
old age already has a broader range of leisure activities, which they have
maintained into old age. This has brought about a gradual shift in the average.
Of course, there remain differences between the various categories of elderly
people. The higher their socioeconomic status, the better their health and the
younger they are, the more time elderly people spend outside their home and the
more diverse their pattern of activities. One striking point is that both religiosity 
and the availability of transport have a positive impact on the pattern of activities.
The positive effect of transport facilities, which is independent of age or health
problems, suggests that the transport services like those provided under the
Services for the Disabled Act make an important contribution towards helping
elderly people and people with disabilities remain active. 

Section 10.4 looked at the number of individual types of leisure activities. Given
the above, it will come as no surprise to learn that elderly people now spend much
more time on participation and sport than elderly people did in the past, and that
they spend less time on domestic contacts. Within certain individual leisure
activities, there has been a shift from pastimes for which no specific facilities are
needed to specialized leisure activities on the leisure market.
One final point worth noting is the trend in participation, a concept which
encompasses time spent on voluntary work, political participation and church work.
Apart from women aged 55 to 64, who have reduced the amount of free time they
spend on such activities, elderly people are now spending a greater proportion of
their time on participation. Nevertheless, it still accounts for only a small
proportion of their total leisure time.
By expressing the amount of time spent on certain activities as a percentage of total
leisure time, we can eliminate the effects of the different amount of free time that
different sections of the population enjoy. This approach helps us to establish what
activities are most important among certain groups. We must not conclude from
these figures that elderly people either lead the field or lag behind in a particular
activity. After all, depending on the category, elderly people have 25% to 50%
more free time than people under the age of 55. If we correct for this, we find that
the proportion of elderly people participating in the activities discussed in this
chapter is higher than their share of the general population. The Report on the
Elderly 1993 observed that elderly people do not lag behind the rest of the
population in this respect; the figures presented here suggest that, whereas they
lagged behind in the seventies, they have now taken over the rest of the population.

Note
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11  CRIME AND INSECURITY

11.1 Introduction

In the Report on the Elderly 1993 we presented a number of data on elderly people
who had been the victims of crime, and on their fear of crime. These data confirm
the paradoxical impression that, although elderly people are much less likely to fall
victim to crime than other members of the population, their fear of crime is much
greater. It is often remarked in the literature that elderly people fear crime without
good reason. 

The same report suggested that this picture might well be less paradoxical than it
appears. Although it is true that elderly people are relatively unlikely to become a
victim, crime befalls them or other elderly people in their vicinity frequently
enough for it to be one of their most common negative life experiences. Elderly
people’s fear could very well be based on their own negative experience. The
possibility that the fear of crime prompted by this fact forces elderly people to avoid
risks by not going out, or by going out very little, cannot be excluded.

Recently released survey material has allowed us to look at a number of links made
in this assumption in further detail. This analysis is presented in section 11.3. Prior
to that, section 11.2 presents some general information on crime victims and
insecurity. We draw a number of conclusions in section 11.4.
As we have shown in previous reports on the elderly, crime among the elderly
themselves is negligible. We shall not, therefore, look at this issue here.

11.2 Crime victims and insecurity 

Table 11.1 compares the extent to which elderly people have been victims of a
crime over a five-year period with the experiences of younger sections of the
population.
Elderly people suffer burglary and malicious phone calls just as frequently as
younger people. Other crimes befall elderly people much less often, probably
because they are strongly associated with certain places.
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Table 11.1 Victims of crime over a period of five years, by type of crime and age group, 1995 (in per cent)
aged < 65 aged � 65

burglary 11 10
intimidation 8 2
pickpocketing 9 5
vandalism 13 5
malicious phone calls 14 14
assault 7 1

Source: CBS (ERV’95)

Table 11.2 gives an impression of the extent to which different categories of elderly
people fall victim to crime.

Table 11.2 Elderly victims of a number of common crimes, by age group, sex and type of crime, 1996 (in per cent)
men women

aged aged aged aged aged aged aged aged
65-69 70-74 75-79 � 80 65-69 70-74 75-79 � 80

intimidation with violence 4 2 2 - 1 2 - -
mugging 4 5 4 4 9 7 9 6
vandalism 15 11 11 6 8 8 7 4
malicious phone calls 9 6 8 6 14 12 12 12
burglary 9 8 10 8 8 9 9 8

14 12 11 10 11 11 9 11

all crimes 41 33 35 28 38 35 35 31

(n) (1,400) (1,154) (703) (581) (1,622) (1,512) (1,059) (1,148)

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

Table 11.2 shows that elderly men are most likely to suffer vandalism, followed by
burglary and malicious phone calls. Malicious phone calls are the most common
crime suffered by elderly women, and they are more likely to be mugged than
elderly men. Very elderly men have a particularly low chance of falling victim to
crime.

Studies of the characteristics of elderly people who are found to be relatively likely
or unlikely to fall victim to crime (performed using the same data source as that
used in table 11.2) show that two of these characteristics have a negative impact in
the case of all crimes: the degree of urbanisation of the place where the person in
question lives, and the profile of their household (Jol 1996). City dwellers and
people who live alone are more likely to fall victim to criminals.

Other significant links between characteristics and victims of crime suggest that the
victims simply frequent places where crimes occur more often. Women do the
shopping more often and therefore have more chance that their purse will be stolen,
highly educated people are more likely to have a car, and since cars are the most
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common target of vandalism towards personal possessions, they therefore have a
greater risk of falling victim to vandalism. Elderly people who go out more are
more likely to run into criminals and they are therefore also more likely to suffer
threats, abuse and pickpocketing.
Elderly people in relatively poor health are also quite likely to fall victim to threats,
malicious phone calls and vandalism. This is probably because their physical
condition makes them an easy target. Although the differences are significant, we
should point out, as did Jol, that the characteristics discussed explain only some of
the differences in the likelihood of certain individuals falling victim to a crime. As
we saw in table 11.2, we are talking about relative likelihood and not about certain
categories of elderly people who are clearly safe from crime.

We remarked in the introduction to this chapter that elderly people often feel
insecure, particularly compared with younger sections of the population. The
figures in table 11.3 confirm this.

Table 11.3 People living independently who find certain situations threatening, by age group and sex, 1981-1994 (in
per cent)

men women 
aged aged aged aged aged aged

35-54 55-64 65-75 35-54 55-64 65-75
afraid of burglary during long absence 1981 39 40 39 47 50 42

1986 47 61 45 56 54 53
1991 49 51 50 58 61 49
1994 57 63 55 63 62 60

afraid of burglary while out 1981 12 16 26 24 30 30
1986 21 26 21 34 29 27
1991 18 27 22 37 40 25
1994 26 37 24 38 40 39

know of dangerous neighbourhoods in town 1981 22 25 40 43 43 61
1986 18 30 32 40 46 53
1991 26 18 45 52 45 52
1994 26 29 39 52 55 53

do not go out alone in dark 1981 7 14 33 34 55 67
1986 5 15 27 33 50 52
1991 4 6 22 25 43 61
1994 3 8 24 18 39 54

Source: SCP (CV’81-’94)

The main conclusion we can draw from the figures in table 11.3 is that many
people regularly feel insecure, even in their own homes. No matter what age group
they belong to, women feel less safe than men, but the differences are greatest in
threatening situations away from the home.
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Regarding fear of burglary there is little difference from one age group to another;
elderly people apparently find the outside world much more threatening.
Incidentally, insecurity in the outside world has decreased since 1991, whilst fear of
burglary would appear to more common than it was then.

Table 11.4 presents data on insecurity measured in other ways.

Insecurity is measured in three different ways in table 11.4: insecurity or fear, risk-
avoiding behaviour (not going out after dark and not opening the door after 10
o’clock in the evening) and self-assessment of one’s chance of becoming a crime
victim. In the case of all indicators, the concern is greater, the older the population
group in question. Elderly women feel much less safe than men in the same age
group, and a substantial number of these women do not even feel safe at home.

Table 11.4 Insecurity among the elderly, by age group and sex, 1996 (in per cent)
aged 65-69 aged 70-74 aged 75-79 aged � 80

men
sometimes, often or always afraid when home alone 2 1 3 4
know dangerous places in neighbourhood 18 22 20 23
do not open door when bell rings after 22.00 7 12 14 18
do not go out in dark 29 43 52 72
agree that: people have more chance of falling victim to
crime these days 36 38 33 32
agree that: I have more chance of falling victim to crime
these days 7 7 5 7

women
sometimes, often or always afraid when home alone 18 16 15 14
know dangerous places in neighbourhood 28 33 34 41
do not open door when bell rings after 22.00 43 47 46 46
do not go out in dark 58 68 75 90
agree that: people have more chance of falling victim to
crime these days 40 38 34 33
agree that: I have more chance of falling victim to crime
these days 10 10 9 9

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

The range of the responses could hardly be greater: a negligible proportion of
young men are frightened to be home alone, and almost all very elderly women
avoid going out in the dark. The fact that, by their own estimation, they avoid risks
as much as possible, is probably why only a small number of them feel that their
risk of falling victim to crime has increased.

The research on insecurity among elderly people mentioned earlier (using the same
EBB-elderly study) shows that, as well as among very elderly people and women,
these feelings are also very prevalent among the residents of urban areas, elderly
people who are relatively unhealthy, and elderly people who know someone who
has recently suffered a crime (Jol 1996). The fact of being a crime victim oneself
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would appear to have much less effect on insecurity, although it does have a
significant effect. Furthermore, people who use public transport frequently, but go
out less frequently than others, and people with a lower level of education, would
appear to be more frightened than others.

One interesting point is that the news has a modest but significant effect on
insecurity: the more closely elderly people follow current affairs, the more
frightened they are.

In contrast to the likelihood of falling victim to a crime, the characteristics
identified would appear to explain insecurity to a substantial extent.

Other studies have shown that, as well as the factors mentioned above, the quality
of the neighbourhood where people live and the threat posed by the neighbourhood
itself, are strong determinants of insecurity (BiZa 1996: 105). The threat from the
neighbourhood refers to the degree of nuisance experienced in residential
neighbourhoods from youngsters and/or drunken people hanging around and the
degree to which people are threatened or harassed in their neighbourhood.

Table 11.5 Victims, insecurity and risk-avoiding behaviour among elderly, by level of urbanisation where resident,
1996 (in per cent)

very highly highly fairly barely not total
urbanised urbanised urbanised urbanised urbanised

victim of crime 45 37 37 31 25 35
idem, suffering from consequences 7 6 5 2 3 4

feelings of insecurity 54 42 38 23 15 35
agree that: more chance of falling
victim to crime these days 44 42 40 33 28 38
risk-avoiding behaviour 70 65 65 60 61 64

no longer go out 22 18 17 10 13 16
changed going out behaviour in
other ways 27 26 25 17 14 22

(n) (1,750) (1,912) (1,965) (1,943) (1,660) (9,230)

Source: CBS (EBB-elderly’96) 

Older city dwellers are more likely to be victims of crime and feel less secure than
others. Table 11.5 shows how great the differences are. For the purposes of this
table, the items in table 11.4 were merged into three groups (insecurity, risk-
avoiding behaviour and self-assessment of the likelihood of becoming a victim). We
have also divided the responses according to whether elderly people have altered
the frequency with which they go out; those who say they never go out because of
fear of crime are included separately.
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The more urban the area in which elderly people live, the greater proportion of
them will have been a victim of a crime in the last five years. They are also more
likely to have been victims of crimes against the person, such as violent threats and
assault. As a result, they regularly or even constantly think about the event (this is
not indicated in the table).

The more urbanised the area in which elderly people live, the more insecure they
are likely to be; they rightly estimate that they have a greater chance of falling
victim to crime. Many elderly people deny themselves a great deal because of this
fear, and around 40 % of them go out less frequently. Around 20% of elderly
people in urban areas say they never go out, and 25% of them go out less or do not
go out alone or avoid certain areas.

11.3 Crime victims, insecurity and going out

The above supports the suggestion that there is a link between being the victim of a
crime, insecurity and risk-avoiding behaviour, such as going out less or not at all.
This section looks at the connection in further detail. Firstly, we shall look at the
extent to which being the victim of a crime prompts insecurity; this insecurity is
expressed in terms of feeling unsafe, risk-avoiding behaviour and in the
individual’s own assessment of their chances of becoming a victim (table 11.6).

Table 11.6 Fear of crime and risk avoiding behaviour among crime victims and victims struggling with emotional
consequences of crime, by sex, 1996 (in per cent)

men women
not a victim, no victim, not a victim, no victim,

victim consequences suffering victim consequences  suffering
consequences consequences

feel relatively unsafe 16 26 38 40 52 66
regard chances of becoming
victim as greater 33 41 60 35 42 58
avoid risky situations 48 43 57 77 73 83

(n) (3,840) (1,349) (119) (5,387) (1,864) (288)

Source: CBS (EBB-elderly’96) 

Table 11.6 shows that elderly people who have been the victim of a crime feel less
safe. This applies to both men and women. However, the effects of a crime on
victims who are still suffering the emotional consequences is much greater. The
slight statistical link Jol found between being a victim and insecurity can therefore
be explained by the greater fear among a relatively small group of victims who are
suffering from the consequences of the crime perpetrated against them.

The next step is to consider whether being a victim or feeling insecure irrespective
of this has caused elderly people to change the extent to which they go out. The
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three indicators in table 11.6 that reflect various aspects of fear of crime have been
merged into one variable which reflects insecurity. The results of this analysis are
shown in table 11.7.

Two different types of elderly people say they have changed the extent to which
they go out because they fear crime. One group consists of those who feel unsafe
(whether they have been the victim of a crime or not) and those who are still coping
with the emotional consequences of the crime to which they have been exposed
(over a third of the over-65 respondents). The second consists of victims who are no
longer suffering the consequences of the crime and those who have never
experienced such an event. Over a quarter of this last group say that they have
changed the extent to which they go out, and almost 60 % of the first group have
done so. Here, too, whether one has been a victim or not would appear to have no
effect in itself.

Table 11.7 Personal assessment of changes in $going out behaviour#, by fact of being a victim and  insecurity, 1996
(in per cent)

have changed going out behaviour no longer go out (n)a

not crime victims
do not feel unsafe 27 12 (4,179)
feel unsafe 57 25 (1,811)

crime victims
do not feel unsafe 25 9 (1,679)
feel unsafe 59 23 (1,155)
suffering consequences of crime 62 25 (408)

all 38 16 (9,230)

No longer go out, go out less or not alone, or no longer go to certain places.a

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

According to the figures, a very large minority of elderly people say they are going
out less, and around 15% say that they never go out any more. The question is, is
this really the case and what role do insecurity and the emotional consequences of
crime play a role in this, alongside the change in behaviour that people say they
have made?
In the chapter on the use of time it became clear that whether or not people go out
depends on many more factors than those dealt with in this chapter. The most
important of these are included in the analysis discussed below. Since many of
these characteristics are interconnected, a number of multivariate analyses were
performed (Renova), and these show the actual impact of a particular characteristic.
“Going out behaviour” was measured in various ways. The first was the response to
the simple question of whether people spend an evening out occasionally. The
second and third are similar to the indicators used in chapter 9: the amount of time
spent outside the home and the diversity of leisure activities in which an individual
engages.
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The full results of the analysis and an explanation of how time spent outside the
home and diversity are defined, are given in appendix B6. Table 11.8 contains only
the corrected figures for the variables relevant to this chapter.

After correction for the effects of all kinds of other characteristics, insecurity and
being the victim of a crime would not appear to have any direct significant impact
on going out behaviour. Those who say they no longer go out because they fear
crime do indeed go out much less.

Table 11.8 Going out behaviour among elderly, by incidence of insecurity, fact of being a crime victim and self-
reported changes to going out behaviour in a multivariate analysis, 1996 (betas from a Renova)

go out occasionally time spent outside home diversity  (no. of activities)
in evening (no. of occasions per year)

a a

overall feeling of security 44 23 4.8
unsafe 45 23 4.9
safe 43 22 4.7

crime victim sign
no 44 22 4.7
yes, no problems 44 25 5.1
yes, problems 45 23 5.0

changed going out behaviour sign. sign. sign.
no 49 24 5.0
no longer go out 25 19 4.1
other change 44 23 4.9

R 10 27 312

For a summary of the activities in question, see appendix B6.a

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

Some elderly people thus feel very insecure or are still struggling to deal with the
impact of a crime that has befallen them, and therefore leave their home much less
often. As a result, they become much less active. To illustrate this, table 11.9 shows
the extent to which three different categories of elderly people go out: those who,
on the basis of the above, one might expect to go out less, a contrast group of whom
the opposite might be expected and “others”.
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Table 11.9 Going out behaviour among the elderly, by their responses to crime, 1996
people who feel insecure or are people who feel secure and others
still suffering consequences of are not crime victims, and
a crime they have experienced have not changed their going
and say they no longer go out out behaviour for safety

for safety reasons reasons
occasionally go out for evening (in %) 20 46 44
no. of activities outside home in one year 16 23 23
no. of different activities outside home in
one year 2.6 3.5 3.5

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

Over 10% of people aged 65 and over feel insecure or are suffering the
consequences of a crime. They go out much less often than the contrast group.

However, it is equally striking that the behaviour of other categories does not differ
from that of the contrast group. The fact that many elderly people feel unsafe and
many of them have been crime victims or know a crime victim well, does not
therefore mean that they have withdrawn in large numbers from the outside world.
On the contrary, elderly people are fortunately not driven by the fears they say they
have.

11.4 Summary

In this chapter we have focused mainly on the apparently strange fact that,
although elderly people are much less likely to fall victim to crime than others, they
nevertheless feel less safe than they did in the past. We looked particularly at the
link between being a crime victim and fear of crime and how insecurity affects the
extent to which they go out. 
Elderly people feel very unsafe if they are still struggling with the impact of a crime
committed against them; usually this will have been a serious crime involving
violence. Other types of crime apparently leave few intangible traces, because
elderly people who have been victims of these crimes do not feel any less safe than
others. Since crimes of violence are much less common than other crimes, the link
between being a victim of some kind of crime and insecurity is fairly pronounced.

A large proportion of elderly people say that they have changed their going out
behaviour because they are afraid that something will happen to them if they go out
unaccompanied, go to certain places or go out in the dark. However, they have not
changed their behaviour to the extent they say, because only 10% of elderly people
actually do go out less and have a less varied social life away from their home
because they fear crime or have been a crime victim. Note, however, that this
proportion is much higher in highly urbanised areas, and much lower in rural
areas.

It would seem that the survey questions commonly used to measure insecurity paint
an exaggerated picture. This is also confirmed by one of the results in this chapter.
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In response to the question of whether they consider themselves likely to become a
crime victim, elderly people appear to have very realistic ideas about the relatively
small chance that this will happen to them. The wording of most questions
apparently measures a more abstract concern which is also linked to fear of other
disasters such as road accidents or serious illness. This abstract concern is more
likely to be determined by the extent to which an individual feels he has control
over his life and his surroundings than by specific risks associated with certain
actions (such as going out) (Van der Vijver 1993: 96; Roes 1994: 23; BiZa 1996:
103).

Viewed in this light, elderly people’s insecurity would appear to be associated with
a feeling that they have less control over their surroundings than others.

Even though there is good reason to put the very prevalent insecurity among elderly
people into perspective, it would be going too far to dismiss it entirely. Many
elderly people have changed their habits because of fear, particularly in the major
cities; becoming a crime victim is still one of the most common life events, even
among elderly people.

