
 

Report on the Elderly 2006



 



 

Social and Cultural Planning Offi ce of the Netherlands,
The Hague, December 2006

Report on the Elderly 2006

Changes in the lives and living situation of elderly 

persons in the Netherlands

Alice H. de Boer (ed.)



 

Social and Cultural Planning Offi ce of the Netherlands

The Social and Cultural Planning Offi ce of the Netherlands (scp) was established by Royal Decree of 
March 30, 1973 with the following terms of reference:
a. to carry out research designed to produce a coherent picture of the state of social and cultural 

welfare in the Netherlands and likely developments in this area;
b. to contribute to the appropriate selection of policy objectives and to provide an assessment of the 

advantages and disadvantages of the various means of achieving those ends;
c. to seek information on the way in which interdepartmental policy on social and cultural welfare is 

implemented with a view to assessing its implementation.

The work of the Social and Cultural Planning Offi ce of the Netherlands focuses especially on 
problems coming under the responsibility of more than one Ministry. As Coordinating Minister for 
social and cultural welfare, the Minister for Health, Welfare and Sport is responsible for the policies 
pursued by the Social and Cultural Planning Offi ce. With regard to the main lines of such policies 
the Minister consults the Ministers of General Affairs, Justice, Home Affairs, Education, Culture 
and Science, Finance, Housing, Physical Planning and Environmental Protection, Economic Affairs, 
Agriculture, Nature Management and Fisheries and Social Affairs and Employment. 

© Social and Cultural Planning Offi ce, The Hague 2006
scp publications 2006/16
dtp: Textcetera, Den Haag
Cover Illustration: Ien van Laanen, Amsterdam
Cover design: Bureau Stijlzorg, Utrecht
isbn 10 90-377-0271-6
isbn 13 978-90-377-0271-2
nur 740

Distribution in the usa & Canada : Transaction Publishers, New Brunswick (usa)

Social and Cultural Planning Offi ce 
Parnassusplein 5
2511 vx The Hague
The Netherlands
Tel. (+31) (0)70 340 70 00
Fax (+31) (0)70 340 70 44
Website: www.scp.nl
E-mail: info@scp.nl



5

Contents

Foreword  9

1 Introduction  11

1.1 Study topic  11

1.2 Definition of a number of concepts  12

1.3 Demographic overview  13

1.4 Layout of the Report  16

1.5 Databases used  16

Part A Social Participation and living situation 19

2 Education and training  21

2.1 Introduction  21

2.2 Education level of the elderly  23

2.2.1 People living independently: steady increase in education level  24

2.2.2 Residents of institutions: high proportion with a low education level  27

2.2.3 Does education level present a distorted picture?  28

2.2.4 Coping with modern information and communication resources  30

2.2.5 Forecast of trend in education level: rise among women in particular  31

2.3 Participation in courses  33

2.3.1 Motives for participation  33

2.3.2 Mainstream education  34

2.3.3 Estimated participation based on sampling  36

2.3.4 Participation of different groups  39

2.3.5 Training older workers: increase against the trend  42

2.3.6 Obstacles to participation?  44

2.4 Summary and a few conclusions  46

3 Paid employment  51

3.1 Introduction  51

3.2 Labour market trends among older employees  52

3.2.1 Net participation trends  52

3.2.2 Exit rate trends  55

3.3 The Dutch situation from an international perspective  56

3.4 Trends in the net employment rate among the less well educated and well 
educated  58

3.5 Health and participation in paid employment  61

3.6 Summary  64



6 Contents

4 Time use  69

4.1 Introduction  69

4.2 Obligatory time  70

4.3 Free time  72

4.4 Voluntary work and paid employment  75

4.5 Health and time use  76

4.6 Expectations concerning the future  79

4.7 Summary  81

5 Financial position  85

5.1 Introduction  85

5.2 Income sources  85

5.3 Income levels  90

5.4 Outlook  93

5.5 Poverty and income inequality  96

5.6 Making ends meet and debt  100

5.7 Expenditure  104

5.8 Summary  108

6 Health  111

6.1 Introduction  111

6.2 Health status  112

6.2.1 Perceived health  112

6.2.2 Chronic physical disorders  114

6.2.3 Psychological disorders  117

6.2.4 Comorbidity  119

6.2.5 Life expectancy and healthy life expectancy  120

6.3 Take-up of medical provisions  122

6.3.1 Key f igures  122

6.3.2 Appropriate treatment  124

6.3.3 Under-treatment of depression and psychological disorders  126

6.4 Risk factors and prevention  126

6.4.1 Prevention aimed at lifestyle and general health  128

6.4.2 Fall prevention  133

6.4.3 Preventing depression  135

6.5 Summary  137

7 Physical disabilities and care  142

7.1 Introduction  142

7.2 Physical disabilities  143

7.3 Care at home  146

7.4 Residential care  152



7Contents

7.5 Palliative care  161

7.6 Summary  163

Part B Socio-economic consequences of changes in life course 167

8 Changes in life course  169

8.1 Introduction  169

8.2 Changes in physical and mental health  172

8.2.1 Chronic illnesses  173

8.2.2 Cognitive disorders 175

8.2.3 Depressive symptoms  177

8.2.4 Physical disabilities  179

8.3 Change in partner status  180

8.4 Changes in residential situation  181

8.5 Accumulation of changes in health, partner status and residential form  183

8.6 Interrelationship between changes in health, partner status and
residential form  185

8.6.1  Cognitive disabilities  185

8.6.2 Depressive symptoms  187

8.6.3 Physical disabilities  188

8.6.4 Moving home  190

8.7 Summary  192

9 Changes in income  195

9.1 Introduction  195

9.2 Transitions among the elderly  196

9.3 Stopping work  199

9.4 Transition to age 65  205

9.5 Death of partner  209

9.6 Summary  214

10 Changes in social participation  216

10.1 Introduction  216

10.2 Forms of social participation  217

10.3 Participation in voluntary organisations  218

10.3.1 Changes in active participation  218

10.3.2 Determinants of active participation  220

10.4 Socio-cultural participation  221

10.4.1 Changes in cultural participation  221

10.4.2 Changes in recreational activities  223

10.4.3 Changes in participation in sport  225

10.5 Participation in personal networks  227

10.5.1 Changes in size of network  227



8 Contents

10.5.2 Changes in provision of instrumental support  230

10.5.3 Changes in provision of emotional support  233

10.6 Summary  236

11 Concluding discussion  240

11.1 Different views of ageing  240

11.2 Socio-economic position: education and income  242

11.3 Health and take-up of care  244

11.4 Social participation  246

11.5 More diversity in life course  248

11.6 A few conclusions  251

References 255

Index 271



9

Foreword

In the Netherlands, many older people are socially active. This is evident from the 
large numbers of people aged over 55 who continue performing voluntary work until 
an advanced age, who offer informal care to friends, relatives and neighbours in 
need of help or who stand fi rmly in the midst of the community in some other way. 
There has also been a vast improvement in the opportunities for remaining socially 
active for a long time, for example the increased healthy life expectancy and the 
 positive trend in the education level and income of older persons.

However, set against this positive image of old age and ageing, an image which 
dominates in the most recent government policy document on the elderly, is a more 
sombre picture. In this scenario, elderly persons are keen to withdraw from society 
and gradually reduce their social role, while residents of institutions do not even 
have to perform their own household activities because they have earned their rest 
and are experiencing health problems.

This report – the seventh Report on the Elderly – subjects both these images to scru-
tiny. Between the two extremes outlined above, there is a whole spectrum of possible 
ways of becoming old. This study confi rms once again that the elderly are a hetero-
geneous group. Some of them want to remain involved in the community until a very 
advanced age; others are content to rest and enjoy their latter years, while yet others 
are forced by circumstances and major life events to give up their social life.

The government focuses on providing support for those who are not able to play a 
full part: the vulnerable elderly. Our fi ndings highlight a number of criteria for iden-
tifying the vulnerable elderly. They may be people having to carry a heavy burden due 
to severe infi rmity, chronic disorders or an accumulation of life events. Then there 
are the elderly poor, elderly persons who cannot read and write or who have limited 
digital skills, thus reducing their capacity and ability to function fully in society. 
An excessive burden and a lack of capacity make people vulnerable.

In compiling this report use is made of a large number of databases published 
both by the Social and Cultural Planning Offi ce (scp) and Statistics Netherlands 
(cbs). The chapters on changes in life course and social participation are based 
on data from the lasa database (Longitudinal Aging Study Amsterdam) from the 
Vrije Universiteit Amsterdam. The scp would like to express particular thanks to 
Professor D. Deeg and Dr. M. Broese van Groenou for the highly agreeable way in 
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which they co-operated. Thanks are also due to P. Roelfsema and M. Holling from 
the Dutch Ministry of Health, Welfare and Sport for their open and constructive 
support.

Prof. dr. Paul Schnabel
Director scp
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1 Introduction

Alice de Boer (scp)

1.1 Study topic

The Report on the Elderly 2006 offers a broad overview of the lives and living situa-
tion of the elderly in the Netherlands. The topics it addresses are broadly the same 
as those covered in the four earlier general Reports on the Elderly, the most recent of 
which appeared in 2001 (De Klerk 2001). The purpose of these general reports is 
to provide a systematic and periodic description of the living circumstances and 
social participation  of older persons . A variety of indicators are used for this, such as 
education , paid employment , time use , income , health  and care  for the elderly. We 
do not devote attention to housing  in this Report because this was the topic of the 
Report on the Elderly 2004 (De Klerk 2004). Moreover, a separate publication appeared 
in 2006 devoted to the housing, care and welfare of adults with moderate or severe 
physical disabilities  (De Klerk and Schellingerhout 2006).

These indicators are used in this Report on the Elderly 2006 to make three compari-
sons. First, the situation of the over-55s is compared with that of the adult 
population aged 35-54 years. The main focus is on differences in phase of life ; the 
aim is to investigate whether the elderly partake of ‘social commodities’ to the same 
extent as the younger population and whether they participate to the same degree in 
activities  in society  that are considered important.

Secondly, we review trends over time, investigating the extent to which the 
position and participation of the elderly have changed. The study covers the period 
from the early 1990s to the most recent year for which fi gures are available (generally 
2003).

Comparing older and younger adults says too little about the specifi c character-
istics of the lives of the elderly. We therefore devote extensive attention to the life 
course  of older people, i.e. the major life events  they undergo in the areas of employ-
ment , health , household composition  and residential situation . The infl uence of 
events such as these is the third comparison featured in this Report.

Special attention is consistently devoted to older persons who may be regarded as 
vulnerable  in the areas in question. This is because government  policy  on the elderly 
is focusing more and more on vulnerable groups; the present policy is based on 
the notion that older persons are sovereign, fully valued citizens, whose increasing 
healthy life expectancy  means they can continue to participate in society for a long 
time to come (vws 2005a). Many of them are capable of making a contribution in 
terms of paid employment , voluntary work  and informal care . The expectation is 
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that in the future older persons will be better educated and will have capital assets , 
their own home or a supplementary pension  more often than the present older 
generation . If at any point in their lives the health  of these older persons should 
 deteriorate, they will be forced in the fi rst instance to rely on their own resources . 
Only vulnerable elderly persons who do not have access to such resources will be 
eligible for publicly funded help.

In summary, this Report answers the following questions:
1 To what extent does the living situation and social participation  of the elderly 

differ from that of the younger adult population?
2 To what extent have changes taken place over the last fi fteen years in the living 

situation and social participation  of the elderly?
3 Which major changes occur in the lives of older persons, and when, and how do 

they adapt to their new situation?
4 To what extent and in which areas can the elderly be regarded as a vulnerable ?

This chapter also discusses the defi nition of a number of concepts (§ 1.2), demo-
graphic  data (§ 1.3), the layout of the Report (§ 1.4) and the data sources used (§ 1.5).

1.2 Defi nition of a number of concepts

Age
Age is a widely used criterion for describing differences between population groups. 
In the fi rst Report on the Elderly, the lower age limit was set at 55 years, a threshold 
which was taken as the standard in the government  policy  on the elderly (Timmer-
mans 1992). This threshold has now been abandoned, and the age limits used 
depend on the domain being studied. Previous editions of the Report divided the 
elderly into 55-64 year-olds, 65-74 year-olds and the over-75s, with 35-54 year-olds as 
the comparison group. That same division is used in this Report, though sometimes 
it is differentiated further. For example, in the discussion of employment  we draw a 
distinction at lower end of the age distribution between 50-54 year-olds, 55-59 year 
olds and 60-64 year-olds; and in the discussion on health  a much broader age range 
is used, with the oldest age group being those aged 85 years and above.

Trends over time
In addition to differences between age groups at a single moment in time, this 
Report also presents an update of existing time series, focusing mainly on the period 
1990-2005. Where more detail is required, only the most recent year is selected. With 
a few exceptions, future projections are not made.



13Introduction

Life course 
Longitudinal research provides an insight into the transitions  that take place in the 
lives of the elderly. This aspect of ‘time’ has not been covered extensively in previous 
editions of the Report on the Elderly, except in the relation to health  and take-up of 
care. In this type of research the same group of individuals is monitored over time. 
During this monitoring period they experience events (or changes) such as loss of a 
partner , leaving paid employment  or a deterioration in their health status . The social 
and/or economic consequences of these life events  can be very signifi cant.

Vulnerability
In the Report on the Elderly 2004 (De Klerk 2004), the vulnerability  of people aged over 
55 and living independently  was described in terms of capacity and burden. Burden 
refers to the mental and physical constraints which arise as a result of illness; 
capacity comprises resources  such as a person’s social network  and fi nancial means. 
In this approach, the epithet ‘vulnerable ‘ applies mainly to older persons with severe 
physical disabilities, who live alone and who have an inadequate income. In this 
Report we develop the notion of ‘vulnerability’ further for a number of areas of life. 
For example, vulnerability can arise where people undergo several (major) life events  
within a specifi c period of time. They also become vulnerable if their income falls  
below the poverty line  or if they are virtually unable to read or write.