There therefore remains a need to improve the safety of people’s immediate
surroundings, and of shopping areas and centres of entertainment. Safe transport
from door to door is also very important. It is therefore desirable that the collective
transport set up by local authorities under the Services for the Disabled Act be
opened up to elderly people without disabilities, particularly in the evenings. Policy
designed to improve participation by the elderly should focus on the more general
concerns elderly people have. Given the trend in elderly people’s leisure behaviour
(see chapter 10), these efforts should focus mainly on those lagging behind the
current developments.
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12  ELDERLY PEOPLE FROM ETHNIC MINORITY COMMUNITIES

12.1 Introduction

In the Netherlands there are currently around 100,000 people aged 50 and over
who belong to a group targeted by the government’s policy on minorities.
Relatively few of them belong to the oldest age groups, with the over-65s
accounting for only 13% of the total. However, the size of the elderly ethnic
minority population is set to increase rapidly and it is therefore important to assess
whether elderly people from ethnic minorities warrant specific attention among the
elderly population as a whole. Since there are few over-65s as yet, we can do this
only by studying slightly younger age groups who will reach old age over the next
few decades. In short, therefore, this chapter gives an impression of what we can
expect of the future elderly ethnic minority population.

Our choice of subjects and themes has been partly influenced by the availability of
literature and data sources. The emphasis is on elderly Turks, Moroccans,
Surinamese and Antilleans. They now represent the largest proportion of the ethnic
minority population aged 50 and over, and this will continue to be the case in the
future. Where possible, we shall give information on a number of smaller minority
groups. Besides looking at various aspects of economic status, such as level of
education, work and financial status, we shall present some demographic
information and look at the state of health of elderly people from ethnic minority
communities.

This chapter is structured as follows. Firstly, in section 12.2, we shall review some
demographic information relating to elderly people from the ethnic minority and
Dutch populations. This will serve as the background to the discussion of
socioeconomic status in the subsequent sections. Section 12.3 looks at level of
education and command of the Dutch language. Section 12.4 focuses on labour
market participation, section 12.5 on financial status. In section 12.6 we shall look
briefly at the state of health of elderly people from ethnic minorities. A summary is
presented in section 12.7.

12.2 Demographic information

Currently, there are still only a fairly small number of elderly people in the ethnic
minority communities in the Netherlands; around 10% of immigrants are older
than 50, whereas 29% of the Dutch population belong to this age group (Martens et
al. 1994: 42). Table 12.1 contains figures on the population aged 50 and over, by
ethnic background and age group.
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Table 12.1 Population aged 50 and over, by ethnic origin , 1994a

aged 50-54 aged 55-59 aged 60-64 aged � 65 total aged � 50
Turkish 11,260 7,078 3,134 2,166 23,638
Moroccan 9,620 7,053 2,608 1,558 20,839
Surinamese 8,753 6,486 4,666 8,672 28,577
Antillean/Aruban 2,977 1,839 1,398 1,861 8,075

Italian 1,727 1,884 901 882  5,394
Spanish 1,980 1,734 1,083 771 5,568
(ex-)Yugoslav 1,645 1,040  536 851 4,072
Cape Verdian 587 489 222 187 1,485
Portuguese 837 735 457 323 2,352
Greek 636 546 180 178  1,540
Moluccan 1,085 875 1,680 3,920 7,560b

Chinese 1,108 1,054 784 1,457 4,403c

other ethnic minority 43,895 34,556 29,745 104,407 212,603
total ethnic minority population 86,110 65,369 47,391 127,233 326,103

Dutch 767,700 678,004 644,568 1,880,761 3,971,033
total population of Netherlands 853,810 743,373  691,959 2,007,994 4,297,136

Based on country of birth.a

Estimate based on Martens and Roelandt (1993: 7) and Veenman and Martens (1991: 9). Figures refer to 1990.b

From the People’s Republic of China and Hong Kong.c

Source: CBS (1994 en 1995: 41) SCP calculation

Table 12.1 shows that the Turkish, Moroccan and Surinamese populations have the
largest number of members in the 50-64 age group. Together with
Antilleans/Arubans they form a group of around 67,000 individuals. The other
minority groups have significantly fewer members in this age group, both
separately and jointly. When it comes to people aged 65 and over, the picture is
different. In this age group, the Surinamese are by far the largest group. There are
just over 14,000 individuals aged 65 and over in the Turkish, Moroccan,
Surinamese and Antillean populations. 

The "other" category includes various groups; in all age groups, people born in
Indonesia, in so far as they are not Moluccans, and Germans form the majority;
there are also small numbers of Belgians and Britons.

The table also clearly shows that among Turks, Moroccans, Surinamese and
Antilleans the cohort aged 50-54 is larger than that aged 55-59 and, particularly
among Turks and Moroccans, much larger than that aged 60-64. Turks and
Moroccans therefore also have the least balanced age profile. This is because
migration by Turks and Moroccans has been very selective (initially mainly young
men) and occurred not so long ago (the sixties and early seventies). There has also
been some remigration, particularly by elderly Turks and Moroccans. In other
groups, migration occurred among a cross section of the population (Surinamese
and Antilleans) or longer ago (Southern Europeans).
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Table 12.2 Forecast numbers of Turks, Moroccans, Surinamese, Antilleans and Northern Mediterraneans aged 50
and over, 2000 and 2008

year aged 50-54 aged 55-59 aged 60-64 aged � 65 total aged � 50
Turkish 2000 10,400 10,400 7,700      4,300 32,900

2008 13,500 10,400 8,200 15,100 47,200
Moroccan 2000 8,500 8,800 6,700 3,700 27,700

2008 12,200 8,700 6,300 11,700 38,800
Surinamese 2000 15,400 11,000 8,300 13,800 48,500

2008 27,500 18,700 12,200 19,100 77,500
Antillean 2000 5,100 3,200 2,000 2,600 12,900

2008 9,400 6,700 4,700 5,800 26,600
North-Mediterraneans 2008 6,200 7,700 5,800 11,200 31,000
Source: Van Imhoff et al. (1994: 171, 174, 177, 180); Van Zundert (1994: 61-71, 77-83) SCP calculation

As a result of this selective migration, there are more men than women among
elderly Turks and Moroccans (approximately twice as many). There are more
women in the elderly Surinamese and Antillean population (20% - 40% more;
Hooghiemstra and Niphuis-Nell 1995: 32, 343). Apparently, due to the matrifocal
nature of their families, the Surinamese and Antilleans in the Netherlands are more
likely to bring their elderly mothers from their country of origin than their fathers
(Hooghiemstra and Niphuis-Nell 1995: 33). Furthermore, this type of family
reunification is subject to fewer rules and restrictions for Surinamese and
Antilleans than for people from other ethnic minorities.1

Table 12.2 contains forecasts of the number of elderly people in several ethnic
minority groups. For the year 2000 we use the forecast (median variant) that the
Dutch Interdisciplinary Demography Institute (NIDI) has compiled for the four
largest ethnic minority groups. More detailed national forecasts are not available.
However, in order to obtain an impression of the number of elderly ethnic minority
residents in the long term, we used the forecasts drawn up by the municipality of
Rotterdam to calculate the expected numbers of elderly people in ethnic minority
communities nationally in the year 2008. We assumed that the proportions of the
ethnic minority groups living in Rotterdam would remain constant. Both forecasts
are based on the assumption that the mortality rate among the minority groups will
be identical to that among the Dutch population. However, it is quite unlikely that
this gives a realistic picture, if only because of the higher mortality rate among
lower socioeconomic groups (Van Oers and Teeuwen 1990: 15-28), among whom
the minority groups studied here are overrepresented. However, there are no
forecasts based on different assumptions regarding mortality.

If we compare tables 12.1 and 12.2 we can see that the number of elderly people in
the Turkish, Moroccan, Surinamese and Antillean communities is set to increase
substantially in the future, particularly in the period 2000-2008. The present
cohorts of elderly ethnic minority residents will be replaced by much larger younger
cohorts.
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Table 12.3 Profiles of households where head is aged 50 or over, by ethnic origin, 1994 (in per cent)
Turkish Moroccan Surinamese Antillean Dutch

one man 6 16 12 16 11
one woman 4 - 29 25 29
couple 23 10 24 21 41
couple with child(ren) 48 62 18 16 13
couple with child(ren) and others 11 6 - - -
father with child(ren) and others 2 3 - - -
mother with child(ren) and others 6 2 11 20 2
other - - 4 - 2

(n) (126) (229) (174) (174) (369)

Source: ISEO (SPVA’94) SCP calculation

Table 12.3 shows that couples with children are by far the most common type of
household among the elderly Turkish and Moroccan population. In contrast, most
Surinamese and Antilleans either live alone or in lone-parent households. Among
the Dutch elderly population, the most common types of household are couples
without children and single women.

The household profiles of elderly ethnic minority residents cannot be seen in
isolation from their marital status. Almost all Turks and Moroccans are married.
This even applies to the majority of men who live alone; these are mostly men
whose wives still live in their country of origin. The proportion of married couples
among Surinamese and Antilleans is much lower (approximately 45%). The
proportion of Dutch elderly households that consist of married couples falls
somewhere in between, at 65%. No information is available on the composition of
Moluccan households; however, the labour market survey conducted among
Moluccans in 1990 does contain figures on their marital status. It shows that almost
80% of elderly Moluccans are married (Martens and Roelandt 1993: 12).

Although many elderly ethnic minority residents still have children living at home,
some live in their children’s homes, and some live with other people. This is most
common among the elderly Turkish population: 18% of them live in the home of
one of their children, and 2% live with other people. Many Antillean elderly people
also live with their children or other people (15%), but this is less common among
Moroccan and Surinamese elderly people and very rare among Dutch elderly
people. Turkish fathers are slightly more likely than Turkish mothers to live with
their children. The proportions are more equal among Moroccans, while
Surinamese and Antillean women are much more likely to live with their children
(ISEO (SPVA 1991) SCP calculation). This confirms our suspicion that it is mainly
Surinamese and Antillean mothers who are brought to the Netherlands. The vast
majority (81%) of ethnic minority households which include elderly members are
three-generation households. Elderly ethnic minority residents who head their own
household almost never live with their grandchildren. There are still few widows
and widowers among the ethnic minority population. The future situation depends
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on the difference in age and life expectancy of married men and women. Table 12.4
shows the average age difference of married couples in the different ethnic groups.

The large difference in age in elderly Moroccan couples is striking; the wife is an
average of 9.6 years younger than her husband. In the other population groups the
difference is much smaller, varying from 3.3 years among Dutch couples to 6.8
years among Turks.

Table 12.4 Average age of married men and women in households where head is aged 50 or over, by ethnic origin,
1994 (in years)

age difference (n)
husband wife

Turkish 55.4 49.1  6.3 (88)
Moroccan 56.1 46.7 9.6 (147)
Surinamese 58.2 53.1 5.2 (55)
Antillean 58.8 54.7 4.5 (26)

Dutch 62.9 59.7 3.3 (168)
Source: ISEO (SPVA’94) SCP calculation

We know less about life expectancy. As we showed in chapter 2, life expectancy
among women in the Netherlands at birth is six years higher on average than that
of men. The question is: does this also apply to ethnic minority men and women?
United Nations figures show that the differences in life expectancy between men
and women in the countries of origin of the ethnic minority groups in the
Netherlands are smaller than they are in this country. For instance, the average
difference in Morocco is three years, four years in Turkey, and in Suriname and the
Netherlands Antilles the difference is five years (UN 1992: 470; WEP 1995: 4-5).
On the other hand, elderly ethnic minority residents can benefit from the good
health care available in the Netherlands, although it is not clear what precise effect
this has on health and mortality differences between men and women. 

It is therefore difficult to give a precise picture of the life expectancy of elderly men
and women from ethnic minorities in the Netherlands, because it is affected by a
number of factors.  If we take life expectancy in the country of origin as our starting2

point, the total expected number of years that widows and widowers will survive
their partner (the sum of the difference in the life expectancy of men and women
and the age difference between partners) in ethnic minority groups differs little
from that of the Dutch population, at an estimated 10 to 12 years. This means that
the future ethnic minority elderly population will probably have the same
proportion of single women as the Dutch population.
The vast majority (80% - 85%) of the Turkish and Moroccan heads of households
who are currently older than 50 came to the Netherlands in the late sixties and
early seventies. Their partners usually followed later. Most of them came in the
seventies, with a peak in the period 1976-1981 (ISEO (SPVA 1991) SCP
calculation).
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The Netherlands’ Surinamese and Antillean residents migrated at a number of
different times. A third of the elderly Surinamese population have been in the
Netherlands since the sixties, and half of them migrated in the seventies, many in
the period just before and after independence (1975). Unlike Turks and Moroccans,
they had various reasons for migrating that were not associated with certain periods
of migration. The most common reasons given are work (17%) and family
reunification (18%).

Antillean elderly people have been in the Netherlands for a much shorter time.
Over a quarter of them came in the fifties and sixties, usually to study, and 30%
came in the seventies, mainly in order to work. It is striking that a relatively large
proportion of them (42%) did not come to the Netherlands until the eighties and
early nineties.

Table 12.5 Remigration and use of remigration scheme, members of ethnic minority communities aged 50 and over, 1994
remigration reach (as % of use of remigration use of remigration scheme

populationgroup) scheme abs.) (as % of remigrantsa

aged aged aged aged aged aged aged
50-64 �65 � 50 50-64 � 65   � 50  � 50

Turks 356 50 406 2 2 205 50
Moroccans 269 57 326 1 4 178 55
Surinamese 170 121 291 1 1 0 0
Antilleans 352 148 500 1 1 - -
Spaniards 109 53 162 2 7 2 7
Italians 51 11 62 1 1 0 0
other minorities 43 6 49 1 1 36b b b

total minorities 1,350 446 1,796 421b b b

See figures in table 12.1.a

Excluding Greeks, Cape Verdians, Moluccans and individual refugees and asylum seekers.b

Source: CBS, SVB, SCP calculation

As well as immigration, there has also been some remigration among elderly ethnic
minority residents. Actual remigration from the Netherlands by members of the
elderly ethnic minority population has been relatively low in recent years. In 1994,
several hundred Turks, Moroccans, Surinamese and Antilleans aged 50 and over
returned to their country of origin (table 12.5). In 1994, 1% - 2% of almost every
ethnic minority population group aged 50 and over remigrated. In the years 1991-
1993, too, only 2% - 3% of Turks and Moroccans aged 50-64 remigrated (Nicolaas
1994: 10). The proportion of elderly ethnic minority residents remigrating could
rise in the longer term. For instance, an annual remigration rate of 2% over a
period of ten years would mean that a total of more than 18% of the original group
would return to the country of origin.

We can compare figures on actual remigration with the desires and expectations
expressed by ethnic minority residents themselves. A significant proportion of
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heads of household do not know if they wish to return to their country of origin.
This attitude is most common among Turks and Moroccans (table 12.6). The
literature makes frequent reference to an ambivalent attitude regarding remigration,
not only among the groups of elderly people mentioned here (Van Niekerk 1991),
but also among elderly Southern Europeans (Brand et al. 1992). Although some are
homesick for their country of birth, they realise that they have become
unaccustomed to the way of life there, and will often be held back from returning
by the fact that their children are in the Netherlands and that health care is better
here. As regards the respondents who do know whether they want to return, a small
majority of elderly Moroccans wish to remigrate. In the other three groups, this
proportion is around 40% - 45%. The proportion who actually feel they have a
possibility of doing so (15% to 23%) differs little from the 18% likely to remigrate
over a period of ten years that we mentioned earlier.

Table 12.6 Desire and opportunity to remigrate, heads of household aged 50 and over, by ethnic group, 1991 (in per
cent)

Turks Moroccans Surinamese Antilleans
would like to remigrate, have opportunity 20 15 15 23
would like to remigrate, no or doubtful
opportunities 13 20 17 16
do not know whether want to remigrate 23 33 17 15
do not want to remigrate 44 31 51 46

(n) (135) (235) (134) (74)
Source: Martens en Roelandt (1993: 54)

Studies of remigration show that a financial contribution, such as those available
under the government’s remigration scheme, is not a decisive factor in the decision
to return (SZW 1991: 8). The ambivalence toward remigration we mentioned just
now might mean that people pay lip service to remigration, although they will
never actually do it. Elderly Turks and Moroccans in particular are ambivalent in
this respect (Van Eckert and Gelderloos 1990: 122). Some members of ethnic
minorities who are unable to decide as yet, or for whom remigration is unfeasible,
go for the option of "commuter migration", alternately spending a few months in
their country of origin and a few months in the Netherlands (Van Niekerk 1991:
73, 76).
Finally, there are some for whom emotional and practical ties to the Netherlands
are the decisive factor. These people no longer wish to remigrate. This is most
common among Surinamese elderly people (applying to 50% of their number), and
is slightly less prevalent among Antilleans and Turks. The proportion of Moroccan
elderly people wishing to stay in the Netherlands is the smallest. One important
reason for not remigrating is the fact that many elderly people have children in the
Netherlands (40% of Turks and Moroccans and a quarter of Surinamese and
Antilleans; Martens and Roelandt 1993: 54-55). Other literature also reveals that
this is a common reason for staying in the Netherlands (Van Eekert and Gelderloos
1990: 122; Van Niekerk 1991: 72-77; Brand et al. 76-79). Besides emotional ties
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with their children, some elderly people also expect their children to provide and
care for them in their old age (Van Niekerk 1991: 77). Economic reasons ("no
money" or "work in the Netherlands") prevent 35% of Moroccans and almost a
quarter of Turks from remigrating. For a quarter of Surinamese elderly people the
political situation in their country of origin has been the decisive factor in their
decision to stay here. Finally, half the elderly Antilleans who wish to remain here
give as their general reason that they "like it in the Netherlands" (Martens and
Roelandt 1993: 55).

12.3 Education and language skills

Table 12.7 shows the highest levels of education achieved by different groups of
elderly people in the ethnic minority and Dutch populations. Since a number of the
categories are small, some have had to be merged.

Table 12.7 Level of education achieved, population aged 50 and over, by ethnic origin and sex, 1994 (in per cent)
none basic jun. voc/jun. sen. voc/sen. higher (n)a

gen. sec. gen. sec./pre-uni.
Turkish men

aged 50-54 41 47 10 2 -  (97)
aged 55-64 65 32 2 - 2 (60)

Turkish women
aged 50-54 68 27 5 - - (42)
aged 55-64 85 12 3 - - (31)

Moroccan men
aged 50-54 82 17 1 - - (121)
aged 55-64 88 10 2 - - (102)

Moroccan women
aged 50-54 93 7 - - - (56)
aged 55-64 94 3 3 - - (33)

Surinamese/Antillean men
aged 50-54 17 17 35 12 19 (40)
aged 55-64 20 28 32 4 16 (47)

Surinamese/Antillean women
aged 50-54 12 40 29 7 12 (65)
aged 55-64 27 34 19 8 12 (65)

ethnic minority men
aged � 65 41 43 10 - 6 (47)

ethnic minority women
aged � 65 61 21 12 3 3 (59)

Dutch men
aged 50-54 - 18 26 26 30  (46)
aged 55-64 - 28 32 20 20 (96)
aged � 65 - 32 39 9 20 (117)

Dutch women
aged 50-54 29 45 12 14 (35)
aged 55-64 39 30 16 15 (103)
aged � 65 55 22 11 12 (162)
Had no education at all or did not complete basic education.a

Source: ISEO (SPVA’94) SCP calculation



189

Table 12.7 shows that the level of education of elderly Turks and Moroccans is very
low. Few of them completed anything more than basic education. Indeed, most of
them had no education whatsoever, or failed to complete their basic education.
Surinamese and Antillean elderly people have a higher level of education.
Although many of them had no education, a considerable number completed their
secondary education and a small proportion have higher qualifications.

In all groups, both ethnic minority and Dutch, men have a higher level of education
than women. This difference is smallest among Surinamese and Antillean men and
women. 
A very large proportion of elderly Turks and Moroccans say they have difficulty
with the Dutch language. Half of them say they have a bad command of Dutch and
almost half of them speak it poorly.

The situation is different with Surinamese and Antillean elderly people. Two-thirds
to three-quarters of them say that they have few or no problems with Dutch. Their
average higher level of education, and also the fact that teaching used to be given
in Dutch in their country of origin, explains their better command of the language.
Research into the demand for Dutch courses among ethnic minorities in
Amsterdam has shown that people aged 50 and over, people who are semi-illiterate
or illiterate, and Turks and Moroccans (categories which overlap to a significant
extent) do not want to take such a course (Van Schooten et al. 1995: 40-42). The
results of this study contrast with what is sometimes found in practice. Experience
with the information programme Growing Old in the Netherlands, run by the
National Institute for Health and Social Services (NIZW), has shown that some
elderly ethnic minority residents are very interested in Dutch lessons, particularly
in learning how to speak the language better (NIZW 1995: 15). It might be that the
content and pace of the regular Dutch courses are not appealing to elderly people,
but they could be encouraged to take lessons specially adapted to their age and
background.

12.4 Work

The work force consists of people who work under contract to others or are self-
employed and of people who do not have a job, but are seeking work. Invalids,
students and people who run a household are not included in the work force. The
proportion of the overall population aged 15 to 65 in the work force is sometimes
referred to as the labour market participation rate or the gross participation rate. If
we look only at those who are actually in work, either under contract or self-
employed, we refer to this as the net participation rate. Tables 12.8 and 12.9 show
the gross and net participation rates for various groups of elderly people, divided by
sex and age groups. To prevent the absolute numbers from being too low, we have
merged Turks and Moroccans, and Surinamese and Antilleans.

Tables 12.8 and 12.9 clearly show that in all groups - Turks/Moroccans to a lesser
extent than others - the age of 55 forms a clear dividing line for participation in the
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labour market, and for paid work. Participation amongst the oldest group of
employees (aged 60-64) is probably much lower than the slightly younger groups,
but the data available do not allow us to go into greater detail. Among Turkish and
Moroccan men, the age of 50 is a watershed in terms of activity on the labour
market.

The participation rate for elderly women, in both gross and net terms, is lower than
that of men in all groups. Surinamese and Antillean women have the strongest
links with the labour market. Elderly Turkish and Moroccan women barely
participate in the labour market. This is likely to continue in the future, given the
fairly low participation rate (17%) in the 40-49 age group.

Table 12.8 Gross participation rate, by ethnic origin, sex and age, 1994 (as percentage of population group in question)
men women

aged 40-49 aged 50-54 aged 55-64 aged 40-49 aged 50-54 aged 55-64
Turkish/Moroccan 62 37 17 15 7 3
Surinamese/Antillean 86 71 35 68 46 21
Moluccan 94 76 28 48 29 7a

Dutch 92 77 31 59 51 11
1990.a

Source: ISEO (SPVA’94) SCP calculation; Veenman en Martens (1991: 15)

Table 12.9 Net participation rate, by ethnic origin, sex and age, 1994 (as percentage of population group in question)
men women

aged 40-49 aged 50-54 aged 55-64 aged 40-49 aged 50-54 aged 55-64
Turkish/Moroccan 40 21 13  8 4 1
Surinamese/Antillean 71 59 22 51 35 16
Moluccan 62 37   62 13a b c

Dutch 88 83 32   44 32 10
1990.a

Figure for entire group aged 40-49.b

Aged 50-64.c

Source: ISEO (SPVA’94) SCP calculation; Veenman en Martens (1991: 9, 15, 53); Martens en Roelandt (1993: 19, 21)
SCP estimate

A large proportion of the elderly Turkish and Moroccan men who are not part of
the work force are unfit for work; some 40% of them receive invalidity benefit
(table 12.10). There is barely any difference between the younger elderly (50-54)
and those aged 55-64. Invalidity is the most common way for Turkish and
Moroccan men to leave the labour market. This also applies to elderly Surinamese
and Antillean men; they are much less likely to take advantage of early retirement
schemes. In contrast, elderly Dutch and Moluccan men retire on grounds of health
or take early retirement at roughly the same rate (Martens and Roelandt 1993: 23).
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Most elderly Turkish and Moroccan women are housewives. Housework is the most
important, but not the only, activity of women from other groups who do not belong
to the work force. Here, too, some of them leave the labour market because of
invalidity (see, for instance, Surinamese/Antillean women aged 55 and over) and,
to a lesser extent, through early retirement schemes.

Table 12.10 Number of people unfit for work, by ethnic origin, sex and age, 1994 (as percentage of population
group in question)

men women
aged 40-49 aged 50-54 aged 55-64 aged 40-49 aged 50-54 aged 55-64

Turkish/Moroccan 27 48 55 10 7 11
Surinamese/Antillean 8 18 27 5 11 16
Dutch 6 15 21 6 5 12
Source: ISEO (SPVA’94) SCP calculation

Table 12.11 shows that, however it is measured, unemployment is much higher
among elderly ethnic minority residents than among Dutch elderly people. It is
particularly high among elderly Turks.

Table 12.11 People not working , registered unemployed , job seekers without work , work force aged 50-64, bya b c

ethnic origin, 1994 (in per cent)
not reg. job seeker, (n)

 working unemployed no job
Turkish 40 33 40 (30)
Moroccan 16 16 16 (68)
Surinamese 16 12 16 (68)
Antillean 17 15 17 (41)
Moluccan 17 14 - (176)d

Dutch 4 2 4 (100)
Who do not have work for at least 12 hours a week.a

Who do not have work for at least 12 hours a week and are registered with the employment office.b

Who do not have work for at least 12 hours a week and have actively sought work in the last month.c 3

1990.d

Source: ISEO (SPVA’94) SCP calculation; Martens and Roelandt (1993: 20)

Elderly members of ethnic minority communities are not only more likely to be
unemployed, but they are usually unemployed for longer periods of time. The vast
majority (79-85%) of unemployed Turks and Moroccans have been without work
for longer than five years. Many of them lost their jobs as a result of cutbacks and
bankruptcies in the eighties and have never managed to find work since. Generally
speaking, people from ethnic minorities run a greater risk of losing their jobs or
becoming unfit for work in this kind of situation than Dutch people. Studies of
people who become unemployed have shown that a disproportionately large number
of ethnic minority employees are retrenched, even after correction for relevant
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factors such as age, education and years of service (Verweij et al. 1990).
Some unemployed ethnic minority residents have never worked in the Netherlands.
This applies to only 4% of unemployed Turks and Moroccans, but no fewer than
60% of elderly Surinamese and Antilleans have never worked in this country. The
position of those who came to the Netherlands before the oil crisis (1973) is
considerably better than that of those who came later, particularly the ones who
arrived after the economic crisis of the early eighties. For instance, elderly people
who have been in the Netherlands for at least 20 years have almost all worked here
at some time. On the other hand, however, a large majority of those who have been
here for less than ten years have never had a job in the Netherlands. This is also
connected with the fact that they were over 40 when they arrived, making it more
difficult for them to find work.
Despite their long-term unemployment, some unemployed ethnic minority residents
still say they are intensively searching for work. One in three unemployed elderly
Turks and Moroccans and almost 50% of elderly Surinamese and Antilleans
without work say they have looked for work in the past month (Martens and
Roelandt 1993: 20). A qualitative study of the long-term unemployed in ethnic
minority groups (Van Eekert and Gelderloos 1990) has shown that elderly Turkish
and Moroccan men feel it is very important to work, but seek work less actively
than one might expect given this fact. Van Eekert and Gelderloos explain this by
pointing to the small likelihood that elderly unemployed Turks and Moroccans will
be able to find work. Their attitude towards work remains intact, but because of
their poor chances of finding a job, they apply it less and less to themselves, the
longer they are unemployed (Van Eekert and Gelderloos 1990: 52).

12.5 Financial status

Table 12.12 Main source of income, population aged 50-64, by ethnic group and sex, 1993 (in per cent)
Turkish/Moroccan Surinamese/Antillean Dutch

men women men women men women
wages 20 10 34 16 43 18
profits 0 0 5 -  9 3
unemployment benefit  5  1  1  3 4 2
invalidity/older workers income
scheme 3 - - - 1 0
invalidity benefit 47  13  28  11 21 9
widows and orphans benefit - - - - 0  8
national assistance  6 0 3 34 0 3
state means-tested unemployment
scheme 13 2 19 10 1 1
pension 2 - 7 4 15 3
other benefits 1 1 1 0 3 2
other income 1 7 2 1 1 5
none 2 67 0 19 2 45

N 23,632 12,300 10,505 11,616 942,668 956,553
Source: CBS (WBO’93/’94) SCP calculation, results weighted and rounded up
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Table 12.2 shows the main sources of income for elderly Dutch and ethnic minority
residents up to the age of 65. There are too few ethnic minority residents aged 65
and over for them to be divided up into separate categories.

The table shows that it is only amongst Surinamese, Antillean and Dutch men aged
50 to 64 that work is the most important source of income. Many Surinamese and
Antillean women are reliant on national assistance. This might be the result of the
large number of lone-parent families among them. A disproportionate number of
people in some categories of elderly ethnic minority residents (Turkish and
Moroccan men and Surinamese and Antilleans) are in the state means-tested
unemployment scheme (RWW). However, this does not apply to other
unemployment benefit schemes. The majority of Turkish and Moroccan women
have no income of their own; most of them are housewives. A fairly large
proportion of Dutch elderly women also have no income of their own for the same
reason.

Table 12.12 also shows that a relatively large proportion of Dutch men aged 50-64
receive a pension, mostly an early retirement pension. The labour market survey
among Moluccans shows that Moluccan men are almost equally likely to have an
early retirement pension, and that Moluccan women are just as unlikely as
Antillean women to receive such a pension (Martens en Roelandt 1993: 23).  Apart4

from Moluccan men, relatively few elderly ethnic minority residents take advantage
of an early retirement scheme. Many of them are probably no longer in work by the
time they reach the early retirement age, because they have already become
unemployed or unfit for work.
As we mentioned above, elderly Turkish and Moroccan men are highly likely to be
on invalidity benefit.  This high level of invalidity can be seen as a reflection of a5

poorer state of health, and a relatively negative self-assessment of one’s health. For
instance, a Statistics Netherlands health survey amongst Turks in the Netherlands
(CBS 1991: 78, 84) showed that Turks aged 55 and over are more likely to have
chronic conditions than their Dutch peers (74% as against 56%) and are more
likely to describe their own health as "not so good" (72% as against 35%).

More generally, it has been found that employees who have only a basic education
have a significantly larger likelihood of becoming unfit for work than those with a
higher level of education. This correlation remains even after correction for age and
the physical and mental efforts required by the work, factors which also have a
positive correlation with invalidity (Bloemhoff and Winter 1991: 21-23). Both their
low level of education and physically demanding work could therefore explain why
elderly ethnic minority residents are more likely to be on invalidity benefit than
Dutch elderly people. 

When it comes to the sources of income of future elderly ethnic minority residents,
state pension entitlement is important. Anyone who has reached the age of 65 and 
has been insured for the state pension has the right to receive a state pension.
Everyone who has lived in the Netherlands between their 15th and 65th birthdays
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has been insured. Anyone who comes to live in the Netherlands after they turn 65
(for example, parents who come to live with their children) is not entitled to receive
a state old-age pension (although they are entitled after a certain number of years
and under certain conditions).

What is much more important in terms of financial status is the fact that most
elderly ethnic minority residents (and some elderly Dutch people) will probably not
be entitled to a full state pension. The state pension is a type of insurance for which
every year of insurance counts in order to accumulate entitlements. A 2% deduction
is applied for every calendar that the individual was not insured between the ages of
15 and 65 (because they did not live in the Netherlands). The territory of the
Netherlands is strictly defined for the purposes of the state old-age pension, i.e. it
does not include overseas territories (the Antilles and, previously, Suriname). In
practice, most elderly ethnic minority residents are affected for the period from
1957 (the year when the state old-age pension came into being) up to the year they
came to the Netherlands.  Three-quarters of ethnic minority residents over 65 miss6

out on at least ten years when they did not live in the Netherlands and a third of
them lack as much as 20 years of state pension entitlements. Turks and Moroccans
have an average of 13.5 uninsured years, Surinamese and Antilleans 17. This
results in deductions of 27% to 34%. The problem will be much the same for
elderly people who are due to reach the age of 65 in the near future. We can deduce
from the data in a study of the social status of and use of services and amenities by
ethnic minority and Dutch residents (SPVA 1991) that ethnic minority residents
aged 50 to 64 will have an average of 36 insured years when they retire (assuming
that they live in the Netherlands continuously until they retire), so that their state
pension will be reduced by an average of 28%. The Turkish and Moroccan over-65s
of the future are in a slightly better position than their Surinamese and Antillean
peers. The former will have been uninsured for an average of 14 and 12 years
respectively by their 65th birthday, the latter for 17 and 19 years respectively.

Presumably, the fact that they will have been in the country for a relatively short
period of time will have a negative impact on the accumulation of a supplementary
pension. Such pensions pay out a maximum only if the employee has paid
contributions while working for the same employer in the Netherlands for 40 years.
There are no data on the pension entitlements of elderly ethnic minority residents,
but given their short period of residence and the long periods of invalidity and
unemployment many of them have (during which no pension entitlements are
accumulated), they will probably have a very meagre supplementary pension.
Added to this is the fact that elderly ethnic minority residents - particularly the
Turks and Moroccans among them - are relatively likely to be working in sectors
with poor pension schemes. According to calculations by Rekers and Hermkens, the
average (future) supplementary pensions of male employees in the birth cohort
1924-1940 are relatively small in a number of sectors of industry. The situation is
particularly bad in the timber and furniture industry and the textile industry, with
pensions of at most 4,100 guilders a year, assuming employees have completed 40
years of service (Rekers and Hermkens 1989: 228-229). Many former ethnic
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minority workers will receive even smaller pensions, because they did not complete
the required number of years of service. 

Pensioners can apply for national assistance to help compensate for the reduction of
their state pension. Unlike with the state pension, payment of national assistance is
subject to a means test on the other members of the household and the assets of the
individual concerned. Statistics Netherlands figures on national assistance give us
some impression of the extent to which elderly ethnic minority residents are forced
to fall back on this scheme. The figures are not divided by country of origin, but
they do indicate whether the recipients have Dutch nationality. Table 12.13, which
includes figures on national assistance, therefore gives only a partial picture of the
extent to which elderly ethnic minority residents are dependent on national
assistance.

Table 12.13 National assistance recipients with Dutch and other nationalities, aged 65 and over, 1992
no. of nat. ass. population aged nat. ass. recipients 

recipients (x 1,000)  � 65 (x 1,000) as % of pop.
Dutch nationality 9.9 1989 0.5
other nationality 2.4 19 12.6
Source: CBS (1994: 16); CBS (1994: 49)

Table 12.13 clearly shows that people with non-Dutch nationality use national
assistance far more frequently than elderly people with Dutch nationality. This
might suggest that a relatively large number of elderly ethnic minority residents do
not receive the full state pension.

More people aged 65 and over in the ethnic minority population probably a reduced
state pension than table 12.13 would suggest, because not all of them apply for
national assistance. Between 17% and 28% of households with an income below
the minimum do not receive national assistance to top up their income to the
minimum, even though they are entitled to it (because, for instance, they have a
reduced state pension) (Vrooman and Asselberghs 1994: 104-105). Elderly ethnic
minority residents in this position are also less likely to apply for social security
benefits, particularly if they are Surinamese or Antillean. This likelihood is greater,
the lower their level of education (Vrooman and Asselberghs 1994: 153-154), and
this is often the case with elderly ethnic minority residents.
Their heavy dependence on social security benefits means that elderly ethnic
minority residents have fairly low incomes (table 12.14). Both Turks/Moroccans
and Surinamese/Antilleans aged 50-64 have an average income of around 28,000
guilders a year as opposed to 40,000 guilders for their Dutch counterparts. Despite
the fact that Surinamese/Antilleans are more likely to be in work, the average
income of the entire category is no higher than that of Turks and Moroccans. This
is because so many of them are dependent on national assistance. Dutch elderly
people aged 50-64 earn considerably more than ethnic minority residents in this
age group, because they often have income from work and higher-ranking jobs. In
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so far as they are more likely to receive some kind of benefit than their ethnic
minority peers, this will usually be an early retirement pension, which is fairly
generous (80-85% of the gross wage last earned).

The differences in income between ethnic minority and Dutch residents in the 65+
age group are much smaller than those among younger age groups. Differences in
labour market participation no longer play a role. In principle, everyone aged 65
and over receives a state pension (unless they have only recently come to live in the
Netherlands), if necessary supplemented to the level of the minimum income by
national assistance. The income differences are probably due to differences in
supplementary pensions.

Table 12.14 Net income of households where head is aged 50 or over, by ethnic origin and age, 1993 (in guilders per
year)

aged 50-64 aged � 65
Turkish/Moroccan 28,456 24,862a

Surinamese/Antillean 28,007
Dutch 40,377 28,530

Average income for Turks, Moroccans, Surinamese and Antilleans together.a

Source: CBS (WBO’93/’94) SCP calculation, results weighted

As well as data on the average incomes of elderly Dutch and ethnic minority
households, the distribution of those incomes is also interesting, particularly at the
bottom end. Figures from the Housing Needs Survey (WBO) 1993/1994 allow us to
establish the discrepancy between household income and the standard minimum
income, which varies from one type of household to another (shared homes, single-
occupant homes, lone-parent families, couples). The poverty line has been set at
95% of the minimum income. Table 12.15 shows only the proportions for all
households together, because the absolute numbers of people living alone and lone-
parent families do not allow a specification by type of household. This is also why
the over-65s were not included in the table.

Table 12.15 Discrepancy between household income and relevant minimum income  where head is aged 50-64, bya

ethnic origin, 1993 (in per cent)
Turkish/Moroccan Surinamese/Antillean Dutch

net income up to 95% of minimum income 12 18 7

N 205 68 10,911
Calculated individually for people who share a home, single persons, lone-parent families and couples.a

Source: CBS (WBO’93/’94) SCP calculation, results weighted and rounded up

Table 12.15 clearly shows that elderly ethnic minority households up to the age of
65 are more likely to have to get by on less than the relevant minimum income than
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their Dutch peers. Surinamese and Antillean households are particularly likely to
be below the poverty line. 

12.6 Health

After an extensive literature search we were forced to conclude that little empirical
research has been done into the health of elderly ethnic minority residents. The
main reason for this probably lies in the fact that this is still a small group which is
relatively inaccessible (see section 12.2). The little, rather dated, information
available refers mainly to the elderly Turkish population.
Research by Statistics Netherlands suggests that elderly Surinamese and Antilleans
report more or less as many health problems as their Dutch peers, but that Turkish
and Moroccan people have twice as many problems as others (CBS 1984 and
1985). The health survey among Turks carried out by Statistics Netherlands also
shows that they are less healthy on average than the Dutch population (CBS 1990).

The question we must consider is whether these differences arise as a result of the
circumstances in which the groups in question live in the Netherlands, or whether
the cause lies in their ethnic origins, a combination of factors including
susceptibility, life events during their youth in their country of origin and the
medical facilities available in that country.
In an analysis of the above-mentioned health survey among the Turkish population,
Statistics Netherlands corrected the measured health for differences in income and
education. The analysis revealed that differences between the Turkish and Dutch
population are actually smaller than they at first appear to be, but that elderly Turks
are less healthy, irrespective of the socioeconomic group to which they belong.
However, this conclusion conflicts with that of another study that compared the
health of members of ethnic minority communities with that of Dutch people in
similar socioeconomic circumstances. This study, carried out by Uniken Venema
(1989) among a number of Rotterdam residents, showed that there were few
significant differences in the health of the groups studied.

Alongside the fact that little empirical research has been carried out on the health
of elderly ethnic minority residents, the results of that which has been carried out
are contradictory. It is not therefore possible to make any general pronouncement
on their state of health.
This kind of research might not appear to be relevant, given the small number of
elderly people in the Netherlands’ various ethnic minority communities. However,
further studies could prove to be important, because ageing processes and diseases
of old age might, for instance, occur in certain groups of ethnic minorities at a
younger age than in the Dutch population. If this is the case, we can expect a
growing demand for care from these groups than if these conditions were to
manifest themselves between the ages of 75 and 80, as they do among elderly
Dutch people.
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12.7 Conclusions

The population groups that are the target groups of the government’s policy on
minorities have very few elderly members at present. Although the elderly ethnic
minority population is set to grow rapidly, in 15 years it will not be so large as to
warrant adjustments to policy on the elderly in general. Things are different at local
level. These groups of elderly people are overrepresented in the major cities,
probably only in a small number of areas. It will not be too long before the local
authorities in these cities have to consider whether and, if so, how to adjust their
policy on the elderly to cater for this group. We have therefore outlined what the
future living circumstances of tomorrow’s elderly ethnic minority residents are
likely to be like.