1.3 Demographic overview

On 1 January 2005 there were 4.2 million people aged 55 or over living in the Nether-
lands. That number will increase sharply in the coming decades; forecasts suggest 
that by 2035 there will be almost 6 million persons aged over 55, of whom almost 
4 million will be over the age of 65 (see fi gure 1.1). By way of comparison, there were 
2.6 million elderly persons in the Netherlands in 1975.

The number of people aged over 100 has also increased sharply in recent decades. 
Whereas in 1950 there were only 39 people aged 100 years or more, in 2005 1,381 
individuals had been alive for more than a century (Garssen 2005). More women, in 
particular, are reaching this great age; this was not the case in 1950: at that time, the 
number of people aged over a hundred was equally divided between men and women 
(18 versus 21). 

In 2005, 14% of the population were aged 65 or older; 68% were aged between 15 
and 64 years (the potential labour force ) and 18% were aged 14 or younger. The size 
of the potential labour force is declining and this has prompted a social debate on 
the solidarity between generations. The basis for that solidarity, it is argued, can be 
strengthened among other things by increasing participation in employment  (vws 
2005a). There are several opportunities for achieving this among 15-64 year-olds, but 



14 Introduction

it can also be done in the over-65 age group, for example by raising the retirement  
age .

Figure 1.1
Number of elderly persons (aged over 55) by age category, 1975-2035 (in absolute fi gures)

Source: CBS (StatLine) 

1975 1985 1995 2005 2015 
(forecast)

2025 
(forecast)

2035 
(forecast)

0

1,000,000

2,000,000

3,000,000

4,000,000

5,000,000

6,000,000

55-64 years

65-74 years

75-84 years

C 85 years

Figure 1.2
Proportion of women in the population aged 55 and older, by age category, 1975-2035
(in percentages)

Source: CBS (StatLine) 
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The majority of older people, and especially the very oldest, are women (fi gure 1.2). 
In 2005, 61% of 75-84 year-olds and 73% of those aged over 85 were women. The 
percentage of women in the total older population has been declining since the 
1990s, however; in 1990 women accounted for 56% of the over-55s, while by 2005 this 
had fallen to 54%. Forecasts by Statistics Netherlands (cbs) suggest that this decline 
will continue until 2020.

Figure 1.3 shows that 29% of people aged over 55 live alone (in 2005).1 The propor-
tion of single-person households rises sharply with age: 16% of people in the 55-59 
age bracket and 88% of those aged over 95 live alone. Among the very oldest persons, 
death  of the partner is the main reason for their living alone .

A majority of older persons who form part of a multiple-person household live 
with a partner, sometimes with children  living at home as well. Partners are the 
primary source of help  if a person’s health  status  deteriorates. The proportion of 
older persons living with a partner  is 40% among the over-75s, and is still 18% 
among the over-85s (category ‘with partner’). 6% of the over-85s live with someone 
other than a partner, for example with children, brothers or sisters (category 
‘other’).

Figure 1.3
Household form of the over-55s (including residents of care and nursing homes ), by age category,
1 January 2005 (in percentages)

Source: CBS (StatLine) 
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1.4 Layout of the Report

This Report is made up of two parts. Part A contains the traditional description 
of (trends in) living conditions and social participation . Chapter 2 discusses the 
educational participation  and level of the older generation . Participation in paid 
employment  is the subject of chapter 3; the previous Report on the Elderly noted an 
increase in the employment rate , and here we examine the extent to which this 
trend is continuing. Chapter 4 contains information on time use and participation 
in unpaid work , and also looks at what effect paid employment  has on the social 
involvement of older persons. Changes in the fi nancial position of the elderly form 
the topic of chapter 5, including the income position  of residents of nursing and care 
homes . Chapter 6 devotes attention to various aspects of the health  of older persons, 
looking both at the usual indicators and at prevention  of health problems . Physical 
disabilities  and take-up of nursing and care services are the theme of chapter 7, 
which also looks at the quality of the care provided.

Part B is concerned with a number of transitions  in the life course  of the elderly 
and their effects. Chapter 8 discusses the incidence of transitions in the areas of 
health , household form and residential situation , and the degree to which a corre-
lation can be found between these transitions. In chapter 9 attention turns to the 
socio-economic consequences of transitions in employment  and household form. 
Chapter 10 provides an insight into the social consequences for older persons of 
changes in health, household form and residential situation. A distinction is drawn 
between participation in voluntary organisations , socio-cultural participation  and 
participation in social networks . The Report ends with a concluding discussion 
(Chapter 11).

The fi rst two research questions feature mainly in part A, the third in part B (see § 
1.1). The fourth research question, on the vulnerable  elderly, features in all chapters. 
Unlike the Report on the Elderly 2001, this Report does not devote specifi c attention to 
older persons from ethnic minorities ; the study ‘Health and welfare of older persons 
from ethnic minorities’ (Gezondheid en welzijn van allochtone ouderen) has provided a 
great deal of information on this topic, which has been published separately
(Schellingerhout 2004).

1.5 Databases used

A large number of databases were used in compiling this Report. Data on elderly 
persons living independently  were drawn from the Amenities and Services 
 Utilisation Survey (avo), the Labour Force Survey (ebb), the Time Use Survey (tbo), 
the Permanent Quality of Life Survey (pols), the Income Panel Survey (ipo) and the 
population statistics produced by Statistics Netherlands (cbs StatLine). Information 
on the position of elderly persons living in care or nursing homes was taken from 
the Elderly People in Institutions survey (oii; see also De Klerk 2005). Finally, data 
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from the Longitudinal Aging Study Amsterdam (lasa) published by Vrije Univer-
siteit Amsterdam were used to map out (the consequences of) transitions  in health , 
household composition  and residential form .

Appendix A to this Report contains a more detailed description of the databases: 
www.scp.nl/reportelderly
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Note

1 Both persons living alone  and persons in institutional households were included in this 
group.



Part A

Social participation and living 
situation
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2 Education  and training 

Lex Herweijer (scp)

2.1 Introduction

The days when education and training  were exclusively associated with the young are 
long gone. The education and training of adults has been a focus of attention, under 
a variety of banners and with different emphases, since as long ago as the 1970s. The 
basic premise is that the educational basis that is established when people are young 
is usually no longer adequate to carry them through their entire lives. Training and 
education can enable adults to supplement, deepen or renew their initial knowledge 
and skills  and thus remain up to date. Furthermore, adults who left initial education 
inadequately equipped can attempt to make up for this in later life in second-chance 
education.

Government policy  today is based on the principle of the need for ‘lifelong 
learning’ (ocenw 1998; tk 2004/2005a), not only in order to stay up to date, but 
above all in order to strengthen the knowledge economy . The government  sees 
investing in training  and education as the most appropriate means of raising 
the employment rate  and labour productivity. The policy on adult education  has 
increasingly been set against the backdrop of the labour market (scp 1998); this 
strong focus on the labour market means that in practice, the ‘lifelong learning 
policy’ affects only persons younger than 65 years. Education  and training are 
intended to increase the employability  of older workers , so that they can continue 
working for longer: increasing the employment rate  of this group is a key objective 
of the government. In the light of this, education and training that is not aimed at 
bolstering employability is primarily the responsibility of individuals themselves (tk 
2004/2005a).

For the majority of older people – those who have taken early retirement  and full 
pensioners – the labour market is something that belongs to the past and improving 
their employability  is no longer an issue. Yet even then the education they have 
followed is of importance: education is a core resource  for all manner of aspects of a 
person’s living conditions, not just those in the actual and potential labour force , but 
also for the elderly (scp 2005a; De Klerk 2001). If there is a shortfall in knowledge 
or skills  for everyday life, this can often be made good in later life through training  
or courses . Whether this happens in practice, however, is a moot point. Although 
considerable numbers of older persons follow courses or education programmes, 
they generally do so with a view to developing themselves further, satisfying their 
interests or maintaining social contacts  (De Klerk 2001; Timmermans et al. 1997).
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This chapter maps out the education level  and participation of older persons.
It provides an insight into the degree to which they possess the ‘resource ‘ that is 
education and into the changes that take place in this regard. How has their educa-
tion level developed and how will it developed further in future? Changes here will 
not only impact on the living conditions of this group, but also on things such as the 
demand for care provisions  (Timmermans and Woittiez 2004a).

The chapter will also make clear how much the elderly contribute to the realisa-
tion of the objective of ‘lifelong learning’. Is the trend towards greater educational 
participation  continuing, and in what types of courses  do older people participate? 
Which are the main groups to participate and are there obstacles to older persons 
wishing to follow courses? What trend can be observed in the participation of older 
workers  in education and training ?

The themes covered in this chapter largely tie in with those in the corresponding 
chapter in the Report on the Elderly 2001 (Herweijer 2001). Some of the data presented 
then are updated here, and we investigate whether the trends identifi ed in 2001 have 
continued. A new feature compared with the Report on the Elderly 2001 is that we are 
now able to provide an insight into the education level  of older persons from ethnic 
minorities . To do so, we draw on the fi ndings of the study ‘Health and welfare of 
older persons from ethnic minorities’ (gwao), which was held in 2003 (Schellinger-
hout 2004).

As in the other chapters of this Report, age 55 is adopted as the demarcation line 
between the elderly and other adults. Adults aged 35-54 serve as a reference group. 
Where this chapter discusses older workers , the focus is restricted to the age group 
55-64 years.

The data used are largely taken from various sample surveys: the Labour Force 
Survey (ebb) by Statistics Netherlands (cbs), the Amenities and Services Utilisation 
Survey (avo) and the Elderly People in Institutions  survey from 2004 (oii’04), both 
carried out by the Social and Cultural Planning Offi ce (scp), and the Eurobarometer 
survey by the European Union, which in the spring of 2003 contained a number of 
questions on lifelong learning. Only the Dutch part of the Eurobarometer sample is 
used in this chapter.

This chapter is structured as follows. Section 2.2 presents a summary of the present 
education level  of the elderly and a forecast of the trend up to and including 2030. 
Separate attention is devoted to the select group of older persons living in institu-
tions ; section 2.3 presents an overview of their educational participation  and homes 
in on the motives for and possible obstacles to following a course of education. 
Differences between the various elderly groups also receive attention, as does the 
educational participation of older workers . Section 2.4 rounds off the chapter with a 
summary and a few conclusions.
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2.2 Education  level of the elderly

Generally speaking, education is an essential resource  for attaining favourable living 
conditions. The education a person has followed not only has a major  infl uence 
on their chances on the labour market and on the level of their income, but also 
on things such as their political involvement, social participation , participation in 
cultural life, leisure time use, use of ict  and health  (scp 2005a). Moreover, whether 
or not a person participates in ‘lifelong learning’ is governed by their educational 
background; people who had lots of education in their youth are found to do the 
same in later life (scp 2004).

Given the anticipated increase in the education level  of the elderly, it is more or 
less standard to portray the older person of the future as active, assertive, affl uent 
and self-reliant (rmo 2004). This better-educated older person of the future has 
more often built up a good pension , is better able to articulate and defend their 
interests, and has less diffi culty fi nding their way to the relevant authorities than 
their present-day counterpart (Breedveld et al. 2004).

A person’s education level  also impacts on their demand for and take-up of care. 
This relationship is largely an indirect one, operating through health  and income. 
Education  level is an important predictor of the avoidance of disabilities in older 
people; the better educated they are, the fewer impairments they will have.1 An 
increase in that education level is therefore likely to be accompanied by a decline 
in the number of older persons with disabilities, and that in turn will reduce the 
demand for and take-up of care (Timmermans and Woittiez 2004). Moreover, where 
care is needed, there is a difference in the type of help received by those with a low 
and a higher education  level. Better-educated older persons more often receive 
domestic help , especially from the private sector . They can afford this because they 
are fi nancially better off than those with a lower education level. Lower-educated 
older persons more often receive informal help  from acquaintances, neighbours and 
relatives (Geerlings et al. 2004). As well as differences in purchasing power , the fact 
that the network  of the better educated operates at a different level is probably also 
signifi cant; well-educated  parents tend to live at a much greater distance from their 
children  than do lower-educated parents (Mulder and Kalmijn 2004), and as a result 
calling on the help of their children will often not be a realistic option. The analysis 
by Broese van Groenou (2004) shows that the geographical proximity of the children 
is one of the reasons that low-income elderly persons in need of care relatively often 
receive help from their children.

Finally, when it comes to housing  it is found that well-educated  older persons often 
continue to live independently, possibly with the help of home adaptations.  Elderly 
persons with a low education level  more often live in a care home  (De Boer 2004).

A future increase in the education level  of older persons is thus likely to have a 
signifi cant impact on their demand for and take-up of care.
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2.2.1 People living independently : steady increase in education level 
The rate of participation in education has increased continuously since the Second 
World War, with each successive generation  of young people following a longer 
educational career than the preceding generation (scp 1994). Older generations, who 
grew up in a time when secondary education was the exception rather than the rule, 
were replaced by younger, better-educated generations. As a result of this ‘changing 
of the guard’ of generations, the education level  of the adult population – fi rst young 
adults and later the elderly – has risen considerably in recent decades (scp 1994; scp 
2005a; Herweijer 2001). Table 2.1 presents a summary for the over-55s.

Table 2.1
Education  level of the population aged 55 years and older,a by sex , 1981-2003 (in percentages)

1981 1990 1995 1999 2003

men

primary education 49 36 25 22 17

lower secondary education 18 22 21 21 22

upper secondary education 25 30 37 36 37

higher professional/university 9 12 18 21 23

total 100 100 100 100 100

women

primary education 66 57 42 38 29

lower secondary education 17 23 30 32 35

upper secondary education 13 15 20 21 25

higher professional/university 5 5 8 9 11

total 100 100 100 100 100

difference men – womenb 17 22 26 26 24

a Exclusively older persons in care and nursing homes .
b Segregation index.

Source: Timmermans (1993); CBS (EBB’95-’03); SCP (reconstruction for 75 years and older based on EBB’98-’02 and EBB-
ouderen’96-’97)2

At the start of the 1980s, half of all men and two out of three women had still 
completed no more than a basic education; older persons with a higher education  
diploma were the exception. Just over two decades later the centre of gravity in this 
distribution has shifted markedly. There are now more men with a higher profes-
sional or university degree than men with only a primary education . The education 
level  of women has also increased sharply, though three out of ten women have still 
completed no more than a basic education and only one in ten has a higher educa-
tion degree. The education level of older women is thus considerably below that of 
older men: a quarter of women would have to ‘decamp’ to a higher level in order to 
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e liminate the difference compared with men (compare the value of the segrega-
tion index shown in the bottom row of table 2.1, which can be interpreted as the 
percentage of women whose education level would have to increase in order to 
e liminate the difference compared with men; see Siegers 1979).