Turks and Moroccans aged 50 and over have a very poor level of education. A large
majority of them had no education whatsoever and almost none of them completed
secondary school. A majority of them can be regarded as illiterate, half of them
have a very poor command of Dutch and many more have a less than adequate
command of the language. As a result, elderly Turks and Moroccans are able to
function socially only within their own community. This will apply even more so in
the future, as they come to rely more and more on the help of others. We can
therefore assume that they will be dependent on others in all interactions with the
wider society outside their community and will unable to find their way to the
regular care and housing facilities available to elderly people independently.

Elderly Surinamese and Antilleans will probably have fewer problems in this
respect. Although they have a poorer level of education on average than their Dutch
counterparts, a situation which is not likely to change in the future, only a minority
of them have problems with the Dutch language. However, this does not necessarily
mean that all Surinamese and Antilleans are well aware of the supply of services
and facilities for the elderly available in the Netherlands.  The possibility of7

remigration is one factor that might prevent people from considering the prospects
of growing old in the Netherlands.

All groups of elderly ethnic minority residents are in an unfavourable position on
the labour market. Unemployment among immigrants aged 50-64 is higher than
among their Dutch peers, even if they have the same level of education, and they
tend to be unemployed for longer on average. Many elderly Turkish and Moroccan
men are also unfit for work. Those elderly ethnic minority residents who do have a
job are in lower ranks than their Dutch counterparts (Merens 1995). Very few
elderly Turkish and Moroccan women take part in the labour market, as almost all
of them work in the home.
It is difficult to predict what the labour market status of future elderly ethnic
minority residents will be, because economic conditions play a key role. However,
we can say that the jobs they do are unlikely to be much higher-ranking than they
are now, given the fact that ethnic minority residents in the 40-49 age group are in
jobs of the same rank, or even lower, than the over-50s (Merens 1995). There are
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also considerable numbers of younger Turks and Moroccans who are unfit for
work.

Naturally, this will have an impact on the financial status of elderly ethnic minority
residents. Many 50-64 year olds in the largest ethnic minority communities depend
on state benefits and therefore have only a low income. An estimated 12% to 18%
of the households in which these elderly people live are below the poverty line (as
opposed to 7% of Dutch households). This is because they are more likely to be on
minimum benefits and also to be in debt. Furthermore, many Surinamese and
Antilleans probably do not make sufficient use of their rights to financial help.
Further research into differences of this kind between ethnic minority and Dutch
benefit claimants would be desirable. 

The incomes of the over-65s, now a small group but set to grow rapidly in the
future, will barely rise above the minimum level, if at all. Most of them have not
lived in the Netherlands for long enough to be entitled to a full state pension. The
relatively short working history of many elderly ethnic minority residents (apart
from Moluccans) in the Netherlands and the fact that many of them were in the
lowest paid jobs and often lost their jobs before reaching retirement age, means that
their supplementary pensions are also likely to be paltry. The fact that they stopped
working long before they reached retirement age and were forced to survive on the
low income that comes from state benefits means that they will not have been able
to build up financial reserves to supplement their meagre pension.
Many members of ethnic minority communities aged 65 and over will have to apply
for national assistance in the future to top up their pension to the level of the
minimum income. This heavy dependence on national assistance will not only
affect the individuals concerned. It will also have a major impact on the budgets of
local authorities with large ethnic minority populations.

Elderly women, both Dutch and non-Dutch, are in a less favourable position than
elderly men in a number of respects. The differences are slightly smaller among
Surinamese and Antilleans than among the Dutch, probably because in these
communities it is considered more important for women to be economically self-
sufficient. As regards their labour market position, elderly Moluccan women differ
little from their Dutch peers. In the Turkish and Moroccans communities, the
differences between the sexes are great. Fewer than 10% of women in these groups
are in paid employment and earning their own income, while around 40-55% of
men in their communities are in work. The labour market participation rate of
future elderly Turkish and Moroccan women is also likely to be fairly low. Another
cause for concern is the low level of education of elderly Moroccan women, almost
none of whom has had even a basic education.

The number of single men among the elderly ethnic minority population is little
different from that among the Dutch population. The same applies to single
Surinamese and Antillean women. In contrast, however, there are virtually no
single Turkish and Moroccan women or Turkish and Moroccan lone parents.
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However, the number of single elderly people in these communities is likely to rise
in the future as people are widowed. Based on the differences in life expectancy in
their country of origin and differences in the ages of married couples aged 50 and
over, women in ethnic minority communities are likely to outlive their husbands by
an average of 10 to 12 years. This could pose problems for Turkish and Moroccan
women in particular. Most of them are illiterate, do not speak Dutch, are unaware
of their rights and obligations in the Netherlands and most of them have not lived
in the Netherlands for long enough to be eligible for a full state pension.

It is often said that elderly people in ethnic minority communities will be cared for
by their own network in three-generation households, which are more common in
these communities than among the Dutch population. Such households do indeed
appear to be more common among Turks and Antilleans, but they account for no
more than 20% of all households. Elderly Surinamese and Moroccans differ little
from the population as a whole in this respect. There are currently too few elderly
people in ethnic minority communities who require care or are living alone to be
able to establish whether they will be cared for by their children. Parents often
expect their children to take care of them in their old age, but it is by no means
clear whether the children will do so.

The policy document Policy on the Elderly 1995-1998 (TK 1994/1995: 8-9) states
that the main objective of policy on ethnic minority communities - complete
integration, particularly as regards work and education - does not apply to elderly
people in these communities because it would be difficult to achieve in their case.
However, it is acknowledged that some attention must be given to raising the
labour market participation rate of elderly people from ethnic minorities, but the
document does not go into greater detail. The latest policy intention as regards
education suggests that attempts to improve the language skills of these elderly
people, reduce the illiteracy amongst them and thereby foster their participation in
Dutch society are to be abandoned (TK 1994/1995: 8-9).

We would make two comments on the exception on the question of full integration
in terms of work and education made for elderly people from ethnic minority
communities. Firstly, this is a fairly general measure. However, elderly ethnic
minority residents are not a homogeneous group. There are major differences both
between and within the main groups discussed above as regards hopes and
opportunities. Secondly, although this is expressly not the intention, it appears as if
an entire category is being written off, whereas participation in education and work
is high on the agenda of policy on the elderly in general. Naturally, it would not be
realistic to expect that elderly ethnic minority residents, after having had little or
no education, should then proceed to participate in the same way and to the same
degree as younger members of ethnic minority communities. However, some
elderly people in these communities clearly have an interest in Dutch courses,
particularly conversation lessons. It would therefore not only be useful in the
interests of fostering their self-sufficiency, it would also be feasible in the future to
encourage elderly people to participate in special courses designed to teach a basic
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knowledge of the Dutch language. In view of the expected problems facing elderly
women in ethnic minority communities outlined above, they should be specifically
encouraged to attend such courses.

The few data available on the health of elderly people in ethnic minority
communities do not show clearly whether their poorer state of health should be
ascribed to the conditions in which they live in the Netherlands, or to their ethnic
background. Further research could be usefully carried out in this area, because the
future care needs of this category of elderly people are entirely unclear at present.



202

For Antilleans, there are no restrictions on migration. The following rules apply to the admission of1

other elderly aliens who wish to join their children in the Netherlands: they must have reached the age
of 65 and be single, all or virtually all their children must be living legally in the Netherlands, they must
have sufficient resources to keep their father or mother, and suitable accommodation must be available
for them (they are not obliged to move in with their children). In the case of Surinamese parents, the
minimum age of 65 is not a requirement (Kuijer 1993: 33-35; Stuldreher 1993: 109). Different
residency regulations also apply to the parents of EU-citizens (Kuijer 1991).
The mortality rates of people from ethnic minorities are affected by selective processes at work in2

immigration and remigration. For instance, in order to migrate, people generally have to be in good
health, and indeed guest workers were originally selected on the basis of their health. It is also possible
that people who are seriously ill will return to their country of origin to die (Mackenbach 1993: 636).
Whether these processes have a comparable effect on the mortality rate of ethnic minority men and
women is unknown.
Unfortunately, we have no data on differences in life expectancy between men and women in lower
socioeconomic groups, among whom ethnic minorities are overrepresented, because the relationship
between life expectancy and socioeconomic status has only been studied for men (Stronks et al. 1993:
627).
We can, however, assume that the health care system, food situation and climate in the country of origin
will have had some effects on the life expectancy of the elderly ethnic minority residents now living in
the Netherlands, most of whom migrated when they were fairly old. The international literature shows
that it is only after some time that the health status of immigrants comes to resemble that of the native
population (Jansen en Ruwaard 1993: 103-106). Life expectancy figures for men and women in the
countries of origin can therefore give us some indication of the life expectancy of elderly ethnic minority
residents of the Netherlands.
See Roelandt et al. (1992: 208) for a more detailed definition of unemployment.3

Early retirement statistics do not distinguish between nationalities, so the precise number of elderly4

ethnic minority residents on early retirement schemes is unknown.
It is not only the scale of invalidity among Turks and Moroccans that is problematic. There are also5

problems in the treatment of individual cases by the Industrial Insurance Administration Offices and
joint medical services, as has been revealed by a number of reports produced by the Social Insurance
Council (In ’t Groen and Sweep 1994; Schraven 1997). These include communication problems
between applicants and officials, and the application of the regulations to the situation of the migrant.
A transitional provision has been put in place for those who were over 15 on 1 January 1957, whereby6

they are regarded as having been insured for the state old-age pension between their 15th birthday and
1957, so that their pension is not reduced over this period. Elderly people must meet three conditions to
qualify for this arrangement:
a. they must have lived in the Netherlands or the Netherlands Antilles for six years after their 59th

birthday;
b. they must have Dutch nationality;
c. they must live in the Netherlands.
Most elderly ethnic minority residents easily meet requirements a. and c. Antillean and most
Surinamese also automatically meet requirement b. Most other elderly ethnic minority residents receive
equal treatment under the terms of royal decrees (people with Surinamese nationality), treaties between
the Netherlands and their country of origin (Turks, Moroccans, EU citizens) or on the grounds of the
fact that they have lived in the Netherlands for at least 15 years since their 20th birthday (this is
important to other groups of elderly ethnic minority residents).
Condition a. also means that immigrants who did not come to live in the Netherlands until after their
65th birthday and have never been insured for the state old-age pension acquire the right to receive a
state old-age pension after six years, because they meet the requirements of the transitional arrangement
(and are therefore regarded as having been insured from their 15th birthday to 1957). However, they
must have Dutch nationality or be deemed to have the equivalent. Indeed, Antilleans who come to live
in the Netherlands after their 65th birthday are immediately eligible for the transitional arrangement
because condition a. also applies to the Antilles. The state pension is not high for elderly ethnic minority
residents who come to live in the Netherlands after the age of 65; an amount is deducted for each year
between 1 January 1957 and their 65th birthday.

Notes
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The National Institute for Health and Social Services has therefore also set up information campaigns7

for elderly Surinamese and Antilleans in the framework of its Growing Old in the Netherlands
programme. This method, which has also been applied to the Turkish, Moroccan, Moluccan, Chinese
and Spanish-speaking communities, involves bringing elderly ethnic minority residents together at a
number of meetings to inform them about the services and facilities available locally. They are then
asked to say what changes would be needed to make these services and facilities suitable for them. In
this way, the supply and demand of services and facilities for elderly ethnic minority residents can be
better coordinated. See NIZW (1995) for a description of this method and its application at local level.
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13  FINANCIAL STATUS AND ACTIVITIES OF ELDERLY PEOPLE IN
RESIDENTIAL CARE

13.1 Introduction

Financial status and social activities of elderly people in residential care

Data on elderly people in residential care have been presented in a number of
previous chapters. We can draw two general conclusions from these data:
institution residents have many much more serious health problems than elderly
people who live independently, and they have much less access to the resources that
would allow them to continue living independently with such health problems. For
instance, figures presented in chapter 8 showed that elderly people in residential
care are much more likely to have serious physical disabilities than very elderly
people who live independently, particularly disabilities that affect personal care and
mobility. Although there are differences between residents of different types of
home, this would appear to apply to elderly people in care homes, nursing homes
and psychiatric hospitals.

Further arguments are presented for these general conclusions in the summary
(chapter 14). This chapter looks in more detail at two subjects that have not been
examined in previous chapters: the financial status of elderly people in residential
care and their social activities.

Section 13.2 discusses the financial status of elderly people in residential care (care
homes, nursing homes and psychiatric hospitals). First we shall look at what
remains of their income after they have paid their user contribution towards the
cost of their care. We shall then present an overview of a number of largely
unavoidable expenses that these elderly people are required to pay from their
remaining income or their pocket money. Section 13.3 looks at the social activities
of elderly people in residential care, comparing them as far as possible to people
aged 75 and over who still live independently.

Unlike in chapter 10, here we will only be able to look at whether people engage in
certain activities and how often, but not at how much time they spend on them.
However, we have attempted as much as possible to apply the same definitions of
“diversity of activities” and “amount of time spent outside the home”. Of course,
the latter has different implications, because residential institutions often organise
special events and various other pastimes, which elderly people living
independently would have to go out to attend. Section 13.4 completes this chapter,
with a summary of the main conclusions.
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13.2 Financial status of elderly people in residential care

People who live permanently in residential care generally have to pay a high user
contribution towards the cost of their care. People in care homes for the elderly
actually have to pay all their costs. People living in residential care therefore have
little of their income left over. But they also have fewer expenses. Accommodation,
food, nursing and care and all kinds of activities are all included in the fee.
Nevertheless, elderly people do have a few expenses, some of which are
unavoidable, that need to be covered by their remaining income.

This section looks at the income and expenditure of elderly people living in
institutions, with the aim of offering some insight into their financial position. We
shall look first at income and then at the fees they pay for living in residential care.
If we subtract the latter from the former, we are left with their disposable income,
from which they have to cover expenses such as insurance, clothes, transport and
the like. If we compare their disposable income and their expenditure, we obtain an
impression of the extent to which elderly people in institutions are able to make
ends meet on their income.

Income

As part of the “Elderly People in Institutions” study (OII’96) , respondents were1

asked to state their net income. Table 13.1 shows the incomes in each of the
different types of accommodation for the elderly included in the study.

Table 13.1 Net monthly income of elderly people in residential care, by type of institution, 1996 (in per cent)
care home nursing home pyschiatric hospital

< 1,250 guilders 23 25 31 
1,250-1,500 guilders 34 32 33 
1,500-2,000 guilders 20 15 36a

2,000-3,100 guilders 18 16 - 
� 3,100 guilders 5 12 - 

average (in DFL) 1,770 1,940 1,580 

�1,500 guilders.a

Source: SCP (OII’96)   

In all three types of home, most of the occupants received only a state pension or a
state pension with a small supplementary pension. The net income of married
people on a state pension is 987 guilders per person per month, while single elderly
people receive 1,372 guilders (CPB-Microtax). Residents of nursing homes have a
slightly higher average income than residents of care homes. This might be because
people with a higher income remain in their own home for longer, because they are
better able to afford domestic help. Only once admittance to a nursing home has
become unavoidable do they give up on the idea of living independently. Elderly
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people in psychiatric institutions have a slightly lower income than those in care
homes. This might be because elderly people in psychiatric hospitals are quite
likely to have been living there since before they reached the age of 65. Their
psychiatric problems probably meant that they did not manage to accumulate many
pension entitlements, because they were on a minimum wage or state benefit.

Costs of living in institutions

Elderly people in residential care have to pay for their care or pay a contribution
towards their fees from this income. Residents of care homes must pay all their fees
if their income permits them to do so. This can be as high as 3,800 guilders per
month. Nursing homes and psychiatric hospitals are covered by the Exceptional
Medical Expenses Act and residents must pay a contribution towards their fees,
consisting of a fixed portion and a means-tested portion. Table 13.2 gives a brief
overview of the maximum contributions payable by residents of institutions covered
by the Act. 

Table 13.2 Maxiumum monthly user contribution under Exceptional Medical Expenses Act, 1996 (in guilders)
unmarried  married (p.p)

means-tested portion, nursing homes (maximum) 2,200 1,100
means-tested portion (fixed) 210 105
total (maximum) 2,410 1,205
means-tested portion, psychiatric hospitals (maximum) 1,350 675
means-tested portion (fixed) 210 105
total (maximum) 1.560 780
Source: Social memo 2 (1996)   

Patients in psychiatric institutions are not required to pay fees for the first 365 days.
In other institutions they are obliged to pay fees after six months, and in some cases
they have to pay fees from the outset if they were previously living in residential
care.

The elderly people in the study were asked how much they have to pay each month
to live in the institution. The amounts are given in table 13.3.

Table 13.3 Fees for residential institutions, 1996 (in per cent)
care home nursing home psychiatric hospital

< 750 guilders 34 37 38
750-1,500 guilders 34 48 62
1,500-3,800 guilders 32 15 -

average (in DFL) 1,330 900 725

Source: SCP (OII’96)   

The fees differ considerably from one type of home to another. The difference
between nursing homes and psychiatric hospitals is due to the lower incomes of
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residents in psychiatric hospitals. People pay considerably more to live in care
homes. People whose income is below the fee charged have to pay their entire
income to the care home. This applies to 84% of care home residents. They do
however receive pocket money and a clothing allowance. Residents whose income
is higher than the fee are naturally free to spend the remaining income as they see
fit. This also applies to residents of nursing homes and psychiatric hospitals, whose
user contributions are never higher than their income. 

Disposable income

Once elderly people living in institutions have paid their contributions towards
their fees from their net income, they are left with an amount which they are free to
spend as they please. Table 13.4 shows their disposable income. 

Table 13.4 Disposable income  of elderly people in institutions, 1996 (in per cent)a

care home nursing home pyschiatric hospital
< 500 guilders 73 30 36 
500-1,250 guilders 20 26 31 
1,250-2,000 guilders 7 32 33b

� 2,000 guilders - 12 - 

average (in DFL) 520 1,255 975 

Pocket money in nursing home or net monthly income less fees.a

� 1,250 guilders.b

Source: SCP (OII’96)
  

There are enormous differences in the amount of pocket money that residents of the
different types of home receive. Residents of care homes retain the least money
once their fees have been paid. The majority of them have less than 500 guilders a
month left. People living in nursing homes retain the most. Their income is slightly
higher than people in nursing homes and psychiatric hospitals and their
contribution towards their fees is considerably lower than that paid in care homes.
Residents of psychiatric hospitals also have more money left than care home
residents, but they have less than people in nursing homes. Their income is
probably lower than that of residents in the other types of institution, and they also
pay a smaller user contribution.

Expenditure

Elderly people have to pay for all kinds of things from the money remaining after
they have paid their fees, including insurance, personal care, day trips,
subscriptions, etc. A few of these items of expenditure are described below. Firstly,
table 13.5 lists the premiums paid for a number of types of insurance.
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Table 13.5 Monthly insurance premiums paid by elderly people in institutions, 1996
care home nursing home pyschiatric hospital

have third-party liability insurance (%) 32 45 57
monthly premium (in DFL) 6 11 5

have contents insurance (%) 28 . .
monthly premium (in DFL) 1 . .

have funeral insurance (%) 43 38 33
monthly premium (in DFL) 11 15 17

health insurance fund (%) 85 79 89
nominal monthly premium (in DFL) 29 29 29

private health insurance (%) 15 21 11
excess (%) 41 61 -
level of excess per month (in DFL) 19 22 -
monthly premium (in DFL) 187 244 -

Source: Social memo 2 (1996); SCP (OII’96)

Only in psychiatric hospitals do a majority of residents have third-party liability
insurance. Most residents of care homes are no longer covered by this type of
insurance, perhaps because some homes have collective third-party liability
insurance. Another explanation might be that people have decided not to continue
liability insurance in order to cut back on their expenditure, or because they no
longer regard it as necessary. In care homes, many residents have funeral insurance
for which they are still paying premiums. People in nursing homes are slightly
older on the whole than residents of care home and have therefore had more
opportunity to finish paying the premiums on their funeral insurance. The average
age of residents in psychiatric institutions is slightly lower than that in care homes.
Nevertheless, here we find the lowest percentage of residents with funeral
insurance. They might have begun paying premiums at a younger age, or simply
have no funeral insurance.

It was also found that the vast majority of elderly people in institutions have
medical insurance under the Health Insurance Fund. The table shows only the
nominal premium; the benefits agencies withhold the pro rata contribution to the
Health Insurance Fund, and this is already reflected in the net monthly income. The
number of people in psychiatric hospitals with private health insurance is
negligible. Other elderly people with private insurance have fairly high monthly
premiums, as well as an excess.
We also asked whether people in nursing homes have insurance to cover their
personal belongings (contents insurance). A number of them do indeed have this
type of cover, but because they do not have many possessions, the monthly
premium is extremely low. Only a few people still pay local taxes. 
People not only have to pay for insurance from their pocket money, they also have
expenses associated with personal care and leisure. Table 13.6 shows some
expenses of this kind.
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Table 13.6 Personal expenditure of elderly people in institutions, 1996 (average guilders per month)
care home nursing home pyschiatric hospital

hairdresser/toiletries 37 43 60 

use services of pedicurist/manicurist (%) 82 78 41 
costs of pedicure/manicure 18 15 14 

spent money on dental treatment in last year (%) 8 9 - 
dental fees 34 17 - 

clothing/household goods 97 129 114 

laundry done by
residents themselves (%) 4 4 18a

children/friends (%) 23 19 - 
institution (%) 71 74 82 
laundrette, individually arranged (%) 2 3 - 

costs of laundry done by institution or laundrette 7 50 21 

pay fixed contribution for day trips (%) 12 39 24 
cost of day trips 11 35 54 

Other than by institution.a

Source: SCP (OII’96)   

Residents of psychiatric institutions clearly make less use of the services of
pedicurists and manicurists than those in nursing and care homes. They are also
much less likely to have spent money on dental care over the past year. Residents of
nursing homes spent slightly more money on clothes, and their laundry costs are
also slightly higher. These higher costs can be explained by the greater wear and
tear on clothing and bed linen, which have to be washed more often and at higher
temperatures. In many care homes, the costs of laundry are included in the fees, so
the average laundry costs paid individually are fairly low. The costs of day trips are
also often included in the fees, but many residents of nursing homes and psychiatric
hospitals have to pay a fixed contribution towards the cost of day trips and other
activities. These costs are therefore considerably higher than those for care home
residents.

Telephone

Finally, the respondents were asked if they have their own telephone and, if so, how
much they spend each month on their subscription and call charges. The results are
presented in table 13.7.

Table 13.7 Telephone costs paid by elderly people in institutions, 1996 (guilders per month)
care home nursing home pyschiatric hospital

own telephone (%) 88 7 3
cost per month (in DFL) 40 63 -

Source: SCP (OII’96)   
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The first thing one notices about the table is that residents of care homes almost all
have access to their own telephone, whereas in nursing homes very few residents
do. A negligible number of residents in psychiatric hospitals have their own
telephone. Nursing home residents pay more in call charges than those in care
homes.

Other expenses for care home residents

Care home residents are usually in a better physical and mental condition than the
residents of other institutions. We therefore only asked these residents whether they
have subscriptions to a newspaper or to a radio and television guide. Only people
who can still see and read reasonably well can be expected to have a subscription to
a newspaper. They are only likely to have a radio and television guide if they have
their own television.
There are also care home residents who still buy their own breakfast and lunch
materials and pay their own pharmacist's bills. Although breakfast and lunch is
included in the care home fee, we asked residents what they spend on the two
smaller meals of the day. Table 13.8 shows the other expenses that some care home
residents have.

Table 13.8 Other monthly costs in care homes
percentage/guilders

newspaper subscription (%) 38
cost (in DFL) 32

radio and TV guide subscription (%) 67
cost (in DFL) 8

buy own breakfast and lunch (%) 29
cost (in DFL) 85

contribution to prescription medicines (in DFL) 4
cost of over-the-counter medicines (in DFL) 4

Source: SCP (OII’96)   

A large proportion of residents have a subscription to a newspaper. Virtually all of
those who have their own television set also have a radio and television guide. It
was assumed in the study that they all pay a fixed television and radio licence fee.

The cost of breakfast and lunch is included in the fees for care homes and often
residents are given money to buy their own food for breakfast and lunch if they
wish. Residents spend around four guilders a month by way of a contribution
towards the cost of prescription medicines, and around another four guilders for
over-the-counter medicines.
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Making ends meet

If we deduct the expenses of elderly people in residential care from their income,
we gain an impression of the extent to which they manage to make ends meet on
their pocket money or with the money left after they have paid their contribution
towards their accommodation fees. We deducted expenses from disposable income
in so far as they applied to the residents. We also included the television and radio
licence fee for care home residents with their own television set. Any money spent
on breakfast and lunch was not included, since these are in principle included in
the fees. Table 13.9 summarises the amounts left after all the recorded expenses
have been deducted. The amounts in brackets are what those with a net income
below 1,500 guilders a month have left over (on the right hand side of the table).

Table 13.9 Remaining monthly income of elderly people in institutions and those among them with a low income, 1996
(in per cent)

all income �1,500 gulden
care home nursing pyschiatric care home nursing pyschiatric

home hospital home hospital
receive receive receive receive
pocket no pocket no
money pocket money pocket

money money
unable to get by on pocket
money/income 24 74 13 - 19 52 20 - 
< 250 guilders left 40 7 15 43 43 11 22 57a b a b

250-500 guilders left 33 - 11 - 36 - 8 - 
� 500 guilders left 3 19 61 56 2 37 50 43 

 
average (in DFL) 92 108 953 733 133 294 528 538 

own assessment
get by well on pocket money 36 - - - 37 - - - 
get by reasonably on pocket
money 43 - - - 41 - - - 
barely able to get by on pocket
money 21 - - - 22 - - - 

500 guilders or less, but do have something left over.a

Unable to get by, or less than 500 guilders left over.b

Source: SCP (OII’96)

It appears that three-quarters of care home residents who receive pocket money
have some left over once the expenses examined here have been deducted; the
others have insufficient income. The care home residents who pay all their fees and
therefore do not receive pocket money theoretically have a large shortfall in
income. They most probably still have some assets that have to be used up before
they are entitled to pocket money and a clothing allowance. If this is the case, it is
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not accurate to say that they have a deficit. Generally speaking, elderly residents of
nursing homes and psychiatric institutions are slightly better off than elderly people
in care homes. The reason is that people in nursing homes and psychiatric care
have much lower expenses. Furthermore, nursing home residents have higher
incomes than care home residents.

Note also that residents of care homes with a slightly lower income have slightly
more money left over than those on a higher income. They therefore have lower
expenses. This phenomenon does occur among nursing home and psychiatric
hospital residents; they have more unavoidable expenses and therefore have less
opportunity to cut costs.

With the money left over, people have to cover all kinds of other expenses not
examined in the study, which were not therefore mentioned above. These include,
for example, travel expenses, the costs of social activities such as family parties,
day trips and certain activities outside the home, small extras in the way of food
and tobacco products, pet food and care, contributions towards the costs of medical
and technical aids and the costs associated with hobbies and other interests. Care
home residents have significantly fewer financial resources available for this kind
of expenditure than residents of nursing homes and psychiatric hospitals.

To obtain more insight into the difference between elderly people on low and high
incomes, we looked at the individual items of expenditure in more detail. Table
13.10 shows a number of items, categorised by level of income (more or less than
1,500 guilders net per month) and whether or not the resident receives pocket
money. This reveals differences in patterns of expenditure. The table only shows
figures for care homes, as the data available on these residents provides the most
complete picture. The situation in other types of residential care differs little from
that in care homes.

It appears that care home residents on lower incomes do indeed go without more
than those who are better off. Those on a low income are less likely to have third-
party liability and/or funeral insurance. They are also less likely to use the services
of a pedicurist or manicurist, and are less likely to have a subscription to a
newspaper or radio and television guide. They also spend less on the hairdresser,
clothing and telephone calls. By cutting back on these expenses, the “poorer”
elderly have more money to spend on social activities, treats, pets and hobbies.
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Table13.10 Spending patterns of elderly people in nursing homes divided by financial status, 1996
receive pocket money receive no pocket money

income income income income
< 1,500 guilders � 1,500 guilders  < 1,500 guilders  � 1,500 guilders

have third-party liability insurance (%) 24 28 36 48
have funeral insurance (%) 44 50 34 31
have contents insurance (%) 26 26 1 1

use services of pedicurist/manicurist (%) 78 84 79 85
newspaper subscription (%) 36 39 - 51
radio and TV guide subscription (%) 62 78 69 68

hairdressing costs (DFL per month) 27 44 43 42
clothing costs (DFL per month) 69 166 95 60
telephone charges (DFL per month) 33 38 27 33

Source: SCP (OII’96)   

Conclusion

The financial status of elderly people in one institution differs significantly from
that of those in another. Nursing home residents have the highest income, followed
by residents of care homes and elderly people in psychiatric hospitals. The fees
payable in different residential homes also differ. Until 1 January 1997, care homes
charged the residents for the actual cost of care, while nursing homes and
psychiatric hospitals covered by the Exceptional Medical Expenses Act charged
only a user contribution towards the costs of care. This difference means that care
home residents pay the highest fees. Taking all costs into account, care home
residents have the lowest disposable income. Nursing home residents have the
highest proportion of their income left after their expenses have been paid, but they
are also able to spend least, in view of their physical and mental condition.

Looking at these findings positively, we can say that a majority of elderly people in
residential care are able to cover all their necessary expenses, and have shelter,
food and care. From a more negative point of view, it is noticeable that - on a rough
estimate - around 40,000 residents have no money left over for the things that make
daily life more pleasant after paying their fees and other essential expenses (the
category in table 13.9 who cannot make ends meet on their pocket money or
remaining income). Some only have money left over because they are no longer
insured, do not take newspapers and make as few telephone calls as possible.

In short, therefore, people in residential care have to think very carefully about
every cent they spend.
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13.3 Activities of elderly people in residential care

We saw in chapter 10 that how people spend their free time depends heavily on
their socioeconomic status, health and age. It is clear from previous chapters that
elderly people in residential care are much older on average and less healthy than
those who live independently. These chapters, and the data presented in section
13.2, make it clear that elderly people in residential care generally have a lower
level of education and fewer financial resources. We can therefore also reasonably
expect their pattern of activities to differ substantially from elderly people who live
independently. This section looks at whether this is indeed the case. 

Unlike the data presented in chapter 10, the information in this section is not taken
from the Time Use Survey (TBO), but from the Elderly People in Institutions study
(OII’96). In this study, elderly people in residential care were asked whether they
participated in certain activities, not how much time they spent on particular activi-
ties as in the TBO. Since the information presented is different, the tables from this
section cannot readily be compared with the tables and figures in chapter 10.

In chapter 10, the activities in which elderly people might engage were divided into
a number of categories. These categories have been used in this section as far as
possible (see table 13.11).

Table 13.11 Activities of elderly people in institutions , 1996a

care home nursing home pyschiatric hospital
TV/audio 94 69 72
reading 70 30 -
participation/religion 68 55 37
sport 44 - -
hobbies 21 42 -
going out 14 14 7

The $DIY, gardening and pet care# and $social contact# categories distinguished in chapter 10 are not covereda

by the SCP’s survey of elderly people in institutions.

Source: SCP (OII’96)

In all forms of residential care, the vast majority of elderly residents watch
television and/or listen to the radio or hi-fi. Only care home residents still take part
in any kind of sport; almost half of residents are involved in some kind of sporting
activity. A fairly large number of residents in all types of home spend time on
religious activity.

Table 13.12 shows figures for all types of activity, based on 27 different activities.
In chapter 10, the measure of diversity was based on 31 specific activities. A certain
degree of caution should therefore be exercised when comparing the information in
table 13.12 with that in chapter 10.
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Table 13.12 Diversity of elderly residents’activities inside and outside the institution, 1996
care home nursing home pyschiatric hospital

do not participate in anything - - - 
participate in 1 to 2 activities 12 20 30 
participate in 3 to 4 activities 11 17 23 
participate in 5 to 6 activities 16 15 19 
participate in 7 to 8 activities 22 19 28a

participate in 9 to 10 activities 18 13 - 
participate in 11 to 12 activities 11 6 - 
participate in more than 12 different activities 10 9 - 

Seven or more activities.a

Source: SCP (OII’96)

Table 13.12 shows that care home residents take part in more different activities
than nursing home residents and that elderly people in psychiatric institutions have
the least diverse pattern of activities. Figure 10.3 showed that people aged 65 and
over generally take part in six to seven different activities. The figure is slightly
higher in care homes, probably because residents have more opportunity to take
part in different activities in their home.

It was found in chapter 10 that differences in the diversity of leisure pursuits among
the over-55s can be explained by differences in age, education, transport facilities
and income. The older a person, the less diverse their pattern of activities will be,
while a higher level of education, a higher income and more access to transport
produce a more diverse pattern. The average age of elderly people in residential
care is around 80, their level of education is very low (see chapter 3) and their
income is not terribly high (see chapter 6). They are also highly unlikely to have
their own means of transport. Only a few of them have a public transport season
ticket or their own car. As a result, we suggested in the introduction to this section
that their pattern of activities was likely to be very limited. However, the situation
is not as bad as one might expect. As we have already said, the homes themselves
regularly organise activities on or off the premises, so that residents have more
opportunity to participate in various activities.

Below, we shall distinguish between activities within and outside the home. We
shall look first at activities outside the institution. Elderly residents do not
necessarily participate in these activities on their own initiative, as trips are often
organised by the home. Table 13.13 compares the level of activity outside the home
of residents in the three different types of institution.

Table 13.13 Elderly residents’ activities outside the institution, 1996 (in per cent)
care home nursing home pyschiatric hospital

no activities outside institution 41 46 45
one or more different activities outside institution 59 54 55

Source: SCP (OII’96) 
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As regards activities outside the home, there are few differences between the
different types of institution. In all cases, slightly more than half the residents
engage in some kind of activity away from the home. We showed in chapter 10 that
the extent to which the over-55s are active away from home depends mainly on
their age, their subjective state of health and their income. Institutional residents
generally have a reasonable subjective state of health, but they tend to be very old
and have a fairly low income. Care home residents are generally more healthy than
nursing home residents, and slightly younger. This might account for the slight
difference in the number of people active outside the home in these two types of
institution.

Table 13.14 lists a number of activities that take place outside the home. A column
of figures pertaining to elderly people aged 75 and over who live independently is
included for comparison.

Table 13.14 Day trips in last twelve months, elderly people in institutions, 1996 and living independently,
1995 ( in per cent)
visit to living care nursing pyschiatric

independently home home hospital
(aged � 75)

museum 17 3 7 4
zoo/amusement park/dolphinarium 11 10 24 33
nature reserve or recreation area 18 10 9 15
park or wood in own town or village 22 23 35 32
sights, villages or parts of town  20 10 12 15

Source: SCP (OII’96; AVO’95) 

The most popular types of activity among elderly people living in residential care
are visits to parks or woods in their own town or village. Residents of nursing
homes and psychiatric hospitals also regularly visit the zoo. Elderly people in
residential care seldom visit museums. Elderly people who live independently
engage in a wider variety of activities outside their home than elderly people in
residential care. Those who live independently have more freedom to choose where
they go, whereas people in residential care are more dependent on the day trips
organised by the home or family.

As well as the activities mentioned above, elderly people were also asked how often
they visit the cinema, theatre or concert hall. Table 13.15 shows the frequency with
which they attend various performances.
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Table 13.15 Frequency of attendance at performances outside home, elderly people in institutions, 1996 and living
independenly, 1995

living independently care nursing pyschiatric 
(aged � 75) home home hospital

once a year or more 100 14 14 7
less than once a year 0 18 42 65
never 0 68 44 28

Source: SCP (OII’96; AVO’95) 

There is a striking difference in table 13.15 between elderly people in residential
care and those who live independently. All the elderly people who live in their own
home surveyed attend some kind of public performance at least once a year. In
contrast, at least two-thirds of elderly people in residential care attend such a
performance less than once a year, and some never attend the theatre, cinema or
concert halls. This might be explained by the fact that residential homes often
organise performances on the premises (see table 13.16).

Table 13.16 Attendance at performances both in and outside the home, elderly people in institutions, 1996 and living
independenly, 1995 (in per cent)

living care nursing pyschiatric 
independently home home hospital

(aged � 75)
play 11 46 37 12
cabaret 3 25 21 7
classical concert 10 18 26 4
opera or operetta 6 14 13 4
popular music/regional music/sing-
song/brass band/musical etc. 3 46 45 22
show/dance 3 24 26 15
film 3 26 25 13

Source: SCP (OII’96; AVO’95) 

There are also large differences between the types of performance attended by
elderly people living independently and in institutions. Those who live
independently are most likely to go to plays and classical concerts, but almost never
go to the cinema. Residential care homes offer all types of performance on the
premises, and their residents therefore attend other types of performances than
elderly people who live independently, including popular music concerts, shows
and musicals, and films. Residents of psychiatric institutions mainly attend popular
music concerts, shows and musicals. They hardly ever attend other types of
performances.
Now that we have some idea of what kind of activities elderly people engage in
outside their home, it would be interesting to know how diverse they are. A total of
15 different types of activity have been included in our diversity gauge, i.e. those
listed in tables 13.14 and 13.16, plus walking and cycling, and visits to the local
community centre. Table 13.17 shows the results.
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Table 13.17 Diversity of activities outside the institution, elderly people in institutions, 1996 (in per cent)
care home nursing home pyschiatric hospital

no activities outside institution 41 46 45
1 or 2 activities outside institution 47 44 38
3 or more activities outside institution 12 10 17

Includes attending performances.a

Source: SCP (OII’96)

Table 13.17 shows that care home residents engage in slightly more activities
outside the home than other residents of institutions. Most of them are involved in
no more than two different activities. When asked how often they go out, most
residents said they went out several times a month. Table 13.18 gives figures.

Table 13.18 Number of times elderly people in institutions go out each month, 1996 (in per cent)
care home nursing home pyschiatric hospital

once a day or more 31 9 32 
several times a week 23 21 30 
several times a month 19 26 22 
less than once a month 14 27 16a

never 13 17 - 

Less than once a month or never.a

Source: SCP (OII’96)

Many more people in nursing and care homes go out less than once a month, if at
all, than those in psychiatric hospitals. Nursing home residents go out the least,
because of their physical condition. 

Of course elderly people who live in institutions do not have to seek all their leisure
pursuits away from the home. Many institutions organise special activities for their
residents. Table 13.19 lists a number of activities in which residents participate.
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Table 13.19 Participation in activities organised by institution, elderly people in institutions, 1996 (in per cent)
care home nursing home pyschiatric hospital

parties 79 75 55
chatting in recreation room 74 35 -a

bingo 68 37 37
fashion shows 56 35 13
other games 40 36 44
hobby groups or courses 21 42 -
card games 15 6 8
singing 9 33 35
handicrafts 7 28 69
dance 6 12 11
billiards 4 - 3
group contact/sensory stimulation - 9 2

other activities 90 59 38

Refers only to elderly people who were able to respond themselves.a

Source: SCP (OII’96)

The activities in table 13.19 are listed in order of participation rate care homes.
Many residents attend special parties, such as Christmas celebrations. The most
popular activity in nursing homes is bingo, and many residents in psychiatric
hospitals practise handicrafts. Nursing home residents often attend special hobby
meetings and courses. Activities in care homes mainly involve social gatherings
and games, while in other types of home the emphasis is more on activities
designed to help elderly people retain certain skills. These activities have both a
therapeutic as well as a recreational value.