The fact that the education level  of older women still lags behind that of older men 
is the result of a difference in phasing in the growth in educational participation  
by boys and girls decades earlier. The increased participation by boys began earlier 
than that by girls, and this is ‘echoed’ in the fact that older women actually fell even 
further behind older men up to the middle of the 1990s. Later generations of girls 
and young women made good the gap compared with boys and young men, and 
eventually overtook them. However, it will be several decades before that becomes 
visible in the educational distribution of the elderly.

The education level  of the over 55s decreases with increasing age (fi gure 2.1). In 
particular, the group aged 75 years and older still contains a large number of people 
with a low education level ; more than a quarter of the men and half the women in 
this age group completed only primary education . This fi gure is a good deal lower 
for their younger counterparts; the education level of men aged 55-64 is not much 
below that of the 35-54 age category.

Figure 2.1
Populationa aged 35 and older by age, education level  and sex , 2003 (in percentages)

Source: CBS (EBB’03); SCP (reconstruction for 75 years and older based on EBB’98-’02 and EBB-ouderen’96-’97) 
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Among women, there are wide differences between the successive age groups. This 
means that the education level  of older women is likely to increase substantially 
in the coming years as one generation  replaces another. As a result, the defi cit 
compared with older men will shrink considerably.

Non-Western ethnic minorities 
The educational distribution portrayed in fi gure 2.1 covers both the indigenous and 
the (Western and non-Western) immigrant population. Immigrants of non-Western 
origin generally have a much lower education level  than the native population. 
Today more than 10% of the residents of the Netherlands are of non-Western origin, 
but there are as yet few ethnic minority elderly. This is because of the differing age 
distribution of the non-Western ethnic minority population; no more than 7% of 
them are aged 55 or older and fewer than 3% are over the age of 65 (Schellinger-
hout 2004; Garssen and Zorlu 2005). The fi gures for the population as a whole are 
much higher, at 25% and 14%, respectively. Their small number means that elderly 
members of ethnic minorities  have little impact on the total picture presented in 
fi gure 2.1.3

The 2003 survey ‘Health and welfare of older persons from ethnic minorities ‘ 
showed that the education level  of older persons from non-Western ethnic  minorities 
is especially low, particularly among the Moroccan elderly (table 2.2). The vast 
majority of this group have enjoyed no formal education at all. Moroccan and 
Turkish women have an even lower education level: 87% of older Turkish women 
and 97% of their Moroccan counterpart is have not completed any formal education 
(Schellingerhout 2004).

Table 2.2
Education  level of four groups of elderly members of non-Western ethnic minorities , 2003 
(in percentages)

none primary lower secondary 
upper secondary/higher
professional/university

Turks 68 12 17 2

Moroccans 91 5 1 4

Surinamese 35 12 23 30

Antilleans 37 9 21 32

Source: SCP (GWAO’03)

Older members of the Surinamese and Antillean communities have a signifi cantly 
higher education  level . Some of them came to the Netherlands precisely in order 
to follow an educational programme, with the result that these population groups 
contain a fairly high proportion of people with a secondary or higher education 
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background. In fact their education level is not much lower than that of their 
indigenous peers (Schellingerhout 2004).

2.2.2 Residents of institutions : high proportion with a low education level 
The educational data presented so far relate to older persons living independently . 
The fi gures do not include elderly residents of care or nursing homes. This distorts 
the picture somewhat: elderly persons with a high education level  relatively frequently 
live independently, while those with a low education level  more often live in a care or 
nursing home . This is primarily due to the infl uence already referred to of e ducation 
level on the prevention  of disabilities. In addition, the relatively high income of 
better-educated people enables them to arrange for help at home as an alternative to 
admission to a nursing or care home (Timmermans and Woittiez 2004).

Table 2.3
Residents of institutions  and older persons living independently  aged 65 years and older, by age and 
education level , 2004 (in percentages)

living in 
an institution

living 
independently totala

65-74 years

primary education 38 21 21

lower secondary education 40 33 33

upper secondary/higher professional/university education 22 46 46

total 100 100 100

difference institution – independentb 24

75-84 years

primary education 59 38 39

lower secondary education 28 25 26

upper secondary/higher professional/university education 13 37 35

total 100 100 100

difference institution – independentb 24

 85 years

primary education 62 52 55

lower secondary education 27 21 22

upper secondary/higher professional/university education 11 27 23

total 100 100 100

difference institution – independentb 16

a Estimate based on the educational distribution of residence of institutions  and of older persons living independently , and 
the percentage of residence of institutions in the total population.

b Segregation index; see text to table 2.1.

Source: SCP (OII’04; reconstruction for 75 years and older based on EBB’98-’03 and EBB-ouderen ‘96-’97)
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Table 2.3 compares the educational distribution of elderly residents of care and 
nursing homes  with that of their peers living independently . The fi gures on  residents 
of institutions  are taken from the survey ‘Elderly People in Institutions ’ from 2004 
(oii’04). Given the small number of highly educated  elderly persons in the oii’04, 
the scores for secondary and higher education  level  have been combined. The 
picture is clear: the percentage of people with a low education level  is much higher 
among residents of institutions than outside them (also compare the value of the 
s egregation index).

One striking aspect is that the difference in education level  between the highest 
age group (85 years and older) is smaller than in the two younger age groups. This 
is not a chance fl uctuation, because the same picture emerged from the survey of 
residents of nursing and care homes  held in 2000. It indicates that, although highly 
educated  older persons more often live independently and continue to do so for 
longer than those with a low education level , for some of them the transition  to an 
institution is ultimately unavoidable.

Leaving elderly residents of institutions  out of consideration thus results in a degree 
of overestimation of the education level  of the total elderly population. On the other 
hand, this overestimation is not excessive: the percentage of residents of institu-
tions  in the various age groups shown in table 2.2 is not large enough for this (1.3%, 
6.4% and 28.9%, respectively; information taken from cbs StatLine). It is only in the 
highest age group that residents of institutions make a signifi cant impact (compare 
the columns ‘living independently ‘ and ‘total’).

2.2.3 Does education level  present a distorted picture?
The formal education level  of older persons gives an indication of their level of 
knowledge and skills ; the better educated they are, the better they are equipped. 
But the correlation between the two is of course not perfect. In practice, adults 
with differing education levels can possess comparable knowledge and skills , for 
example due to experience gained outside the education circuit (‘competences 
obtained elsewhere’). In other words, the correlation between education level and 
the level of knowledge and skills will exhibit a degree of statistical ‘noise’.

Moreover, in the comparison between generations the correlation could be being 
systematically distorted. An older generation  which grew up in a time when further 
education was not the norm will include many who never had the opportunity to 
study further, but who did have the aptitude and capacity to do so. This unused 
talent may well have come to fruition later in life, for example due to experience 
gained on the labour market or in community-based organisations. This would 
mean that older persons often possess more knowledge and skills  than their low 
formal education level  would suggest.

Any infl ation of education levels in recent decades would also further muddy the 
waters in the comparison between generations. It is sometimes claimed that the mass 
entry into higher education  has been accompanied by a decline in academic standards 
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or, even more forcefully, that it has only been possible thanks to such a decline. 
According to this argument, recent generations of higher education graduates are less 
capable than their predecessors. It has to be said that there are no hard indicators of a 
fall in educational standards over the somewhat longer term (scp 2004).

If we look only at the formal education level  achieved and lose sight of the 
hi storical context in which the various generations grew up, we are in danger of 
producing an overly pessimistic picture of the knowledge and skills  of older people. 
On the other hand, it also has to be borne in mind that knowledge and skills  may 
dull or be lost with advancing years. In that case, the education level of older persons 
would present too optimistic a picture.

Measuring knowledge and skills  directly circumvents the problems of compatibility 
of the formal education level  of different generations and age groups. An example 
of such an approach is the study of functional literacy  carried out in the middle 
of the 1990s (Van der Kamp and Scheeren 1996). In the Report on the Elderly 2001 it 
was observed that this research provided no support  for the supposition that older 
persons are much more skilled than would be expected on the basis of their often 
low formal education level (Herweijer 2001). The study distinguished fi ve skill levels, 
with the third level serving as a minimum for adequate functioning in modern 
 society. In the 50-74 age group, more than half achieved a score on the two lowest 
levels in the various test components, twice as many as the number of 16-49 year-olds 
with a low score. Older people therefore not only have a low education level , but are 
also less functionally illiterate. Roughly 20% of them achieved a score on the lowest 
skill level can therefore be expected to have considerable problems in understanding 
texts and handling everyday arithmetical tasks (Van der Kamp and Scheeren 1996). 
These are designated as the low-literacy group. Translated into the 2004 population 
fi gures, there would be more than 800,000 low-literacy older persons. A proportion 
of these are completely illiterate; it is estimated that a quarter of the low-literacy 
immigrant adult population are illiterate (www.alfabetisering.nl). The increase 
in the education level of older people has probably reduced the percentage of low-
literacy older persons today. Nonetheless, the numbers involved will still be large.

The relatively weak score of older people in the study of functional literacy  was 
attributable in part to their low education level , but even those with a similar educa-
tion level scored a less well than younger adults. This latter fi nding contradicts the 
assumption that older persons have more capacities than might be suspected on 
the basis of their (low) formal education level. If anything, the pattern suggests a 
dulling of those capacities, or at any rate of the type of knowledge and skills  that 
were measured in the study. Although the possibility cannot be ruled out that earlier 
generations of young adults with a given education level were more skilled than 
more recent generations, even then this advantage is evidently lost in later life.
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All this does not mean that the steady rise in the education level  of older people is of 
no signifi cance, but it does mean that allowance needs to be made for the fact that 
part of the ‘gain’ of a higher education  level is lost due to ageing .

2.2.4 Coping with modern information and communication resources 
Education  level and functional literacy  give a general indication of the knowledge 
and skills  on which older persons can call in their everyday lives. The ability to 
cope with modern information and communication resources  is an example of an 
area where lack of knowledge and skills  can manifest itself in practice. A personal 
computer (pc) with access to the internet  and e-mail and a mobile telephone have 
gradually become part of the standard equipment of many households; for many 
people, using these resources is part of daily life (scp 2004). Older persons do 
not lead the way here: for many of them, the world of modern information and 
communication technology (ict) is still uncharted territory. Computer ownership 
is however increasing rapidly among the elderly, and more and more of them are 
surfi ng the internet. In 2003 three-quarters of 55-64 year-olds owned a pc , usually 
with an internet connection; fi ve years earlier the fi gure was only 40%. pc ownership 
is less widespread among the higher age groups:, while the fi gure for the over-75s 
was only 19% (De Haan 2004). Older people are therefore catching up in this area.

Yet many older people still appear to prefer traditional channels for the provision 
of services, information and communication. This is not only because they have the 
feeling that they are not missing anything, but also because they lack the necessary 
knowledge and skills  to use the new technology. This can have disadvantages; 
someone who is not able to use ticket vending machines or atms, for example, 
will get into diffi culties if physical counters are replaced by automatic vending 
machines (train tickets, cash machines). And someone who does not know how to 
use a computer and the internet  will miss out on all kinds of information that are 
in creasingly being disseminated via this medium. The internet moreover increases 
the opportunities for older persons to establish and maintain social contacts  
(De Haan and Duimel 2005).

What kind of skills  do older people have in this area? The Amenities and Services 
Utilisation Survey (avo) carried out by scp in 2003 presents a picture for a number 
of skills relating to ict  (use of a pc , internet , e-mail, mobile telephone) and auto-
mation (use of automatic ticket vending machines and cash machines). The study 
also provides an insight into administrative skills (fi lling in forms, paying bills). 
Table 2.4 presents a summary of the number of adults who according to their own 
reports do not have a mastery of the actions listed.

Large numbers of older persons report that they do not know how to use a pc , 
surf the internet  or use e-mail. Given the fi gures on pc ownership above, this is 
hardly surprising. In addition, however, buying train tickets from an automatic 
vending machine, using a mobile phone and withdrawing money from a cash 
machine also pose problems for considerable numbers of older people. Paying a 
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bills and fi lling in forms pose the fewest problems, but even here 16% of the oldest 
age group reported that they are not able to do this – 7% because of health  problems  
and 9% for other, unspecifi ed reasons, such as illiteracy . Although allowance has to 
be made for a margin of error in these percentages, it is clear that the numbers of 
older people concerned are considerable. For example, the 16% of the over-75s who 
report that they are not able to pay bills or fi ll in forms corresponds to approximately 
140,000 people.

The oldest age group is again in the weakest position when it comes to other 
skills : 30% do not know how to withdraw cash from an atm, 60% cannot use a 
mobile phone, and 66% do not know how to buy a ticket from an automatic vending 
machine.4

Table 2.4
Administrative and ICT skills of adultsa by age, 2003 (in percentages)

35-54 
years

55-64 
years

65-74 
years

 75 
years

is not able to pay bills, fi ll in forms 1 3 6 16

does not know how to withdraw cash from an ATM 1 3 11 30

does not know how to use a mobile phone 6 15 36 60

doesn’t know how to buy a public transport ticket from a vending machine 13 25 41 66

does not know how to use a PC 15 35 69 87

does not know how to use the internet  or e-mail 19 45 76 92

a Excluding those living in institutions .

Source: SCP (AVO’03)

The level of skill not only declines with increasing age, but is also related to educa-
tion level . Within each age category, the low-educated are the least skilled group. 
In addition, according to their own reports women are less skilled than men in 
the various domains, even with an equal age and equivalent education level. Low-
educated, elderly women are therefore the most vulnerable  group, above all because 
there is a reasonable chance that they will survive their partner and be left alone. 
They will then need support  from their network , which means it is a ‘blessing in 
disguise’ that the children  of low-educated parents generally live relatively close to 
the parental home (Mulder and Kalmijn 2004).