Table 13.20 gives an indication of the diversity of activities organised in
institutions. Visits to performances off the premises have not been included. This
diversity gauge consists of 13 different activities.

Table 13.20 Diversity of activities in the institution, elderly people in institutions, 1996 (in per cent)
care home nursing home pyschiatric hospital

do not participate in any activities - - -
participate in 1 to 2 activities 18 33 43
participate in 3 to 4 activities 25 34 32
participate in 5 to 6 activities 42 22 17
participate in more than 6 activities 15 11 -

Source: SCP (OII’96)

Table 13.20 shows that care home residents participate in the largest number of
different activities in the home. Nursing home residents are involved in fewer
activities, and residents of psychiatric hospitals participate in the fewest activities.
However, all residents participate in some kind of activity. One obvious explanation
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for the varying diversity is the physical and psychological health of residents. A
certain degree of mobility is needed for some activities, as well as a certain level of
mental capacity. The figures therefore not only reflect the differences in physical
and mental disabilities between the residents of different types of institution, but
also a “hierarchy” in level of mobility. The more restricted their mobility, the more
residents will be limited to the activities offered in their own home.

13.4 Conclusions

When examining the financial affairs of elderly people in residential care, in most
cases it is more appropriate to talk about how they spend their pocket money and
clothing allowances than how they spend their income. Three-quarters of care
home residents and around a third of elderly residents in nursing homes and
psychiatric hospitals have less than 500 guilders a month to spend after paying
their contribution towards the costs of their care. This remaining income has to
cover a number of unavoidable expenses, including insurance premiums, user
contributions towards the costs of technical and medical aids and other care
facilities, personal care, clothes and household goods, and laundry. After deducting
these expenses, a quarter of people in care homes and 13% of nursing home
residents have no money left over. This group of around 40,000 residents have no
money for treats, social activities, gifts and hobbies. Another 60,000 residents have
some money left over for these kinds of expenses, but not much. Elderly people on
a low income (who therefore have little pocket money) still have some financial
leeway because they are no longer insured, have no subscriptions to newspapers
and radio and television guides and have cut back on expenses like telephone calls.

It could be that elderly people in residential care no longer aspire to social activity,
or are no longer capable of having a social life. It could be that they no longer wish
to practise in their hobbies, or they are too disabled to do so. However, the question
of why they no longer participate in these activities is academic; they simply do not
have the financial means to keep up their old level of activity.

As we saw in chapter, elderly people’s pattern of leisure activities becomes more
limited, the older they are, the more health problems they have, the lower their
income, the lower their level of education and if they have no transport facilities.
These circumstances are all characteristic of elderly people in residential care.

Nevertheless, residents still manage to remain reasonably active, thanks to
performances, leisure activities, day trips and supervised activities that the
institutions themselves organise for residents. Elderly people in residential care do
engage in a smaller range of activities than people who live independently, because
the institution offers them less freedom of choice, coupled with the fact that
institutional residents seldom go in search of their own entertainment outside the
home.
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The “Elderly People in Institutions” study (OII’96) was conducted among elderly people who live1

permanently in residential care. Elderly people living temporarily in care - for recuperation,
rehabilitation or psychiatric treatment, for instance - were not studied. See appendix A for further
details of the study.

Thus, although we have observed that elderly people in residential care have few
financial resources left over for life's little pleasures, the institutions themselves do
fill the gap to a significant extent. Whether they do this in a way that their elderly
residents find satisfactory has not been studied, but there are reasons to believe that
the range of activities offered by residential homes is set to become less and less
adequate in the future. This is because of the general trend observed in elderly
people's leisure activities towards more diversity, more time spent outside the home
and more participation.

Notes
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14  SUMMARY

14.1 Introduction

This final chapter looks at the material presented in the previous chapters on a
more abstract level. The first four sections are written from a substantive point of
view, looking at elderly people’s living circumstances in terms of labour market
participation (section 14.2), financial status (section 14.3), their personal
independence (section 14.4) and their leisure pursuits and level of participation
(section 14.5). We shall then look at the particular circumstances of certain
categories of elderly people: care home residents (chapter 14.6), elderly men and
elderly women (section 14.7) and elderly people from ethnic minority communities
(section 14.8).

14.2 Elderly people and work

One trend that has caused some concern in recent years is the number of employees
retiring before they reach the age of 65. This concern is due mainly to the rapidly
rising costs of social security benefits. The dissatisfaction of these employees at the
early loss of their job is less relevant in this connection. As far as this is concerned,
the present report confirms the results of an analysis in the Report on the Elderly
1993, which looked in detail at this issue.

There are signs that the trend in the labour market participation rate of elderly
employees has reached a turning point. Although the rate is still falling among
elderly men, this is compensated for by a higher rate among women. Data
presented in chapter 10 also show that in recent years there has been a slight
increase in the working hours of men aged between 55 and 65.

The stabilisation of elderly people’s labour market participation rate - where this is
actually occurring - has done nothing to reduce concerns about the cost of benefits.
On the contrary; from the year 2000, when the first baby boomers reach the age of
55, the growth of the elderly labour force will accelerate (see chapter 2). If the
current ratio of workers to benefit recipients were to remain the same, by the year
2010 half a million more 50-64-year-olds would be receiving a pension (early
retirement or otherwise) than at present (an increase of 50%). The labour market
participation rate of elderly employees would have to at least double to keep the
number of people on benefits at its 1995 level.

The possible solutions to this problem discussed in chapter 4 do not give cause for
optimism. Negative incentives such as reducing the level of benefits or the wages of
elderly employees (demotion) would be inadequate, or might even have the opposite
effect to that intended. Positive options such as raising their productivity level



224

through training are not being exploited. Few elderly people are involved in extra
training, as became clear in chapter 3. Neither employers nor employees expect
training to postpone retirement, do not therefore expect the investment to yield any
benefit, and so are reluctant to make the investment.

The problems have not been eased any by the fact that the abolition of the Sickness
Benefit Act appears to have greatly reduced the prospects of people with a high
level of sickness absence or physical disabilities finding work. Elderly people are
more likely to suffer health problems (see chapter 8). Indeed, given the current
labour market, any measure that led to an increased participation rate among the
elderly would be bound to have a negative impact on other peoples’ prospects of
finding work.

In the light of these problems, we concluded in chapter 4 that little has changed in
this area in the last five years. Employers (including the government itself) and
employees are still trapped in a system that means that healthy people start to leave
the work force on reaching the age of 55, and have disappeared from it entirely by
the age of 65.

As we remarked in the Report on the Elderly 1993, with this issue the choice is
stark: either we accept this phenomenon as the price we have to pay for higher
productivity and more jobs for other population groups, or we do something about
it. If we choose the latter, it is up to the government to break the vicious circle in
which employers and employees are holding each other to ransom. One of the most
promising measures is training programmes designed to make elderly employees
more competitive, increasing their chances of retaining their jobs for longer.

14.3 Financial status

While 55-64-year-olds theoretically have the possibility of influencing their income
by working, those above the age of 65 have to make do with the state old age
pension, and whatever reserves they have managed to build up during their
working lives. The data in chapter 5 clearly show that there has been no change in
the proportion of people who build up such a reserve in the form of a
supplementary pension, which has remained at 80% over the past few years. Some
90% of elderly people have reserves in the form of assets, although those in lower
income groups tend to have nothing more than a small amount of savings.
Although elderly people’s incomes did rise in the first half of the nineties, they still
lag behind wages.
There are large differences in the amount of reserves elderly people have. Around a
third of today’s over-65s have an above-modal income. They also tend to have very
substantial assets, which in many cases will be a home on which the mortgage has
been paid off. Half of elderly people have an income somewhere between the
minimum income and the modal income, and around 15% to 20% have to get by on
the minimum income. This last category includes a disproportionate number of
single women, who account for two-thirds of elderly people on low incomes.
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More important than the level of income is the question of whether it covers
necessary and normal expenditure. For elderly people, the ratio of income to
expenditure has deteriorated over the last fifteen years. Overall, this has not led to a
shortfall, but elderly people are saving less than they did in the past. The balance is
lower for single elderly people than for elderly couples, but it is still positive.

The first reason for this shift is the fact that elderly people’s incomes have not risen
in real terms, while their spending pattern has followed the same trend as other
sections of the population. In short, elderly people have been behaving as if they
have shared in the general rise in prosperity. The second reason is the unfavourable
developments in the income and unavoidable expenses of two categories of elderly
people: those on a low income, and those with moderate or severe disabilities.

Elderly people living on less than 115% of the minimum income have suffered a
10% loss of spending power over the last 15 years and, over the same period,
disabled elderly people have been asked to pay relatively high user contributions for
the services and facilities on which they rely. As a result, unavoidable expenses like
accommodation and care have come to place a greater burden on these people’s
budgets. The proportion of elderly people spending more than half their income on
these items rose from 3% in 1980 to 31% in 1993. The elderly people in these
categories tend to have few reserves on which to draw; their only option is to cut
costs.

It will be clear from the above that the financial status of a majority of elderly
people means that their income not only covers their unavoidable expenses, but also
leaves them with some money to spend as they choose. The rest of this section
looks at the minority to whom this does not apply.

At various points in this report we have given more detailed information about
certain items of expenditure. For instance, chapter 7 looked at housing costs which,
despite an increased takeup of individual rent subsidy, have risen sharply. The
proportion of their income that elderly people on low incomes spend on their rent
rose by 10 percentage points over the course of 12 years, from 19% to 29%. One
awkward detail here lies in the fact that those who need special housing for the
elderly spend more, because most of this housing was built fairly recently and
therefore has a higher rental value. Elsewhere, we pointed out the spectacular
increase in local levies, which until recently had not been included in the price
index and for which people were not, therefore, compensated in their income. In
just 14 years, these levies have increased by 140%, and elderly households
currently spend 3% of their income on them.

The same picture emerges with user contributions for assistance and medical and
technical aids, which have doubled, so that elderly people now spend an average of
6% of their income on them. This does not even include a number of other items
associated with health problems (e.g. services charges in old people’s apartments).
Certain groups of people spend as much as 20% of their income on illness-related



226

expenses. Meal services can also prove a heavy financial burden. The relatively
high price of these meals means that elderly people on low incomes who order at
least five meals a week spend around 11% of their income on this service.

Reflecting on elderly people’s overall expenditure, one is struck by the fact that the
deterioration in the financial status of a large number of elderly people is virtually
entirely the result (although not the explicit aim) of government policy, as the
market prices for food, household goods and clothes, for example, have changed
little over the last 15 years.

The authorities have introduced policies to compensate for this. Examples include
special assistance, exemptions from municipal levies and local authorities’ policy of
avoiding excessive accumulation of individual contributions, with the introduction
of the Services for the Disabled Act. However, elderly people make inadequate use
of these provisions. For instance, only a fraction of the elderly people who would be
eligible for special assistance on the grounds of their low income or
disproportionately high expenses actually apply. We have not examined the reasons
for this in the present report, but generally speaking it would appear that
unfamiliarity with the regulations, shame and the inaccessibility of the institutions
in question are the most common reasons. Whatever the case, the planned
improvements to the rent subsidy and special assistance schemes will only help
solve the problem if the reach of these and other provisions is improved. Such an
improvement is needed because the financial status of several hundred thousand
elderly people has declined so much over the last fifteen years that their economic
independence is under threat. In other words, several hundred thousand elderly
people in the Netherlands risk falling into poverty, and a number of them have
already done so.

14.4 Personal independence

People need a roof over their heads and they need to be able to care for themselves
and others in their home. Anyone who is unable to do so must rely on the
assistance of others. Furthermore, people need to be able to get out of their home to
fulfil their responsibilities, maintain relationships with other people and to develop
and entertain themselves. Anyone who is unable to do this is trapped in the small
world that is their home, or is entirely dependent on others. This section looks
primarily at this dependence in terms of housing and personal care, which
determines the amount of personal independence and individual has.

For a majority of elderly people, personal independence is not an issue. They live
satisfactorily in normal housing, have often lived there for many years, function
well there and have no plans to move to another home, and certainly not to another
neighbourhood or town. Elderly people tend only to consider moving house when
health problems force them to.
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Some people maintain that it would be more sensible for elderly people to
anticipate their possible future health problems by seeking a new home with all the
facilities they need (or the possibility of easily acquiring these facilities) ahead of
time. The question of whether this is indeed a sensible course of action is academic,
however: there are far too few homes suitable for disabled elderly people (certainly
in the owner-occupier sector) and the homes there are tend to be too expensive.

Chapter 7 referred to studies that have shown that only 20% of elderly people
currently live in a home that is suitable, on the basis that it should be accessible
without having to climb stairs. This is not such an unusual demand if we consider
the fact that difficulty walking is one of the most common disabilities elderly
people suffer. Data in chapter 8 suggest that half those aged 75 and over have
mobility problems.

Even judged by less strict criteria, a large majority of elderly people still live in a
home that will become unsuitable for them sooner or later. There is therefore a
shortage of suitable housing for disabled elderly people and, given the rising
number of elderly people in our society, this shortage is set grow.

Building new homes can alleviate the threatening housing shortage for elderly
people to only a small extent. New homes, whether specially built for the elderly or
not, are usually prohibitively expensive for the many elderly people on low
incomes, despite the subsidy schemes that exist. If they also have to pay a high
service charge on top of their rent, as is often the case in residential complexes for
the elderly, then such new homes will be financially unattractive to the majority of
elderly people.

This is not to say that there is no point in building new homes suitable for elderly
people. However, only the more well-to-do will be able to afford special apartments
in the foreseeable future. The market will probably provide for this, at least in the
case of owner-occupiers.

In the longer term, it is more important that any new homes be built in such a way
that they are suitable for people with a physical disability, or can easily be adapted
for them. Well into the next century, the elderly population is set to grow at such a
rate that it will certainly be possible to profit from anything built now at a later
date.

As we have said, new homes can solve only part of the shortage of homes for
elderly people. Alterations will also have to be made to the existing housing stock.
This can be done in two ways. The first is to alter complexes that are eligible for
renovation under urban regeneration plans, or to add lifts and other such facilities
to complexes where the homes in themselves are suitable, but inaccessible to the
elderly at present. The second option is to alter individual homes to suit the
disabilities of the residents, as provided for under the Services for the Disabled Act.
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Most elderly people wish to remain in familiar surroundings for as long as possible,
and altering existing homes is a way of helping them achieve this. However, the
importance of altering the existing housing stock goes much further than satisfying
the desires of the elderly. It was shown in chapter 9 that elderly people who have a
specially altered home are much less likely to call in outside assistance, including
the subsidised services of domiciliary care organisations. Along with transport
services and technical and medical aids, specially adapted homes and other
facilities for the disabled help elderly people to remain independent.

Another reason for altering people’s homes rather than having them move to a
special new home lies in the way people cater for their own care needs. Elderly
people receive a great deal of informal help from people in their social network,
many of whom live nearby. Such informal help can entirely take the place of
subsidised assistance in the case of elderly people with slight or moderate physical
disabilities. The same also applies to privately paid help. When elderly people
move to a home specially built or adapted for their needs, although their self-
sufficiency is optimised, their network is disrupted. Any help they need will then
have to be provided by professionals. Altering their existing home helps elderly
people remain independent of outside assistance.

Substitution between technical and medical aids, informal and privately paid help
and professional subsidised assistance is not only important in terms of personal
independence, it also has implications for the burden on the public purse. Full
alterations to a bathroom, for instance, will rarely cost more than a few thousand
guilders. This would cover a twice-weekly laundry bill from a home nursing service
for no longer than six months. Investing in alterations and technical aids in the
home also keeps people’s private network intact. Both directly and indirectly,
therefore, altering people’s homes leads to substantial savings on the costs of
subsidised domiciliary care.

Such substitution is not possible for all elderly people, however. Severely disabled
people are not only more likely to have had their home altered and to have
technical and medical aids, they are also more likely to receive informal or
privately paid assistance and use the services of a domiciliary care organisation.
Elderly people with severe disabilities have to call upon all the services and
facilities available to people in their homes. For these people, personal
independence is not so much a matter of doing without assistance, but of avoiding
admission to a residential institution. The services and facilities available to them
locally do not therefore substitute for one another, they complement one another
and, in their entirety, substitute care in the home for institutional care. In these
cases, too, policy on housing and home alterations has major implications both for
elderly people’s autonomy and for public spending.

Two long-standing problems are associated with fostering elderly people’s
autonomy in this way. The first is that local authorities and housing associations
who have to bear the costs of promoting the independence of elderly people do not
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benefit from it. It is the health insurance companies that derive all the benefit,
saving on the costs of domiciliary and institutional care. More would probably be
done to foster independence among the elderly if the cost-benefit analysis applied
locally.

The second problem that can frustrate attempts to allow elderly people more
independence is one of cooperation and coordination. If a severely disabled elderly
person does not want to move into residential care, all the sources of help available
will have to be utilised in such a way that the individual in question receives a
tailor-made package of services. The substitution experiment carried out a few
years ago showed that this is perfectly possible, and that it can help encourage
substitution (including financial substitution) (ODO 1991). However, the reality is
still far from this experimental ideal.

There are plans to set up bodies in the near future that will refer people to services
and facilities available under both the Exceptional Medical Expenses Act and the
Services for the Disabled Act. Although integrated referral is a step in the right
direction, it is merely a matter of indicating whether a person can legitimately
apply for specific provisions, an entirely different matter from providing an
individual, tailor-made package of housing and care services. Both these problems
could be solved if services and facilities were provided not in kind but in cash, in
the form of individual budgets which elderly people would be able to use to
purchase the help they need. The current interest in the modest individual budgets
now available suggests that elderly people are keen to see this kind of system. Many
of them would also appreciate independent expert advice on the choices they have
to make on the housing and care market; some indeed feel they would be unable to
make the choices without it.

14.5 Use of time and participation

The Report on the Elderly 1993 stated that “people aged 55 and over simply appear
to have ‘saturated’ their leisure time: compared to younger members of the
population, they spend more time on fairly few activities. Relatively speaking, these
are more likely to be activities that require more time and attention, and the setting
for their relaxation and efforts is more likely to be their own sitting room than the
dynamic outside world of culture, recreation and sport” (Timmermans 1993: 91).
However, the same report did note that the differences that now exist in this respect
between the elderly and younger population have shrunk since the seventies.

The first half of the nineties has seen a turning point in the leisure activities of the
elderly. Elderly people now seek diversion outside their home much more than they
did in the past, and the younger among them now spend more time away from their
home than any other age group over 35. There has also been a sharp increase in the
diversity of their leisure activities, and the differences between the age groups in
this respect have declined, particularly in the case of men.
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These changes in the amount of time they spend outside their home, and the
diversity of the activities they engage in, has been accompanied by a shift between
different activities. Elderly people now spend more time on going out, participation
and sport, and spend less time on domestic contacts (the decline has been sharpest
among women), while elderly men also spend less time watching television.

The term “saturated” is no longer appropriate to the leisure behaviour of the
elderly, particularly not the younger elderly. The clearest illustration of this
probably lies in the fact that elderly people are spending less and less time sleeping
at night and during the day.

Of course, older and younger people still spend their time in different ways. One
major difference is that elderly people are much less likely to take courses than
younger people and, if they do, they spend much less than the average time
studying and, generally speaking, show little interest in the educational
opportunities on offer. Their potential demand for education would therefore
appear to be low.

Different groups of elderly people also spend their time differently. Elderly people
with a higher income, higher education and good health are more active. This is
not surprising, as leisure activities cost money, and anyone who wants to go out has
to be able to move around fairly easily. The availability of transport (particularly
cars) has a pronounced positive impact on the diversity of leisure behaviour,
irrespective of income, education and health. The importance of the transport
services provided under the Services for the Disabled Act to less well-off elderly
people with physical disabilities can be indirectly inferred from this.