2.2.5 Forecast of trend in education level : rise among women in particular
How will the education level  of the older generation  develop in the coming decades? 
Given that the formal education level of adults does not change much after around 
age 35, the education level of older people in around 2025-2030 is already largely 
known. Using this principle as a basis, we have formulated a projection of the educa-
tion level of older people from now to the year 2030. This projection ignores the 
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potential infl uence of factors such as socio-economic differences in life expectancy , 
participation in adult education  and (re)migration.5 Table 2.5 shows the results.

Up to the year 2030 there is the prospect of a considerable rise in the education level  
of the elderly: the proportion who have completed no more than primary education  
will decline to 10% or less, while 25-30% will have a higher education  background. 
The age-related differences  in education level presented earlier (see fi gure 2.1) 
already show that the education level of women will rise faster than that of men. As a 
result, the educational defi cit of women relative to men will have largely disappeared 
by 2030; a substantial difference between men and women will exist only in the 
highest age group of 75 years and older (see Appendix B2.1 on the website for further 
detailing by age, www.scp.nl/reportelderly).

Table 2.5
Projected education level  of the population aged 55 years and older, by sex , 2003-2030 

2003 2010 2015 2020 2025 2030

men

primary education 17 14 12 10 9 8

lower secondary education 22 21 21 21 20 19

upper secondary education 37 38 39 40 41 42

higher professional/university 23 27 28 29 30 31

total 100 100 100 100 100 100

women

primary education 29 21 17 14 11 10

lower secondary education 35 34 32 29 26 23

upper secondary education 25 30 33 37 40 42

higher professional/university 11 15 18 20 23 25

total 100 100 100 100 100 100

difference men – womena 24 20 16 12 9 6

a Segregation index

Source: SCP, calculated on the basis of CBS data (population forecast 2004-2050; EBB’97-’03, EBB-ouderen ‘96-’97)

Whether the educational defi cit of the elderly compared with younger adults 
will disappear in the future is uncertain. It will depend largely on the trend in 
educational participation  in the coming decades. If a saturation point is reached, 
generation  differences could gradually reduce and even disappear in time. The 
expectation is that the growth in educational participation over the next fi fteen 
years will be concentrated in secondary vocational education  and much less in 
higher education  (scp 2004). If this expectation proves accurate, the genera-
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tional  differences in the number of people with secondary education, at least, will 
 gradually reduce.

It is also uncertain how great the infl uence of adult education  will be in the future. 
The aim is to encourage as many people as possible to take part in lifelong learning 
but will all adults benefi t from this to the same degree or will the participation in 
practice be concentrated among the relatively younger age groups? In the latter 
eventuality the educational differences  between younger and older adults will only 
be emphasised more. Given the strong bias of lifelong learning towards the labour 
market and employability , there is a strong chance that it will largely pass older 
people by, with the exception of the youngest group (55-64 years), who are still 
partially active on the labour market.

2.3 Participation in courses 

The previous section made clear that older people are still relatively poorly educated 
and are less skilled than younger adults in a number of areas. Following training  
programmes and courses  could enable them to raise their skill levels. In this section 
we present an overview of the educational participation  of older persons and of 
developments which have taken place in that participation.

First to be examined is education regulated and funded by the government ; 
numerically, this education is of only limited importance for older people. Using 
sample surveys we then give a more complete picture. We also look at the back-
ground to older participants in education, enabling an assessment to be made of 
whether their participation really does have a compensatory function. Is it mainly 
low-educated persons who seek to make up for a lack of essential knowledge and 
skills  by following a course? Or are the participants mainly highly educated  older 
persons, who follow courses  as a hobby and out of interest?

Working older people constitute a separate group. In order to continue working 
for a longer period, older workers  need to maintain their stock of human capital by 
regularly following courses . We investigate whether they do so.

First of all, however, we look briefl y at the motives for following educational 
courses .

2.3.1 Motives for participation
For young people and young adults, education is an investment in the future. First 
they acquire basic knowledge and skills  during their compulsory school careers, 
before later qualifying for the labour market during their further education. Earlier 
research has shown that instrumental motives of this kind play virtually no role for 
older participants in education (Doets and Neuvel 2000). Older people who follow a 
course of education do so from a desire for personal development, in the context of a 
hobby or interest, or to maintain social contacts .
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The more recent data from Dutch respondents in the Eurobarometer survey in the 
spring of 2003 confi rmed this picture. A large majority of participants in the
35-54 age group cite qualifi cation-related motives for following a course (responses 
include: ‘to obtain or keep work’, ‘to do my job better’, ‘to improve chances of 
promotion’ or ‘to improve my chances of another job’). For many participants, this 
does not incidentally rule out motives related to personal development, leisure time 
and social contacts : in addition to such instrumental motives, many respondents 
also cite non-instrumental considerations (table 2.6). However, only one in fi ve 
participants aged 35-54 site exclusively non-instrumental motives for educational 
p articipation .

Table 2.6
Motives for participating in courses,a 2003 (in percentages)

35-54 years  55 years

not following a course 59 77

following a course 41 23

for which motive:

qualifi cation 29 14

qualifi cation and personal development/hobby/social contacts 53 4

personal development/hobby/social contacts 19 82

total motives 100 100

a Type of course not known.

Source: Eurobarometer 59.0 (January-February 2003; Dutch section of the sample)

The balance is clearly different among the over-55s. The vast majority of older 
p articipants had exclusively non-qualifi cation-related goals: social contacts , a nice 
way to pass the time, personal development. The small number of older people 
following a course in order to obtain a qualifi cation are found exclusively among the 
younger elderly who are still in work .

2.3.2 Mainstream education
The education programmes offered by mainstream education  establishments and 
aimed at obtaining formal qualifi cations generally do not appeal to the educa-
tional needs of older people. The number of older persons following courses  at 
such e stablishments is therefore not large, either in relation to the total number 
of p articipants in mainstream education or in relation to the total number of older 
people following courses. To the extent that they do follow mainstream courses, 
they tend to be in the vocational and adult education  sectors and higher education  
(universities of higher professional education , universities, Open University ). Unfor-
tunately, information on the age of the participants is not available for all sectors.



35Education and training

Vocational education and adult education 
The vocational and adult education  sector (bve) consists of senior secondary 
voc ational education  (mbo) and adult education, comprising basic education (aimed 
at indigenous and ethnic minority adults with an educational disadvantage) and 
general adult education (part-time junior and senior general secondary education 
and pre-university education). Only partial information on age is available in the bve 
sector. The age of senior secondary vocational students is unknown, but it is unlikely 
that they will include large numbers of older people.

In the adult education  segment, only the age of participants at the low levels is 
known (basic education, including courses  in Dutch as a second language for immi-
grants with a language defi cit). In the 2003/04 course year there were a total of more 
than 130,000 participants on these courses, of whom around 28,000, or more than 
one in fi ve, were aged over 50 (cbs StatLine). In itself this is a respectable fi gure, but 
when set against the large number of older people with a low education and/or low 
skill level, it becomes less signifi cant.

Adult education at levels 4-6 (general adult education  and junior and senior 
secondary and pre-university level, Dutch as a second language at the higher levels), 
there are far fewer participants than on the courses  at levels 1-3; in 2003/04 there 
were around 30,000. As stated, their ages are unknown, but the number of older 
persons following one of the courses cannot be very large. If the age distribution 
were the same as in the courses at levels 1-3, this would result in approximately 6,000 
participants older than 50 years.

Higher education
In the 2004/’05 academic year, out of a total student population of more than half 
a million in mainstream higher education , fewer than 6,000 students were aged 
50 years or older (higher professional education  3,960, university education 1,940). 
The number of over-50s is thus small, though it is increasing, because ten years 
earlier (1994/95) there were fewer than 3,000. This growth is attributable mainly to 
higher professional education, where the number of over-50s almost quadrupled 
(from 1,070 to 3,960), and much less to university education (an increase from 1,690 
to 1,940). The growth in the number of over-50s in higher professional education is 
accounted for mainly by part-time teacher training  for special education (an increase 
of almost 1,400 participants).6

People aged over 50 in academic education are found mainly in the disciplines 
Art, History, Philosophy and Languages (cbs StatLine). They are more often on 
full-time courses  than their peers in higher professional education  (33% versus 6%). 
More than in higher professional education, these are probably older persons who 
have ended work and have the time to study during the day.

Open University 
The Open University  (ou) provides higher distance education. At the end of 2004 
there were just under 19,000 active ou students (cbs StatLine). According to the 
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ou (www.ou.nl), 23% of students are aged over 45, equivalent to just under 4,000 
in dividuals. It is not known how many of these are aged over 55.

Higher education for the elderly (Hovo )
Higher education for the elderly (Hovo ) is allied to mainstream higher education  
but does not form part of it. It is not regulated or funded by the government . It 
was launched in the second half of the 1980s, based on the French example of the 
Université du troisième age. Currently, 15 Hovo institutes are active throughout the 
Netherlands, offering lecture cycles and courses  at higher professional/university 
level for the over-50s. Many of the lectures and courses are focused on art, culture, 
history and philosophy, though there are also courses in the social and natural 
sciences. The teaching staff include retired university lecturers and emeritus profes-
sors. The number of Hovo students is rising steadily: in 1996 there were around 
11,500, and in 1999 over 15,000 (Heinsbroek and Hofman 2000); by 2004 this number 
had risen to just under 22,000 (fi gures from secretariat of Hovo-Nederland).

The total number of older participants in mainstream higher education  can be 
roughly estimated at around 40,000. If the 22,000 Hovo  students are added to this, 
this takes the total to more than 60,000. To put this fi gure in perspective, it can be 
set against the total number of 50-74 year-olds in the population, a total of around 
4.2 million in 2004.7 The proportion of older persons following a mainstream 
course then equates to just under 1.5%.

2.3.3 Estimated participation based on sampling
The bulk of the educational participation  by the elderly takes place outside the main-
stream, government -funded education system. It can include very diverse forms of 
education and courses : company training  courses or courses followed elsewhere by 
older workers , but above all courses with a general educational and/or creative tenor. 
An example of the courses offered by the more than 90 adult education  institutes , 
which attract between 185,000 and 200,000 students of all ages annually (fi gures 
from the secretariat of the Association of Dutch Adult Education  Institutes).

Since there are few age records for students outside mainstream education , 
we are forced to seek recourse to sampling for a total picture. The Amenities and 
Services Utilisation Survey (avo) enables the trend in the educational participation  
of the elderly to be followed over a long period. The survey contains a broad raft of 
questions about following education and courses , which has been compressed here 
into two categories:
– qualifying education : courses  intended to impart basic skills , lead to the 

attainment of certifi cates and/or to an occupation (adult education , job-seeker 
training , full-time or part-time mainstream education , company training courses);

– non-qualifying education : usually programmes and courses  with a creative or 
general educational focus.8



37Education and training

In 2003 one in fi ve older persons were following a course, almost double the fi gure 
at the end of the 1970s (table 2.7). Expressed in absolute numbers, this means that 
around 800,000 were following a course or programme in that year.9 As expected, 
older people mainly follow non-qualifying courses . Far fewer of them take part in 
qualifying courses, especially compared with the reference group of 35-54 year-olds. 
In practice, participation in qualifying courses is limited to the 55-64 age group, who 
follow company training  courses. Section 2.3.5 looks at the trend in the educational 
participation  of workers  aged 55-64 years.

Table 2.7
Educational participation of the populationa aged 55 and older compared with that of the population 
aged 35-54 years, 1979-2003 (in percentages)

1979 1983 1987 1991 1995 1999 2003

qualifying coursesb 

35-54 years 6 9 13 14 21 25 25

 55 years 2 1 1 2 3 5 5

of which

54-64 years 3 2 3 2 5 8 9

65-74 years 2 0 0 1 1 2 1

 75 years 1 1 0 1 1 3 1

non-qualifying courses 

35-54 years 18 20 25 34 23 24 25

 55 years 10 12 14 16 16 16 17

of which

54-64 years 13 16 17 20 21 19 21

65-74 years 9 13 16 16 15 18 16

 75 years 3 6 6 7 9 9 10

total educational participationc

35-54 years 22 26 33 40 37 41 41

 55 years 11 14 15 17 18 20 21

of which

54-64 years 14 17 19 21 24 24 28

65-74 years 11 13 17 17 16 19 17

 75 years 4 7 6 8 10 11 11

a Excluding population living in institutions.
b Trend-break between 1991 and 1995 due to change in question formulation on company training courses .
c As adults can take part in both types of course, the total percentages are lower than the sum of the percentages for the 

individual types.

Source: SCP (AVO’79-’03)
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Though still lower, the participation rate of older persons in non-qualifying courses  
is much closer to that of the reference group of 35-54 year-olds. Moreover, the differ-
ence between older and younger adults has narrowed in the last few decades. Where 
the participation rate of 35-54 year-olds was 1.9 times as high as that of older persons 
in 1979, by 2003 this factor had shrunk to 1.4. We will return to the reduction in age-
related differences  in participation in non-qualifying courses in section 2.3.4.

The participation rate of older persons in non-qualifying courses  has not increased 
so markedly in recent years, though the participation rate of the younger elderly 
(55-64 years) in qualifying courses is still rising. Growth in participation has also 
levelled off among 35-54 year-olds, fi rst in non-qualifying courses,10 and in recent 
years in qualifying courses as well. Statistics Netherlands (cbs) also concludes 
that participation in adult education  ceased growing after the end of the 1990s 
(Van Herpen 2004), although recently published annual fi gures show a revival (cbs 
2006a).

The cause of the stagnating participation is not clear. For example, the general 
educational level – the most important predictor for participation in adult education  
– is still rising. It may be that, for younger adults, full diaries and high pressure 
of time constrain their ability to participate in education. For older people, other 
commitments and lack of time will be much less of a problem.

Figure 2.2
Participation in non-qualifying courses , by age,a 2003 (in odds ratios)

Source: SCP (AVO’03) 

a Excluding population of care and nursing homes. 
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The elderly versus the reference group: exaggerated age-related differences 
The differences in participation between older persons and the reference group 
of 35-54 year-olds are in part due to differences in education level . This becomes 
clearly visible if we compare the participation rate in non-qualifying courses  with 
and without a correction for differences in education level (fi gure 2.2). The ‘net’ 
age-related differences  (adjusted for distortions as a result of differences in educa-
tion level) are considerably smaller: the participation rate of 55-64 year-olds is for 
example the same as that of 35-44 year-olds. The participation rate of the older age 
groups is still lower, but the gap compared with 35-44 year-olds.

2.3.4 Participation of different groups
Since we have taken 55 years as the lower age limit for ‘the elderly’, this is by 
de fi nition a broad, heterogeneous group, within which living circumstances differ 
widely. A proportion of those in the 55-64 age group are still active on the labour 
market; problems with health  and the disabilities these can impose are generally 
not yet an issue for this age group. This does not change much in the fi rst years 
following retirement , but with the advancing years the number of elderly persons 
with health problems  and disabilities increases. The activity pattern becomes 
constrained and ultimately a proportion of elderly people lose their independence.

But there are also differences between older persons in a comparable phase of life . 
For example, the growing group of older people with a high education level  and 
good supplementary pension  is offset by a still sizeable group of low-educated older 
persons with a less rosy income position .

The differences in backgrounds and living circumstances work through into the 
participation rate in education and training . Earlier editions of the Amenities and 
Services Utilisation Survey have highlighted the following differences:
– well-educated  older people follow more courses  than low-educated older persons;
– the younger elderly more often follow courses  than the very elderly;
– older women more often follow courses  than older men;
– older persons with a physical disability take fewer courses  than older persons 

without disabilities (Herweijer 2001).
Figure 2.3 shows the participation differences according to the most recent data 
(2003). In addition to education level , income has been included as an indicator 
of socio-economic status. Education  level refers mainly to skills  and interests as 
conditions for educational participation ; income is important because of the costs 
of courses  and programmes. Figure 2.3 takes no account of the overlap between 
the different characteristics (better-educated people also have a higher income, the 
younger elderly are better educated, etc.). To accommodate this, a multivariate anal-
ysis was carried out, and the outcome is included in the discussion of fi gure 2.3 (for 
the analysis results see table. B2.2 in the appendices on the website).
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Figure 2.3
Participation in courses  by the populationa aged 55 and older, by sex , age, employment , 
education level , income and physical disabilities, 2003 (in percentages)

Source: SCP (AVO’03) 

a Excluding population of care and nursing homes.
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Qualifying courses  are mainly followed by people in the 55-64 age group; above that 
age the participation rate is virtually zero. Within the group of 55-64 year-olds, the 
participants are mainly workers , male, well educated  and well paid. After allowing 
for the overlap between the various groups, the difference between men and women 
and between income groups  disappears. There is no difference between male and 
female workers, and differences between income groups can largely be traced to 
differences in education level . The lower participation in qualifying courses by 
older persons with physical disabilities is related to their lower participation in paid 
employment 

The participation in non-qualifying courses  is more evenly distributed across the 
age groups: even in the group aged 75 years and older, around 10% follow a course. 
Moreover, the age-related difference is due in part to the relatively low education 
level  of the oldest group. The differences between men and women, between 
non-workers  and workers and by education level remain intact in the multivariate 
analysis:
– women participate more than men;
– non-workers  participate more than workers (the amount of available free time  

undoubtedly plays a role here);
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– people who had plenty of education in their youth are much more likely to 
participate again in later life.

The difference between low and high-income groups  largely disappears. The fact 
that the group with the highest incomes participates more in non-qualifying courses  
can therefore largely be attributed to their education level . Something similar 
applies for older persons with physical disabilities; although they take (non-quali-
fying) courses less often, but because physical disabilities correlate strongly with 
age and education level, the ‘net’ participation differences between older persons 
with and without physical limitation’ are less marked.

Trend: age-related differences  reduce, educational differences  still large
Viewed over the longer term, the ‘net’ age-related differences  in educational partici-
pation  have shrunk, at least for non-qualifying courses . This becomes clear if we 
compare the seven successive editions of the avo (1979-2003) and examine whether 
the correlation between characteristics of adults (age, sex , education level ) and their 
participation has changed. Figure 2.4 illustrates this trend. The participation rate of 
35-44 year-olds is set at 1; the values for the other age groups take the form of ratio 
scores, refl ecting the difference compared with 35-44 year-olds (for details of the 
analysis see B2.3 in the appendices).

The age-related differences  are found to have reduced signifi cantly compared with 
the end of the 1970s. The fact that older persons participate in education more than 
in the past is therefore not merely the product of the general rise in education levels; 
there has been a clear increase in the participation by the older age groups in recent 
decades, and their defi cit has either been completely – adults up to and including 
64 years – or partially – those aged 65 and older – eliminated.

The trend analysis also makes clear that the difference between men and women 
has diminished as well: older women have traditionally participated more in non-
qualifying courses  than men, but this difference declines over time. By contrast, the 
differences between those with a low and high education level  persist. As at the end 
of the 1970s, in 2003 persons with a high education level participate much more in 
non-qualifying courses. The growth in the educational participation  of adults has 
not altered this: the infl uence of education level on participation in adult education  is 
as great as ever.
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Figure 2.4
Trend in age-related differencesa in participation in non-qualifying courses , populationb aged 35 and 
older, 1979-2003 (in odds ratios, 35-44 years = reference group)

Source: SCP (AVO’79-’03) 

a The age-related differences have been adjusted for differences in education level and sex ('net' age-related differences). 
b Excluding population of care and nursing homes.
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A comparable analysis shows that the participation defi cit of older persons in 
qualifying courses  has not reduced over the long term (again see table B2.3 in the 
appendices on the website). Participation in these courses by adults correlates 
strongly with having paid work . For the majority of older persons this is no longer 
the case, with the exception of those still working in the 54-64 age group; section 
2.3.5 looks at how the educational participation  of this group has developed.

2.3.5 Training older workers : increase against the trend
The employment rate  of 55-64 year-olds has been increasing (moderately) since the 
middle of the 1990s, bringing to an end a period of steady decline in the number of 
working over-55s. Today, four out of ten 55-64 year-olds have a job, which compared 
with younger adults is still a low fi gure. Increasing the participation of older persons 
in employment  is a key objective of government  policy , and this has prompted moves 
to abolish measures such as early retirement  and pre-pension  schemes, or at least to 
make them unattractive.
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However, successfully keeping older people at work requires more than simply 
blocking the opportunities to exit  the jobs market; their knowledge and skills  must 
be kept up to date through training  and education. Company training courses  can 
contribute to the employability  of older workers  (Groot and Maassen van den Brink 
1997). This is supported by international comparisons: in countries with a relatively 
high training effort the effective retirement  age  is also high (Bovenberg 2003).

In the Dutch situation, however, older workers  in the past participated in 
company training  courses  and other forms of qualifying education  to a much lesser 
degree than younger workers. As many of them stopped work relatively early, it was 
not worthwhile investing in their training and education. In addition, particularly 
during periods when there was a large available labour pool, it was more attrac-
tive for employers to shed older workers and replace them with younger stock. On 
the other hand, the failure to keep their knowledge and skills  up to date was one of 
the factors prompting older workers to leave. High exit  rates from the employment  
process and the low participation rate in education and training by older workers 
kept each other in balance.

In recent years this vicious circle of early retirement  and low training  effort 
appears to have been broken. Not only is the employment rate  of 55-64-year-olds 
increasing, but the participation of older workers  in qualifying courses  – mainly 
company training courses – is also increasing (fi gure 2.5).

Figure 2.5
Participation by workers  in company and other qualifying courses , 35-64 year-olds, 1995-2003
(in percentages)

Source: SCP (AVO’95-’03)
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In the younger age groups, this participation increased to a much lesser extent, and 
stopped increasing altogether between 1999 and 2003. This corresponds with the 
stagnation referred to earlier in the growth in education participation by adults. The 
growth among older workers  forms an exception to this trend. In the light of the 
government  objective of lifelong learning, the narrowing of the gap in participation 
between older and younger workers is a positive trend, but less fortuitous is the fact 
that the closing of this gap is due partly to stagnation in the growth in participation 
in the younger age groups.

2.3.6 Obstacles to participation?
Many older people follow a course or training  programme, but the participation is 
not evenly distributed across the different groups of older persons. This begs the 
question as to the reason for this: do a proportion of them simply have no desire to 
follow a course or programme? Or do they encounter hindrances or obstacles which 
prevent them satisfying their demand for education?

Cross (1980) identifi es three types of obstacle to educational participation  by older 
persons: institutional obstacles (the content or organisation of the education is not 
geared to older persons); situational obstacles (tuition fees, accessibility, access for 
the disabled) and dispositional obstacles (people consider themselves too old to 
learn; people have negative experiences of learning).

The Report on the Elderly 1996 (Timmermans et al. 1997) presented an estimate of 
the number of older persons who would like to follow a course but did not do so for 
various reasons. According to a survey held at that time, 5% had an unfulfi lled wish 
take part in education. The rest were either taking part (14%) or stated that they had 
no wish to follow a course or programme (81%). In other words, there was an unful-
fi lled demand, but it was by no means massively large. No comparable recent fi gures 
are available, and it cannot therefore be said whether the unfulfi lled demand is now 
smaller or larger than a number of years ago. What can be said is that relatively few 
older persons with a moderate or severe physical disability in 2003 followed any 
courses  (see once again fi gure 2.4). This may be related to the diffi culty of accessing 
the courses on offer for older persons with a disability, but this cannot be said with 
absolute certainty: older persons were not asked about their educational wishes in 
the 2003 avo. Moreover, disabilities occur relatively frequently among the groups of 
older persons who already tend to have a low educational participation  rate (those 
with a low education level , the over-75s).

The group with the highest incomes were also found to participate in educa-
tion more than the middle and low-income groups . This could indicate that the 
costs pose an obstacle for some older persons, although the participation differ-
ences between low and high-income groups were not very large. It is likely that 
less well-off older persons opt for subsidised courses , while means-tested student 
co ntributions can also keep the fi nancial barriers low.
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The 2003 Eurobarometer survey provides some insight into the barriers experienced 
by adults when considering following a course or training  programme. Resp ondents 
were asked: ‘Suppose you wanted to follow a course; what would be the greatest 
obstacles?’. In other words, this was a hypothetical situation. It was not made clear 
that the respondents actually wanted to follow a course, nor that the obstacles cited 
prevented them from doing so. A sizeable number of respondents cited various 
obstacles, but were still following courses ; the circumstances they referred to 
evidently made this diffi cult, but not impossible.

Many older persons see one or more obstacles to following a course. Two out of 
three 55-64 year-olds and more than three-quarters of the over-65s cite one or more 
obstacles. This seems a lot, but in reality is not much more than for younger adults 
(table 2 8). The biggest difference lies in the nature of the obstacles cited. Older 
people – and especially the over-65s – frequently stated that they do not feel capable 
of following a course, citing objections such as ‘feeling too old’, ‘never having been 
good at studying’, lacking the necessary preliminary education or ‘not wanting to 
have anything more to do with school’. The obstacles that are important for younger 
adults – lack of time, being taken over by other commitments – do not play such a 
major role.

Table 2.8
Perceived obstacles to participation in education, 2003 (in percentages)

35-54
years

55-64 
years

 65 
years

sees no obstacles 36 34 23

sees obstaclesa 64 66 77

does not have the time or opportunity because of work 18 8 4

does not have the time or opportunity due to private commitments/free time activities 39 24 16

no (suitable) courses  available 12 26 27

does not feel capable 24 37 52

a More than one type of obstacle may be cited, so that the individual percentages do not add up to the total number 
experiencing obstacles.

Source: Eurobarometer 59.0 (January-February 2003, Dutch section of the sample)

The fact that older persons often do not feel capable of study is due in part to their 
low education level ; low-educated older persons in particular cite ‘do not feel 
capable’ as an obstacle to participating in education. But even where the education 
levels are equal, older persons cite this problem more often than younger adults. 
Evidently the mental distance from education simply increases with advancing age, 
including for the better educated.
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Older workers  also see not being ‘capable’ as the biggest obstacle to following 
a course. Workers aged 35-54 mainly cite work and private circumstances and 
commitments. Constraints such as accessibility and suitability of courses  do not 
play a signifi cant role in either age group (35-54 years, 55-64 years).

All in all, it seems that some of the obstacles to participation in education by 
older workers  lie with the workers themselves. While younger workers have the most 
problems fi tting education into a full agenda, older workers often have to overcome a 
mental barrier.

2.4 Summary and a few conclusions

As is the case for other age groups, the education level  attained is a central resource  
for older persons which has a great infl uence on their living conditions. This 
edu cation level has risen considerably in recent decades; in 2003 there were more 
older men with a higher professional or university education (23%) than older men 
who had only completed primary education  (17%). The education level of older 
women was increasing less rapidly; in 2003 three in ten older women had still 
completed only primary education and only one in ten had gone through higher 
education . These proportions are much more skewed for women aged over 75, of 
whom no fewer than half have completed only primary education.

When knowledge and skills  are measured directly, it is also found that older people 
are less well equipped than younger adults. According to the study of functional 
literacy  that was conducted in the middle of the 1990s, the expectation was that 
one in fi ve older persons would have considerable problems in understanding 
texts and carrying out everyday arithmetical tasks. Given the further rise in their 
education level  since the mid-1990s, they will today be in a better position in this 
regard, but they remain vulnerable . For example, in 2003 a sizeable number of 
older people reported that they were unfamiliar with the use of ATMs and ticket 
vending machines. In the highest age group, 75 and older, one in six reported that 
they were unable to fi ll in forms or pay bills. In addition, the ‘modern’ information 
and communication resources  (mobile telephone and particularly pc , e-mail and 
internet ) are uncharted territory for many older people, even though pc ownership 
and use are increasing.

The importance of education as a resource  for the living conditions of the elderly is 
also demonstrated implicitly by the education level  of the residents of nursing and 
care homes . Broadly speaking, these people have a much lower education level than 
their peers living independently . This is primarily due to the poorer health  of low-
educated older persons, but in addition better-educated older people, thanks to their 
more favourable income position , are better able to arrange help in the home as an 
alternative to admission to an institution.
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The general education level  is set to rise sharply in the coming decades as 
g enerations are progressively replaced. The expectation is that by 2030 no fewer than 
a quarter of older women will have a higher education  background and only one in 
ten will have completed no more than primary education . Their educational defi cit 
relative to older men will have been largely eliminated by 2030.