Participation among the elderly - a combination of church activities, voluntary
work and political activism - has also increased sharply. Indeed elderly people are
slightly more likely to be engaged in such activities than other age groups, and
spend more time on them. Nevertheless, they account for no more than 5% of their
leisure time. The small difference with respect to the younger population, and more
especially the spectacular rise in participation mean it is unlikely that elderly
people with ambitions of this kind will encounter many serious social obstacles.

The modernisation of elderly people’s pattern of activities would seem to be
inconsistent with the picture that emerges from studies of insecurity among the
elderly. Many elderly people say they feel so threatened by the possibility that a
crime might be committed against them that they have changed their “going out
behaviour”. Fortunately, data collected for this report show that most of them do
not allow their behaviour to be entirely dictated by crime. Being a victim and
feeling insecure do not appear to have a major impact on overall going out
behaviour. Only those who feel very insecure and those who are still suffering the
impact of a crime tend to lock themselves away at home. The general questions
usually used to measure insecurity apparently register concern rather than actual
fear.
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Nevertheless, we must be careful not to dismiss the insecurity many elderly people
obviously feel. A large number of elderly people say that they no longer go to
certain places, do not go out alone or in the dark, etc., for fear of crime. The
changes in behaviour will not necessarily be reflected in the general pattern of
activity, if the abandoned activities are compensated for by others at different times.
At any rate, a majority of elderly people are convinced that they are not free to do
whatever they want, whenever they want, wherever they want. This might be why
owning a car has such a positive impact on elderly people’s level of activity, since it
offers maximum safety, allowing door-to-door transport. Elderly people in large
cities, in particular, say they have more freedom if they have access to affordable
door-to-door transport.

14.6 Elderly people in residential care

Residential care is available for elderly people with severe health problems. Care
homes and the somatic departments of nursing homes cater mainly for elderly
people with physical disabilities; the psychogeriatric departments of nursing homes
and the few psychiatric hospitals that offer residential care for the elderly mainly
look after elderly people who are in an irreversible process of mental decline.

The figures in this report confirm the fact that virtually all residents of these
institutions have very severe physical or mental disabilities. However, the 180,000
or so elderly people in residential care represent only a proportion - albeit a large
one - of the elderly people with severe disabilities. There are many other factors
that determine whether people are admitted to residential care, as suggested by the
differences between elderly people in institutions and those who live independently.
These differences are examined below.

80% of elderly people in residential care are single, and 70% of them are single
women. They have smaller networks of relatives, friends and neighbours than
elderly people who live independently. It would appear that those now in residential
care lacked something that is essential for severely disabled people who wish to
remain independent: enough people in their immediate environment to provide
them with daily assistance.

Elderly people in residential care have a low level of education on average; a large
minority (40%) did not even complete their basic education. A majority of them
have an income that is little above the minimum. The socioeconomic status of
institutional residents is, in short, much worse than that of very elderly people
living in their own home. They therefore also lacked a number of other resources
needed to remain independent: the financial resources to cover the extra expense of
living with a disability and the knowledge and skills to acquire the aids and
services available to people with disabilities.

Data in several chapters of this report give us an idea of the daily life of elderly
people in residential care. Chapter 7 confirmed that their lives are spent largely
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within a fairly small space. Care home residents tend to have their own small room,
but a majority of residents in other institutions have to share a space with others,
both day and night.

Once fees and other unavoidable expenses have been deducted from their income,
residents generally have only a small amount left over for things such as hobbies,
treats, gifts for relative and friends, transport etc. One in four care home residents
have nothing at all left. Two changes are to be made to user contributions in the
near future. Firstly, care home residents will no longer have to use up their assets to
pay their accommodation fees and, secondly, the maximum user contribution for all
residential institutions is to be set at 3,150 guilders a year. These changes will
benefit care home residents who have savings, which they now have to forfeit. The
income of the vast majority of other residents is below the maximum contribution;
residents of nursing homes and psychiatric hospitals which be much worse off. In
these institutions, too, there will be a category of residents who have virtually no
money to spend on themselves.

As we have said, the majority of those who do have some money over after paying
their fees and other unavoidable expenses in fact have very little left. Most elderly
people in residential care cannot afford the luxury of a hobby, or an interest in
cultural events or literature, and their numbers are set to grow in the near future.

Going out regularly costs residents more than they can afford and this, coupled
with the physical and mental disabilities many of them suffer, means they spend
much of their leisure time in the home. Almost half of residents never participate in
activities outside the home and those that do either go on trips organised by the
institution, or visit a local park. This applies not only to residents of psychogeriatric
nursing homes and psychiatric hospitals, who live on more or less closed wards and
are not therefore free to move around, but also to residents in other institutions.

The institutions themselves manage to compensate for this by offering a wide range
of recreational activities, cultural events and supervised activities on the premises.
As a result, elderly people in residential care are just as active as those who live
independently, although the less diverse pattern of their activities reflects the fact
that their choices are limited.

The figures on the life of elderly people in residential care conjure up a picture of a
rather frugal and monotonous existence. For some residents, this austerity is the
inevitable result of severe health problems, but for many, indulging in their
interests is simply an unattainable luxury. They are unable to have anything but a
frugal existence.

14.7 Elderly men, elderly women

The socioeconomic status of elderly men is much better on average than that of
elderly women. This is partly due to a distortion in the averages, because far more
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elderly women than men live alone (and therefore have a lower income than
couples), and more of them are very old (from a generation with a lower level of
education, and a smaller supplementary pension).

Even if we compare men and women in the same age group and type of household,
elderly women still turn out to be less well off. As the Report on the Elderly 1993
remarked, this phenomenon reflects past relations between the sexes, whereby
women had less education, worked for only a short period and were therefore
largely financial dependent on their husband. As a result, a disproportionately large
number of elderly people with a low socioeconomic status are women.

Elderly women also have more health problems than men on average, and the
illnesses (chronic or otherwise) from which they suffer are more likely to render
them disabled. Such differences persist even after we have taken account of the fact
that women generally live longer than men, and therefore have more chance of
facing illness and disability.

However, the fact that women have more disabilities that affect their daily lives
does not mean that they are less able to take care of themselves. Self-sufficiency is
determined not only by physical or mental capacity, but also by skills, and it is a
lack of skill that renders many elderly men incapable of household tasks like
cooking, washing and changing the bed linen. Elderly women often regard
themselves as incapable of carrying out minor repairs in the home, and many have
difficulty with administration.

A combination of low socioeconomic status and severe physical or mental
disabilities soon makes people dependent on others. Given the above, it will come
as no surprise that elderly women are more likely to end up in such a position, and
that this is one reason why they are so overrepresented among residents of
institutions.

In recent years, a sex-specific policy on the elderly has been pursued to some extent
(TK 1994-1995: 8). The differences between men and women described here have,
generally speaking, given rise to a need for such a policy. The fact that there are
fewer elderly men in unfavourable circumstances is not to say that the lives of those
who are are less problematic than those of elderly women in similar circumstances.
As the Equal Opportunities Council has commented, it is important to look at the
mechanisms underlying the observed differences. In this way, a sex-specific
approach to policy on the elderly has led to recommendations for fostering labour
market participation by women - particularly reintroducing women to the work
force - and improving pension schemes. There are also groups of women who - as
is already clear - could easily end up with problems later in life, such as divorcees
who have lived for many years on social security benefits, and first-generation
immigrants. Timely action to help these groups of women could obviate the need
for a special policy on the elderly in the future.
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As far as the current elderly generation is concerned, the only possibility is to
pursue a policy designed to maximise their self-sufficiency. In view of the findings
of this report, men require most help in terms of personal self-sufficiency, while
women have more need for help with their administrative and social self-
sufficiency.

14.8 Elderly people from ethnic minorities

Some 15,000 people aged 65 and over from Suriname, the Netherlands Antilles,
Turkey and Morocco currently live in the Netherlands. It is difficult to find out
about the living circumstances of such a small population group, except by
specifically targeted research. Unfortunately, no such research has been conducted
to date. This report has therefore focused on future elderly ethnic minority
residents: those members of these population groups who are now aged between 50
and 65.

Earlier in this chapter, we remarked that elderly people with a low socioeconomic
status are among the most vulnerable members of society. If, bearing this in mind,
we attempt to estimate the living circumstances of future elderly Turks and
Moroccans, we find a less than positive picture. A majority of tomorrow’s elderly
Turks and Moroccans have had little or no education, are unable to read or write,
even in their own language, and have at most a poor command of Dutch. A series
of circumstances leads us to assume that a category of elderly people in a dire
financial position is set to arise. These circumstances are: an obligation to send
remittances to their country of origin, a short working career in a low-paid job,
long-term dependence on low benefits, reduced benefits in multi-generation
households and insufficient years of residence to be able to accumulate entitlements
to a full state old age pension.

By far the majority of future elderly Turks and Moroccans will be unable to build
up reserves to sustain them in their old age. For many, their incomplete state
pension will have to be topped up with national assistance.

The position of other minority groups is, on average, considerably better. The
differences between elderly Surinamese and Antilleans on the one hand, and Dutch
elderly people on the other, are caused by two groups: lone parents (15% of the
category as a whole) and those who came to the Netherlands above the age of 40
and, partly as a result of their age, have never been able to find work (60% of the
unemployed members of this population group). Those who belong to these two
groups are dependent on minimum benefits, and those who have never worked in
the Netherlands will have to get by on an incomplete state pension after they turn
65.

Given the differences in the living circumstances of Turks and Moroccans, on the
one hand, and Surinamese and Antilleans on the other, these two categories should
obviously be dealt with separately in policy.
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As far as the Surinamese and Antilleans are concerned, this report has pointed to
them as a category of future elderly people who will be in an unfavourable position
financially because they will not receive a full pension. It might seem strange that
years spent in the kingdom, but not in the Netherlands itself, play no role at all in
the accumulation of state pension entitlements. It might be worth considering
changing this, as long as it can be done in such a way that it does not prompt
pension migration. It would not entail any extra expenditure, as one minimum
benefit would simply be replaced by another. Indeed, it might produce a saving in
administration costs, as the state old age pension costs considerably less to
administer than the national assistance scheme.

For the rest, the figures presented in this report do not suggest that the elderly
Surinamese and Antillean population in the Netherlands require special attention,
despite the large proportion of single people among them. As we have said
elsewhere in this report, the absence of the kind of practical support a partner can
provide is often compensated for by other people in the social network.

The poor socioeconomic status of future elderly Turks and Moroccans will have
wider implications. Their dependence on supplementary benefits will place a
growing burden on the finances of the larger cities. Most (future) elderly Turks and
Moroccans, particularly the women, have so little education that they can barely
operate outside their own community. They require assistance from others merely
to visit health care facilities; facilities that combine care and housing, which have a
much greater impact on daily life, are entirely unsuitable for them.

However, it is assumed that elderly Turks and Moroccans will not need this type of
housing because, according to their traditions, they should be cared for by their
children. Many of the elderly Turks and Moroccans in this country are counting on
this, but will it really happen? The tradition of children (and children-in-law)
making themselves available to care for their parents conflicts, for example, with
efforts to raise the labour market participation rate of younger members of ethnic
minority communities to the national average. The ethnic minority population will
also eventually feel the effects of trends that are regarded as detrimental to informal
assistance, such as the geographic mobility of the population, and greater numbers
of women in work. Furthermore, at present it is not financially attractive for several
generations of Turks and Moroccans to live together, as this leads to cuts in their
benefits. Given all this, the possibility that special care and housing facilities will
have to be set up for elderly Turks and Moroccans in the future cannot be ruled out.

The above does not mean that we must simply stand back and accept the current
position of elderly Turks and Moroccans, many of whom live entirely outside
mainstream society. For several reasons, it is important to invest in the
development of basic skills for these people, particularly Dutch lessons and
knowledge of Dutch society. Such an investment would not only reduce their
dependence, it could also build a bridge to the ethnic minority population as a
whole, whose elderly members often act as unofficial leaders.
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We attempted to find some statistics on the health of elderly ethnic minority
residents for the purposes of this report. The few data available are often dated and
appear to be contradictory. It is therefore entirely unclear whether the health of
elderly immigrants differs from that of elderly Dutch people to such an extent that
they warrant specific attention from the health care sector and the government.
Where it is suspected that such differences do exist, targeted research should be
carried out.
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APPENDIX A  STUDY OF ELDERLY PEOPLE IN INSTITUTIONS (OII’96)

Introduction

As part of the Services and Amenities Utilisation Survey (AVO), which the SCP
carries out every four years, in 1991 a specially adapted questionnaire was for the
first time presented to elderly people in care homes. During the preparation for the
AVO’95, the need for data on elderly care home residents was once again assessed.
It was found that there is less need for information on a broad range of general
services and amenities such as those normally covered by the AVO (institutional
residents do not use most of them) than for information on their daily lives. There
was also found to be a need for information on the residents of other institutions,
such as nursing homes and psychiatric hospitals.

The Institute for Applied Social Sciences (ITS) in Nijmegen was asked to collect
research data on people aged 65 and over living permanently in care homes,
nursing homes and psychiatric hospitals. The resulting study is described below.

Respondents

After phased random sampling (first a random sampling of the institutions, then a
random sampling of the selected institutions), data were collected on 1,108
individuals. Table A1 shows the distribution of respondents among the institutions
(first two rows).

Table A1
care homes nursing homes psychiatric hospitals total

no. of institutions 95 84 23 202
no. of respondents 611 367 130 1,108
no. who responded personally 518 153 0 671

Source: SCP (OII’96)   

The questions were put in face-to-face interviews with the people who were capable
of answering. Where this was not possible, a written questionnaire was left with the
primary carer, and those in the institutions who acted as the liaison for the
respondents, usually a family member. In principle, the questionnaire for the
primary carer (EVV) and the family questionnaire contained the same questions as
those put to respondents who answered in person.
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518 care home residents answered the questionnaire themselves, while 153 did so
in the nursing homes selected. In the case of the psychiatric hospitals, only EVVs
and family questionnaires were used because it was feared (wrongly, as it
subsequently turned out) that a majority of the individuals selected would be unable
to respond personally.

The questionnaires for the care home residents covered more subjects than those for
the other institutions, mainly because their higher degree of self-sufficiency allows
them to engage in a more varied pattern of activities.

Finally, a number of data were gathered on the institutions themselves. These
related mainly to the facilities available to residents and the activities organised for
them.

Subjects

Table A2 shows the subjects covered by the various questionnaires. The figures
reflect the number of questions in each questionnaire. The subjects are listed in the
order in which they appeared in the questionnaires.
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Table A2 Subjects on the OII’96 questionnaires

subject care home nursing home EVV family
(personally) (personally) questionnaire

attitude/problems - - 8 -
background 8 7 - 17
facilities in (own) dwelling/room 12 4 1 -
subscriptions 7 2 - -
health 31 31 28 -
need for assistance (in daily life) 88 44 44 -
medical and technical aids 11 11 11 -
movement/activities 10 6 10 -
cultural amenities 8 8 3 -
recreational activities in home 11 11 4 -
holiday 4 4 - -
media 6 3 - -
TV, radio, audio 26 26 1 -
assisting others 2 - - -
children 7 7 - 7
transport 10 10 - 7
transport services 39 - - -
wellbeing/satisfaction with home 13 13 9 5
medical services/hospital 23 17 11 -
social network - - 3 -
health insurance 4 4 - 6
education 3 4 - 6
stays/visits - 1 - 2
religious convictions 3 3 - 3
membership of association/organisation 10 10 - -
income 28 25 - 6
financial assistance 5 5 - 5
insurance 6 4 - 4
other expenses 12 8 - 10
reasons for moving in 25 - - -
housing-care facilities 8 - - -
used to home, figure - 2 - 1

The data collected are being used in various SCP research projects, of which this
report is this first. Once the projects have been completed, the database will be
deposited with the Steinmetz archive.
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APPENDIX B  NOTES ON PARTS OF INDIVIDUAL CHAPTERS
 

B1 Notes on chapter 3 Education and training

B1.1 Forecast level of education of population aged 55 and over, 1995-2015
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Table B1.1 Population aged 55 and over, by age, education and sex, 1995-2015 (in per cent)a

1995 2000 2005 2010 2015
men
aged 55-64

basic 20 17 14 13 11
jun. sec./jun. voc. 21 22 22 22 22
sen. sec./pre-uni./sen. voc. 40 39 39 40 41
higher 19 22 24 26 27

100 100 100 100 100
aged 65-74

basic 25 23 20 17 14
jun. sec./jun. voc. 21 21 21 22 22
sen. sec./pre-uni./sen. voc. 37 39 40 39 39
higher 16 17 19 22 24

100 100 100 100 100
aged 75-84

basic 33 27 25 23 20
jun. sec./jun. voc. 20 22 21 21 21
sen. sec./pre-uni./sen. voc. 31 34 37 39 40
higher 16 17 16 17 19

100 100 100 100 100
aged � 85 

basic 42 40 29 27 24
jun. sec./jun. voc. 19 19 21 23 20
sen. sec./pre-uni./sen. voc. 19 25 34 34 39
higher 19 16 17 17 16

100 100 100 100 100
women
aged 55-64

basic 31 23 19 16 12
jun. sec./jun. voc. 36 36 33 30 26
sen. sec./pre-uni./sen. voc. 24 28 31 33 38
higher 10 13 17 20 24

100 100 100 100 100
aged 65-74

basic 43 38 30 23 19
jun. sec./jun. voc. 30 33 36 36 33
sen. sec./pre-uni./sen. voc. 20 21 24 28 31
higher 7 8 10 13 17

100 100 100 100 100
aged 75-84

basic 57 48 43 38 30
jun. sec./jun. voc. 23 28 30 33 36
sen. sec./pre-uni./sen. voc. 13 18 20 21 25
higher 7 7 7 8 10

100 100 100 100 100
aged � 85

basic 66 61 54 44 42
jun. sec./jun. voc. 16 21 24 30 31
sen. sec./pre-uni./sen. voc. 10 10 15 19 20
higher 8 7 6 7 7

100 100 100 100 100

Excluding people in residential care.a
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B1.2 Results of multivariate analysis of determinants of educational participation
(logit model)

Table B1.2 presents the results of the logistical regression used to estimate the link
between a number of characteristics of elderly people and their participation in
education. The dependent variable is the likelihood of participation divided by the
likelihood of non-participation (the odds). In the far right-hand column the odds
have been converted to odds ratios. The odds ratio of the constant can be
interpreted as a kind of overall average (a ratio of participants to non-participants
of 1:5). The odds ratios of the other categories indicate how participation by the
different categories deviate from this. An odds ratio greater than 1 means that the
group in question has an above-average participation rate for education, while the
reverse applies to an odds ratio below 1. The ratio of participants to non-
participants was obtained by multiplying the odds ratio of the group with the odds
ratio of the constant. For elderly people with higher education, therefore, the ratio
is 0.2 x 2.17 = 0.43, while for poorly educated elderly people it is only 0.2 x 0.46 =
0.09. If poorly educated elderly people are aged between 55 and 64, the ratio of
participants to non-participants increases slightly, to 0.2 x 0.46 x 1.57 = 0.14.

Table B1.2 Results of a multivariate analysis of the likelihood of participating in education, population aged 55 and
over, 1995

b Wald significance odds ratio (exp. )(b)

constant -1.6095 473.7 0.00 0.20
sex

male -0.3284 39.9 0.00 0.72
female 0.3284 39.9 0.00 1.39

age
55-64 0.4529 35.8 0.00 1.57
65-74 0.0062 0 0.93 1.01
� 75 -0.4591 17.7 0.00 0.63

education
basic -0.7792 77.5 0.00 0.46
jun. sec./jun. voc. -0.2842 12.6 0.00 0.75
sen. sec./pre-uni./sen. voc. 0.2898 9.9 0.00 1.34
higher 0.7735 50.7 0.00 2.17

income
first quartile (lowest) -0.0714 0.5 0.46 0.93
second quartile -0.0388 0.2 0.67 0.96
third quartile 0.0332 0.2 0.69 1.03
fourth quartile (highest) 0.0770 0.8 0.37 1.08

physical disability
none or slight 0.1317 3.8 0.05 1.14
moderate or severe -0.1317 3.8 0.05 0.88

Source: SCP (AVO’95)
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Appendix B2 Notes on chapter 4 Work

This appendix contains a number of tables showing the results of analyses, the most
important outcomes of which are reported in chapter 4.