People with inadequate knowledge and skills  can in principle improve these by 
following courses  and training  programmes. The number of older people following 
some form of education is admittedly considerable, but many participants are 
already well educated  and take courses to foster their further personal develop-
ment, satisfy their interests and/or maintain social contacts . As a consequence, 
older participants in education are to be found mainly on non-qualifying courses, 
outside the mainstream education  system. Low-educated older people, who from 
the perspective of becoming better equipped stand to gain most from a course or 
training programme, participate the least. Many of them feel they lack the skills  
necessary to follow a course. They ‘feel too old’, ‘have never been good at learning’ or 
‘don’t want to have anything more to do with school’.

Compared with the end of the 1970s, participation by the elderly in non-qualifying 
educational courses  has grown sharply, and this has signifi cantly reduced the 
gap in participation rates compared with younger adults. Courses and training  
programmes have acquired a fi xed place in the leisure time repertoire of older 
people, though there are limits: although participation by the over-75s has increased, 
it is still signifi cantly lower than that of the younger age groups.

While the differences between the age groups have reduced, the differences 
between those with a low and high education level  are as large as ever. Taking part in 
education later in life is clearly a question of ‘old habits die hard’.

Qualifying courses  – aimed at imparting basic skills , attaining a diploma or 
pursuing an occupation – are followed mainly by the 55-64 age group. In far and 
away the majority of cases these are people following a company training  course for 
their work. Participation in courses by older workers  has always been low, though 
has begun rising in recent years, against the trend. The vicious circle in which early 
retirement  by older workers and low educational participation  keep each other in 
balance, gradually appears to have been broken.

Education  is a signifi cant resource  for older people, just as it is for younger 
adults. Despite the increase in the education level , there are still large numbers 
of low-educated older persons with a relatively low level of knowledge and skills . 
Participation in education, however much this meets the need for personal 
de velopment and social contacts , does little to change this: its reach among the 
most vulnerable  groups is too small. The successive replacement of generations will 
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lead to an increase in the education level in due course, but this will do nothing to 
help the most vulnerable members of the present older generation ; for them, it is 
e ssential that they are able to fall back on support  from those around them.
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Notes

1 Cause and effect are not fi xed in advance. On the one hand the working conditions and 
less healthy lifestyle  of people with a low education level  constitute a risk factor for the 
onset of disabilities; on the other hand, disabilities at an early age can stand in the way 
of a successful school career.

2 The information on the education level  of older persons up to and including age 74 
in 1995, 1999 and 2003 is taken directly from the Labour Force Survey (ebb). The 
ed ucational distribution of older persons aged 75 and older has been reconstructed, 
partly on the basis of ebb surveys from earlier years and partly on the basis of the eeb-
ouderen survey of older people in 1996 and 1997.

3 The proportion of elderly persons of non-Western origin in the total older population 
stood at 2.9% in 2003 (Schellingerhout 2004). It is in fact by no means certain whether 
older persons from ethnic minorities  are proportionately represented in the general 
population surveys on which the total picture of the population aged 55 and older is 
based.

4 It is not known whether respondents who stated that they did not know how to do this 
had actually tried and encountered problems.

5 According to Van Herten et al. (2002), low-educated men (who have completed 
only primary education ) have 3.5 years less to live from the age of 65 than their 
well- educated  (higher professional/university education) peers. Among women 
the difference is smaller, at approximately 2 years. Not allowing for this difference 
therefore leads to an underestimation of the future education level . Migration can also 
have an infl uence: marriage migrants from Turkey and Morocco generally have a low 
education level  and therefore have a negative infl uence on the educational distribu-
tion (Gijsberts 2003). Given the younger age at which they come to the Netherlands, 
however, it will be a long time before they join the ranks of the older generation . The 
impact on the educational distribution of the arrival of asylum-seekers from countries 
such as Iran, Iraq and Afghanistan is much less marked; their educational distribution 
does not differ much from that of the indigenous population (Zorlu and Traag 2005). 
Remigration of retired older members of ethnic minorities  could have an upward 
infl uence on the educational distribution. The effect of participation in adult education  
on the formal education level is not very great; many participants already have a high 
education level and are simply broadening their knowledge. The potential infl uence of 
various factors not only differs in terms of their direction (upwards, downwards), but is 
also diffi cult to quantify.

6 The other teacher training  programmes (for standard primary education , secondary 
education, vocational education ) and nursing training programmes each made a more 
modest contribution to the growth in participation by the over-55s. In all cases it is 
probably younger elderly who follow these courses  in connection with their position on 
the labour market.

7 In most data on the age of participants in mainstream education , an age limit of 
50 years is applied

8 The classifi cation is based on the focus of the course. This need not coincide with the 
motives of the participants – for example in the case of older persons who follow a 
higher education  programme after retirement  out of interest.

9 In the avo respondents are asked about participation in the last 12 months. This differs 
from the ‘lifelong learning’ indicator which cbs calculates for the eu on the basis of 
the Labour Force Survey and which is based on participation during the preceding four 
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weeks. In 2003 16% of the population aged 25-64 had followed a course ‘in the last 
four weeks’ (cbs StatLine). After conversion to an annual fi gure, cbs estimates the 
p articipation rate at 48 courses  per hundred members of the population (Van Herpen 
2004).

10 The high percentage for 35-54 year-old is in 1991 is a one-off outlier.
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3 Paid employment 

Maurice Gesthuizen (scp)

3.1 Introduction

The government  is going to considerable lengths to increase the proportion of 
elderly people in paid employment . The most important reasons for doing so are 
the increasing burden on the social security system imposed by the ageing  of the 
population and the benefi cial effects that can be ascribed to employment . The 
Netherlands has formulated objectives and a number of concrete targets for the 
labour force  participation of the elderly. The government’s aim is to achieve a net 
employment rate  among 55-64 year-olds of 40% in 2007 and 45% in 2010, compa-
rable with the European target of 50% in 2010 agreed in the Lisbon strategy, which 
also included jobs of less than twelve hours a week (tk 2003/2004a). In the national 
budget of the Ministry of Social Affairs and Employment of 2006 (tk 2005/2006c) 
the government’s goals are set out under the ‘Proactive labour market policy ‘ item. 
The instrument by means of which the government seeks to increase labour force 
participation is that of making exit  routes (early retirement ) (vut), unemployment  
benefi ts (ww) and incapacity benefi t  (wao) unattractive and more diffi cult. In addi-
tion the government has launched a number of activities  for drawing the attention of 
employers and businesses to age-aware policies. The ultimate aim of these activities 
is to ensure that employees  continue to remain in employment and enjoy attractive 
prospects, and that employers do not regard a workforce containing older people as 
problematic.

Chapter 5, concerning income position, discusses the trends  in the percentage of 
older people making use of the various labour market exit  possibilities. This chapter 
focuses on trends in paid employment  and we use participation and exit fi gures in 
order to examine whether the elderly of today participate to a greater extent and for 
longer than hitherto. This has involved updating the key fi gures from the Report on 
the Elderly 2001 (De Beer and Wildeboer Schut 2001), while a number of new analyses 
have also been added.

Two personal characteristics closely associated with labour force  participation are 
also examined: level of education and health . Chapter 2 indicates that the elderly are 
becoming ever more educated and that we can anticipate an even further increase. 
This creates good prospects, for a high level of education opens doors to jobs with 
good primary and secondary conditions of employment  and is consequently of 
importance for the way in which (older) employees  experience their work. In addition 
labour force participation can be held back by physical limitations (Van Campen and 
Schellingerhout 2005) and it is known that the less well educated  are less healthy 
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than the better educated (Monden 2003). The infl uence of these two factors needs to 
be established independently of one another for the purposes of formulating policies 
in respect of labour force participation by the elderly. This chapter therefore fi rst 
of all examines developments in the difference in employment rates between less 
well educated and well educated elderly people. We then go on to discuss trends in 
the infl uence of subjectively perceived health  on participation in work . In doing so 
we take account of differences in level of education between healthy and unhealthy 
elderly people. The following research questions are addressed in this chapter:
1 To what extent are the employment rates and exit  rates of the elderly subject to 

change?
2 How do employment rate  trends among the elderly in the Netherlands compare 

with those in other western countries?
3 How is the employment rate  of the less well educated  and the well educated 

evolving?
4 What developments are there in the employment rate  of the elderly who feel 

healthy or unhealthy, and to what extent is the difference in participation between 
them declining or increasing, taking account of level of education?

The fi rst research question focuses on trends in the net employment rate  and on the 
age at which the elderly leave the labour market (§ 3.2). We then compare the employ-
ment rates of Dutch elderly people with those for the elderly in Denmark, France, 
Germany, the United Kingdom, Italy and the United States (§ 3.3). Developments in 
the employment rates of the less well and the well educated  (§ 3.4) and healthy and 
unhealthy elderly people (§ 3.5) are then examined. The fi nal section (§ 3.6) provides 
a summary of the results.

The sources for the data are the Labour Force Survey (ebb) of 1992-2004, the 
Health Survey (gez) of 1992 and 1996 and the Permanent Quality of Life Survey 
(pols) of 2000, 2002 and 2004. These data have been collected by Statistics Nether-
lands (cbs). The comparable inter-country employment rates have been drawn from 
Eurostat.

3.2 Labour market trends among older employees 

3.2.1 Net participation trends
As has been noted, the government  formulates its targets in terms of net employ-
ment rates. The fi gures accordingly concern the active labour force  (in salaried 
employment  or self-employed , at least twelve hours a week) as a percentage of the 
total population aged under 65.1 Table 3.1 shows these net employment rates for 
various age groups, broken down by sex . To begin with we compare the trends in 
net employment rates among the over-55s with those of the 35-49 year-olds. We then 
examine differences between men and women.
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Table 3.1
Net employment rate  by age and sex , 1992-2005 (in percentages)

Annual fi gures Changes

1992 1996 2000 2002 2004 2005
1992-
2005a

2002-
2005a

total

35-49 years 68 70 76 77 77 77 9 –1

50-54 years 56 60 66 68 69 70 14 2

55-64 years 25 26 34 37 39 40 15 2

of which

55-59 years 38 40 49 53 54 55 18 2

60-64 years 11 11 16 17 19 18 7 1

65-74 years 3 2 3 3 4 1 1

men

35-49 years 89 89 92 90 88 87 –2 –3

50-54 years 80 82 85 85 83 84 4 –2

55-64 years 40 39 47 52 53 52 12 0

of which

55-59 years 58 58 67 72 71 72 14 1

60-64 years 20 18 24 27 27 25 5 –1

65-74 years 5 4 5 5 6 0 1

women

35-49 years 45 50 60 64 65 66 21 1

50-54 years 31 36 47 51 55 56 25 5

55-64 years 11 14 20 22 26 27 16 5

of which

55-59 years 18 22 31 34 37 38 21b 4

60-64 years 4 5 7 7 11 12 8 4

65-74 years 1 1 1 1 2 1 0

a For the age group 65 – 74 years in 1992-2004 and 2000-2004 respectively.
b The rounding-off to the nearest whole number means that the fi gure does not correspond with the difference between 

55 and 38.

Source: CBS (EBB’92-’05)

Between 1992 and 2005 the net employment rate  among 55-64 year-olds increased 
from 25% to 40%. Among the 35-49 year-olds two-thirds were participating in the 
labour market in 1992 and over three-quarters in 2005. The increase of 15 percentage 
points among the elderly was therefore more pronounced than that among the 35-49 
year-olds (9 percentage points). An employment rate of 40% in 2005 corresponds 
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with the target fi gure for 2007. A further increase of 1 percentage point per year 
would mean that the target of 45% for 2010 would be achieved.

Within the group of 55-64 year-olds the increase is more marked among 55-59 
year-olds than among 60-64 year-olds (18 and 7 percentage points respectively). In 
2005, 55% of the former category and 18% of the latter category were in employment . 
Although the increase in the net employment rate  is certainly positive, it remains 
at a low level for the over-60s. This is in part attributable to the high proportion of 
people among the 60-64 year-olds who have taken early retirement  (Huynen et al. 
2004), but employment incapacity, unemployment /social assistance benefi t status 
and unavailability for the labour market are also factors. The average person in the 
Netherlands continues to be reluctant about ongoing employment and on average 
prefers to stop working at age 63 (scp 2004).

Among both men and women aged 55-64 there has been a substantial increase in 
labour force  participation. Both groups have seen an increase of approximately 
15 percentage points between 1992 and 2005. In 2005, 52% of the men and 27% of 
the women in this age category were employed in 2005. In addition the 21 percentage 
point increase among 55-59 year-old women is above average (from 18% to 38%). 
All in all ever fewer women are terminating their careers prematurely and re-entry 
has become increasingly common, including among older women (Portegijs et al. 
2004). The increased level of participation among older men can be attributed in 
part to the measures to discourage early retirement  and exit  by means of unemploy-
ment  or incapacity benefi t . As yet there are no signs of any change in thinking about 
extended employment . It has already been noted that only a small proportion of 
elderly people wanted to continue working beyond the age of 65 (scp 2004). Similarly 
the nidi Employees Survey 2001 indicated that 82% of the employees  questioned 
wanted to stop working before turning 65, while just 4% indicated that they (prob-
ably) wanted to continue working (Henkens and Van Solinge 2003a). The recently 
launched government  campaigns to draw attention to age aware personnel policy  are 
designed to produce a change in these statistics.

There was barely any change between 1992 and 2004 in the employment rate  of the 
group that has already achieved retirement  age  (i.e. 65-74 year-olds). In 2004 4% of 
this group were in employment  (6% of men and 2% of women). The existing data 
show that this is a highly select group. Of the economically active 65-74 year-old 
men 47% are self-employed , compared with 16% of men aged 55-64. In the case of 
women the fi gures are 41% and 17%, respectively.2 An initial hypothesis to explain 
this phenomenon could be that the self-employed do not have to stop working while 
employees  generally do. Secondly the self-employed may on average build up less 
of a pension  than salaried employees, as they are required to do so themselves. 
A third hypothesis, and one that is consistent with the fi rst, could be that employees 
continue working for their old fi rm after retirement age but do so on a freelance 
basis as this works out more favourably for the employer.
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Furthermore, research by Henkens and Van Solinge (2006) indicates that the most 
important reason for continuing to work beyond the age of 65 is that people ‘enjoy 
their work’, while fi nancial reasons turn out to be the least important. Since more 
highly educated  employees  generally have better jobs that intrinsically provide 
greater satisfaction than the jobs of less well educated  employees (Kalleberg and 
Mastekaasa 2001), it would be reasonable to assume that those with secondary and 
higher education  more often wish to continue working after reaching the age of 65 
than those with little education. This does indeed turn out to be the case; among 
salaried employees aged 65-74, 70% have completed secondary or higher education, 
while among pensioners aged 65-74 the fi gure is ‘just’ 45%. Finally, the authors of 
this study also consider that there has been an increase in acceptance of over-65s in 
employment : more and more people consider that the over-65s can make a useful 
contribution in organisations (Henkens and Van Solinge 2006).

Finally, it is notable that the employment rates for 55-64 year-olds during the post-
2002 economic downturn continued to rise, whereas they declined again slightly 
among the total labour force  – a trend noted at an earlier point (Dagevos and 
Gesthuizen 2005). The increase turns out, however, to apply only to older women 
and not to older men (5 versus 0 percentage points). The oecd has also observed 
this trend, but at the same time noted the – not surprising – fact that the increase 
among women related in particular to part-time work (oecd 2005: 51). Nevertheless 
the increase in net participation among the elderly during the economic downturn 
is a fact and it may be expected that now the labour market is picking up again, the 
increase will be sustained at an undiminished and perhaps even faster pace.

3.2.2 Exit rate trends
One way of establishing whether people continue to work for longer than before is 
to examine exit  rates. Figure 3.1 shows the exit rates  for men and women at various 
ages from 50 onwards. The following example illustrates how these are calculated.3 
In 2004 the net employment rate  of 60 year-old men was 47%, while that of 59 
year-old men in 2003 was 57%. This means that the exit rate  of 60 year-old men in 
2002-2004 is 18% (57-47)/57).4

We make a comparison between 1992-1993 and 2003-2004 on the basis of moving 
averages.5 Figure 3.1 shows that from 2003 to 2004 fewer men left the labour force  
(the exit  rates are lower and also remain at a low level for longer) and that the men 
who left the labour force did so at a later age than before. Thus the exit rate  for those 
aged between 55 and 60 rose steadily in 1992-1993 from 7 to a peak of 35. Taking the 
period 2003-2004 the exit rate achieves a maximum of 7 up to and including age 58, 
after which it rises to a relatively low peak of 27 for 61 year-olds.
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Figure 3.1
Exit rates percentages for men and women by age, 50-64 year-olds, 1992-1993 and 2003-2004 
(progressive averages)
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The exit  rates for 2003-2004 for women exhibit virtually the same pattern as that 
for men in that period. Although the net participation fi gures among older women 
are lower than among older men (see table 3.1), the same percentage of the working 
population of the same age consistently drop out. Few conclusions can be drawn 
for the fi gures for women for 1992-1993. Until age 59 the trend is still comparatively 
even, but from age 60 onwards the exit rate  jumps from one extreme to the another. 
The reason for this is simple: during that period there were so few working women 
of that age that a small absolute decline in the net employment rate  produces a large 
percentage change.

In brief: in the case of men it is fair to conclude that they nowadays leave the labour 
force  less frequently and also do so at a later age than hitherto. Women currently 
exit  the labour force at the same age as men and in equal proportions. In order to 
monitor the trend in the exit pattern for women we will however need fi gures for a 
few years yet.

3.3 The Dutch situation from an international perspective

As we have just seen, the trends in labour force  participation among the elderly have 
been positive over the past decade. Another question is how the Dutch situation 
compares with that in other countries. So as not to over-complicate the presentation 
and description of the results, the comparison is based on a limited number of coun-
tries: the Netherlands, France, Italy, Germany, the United Kingdom, United States 
and Denmark. The choice in favour of these countries is not arbitrary but is based on 
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the welfare state  category to which they belong (cf. Esping Andersen 1990 and the 
empirical classifi cations in Wildeboer Schut et al. 2001 and Soede et al. 2004). The 
Danish welfare state falls  into the socio-democratic category while that in France 
and Germany can be described as corporatist. The United Kingdom and the United 
States have a liberal-type welfare state, while Italy is among the group of countries 
with a Mediterranean type of welfare state. Finally the Netherlands can be regarded 
as a hybrid case, holding the balance between the corporatist and socio-democratic 
types.6 A discussion of welfare state theory and the empirical substantiation for the 
various types can be found in the aforementioned sources. The discussion below 
draws where relevant on the results of those studies.

Figure 3.2
Net participation of men and women aged 55-64 years, various countries, 1992-2004 
(in percentages)

Source: Eurostat (Labour Force Survey)
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In no other country did the employment rate  of older men rise as rapidly as in the 
Netherlands between 1992 and 2004 (fi gure 3.2). The employment rate in 2004 
remained lower than in the United Kingdom and the United States (countries repre-
senting the liberal welfare states) and Denmark (socio-democratic) but, as a hybrid 
welfare state , the Netherlands has clearly moved ahead of France and Germany 
(both corporatist) and Italy (Mediterranean). In 1992 the employment rate among 
55-64 year-old men in France was 36%, in the Netherlands 42%, in Italy 48% and in 
Germany 49%. The relatively low employment rates in the corporatist welfare states 
can be ascribed to the encouragement provided for early retirement  (Wildeboer 
Schut et al. 2001; scp 2005b), in the form of the collective arrangements for with-
drawal from the labour force  under early retirement , unemployment  and invalidity 
schemes. This means that less productive employees  can leave the labour force with 
comparative ease (either voluntarily or involuntarily). The employment rate in liberal 
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and Scandinavian welfare states has been signifi cantly higher since the early 1990s. 
In the former case old age pension  schemes are less extensive, while in the latter 
case there is a relatively high retirement age  (Soede et al. 2004). The most important 
fi nding is, once again, that the increase in the employment rate among Dutch 55-
64 year-old males outstrips that in all other countries. It may be that this provides 
substantiation for the conclusion reached in the report on the future labour market 
and social security (Toekomst arbeidsmarkt en sociale zekerheid) that a hybrid type of 
welfare state has the advantage of providing a greater range of options for achieving 
policy  goals, such as a high employment rate among the elderly (scp 2005).

The pattern for 55-64 year-old Dutch women is the same as that for men, albeit 
somewhat less pronounced. In the early and mid-1990s their participation was 
relatively low, but thereafter the increase exceeds that in the other countries. To 
begin with the employment rates were lower than those in the Netherlands only in 
Italy. Once again Denmark, the United States and the United Kingdom do best; the 
employment rate  among older women in Italy, France and Germany is signifi cantly 
lower. It may be that women in the latter two countries, which have a corporatist 
welfare state , have fewer incentives to participate in the labour market. The system 
is heavily tilted in favour of breadwinners and there are also extensive maternity and 
child benefi t facilities, while childcare is comparatively limited (Wildeboer Schut et 
al. 2001). The low employment rate among young women is therefore carried on in 
the later stages of life. In 2004 the employment rate among Dutch women had caught 
up with that for French and German women in the 55-64 year-old age category, 
although the gap on Denmark, the United States and the United Kingdom remains 
substantial. A possible explanation may be the higher average actual exit  age in these 
countries. In Denmark, for example, this is 62.6 years and in the United Kingdom 
62.9 years. In comparison with the 61.1 years in the Netherlands a higher percentage 
of women work on average for 1.5 years more (Eurostat, New Cronos). This means 
that the gap will not be quickly closed, if at all. Furthermore, it can once again 
be noted that a relatively high proportion of Dutch women, also by international 
 standards, works part-time (oecd 2005: 51). Nevertheless the Netherlands occupies 
an ever more favourable position in the league table of participation by older men 
and women in western countries.

3.4 Trends in the net employment rate  among the less well educated  and well 
educated

A person’s life situation  is to a large extent determined by their level of education. 
A good education opens up prospects in the labour market and increases the prob-
ability of earning a good and secure income, an interesting job, social contacts  
and the sense of being a valuable member of society. Findings for the Netherlands 
indicate that the less well educated  participate less in the labour market than the 
well educated, particularly in the case of women (Gesthuizen and De Graaf 2002; 
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Gesthuizen 2004). At issue is the current situation among the elderly and what trends 
have taken place between 1992 and 2004. The net employment rate  of 50-64 year-olds 
between 1992 and 2004 for the less well educated and well educated7 are compared in 
fi gure 3.3a and 3.3b, broken down by sex .

The employment rate  of the less well educated  staged a particular increase among 
older men: on average more fully educated men aged 50 and over remain in work . 
This increase applies to the entire age range from 50 up to and including 63. In  
1992 24% of those aged 60 were in employment ; in 2004 this had risen to 38%. The 
increase is less pronounced among the well educated, who were already partici-
pating in large numbers in 1992. Even so the well educated are more frequently 
employed at a somewhat later age in 2004 than in 1992, especially in the 54-60-age 
bracket. At the latter age 44% were in employment in 1992 and 54% in 2004.

Figure 3.3a
Net participation of men, by age and education, 50-64 year-olds, various countries, 1992 and 2004 
(in percentages, progressive averages)
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It can be noted that less well educated  older men perform different kinds of work 
from the highly educated . On this score little has changed over time. Thus their 
occupational level 8 is signifi cantly lower (for less well educated men aged 55-64 
this averages 40-45, while well educated men in the same age group have an average 
score of 65 on a scale of 10-90; Gesthuizen 2004). Low level occupations pay less, 
are often less complex in nature and on average demand less physical exertion than 
higher level occupations. It was already seen in Chapter 2 on education and training  
that the proportion of poorly educated people has fallen over time and that a further 
decline is anticipated. This means that ever more older people have access to work 
with a high average occupational status. This could well have a favourable effect on 
the average life situation  of older people.
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The employment rate  of both poorly and well educated  women rose between 1992 
and 2004 (fi gure 3.3b). In the case of less well educated women the net employ-
ment rate has roughly doubled since 1992 at each age. After age 60 the rate regularly 
more than doubles, but the initial fi gures for this age onwards were also very low in 
1992, so that a marked increase is readily achieved. Nevertheless the percentage of 
poorly educated women participating in the labour market is relatively low, both in 
1992 and 2004. At age 55 the fi gures are 16% and 31% respectively, and at age 60 5% 
and 12%. Highly educated women were already participating on a large scale in the 
labour market in 1992, but even so the increase in their case has been substantial. 
In 1992 half of highly educated  55 year-olds were in employment , while in 2004 the 
fi gure had reached 67%. This increase of 17 percentage points is reasonably indica-
tive for the other ages. Particularly high increases apply at ages 58 and 60, where the 
difference between 1992 and 2004 is 25 and 26 percentage points respectively (48-23 
and 37-11). This indicates that more highly educated women are continuing to work 
at a later age.

Figure 3.3b
Net participation of women, by age and education, 50-64 year-olds, various countries, 1992 and 
2004 (in percentages, progressive averages)
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All in all the employment rate  rose among both the less well and the well educated . 
The latter also nowadays continue to work at a higher age. The employment rates 
for highly educated  women do, however, remain signifi cantly higher than those for 
the less well educated. Nevertheless the increase among all education categories is 
encouraging, while a further increase in the level of education is also in prospect 
for older women (see chapter 2). Since the expansion of education for women got 
underway at a later point but then proceeded more rapidly than for men (Gesthuizen 
2004), older women are in all probability likely to continue closing the gap in labour 
force  participation on older men in the future.
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3.5 Health and participation in paid employment 

We have seen so far that the labour force  participation of the elderly is on the up and 
that level of education is an important determinant of participation. Since education 
levels may be expected to continue to rise in the future, particularly among women, 
a further increase in net participation and an increase in the average occupation 
level may be expected. These fi ndings indicate just how important resources  such as 
education are for the life situation  of the elderly.

Another resource  is a person’s health . Poor health is closely correlated with social 
exclusion among the elderly (Jehoel-Gijsbers 2004) and physical limitations 
can throw up barriers to participation in the labour process (Van Campen and 
S chellingerhout 2005). This section examines the relationship between subjective 
health9 and labour force  participation.10 The question concerns the extent to which 
unhealthy older people work less than healthy older people, and to what extent 
the difference in labour force participation between healthy and unhealthy elderly 
people has widened over time. This question is answered with the aid of the data in 
Figure 3.4 and table 3.2.

Approximately two-thirds of the elderly (aged 55-64) consistently say that they feel 
well or very well (see chapter 6 on health  for the relevant fi gures). One third, there-
fore, state that their health leaves something to be desired or even regard it as being 
poor. In 1992 this concerned approximately 125,000 and in 2004 some 270,000 older 
people.11 These are therefore substantial fi gures.

Figure 3.4 shows that subjectively perceived health  and labour force  participation are 
related. People who feel unhealthy participate less than those who do feel healthy. 
This applies to both younger (35-49 and 50-54) and older (55-64) people. Of impor-
tance is the clearly discernible trend for 35-49 year-olds and 50-59 year-olds between 
1992 and 2004. The employment rate  of people who do not feel entirely healthy is 
stable or rises slightly, while participation among persons who feel well or very well 
rises comparatively strongly. The gap in labour force participation between healthy 
and unhealthy people aged 55-59 has therefore widened, as has that between healthy 
and unhealthy 35-49 year-olds and 50-54 year-olds.