Table B2.1 shows the results of the logistical regression of the likelihood of work
for elderly people aged 55-64. The estimated parameters, exp(B), are equal to the
odds ratio of the likelihood of a particular group being in paid work in relation to
the reference group (Dutch men with secondary education and no physical
disabilities). The odds ratio is the relative ratio of likelihood for the two categories,
i.e.  [p /(1-p )]/[p /(1-p )], where is  p   the likelihood of work for group A and  p  A A R R A R

is the likelihood of work for the reference group.

Table B2.1 Logistical regression of the likelihood of work for people aged 55-64, 1995
exp. Wald-test score(b)

constant term 3.38x10 122.0**8

age (year) 0.717 122.4**

sex
male (ref.gr.) 1
female 0.170 108.8**

level of education 
basic 0.370 20.6**
jun. sec./jun. voc. 0.444 16.0**
sen. sec./pre-uni./sen. voc. 1
higher 0.885 0.2

etnic background
Dutch (ref.gr.) 1
Turkish/Moroccan 0.368 0.7
Surinamese/Antillean 1.120 0.03
Indonesian/Moluccan 0.829 0.2
other non-Dutch 1.489 0.7

physical disabilities
none (ref.gr.) 1
slight 0.932 0.1
moderate 0.327 11.8**
severe 0.207 5.0*

-2 log likelihood 1,124.1
model X 358.02

(n) (1,433)

Significance levels: * p < 0.05; ** p < 0.01.

Source: SCP (AVO’95)   
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The estimated parameters do not change to any notable extent if the indicator for
physical disability is included not as a group variable but as a continuous (interval)
variable. If, rather than the general indicator, we use individual indicators for
disabilities affecting daily activities (walking, use of arms and hand, sitting and
standing, personal care, hearing and sight), we find that none has a significant
effect on the likelihood of work. Only disabilities affecting walking and personal
care have anything approaching a significant effect (p = 0.17 and p = 0.13).

Table B2.2 shows the results of the factor analysis of the 23 aspects of the quality of
jobs summarised in table 4.4.

Table B2.2 Rotated factor matrix  (varimax rotation) of the various aspects of the quality of jobs, 1994a

working substance autonomy irregular hours degree of
conditions of work control

shift work 0.441
occasional evening or night work 0.842
occasional weekend work 0.796
noisy environment 0.635
dirty work 0.796
bad odour in workplace 0.733
dangerous work 0.616
physically demanding work 0.681
required to work at fast pace
able to decide when to take leave 0.549
able to decide how to do work 0.670
able to interrupt work at any moment (e.g.
for break) 0.725
able to control temperature in workplace 0.671
able to control ventilation in workplace 0.681
good atmosphere at work 0.486
monotonous work -0.510
opportunity for self-development 0.749
work consistent with education or
experience 0.629
good promotion prospects 0.558
good pay -0.430
pleasure in work 0.636
independent work 0.414
consultation about work

Only factor scores above 0.4 are shown.a

Source: CBS (DLO’94) SCP calculation

Table B2.3 shows the average score of elderly and younger members of the
population on these five aspects of job quality. The higher score, the better the
result (i.e. better working conditions, more attractive work, more autonomy, regular
hours and more control). The average score for each factor was 0, the standard
deviation was 1.
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Table B2.3 Average score on five factors of job quality, 1994
aged 55-64 aged 35-54 total aged 15-64

working conditions 0.186 0.040 0
substance of work 0.026 0.032 0
autonomy 0.249 0.031 0
irregular hours 0.246 -0.009 0
degree of control 0.010 0.126 0

Source: CBS (DLO’94) SCP-calculation   

Elderly people score lower on degree of control than 35-54-year-olds, but not on
each of the two composite variables individually (control over ventilation and
temperature). This is due to the fact that elderly people are less likely to score well
on both aspects.

Table B2.4 shows the results of an F test of the effect of a number of background
characteristics on elderly people's job quality.

Table B2.4 F test of the effect of a number of background characteristics on job quality for people aged 35-64, 1994
working conditions substance of autonomy irregular hours degree of

work control
men and women

age 1.5   0.0   3.5 * 7.3** 0.4   
sex 0.0   1.0   9.3** 19.3** 0.0   
education 4.5** 3.7 * 6.8** 2.5 * 6.2**
profession 41.4** 4.7** 12.7** 6.7** 0.5   

men
age 0.8   0.0   1.6 8.7** 0.6   
education 4.3** 2.7 * 4.3** 2.1 * 4.0**
profession 36.0** 4.4** 8.6** 5.6** 1.0   

Significance levels: * p < 0.1; ** p < 0.01

Source: CBS (DLO’94) SCP-calculation   
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Appendix B3 Notes on chapter 8 Health and medical services

Table B3.1 Use of medical services by individuals living independently, by age group and sex, 1981-1995 (as %)
1981 1985 1990 1994 1995

consulted family doctor in last 2 mnths.
all

aged 35-54 - 31 33 33 34
aged 55-64 - 35 40 40 41
aged 65-74 - 44 48 48 51
aged � 75 - 47 53 51 59

women
aged 35-54 - 35 38 40 41
aged 55-64 - 38 42 42 44
aged 65-74 - 46 50 50 56
aged � 75 - 50 56 56 60

consulted medical specialist in last 2 mnths.
all

aged 35-54 - 14 16 15 16
aged 55-64 - 20 21 20 20
aged 65-74 - 23 28 30 29
aged � 75 - 28 27 29 26

women
aged 35-54 - 15 18 18 20
aged 55-64 - 23 20 21 20
aged 65-74 - 20 30 28 28
aged � 75 - 24 23 27 22

admitted to hospital in last 12 mnths.
all

aged 35-54 8 7 6 7 6
aged 55-64 9 9 10 9 8
aged 65-74 11 11 14 13 14
aged � 75 11 17 14 15 18

women
aged 35-54 10 8 7 7 7
aged 55-64 9 8 10 9 7
aged 65-74 12 8 12 14 12
aged � 75 7 16 12 14 15

used prescription medicines in last 14 days
all

aged 35-54 18 12 13 12 13
aged 55-64 23 18 17 16 16
aged 65-74 27 21 20 23 21
aged � 75 33 26 21 21 26

women
aged 35-54 21 15 15 14 14
aged 55-64 25 19 18 17 17
aged 65-74 29 23 21 25 23
aged � 75 35 28 23 22 26

had physiotherapy in last 12 mnths.
all

aged 35-54 10 13 19 18 18
aged 55-64 10 14 19 20 20
aged 65-74 9 16 19 21 17
aged � 75 9 11 17 14 19

women
aged 35-54 10 13 20 21 20
aged 55-64 11 18 20 23 23
aged 65-74 9 18 23 25 20
aged � 75 13 12 22 17 20

Source: CBS (GEZ’81-’95) 
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Appendix B4 Full results of multivariate analyses presented in chapter 9
Medical and technical aids and assistance

B4.1 Alterations to home, technical aids and transport

Major alterations to home
- fixed patient hoist
- handi-move (part of hoist)
- stair lift (fixed)
- lift installed in apartment block
- home rendered accessible (doors widened)
- building and common areas rendered accessible

Minor alterations to home
- bath tub
- alterations to bathroom
- alterations to toilet (raised seat)
- adjustable/altered kitchen
- doorsills removed

Technical aids in home
- special furniture
- special bed
- anti-decubitus mattress
- raised toilet seat, commode
- bath/shower seat
- transfer turntable to move from bed to chair
- diner trolley
- wheelchair-proof flooring
- portable hoist
- other technical aids

Transport
- special car (owned)
- car on loan
- special car seat
- motorised wheelchair
- invalid car
- three- or four-wheeler bike
- special bike seat
- device to assist crawling
- walking frame/roller walker
- bike with small motor
- tandem
- walker bike
- wheelchair with tray
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- scooter
- other mobility aid for the disabled

Reimbursement of transport costs
- costs of using own or rented car
- parking provision
- taxi fares
- costs of vehicle inspection, driving lessons, insurance
- collective transport system
- travel companion on public transport
- special transport to school, hospital
- other reimbursement of transport costs for disabled

Table B4.1 Use of assistance for personal care and housework, households where the head is aged 55 or over, by
type of physical disability, in a multivariate analysis (Renova), actual and corrected figures, 1995 (in per cent)

personal care housework (n)
actual corrected actual orrected

disability affecting:a

personal care sign. sign.
moderate 24 12 56 27 (212)
severe 59 38 71 28 (68)

household tasks sign. sign.
moderate 12 12 44 37 (466)
severe 42 32 80 65 (219)

walking
moderate 14 10 46 32 (419)
severe 41 15 83 36 (165)

sight
moderate 17 11 46 30 (155)
severe 22 9 53 30 (86)

hearing
moderate 13 12 35 27 (215)
severe 19 11 48 31 (98)

sitting and standing sign.
moderate 16 8 45 29 (483)
severe 23 7 53 31 (142)

arm and hand
moderate 24 13 54 33 (292)
severe 26 12 44 26 (78)

age group sign.
55-64 5 8 13 18 (847)
65-74 10 11 26 28 (785)
� 75 18 11 59 48 (536)

average 10 10 29 29 (2,167)
R 17 262

Categories without disabilities are not included.a

Source: SCP (AVO'95)
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Tabel B4.2 Use of assistance with personal care, households where the head is aged 55 and over, by a number of background
characteristics, in a multivariate analysis (Renova), actual and corrected figures, 1995 (in per cent)

slight disabilities moderate disabilities severe disabilities (n)

actual corrected actual corrected actual corrected slight mode- severe
rate 

overall average 29 29 26 26 57 57 164 163 142
household profile sign.

single person 35 35 28 28 59 57 84 100 93
multi-occupant 24 22 22 22 53 56 80 63 49

education
basic 33 32 28 28 56 55 82 94 93
higher 25 26 24 24 57 60 81 69 49

age group
55-74 31 31 21 22 59 57 95 90 63
� 75 26 26 33 31 56 57 69 73 79

alterations to home sign. sign. sign.
no 57 65 41 45 72 67 68 75 53
yes 3 3 14 10 48 50 96 88 89

transport services sign. sign. sign.
unavailable 30 31 31 34 69 67 147 100 75
available 24 11 19 13 43 45 17 63 67

home nursing org. aids sign.
unavailable 26 35 23 25 56 56 120 129 100
available 36 11 35 28 57 60 44 34 42

R 37 17 102

Source: SCP (AVO'95)

Table B4.3 Use of assistance with housework, households where the head is aged 55 and over, by a number of background
characteristics, in a multivariate analysis (Renova), actual and corrected figures, 1995 (in per cent)

slight disabilities moderate disabilities severe disabilities (n)
actual corrected actual corrected actual corrected sligh mode- severe

t rate 

overall average 66 66 71 71 88 88 230 216 176
household profile sign. sign. sign.

single person 81 76 87 86 96 95 137 138 122
multi-occupant 45 53 42 45 69 72 93 78 54

education
basic 63 61 72 73 89 86 105 116 114
higher 69 71 69 69 84 90 125 100 62

age group sign. sign.
55-74 56 58 60 67 78 80 128 113 76
� 75 79 77 83 75 95 94 102 103 100

alterations to home sign. sign.
no 80 82 77 79 94 92 134 128 86
yes 48 45 63 59 81 84 96 88 90

transport services sign.
unavailable 68 68 78 76 93 89 213 152 108
available 47 52 55 59 81 86 17 64 68

home nursing org. aids sign.
unavailable 71 71 73 72 90 89 186 182 134
available 48 45 59 64 79 83 44 34 42

R 33 31 222

Source: SCP (AVO'95)
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Table B4.4 Use of technical and medical aids and transport services, households where the head is aged 55 or over,
by types of physical disability, in a multivariate analysis (Renova), actual and corrected figures, 1995 (in per cent)

home nursing org. aids transport reimbursement of
transport. costs (n)

actual corrected actual corrected actual corrected
disability effecting:a

personal care sign. sign.
moderate 13 10 10 0 17 8 (212)
severe 35 31 26 7 19 4 (68)

household tasks sign. sign. sign.
moderate 11 12 7 6 10 8 (466)
severe 18 13 20 10 19 10 (219)

walking sign. sign. sign.
moderate 8 8 6 6 11 9 (419)
severe 23 15 28 27 24 20 (165)

sight sign.
moderate 10 8 9 5 5 2 (155)
severe 8 3 7 0 17 10 (86)

hearing
moderate 8 8 8 6 4 2 (215)
severe 12 10 5 3 11 7 (98)

sitting and standing sign. sign.
moderate 12 10 11 6 13 8 (483)
severe 14 9 6 0 13 5 (142)

arm and hand sign.
moderate 13 8 11 6 9 2 (292)
severe 9 4 13 7 19 13 (78)

age group
55-64 8 8 3 5 4 6 (847)
65-74 10 10 4 4 6 7 (785)
� 75 12 11 8 4 8 4 (536)

average 10 10 4 4 10 10 (2,167)
Categories without disabilities are not included.a

Source: SCP (AVO'95)
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Appendix B5 Notes on Chapter 10 Use of time and leisure activities

Table B5.1 Leisure time spent outside home, population aged 35 and over, by sex and age, 1975-1995 (as
percentage of total leisure time and number of different leisure activities)

leisure time spent outside home no. of different leisure activities
(as %)

1975 1985 1995 1975 1985 1995
men

aged 35-54 33.1 33.7 35.4 8.8  8.6 8.8
aged 55-64 30.0 33.2 37.0 7.2 7.9  8.1
aged � 65 24.3 30.5 33.3 5.4  6.2  7.8

women
aged 35-54 29.0 32.8 36.5  9.0  9.4  9.9
aged 55-64 32.0 32.6 37.9  6.9  7.8 9.0
aged � 65 29.5 26.9 28.8 5.8  6.7  7.5

men and women together 30.1 31.9 35.0  7.7  8.1  8.8
Source: SCP (TBO'75-'95)

Table B5.2 Proportion of total leisure time spent on certain activities during one week in October, population aged
35 and over, 1975-1995 (in per cent)

TV, radio, hifi newspapers, magazines, books
1975 1985 1995 1975 1985 1995

men
aged 35-54 27.7 30.3 29.1 12.4 12.3 11.2 
aged 55-64 31.9 29.1 29.5 16.1 14.2 12.8 
aged � 65 30.9 31.3 27.1 12.9 14.8 13.6 

women       
aged 35-54 24.0 22.0 24.0 13.5 11.0 11.3 
aged 55-64 22.1 21.5 24.7 16.6 12.4 11.3 
aged � 65 28.4 30.9 31.4 14.9 13.4 14.3 

men and women together 27.0 27.3 27.3 13.9 12.6 12.1 

Tabel B.5.2 (cont.)
domestic contacts politics, ideology, voluntary

work
1975 1985 1995 1975 1985 1995

men
aged 35-54 21.5 17.3 16.4 6.1  5.6  7.2 
aged 55-64 19.6 16.7 13.9 3.4 8.2  5.1 
aged � 65 22.1 15.8 15.7 4.0 5.3 6.3 

women
aged 35-54 24.8 24.9 23.7  5.1  6.4  6.8 
aged 55-64 27.5 23.3 22.1  6.6  6.2  5.7 
aged � 65 29.0 21.4 17.7 3.3 3.9 5.0 

men and women together 24.0 20.3 19.0  5.0  5.8  6.3 
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Tabel B.5.2 (cont.)
going out playing sport

1975 1985 1995 1975 1985 1995
men

aged 35-54 11.3 11.2 12.2  0.9  2.3  3.2 
aged 55-64 7.7 7.6 10.2 0.2 1.0  1.8 
aged � 65 5.5 6.8 8.5 0.2 1.1 2.1 

women
aged 35-54 8.5 9.5 11.3  0.8  1.5  2.2 
aged 55-64 7.6 8.9 10.3  0.5  0.8  1.3 
aged � 65 6.4 5.8 7.2 0.3 0.7 0.8 

men and women together 8.5 8.9 10.5 0.6 1.4 2.2 

Tabel B.5.2 (cont.)
plants, animals and DIY handicrafts, amateur art, games

and other hobbies
1975 1985 1995 1975 1985 1995

men
aged 35-54 9.6 9.5 9.1 5.6  7.3 6.6 
aged 55-64 6.9 8.8 12.3 7.3 8.8  8.2 
aged � 65 9.7 7.5 10.3 7.8 10.6 11.3 

women
aged 35-54 7.1 6.6 7.4 11.7 14.2  7.8 
aged 55-64 7.2 6.1 6.5  8.5 16.2  13.0 
aged � 65 5.9 5.0 5.5 8.5 15.3 14.0 

men and women together 7.9 7.4 8.2  8.4 11.8  9.3 
Including travel.a

Source: SCP (TBO'75-'95)
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Appendix B6 Full results of a multivariate analysis presented in Chapter 11
Crime and insecurity

List of activities included in the variables "time spent outside home" and "diversity":
- museum visits
- sightseeing
- singing in a choir
- sporting activities (does not include chess, card games etc.)
- unpaid work
- attending political meetings
- attending the theatre
- attending concerts
- visiting family and friends
- eating in restaurants
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Table B6.1 Effect of a number of background characteristics on going out behaviour in a multivariate analysis
(Renova), 1995 (actual and corrected figures)

sometimes go out for no. of times individual no. of activities (n)
the evening goes out in a year

actual corrected actual corrected actual corrected
overall average 44 44 23 23 4.8 4.8 (9,194)

household profile
multi-occupant 45 42 24 23 5.0 4.8 (5,725)
single person 42 47 21 23 4.6 4.9 (3,469)

age group
65-69 53 50 28 26 5.6 5.3 (3,026)
70-74 47 43 24 24 5.1 5.0 (2,677)
75-79 40 41 20 21 4.5 4.6 (1,762)
� 80 27 33 14 17 3.3 3.9 (1,728)

physical disability
none 49 47 26 25 5.4 5.2 (6,781)
very slight 38 42 17 19 4.1 4.4 (1,037)
slight 31 37 14 17 3.4 3.9 (549)
moderate 23 31 11 15 2.7 3.3 (397)
severe 16 26 8 13 1.9 2.8 (222)
very severe 11 18 7 10 1.6 2.2 (208)

sex
male 46 42 24 22 5.0 4.6 (3,827)
female 43 45 21 23 4.7 5.0 (5,367)

urbanisation
very high 37 39 22 22 4.6 4.6 (1,745)
high 43 42 23 22 4.9 4.8 (1,905)
moderate 44 44 23 23 4.9 4.9 (1,955)
low 49 47 24 23 5.0 4.9 (1,934)
none 46 46 21 22 4.7 4.9 (1,655)

security
insecure 43 45 23 23 4.9 4.9 (5,011)
secure 45 43 23 22 4.8 4.7 (4,183)

victim
no 46 44 21 22 4.6 4.7 (5,964)
yes, no lasting
impact 46 44 26 25 5.3 5.1 (2,823)
yes, lasting impact 41 45 22 24 4.7 5.0 (407)

education
basic 36 39 17 18 3.8 4.1 (3,743)
advanced
elementary 46 45 23 22 5.0 4.8 (2,238)
secondary 50 47 28 27 5.7 5.5 (2,203)
higher 53 52 33 32 6.2 6.1 (1,010)

changed going out
behaviour

no 50 49 25 24 5.1 5.0 (5,682)
no longer go out 19 25 15 19 3.5 4.1 (1,485)
other change 44 44 23 23 5.0 4.9 (2,054)

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