It is important to establish whether this correlation between health  and labour force  
participation is signifi cant12 and whether it persists after various personal charac-
teristics, such as the respondent’s level of education, have been controlled for, since 
level of education is a major determinant of labour force participation and is also 
closely correlated with health (Monden 2003).13 The regression analyses in table 3.2 
shows for the four age groups whether perceived health  is signifi cantly correlated 
with labour force participation (model 1, designated in table 3.2 as M1) and whether 
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the difference in labour force participation between healthy and unhealthy Dutch 
people has increased signifi cantly (model 2, designated in table 3.2 as M2).14

Figure 3.4
Proportion of people in work  by perceived healtha, 35-64 year-olds 
(in percentages, weighted averages)

50-54 years35-49 years

60-64 years55-59 years

1992 1996 2000 2002 2004
0

20

40

60

80

100

not healthy healthy

1992 1996 2000 2002 2004
0

20

40

60

80

100

1992 1996 2000 2002 2004
0

20

40

60

80

100

1992 1996 2000 2002 2004
0

20

40

60

80

100

a In 1992, 1996 and 2000 the available response categories were ‘very good’, ‘good’, ‘not too bad’, ‘sometimes good,  
 sometimes poor’, ‘poor’; in 2002 and 2004 they were ‘very good’, ‘good’, ‘not too bad’, ‘poor’ and ‘very poor’.

Source: CBS (GEZ’92 and ’96; POLS’00, ’02 and ’04) SCP calculation 
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Table 3.2
Labour force participation by perceived health  and background variables, 35-64 year-olds, 
1992-2004 (in non-standardised b-coeffi cients)

 35-49 years 50-54 years 55-59 years 60-64 years

 M1 M2 M1 M2 M1 M2 M1 M2

year of measurement (year-1992/12) 0.71 0.15 0.81 0.30 1.00 0.55 0.66 0.39

health 

not healthy (ref)

healthy 1.34 0.82 1.40 0.87 1.08 0.62 0.61 0.35

sex 

male (ref)

female –1.79 –1.78 –1.77 –1.77 –1.31 –1.31 –0.82 –0.82

education

primary, lower secondary (ref)

upper secondary 0.64 0.64 0.54 0.55 0.44 0.44 0.48 0.48

higher professional/university 1.16 1.16 1.11 1.11 0.93 0.93 0.78 0.78

household composition 

single person household –0.52 –0.52 –0.19 –0.19 –0.08 –0.07 0.16 0.16

couple without children  (ref)

couple with children –0.30 –0.30 0.20 0.20 0.22 0.22 0.56 0.56

single parent family –0.38 –0.37 0.03 0.03 0.21 0.22 0.28 0.28

year of measurement x health 0.76 0.76 0.63 0.36

constant 0.96 1.35 0.10 0.45 –1.04 –0.71 –2.38 –2.18

explained variable (Nagelkercke) (%) 26.6 26.7 31.6 31.7 25.4 25.5 11.0 11.0

(n) = 25.130 25.130 7.483 7.483 6.347 6.347 5.386 5.386

in bold: signifi cant (p < 0.05)

Source: CBS (GEZ’92 and ‘96, POLS ‘00, ‘02 and ‘04) SCP calculation

In the case of both the young and the older age groups, good subjective health  
increases the probability of labour force  participation. This also applies if account 
is taken of the year of measurement, age, sex , level of education and composition 
of the household (M1 columns). The fi ndings for these control variables are in line 
with expectations: the probability of labour force participation rose for all age 
groups between 1992 and 2004 (§ 3.2 displayed the same result with a different data 
source), women participate less often than men and single parents and couples with 
ch ildren  less often than childless couples. The household composition  is particu-
larly important for the younger group (35-49). The infl uence of this factor declines 
with age. The most important conclusion is however that healthy people are more 
often in paid employment  than unhealthy people, even after account has been taken 
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of the fact that unhealthy people tend to have a lower level of education than healthy 
people (Monden 2003). Table 3.2 also indicates that after differences in health have 
been controlled for, highly educated  elderly are more often in paid employment  than 
poorly educated elderly. Both health and education therefore exert an independent 
infl uence on the labour force participation of the elderly.

Would it be true to say that subjective health  has become increasingly decisive for 
labour force  participation over time? This would be the case if the coeffi cient of the 
‘year of measurement x health’ variable in the M2 columns were positive and signifi -
cant, as this would mean that the infl uence of health on labour force participation 
was stronger in later periods than in earlier ones. This applies in the case of 35-49, 
50-54 and 55-59 year-olds but not to 60-64 year-olds. The results for the fi rst three of 
these age groups consequently show that the probability of work increased for both 
unhealthy and healthy people, but more rapidly for the latter than for the former.

Finally we can take the situation for 55-59 year-olds as an example in order to 
provide greater insight into the meaning of the fi gures shown in the models, in 
which the interaction between the year of measurement and health  (M2 columns) 
has been incorporated. According to the model an unhealthy 55-59 year-old person 
would have a 33% probability of working in 1992. This percentage is arrived at by 
converting the constant for this model (–0.71) into this percentage.15 In 2004 the 
probability for an unhealthy person of that age is 46% (the constant of –0.71 plus 
the coeffi cient for the year of measurement of 0.55 produces this percentage when 
converted16). The probability of work for unhealthy 55-59 year-olds therefore rose 
by 13 percentage points. For healthy 55-59 year-olds the probability of employment  
according to the model rose by 27 percentage points (from 48%17 to 75%18). This 
pattern corresponds closely with that in fi gure 3.4 showing the actual employment 
fi gures. Between 1992 and 2004 the labour force  participation of healthy 55-59 year-
olds therefore rose more rapidly than that of unhealthy 55-59 year-olds.

3.6 Summary

The net labour force  participation of elderly people in the Netherlands rose between 
1992 and 2005. Despite the economic slowdown the labour force participation 
of 55-64 year-olds continued to rise between 2002 and 2005. In the latter year 
the net employment rate  was 40%; the government  target for 2007 was therefore 
already achieved in that year. Nevertheless the absolute number of participating 
elderly people aged 60-64 is still at a relatively low level: just one in fi ve of them is 
in employment . However, the fact that it is now more diffi cult to leave the labour 
force by means of alternative routes such as incapacity benefi t  and early ret irement , 
combined with the rising level of education of elderly people, means that the 
percentage of over-55s in employment is likely to rise further in the future.
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The favourable evolution of the employment rates applies to both men and women. 
In the case of both groups of 55-64 year-olds there has been an increase in labour 
force  participation between 1992 and 2005 of some 15 percentage points. However, 
since the absolute employment rate  for women remains relatively low (27% of all 
55-64 year-olds in 2005) despite the observed increase, it is women who offer the 
greatest scope for increase. This applies especially to the less well educated .

The exit  rates by age provide an answer to the question as to whether the elderly 
of today are remaining in employment  for longer than before. This applies in the 
case of men, for the percentage dropping out of the labour force  is now lower than 
h itherto, apart from which men are on average exiting at a later age. Between 1992 
and 1993 35% of the males still in active employment retired at age 60, while between 
2003 and 2004 the peak is 27% at age 61. In addition, the exit rate  is no wadays 
minimal until age 58, whereas previously it had already begun rising markedly from 
age 54 onwards.

It is diffi cult to make any statements about trends in the exit  behaviour of women. 
This is because the participation fi gures were so low in the early 1990s that the 
calculation of changes produces unreliable results. It is however notable that in 2004 
the exit pattern of women was virtually the same as that for men. In brief, at the 
start of the 21st century, older women participate on a lesser scale than older men, 
but they do leave the labour market at the same average age and to the same average 
extent.

The increased employment rate  and the exiting at a later age mean that the Dutch 
situation in 2004 is signifi cantly better by international standards than it was in 
1992. In 1992 the employment rates of both men and women were comparatively 
low; in 2004 they were in the middle of the range. If the average level of education 
continues to rise and the level of participation among older men and women in the 
Netherlands is sustained, it is possible that the Netherlands could move further up 
the league table.

This chapter has focused on two crucial resources  for labour force  participation: 
a high level of education and good health . Both education and health turn out to 
have an independent infl uence on labour force participation: less well educated  
elderly people participate less than well educated elderly people and unhealthy 
elderly people less than healthy ones. The differences between less well and well 
educated men narrowed between 1992 and 2004. Although the employment rate  
among less well educated women rose considerably, the gap on highly well educated 
women remains wide, since the employment rate among highly educated  women 
also rose strongly.

Finally the results indicate that health  has become increasingly important for the 
likelihood of being in work : among healthy elderly people the employment rate  rose 
more rapidly between 1992 and 2004 than it did among unhealthy elderly people. 
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This widening gap calls for an (additional) policy  input. This also applies to the 
employment rate of poorly educated older women which, while it has risen, remains 
relatively low.
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Notes

1 The labour force  comprises persons aged 15-64 working at least 12 hours a week 
and persons without work but looking for work for at least 12 hours a week and also 
available for work. The net employment rate  is calculated by taking the active part of the 
labour force within the total population aged 15-64, while the gross employment rate 
includes not just the active but also the inactive part of the labour force.

2 See list 3 in Hartgers and Schulte Nordholt (2004) for the absolute fi gures behind these 
percentages.

3 This exit  rate is derived from the exit balance, as presented by De Beer and Wildeboer 
Schut (2001) in the Report on the Elderly 2001). They calculated ‘the difference between 
the percentage of people in employment  of a certain age l in year t and the percent-
age in employment aged one year more, l + 1, in the following year, t + 1’. This means 
that both the Report on the Elderly 2001 and this edition are concerned with the balance 
of those exiting the labour force  and those starting work, whereby departure from 
the labour market may also mean death  or immigration. The advantage of presenting 
exit rates  is that, in contrast to the exit balance, they do take account of the level of the 
employment rate  upon commencement. Thus, if just 6% of 59 year-old women are 
working (as was the case in 1992), a maximum exit balance of 6 can be achieved, while 
among the men the balance can assume much higher proportions since the participa-
tion on commencement is much higher (29% in 1992). The exit rates, by contrast, can 
rise to the same extent. In the aforementioned example this is the case if in 1993 4% of 
60 year-old women were working (exit rate  is a third, exit balance 2) and 19% of men 
(exit rate is also (approximately) a third, but the exit balance is 10).

4 Formally the exit  rate is therefore the net employment rate  of age group l at time t, less 
the net employment rate of age group l+1 at time t +1, divided by the net employment 
rate of age group l at time t.

5 This means that in order to express the exit  rate of (for example) the 56 year-olds, the 
averages for the 55, 56 and 57 year-olds have been calculated. For the 57 year-olds 
this amounts to an average of all 56, 57 and 58 year-olds, and so on. This is a way of 
presenting trends in a more even way.

6 The country data have been taken from Eurostat. There are two main international 
organisations that systematically gather labour market statistics and publish these on 
a large number of countries and for various years, namely Eurostat and the oecd. The 
Eurostat fi gures have been used since these have been adjusted for changes in question 
formulation and other breaks in the trend. The oecd does not do so. Statistics Nether-
lands, which provides the same data for the Netherlands, therefore offi cially falls  in line 
with the Eurostat fi gures.

7 The well educated  include those with a higher vocational or university degree. The less 
well educated will not have proceeded beyond junior secondary school (mavo).

8 This has been determined by means of the socio-economic occupational status scale of 
Ganzeboom et al. (1992). This scale, which is calculated on the basis of the average level 
of education and income of occupational groups, can range from 10 to 90, whereby a 
score of 10 is the lowest possible occupational status and 90 the highest.

9 This variable relates to the question as to how people generally perceive their health . 
Elderly people who state that they feel well or very well have been assigned to the group 
of healthy elderly people, while those who feel they are in moderate, poor or very poor 
health have been assigned to the group of unhealthy elderly people.
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10 This involves a certain relaxation of the Statistics Netherlands defi nition of the labour 
force , in that persons working less than 12 hours a week have been regarded as 
employed.

11 The labour force  aged 55-64 amounted in 1992 to nearly 365,000 and in 2004 to nearly 
795,000 persons. A third of these fi gures produce the quoted numbers of elderly people 
who indicate that they do not feel entirely healthy.

12 Signifi cant means that the probability of the difference being due to chance is less than 
5%.

13 It is diffi cult to speak of a causal relationship between health  and labour force  participa-
tion, since people may start feeling less healthy because they have been forced to leave 
the labour market. The debate about causality goes back some way and has by no means 
been resolved. For background information see for example Jehoel-Gijsbers (2004) and 
Monden (2003).

14 A regression analysis can be used in order to determine the relationship between a 
dependent variable (work, yes or no) and an independent variable (healthy, yes or no). 
Since the dependent variable in this case is a so-called dichotomous variable (i.e. there 
are two categories: 0 means no employment , 1 means employment) we have made use 
of logistical regression techniques. In addition the infl uence of multiple independent 
variables can be determined simultaneously with the aid of multivariate regression 
analysis. In this case the year of measurement, sex , education and household compo-
sition  have been collectively added to the regression equation in order to control the 
relationship between health  and employment for disruptive infl uences. If the health 
coeffi cient is positive and signifi cant, we can conclude that healthy people are more 
likely to be in paid employment  than unhealthy people since any disruptive infl uence 
by various background characteristics has been controlled for. The M1 columns show 
whether or not this is the case for each age group. In addition the ‘year of measure-
ment’ coeffi cient shown in these columns indicates the extent to which the probability 
of employment increased or decreased between 1992 and 2004. A so-called interac-
tion effect between the year of measurement and health has also been estimated in the 
M2 column. This variable indicates whether the impact of health on the likelihood of 
employment over time has become stronger or weaker. If this coeffi cient is positive and 
signifi cant, this means that in relation to unhealthy Dutch people, the persons who 
felt healthy between 1992 and 2004 were consistently more often employed. The gap 
in employment between unhealthy and healthy Dutch people is in other words steadily 
widening.

15 (Ln(-0.71)/(Ln(-0.71)+1)) x 100 = 32.9%, where Ln stands for the natural logarithm.
16 (Ln(-0.71+0.55)/(Ln(-0.71+0.55)+1)) x 100 = 46.0%.
17 (Ln(-0.71+0.62)/(Ln(-0.71+0.62)+1)) x 100 = 47.8 %.
18 (Ln(-0.71+0.55+0.62+0.63)/(Ln(-0.71+0.55+0.62+0.63)+1)) x 100 = 74.8%.
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4 Time use

Koen Breedveld (scp)

4.1 Introduction

Much has changed in relation to the position of older people in society in recent 
years. Not only do the elderly account for a higher proportion of the population, but 
their level of education, income position  and health  have also improved in recent 
decades (although there remain clear differences between the elderly and younger 
age groups, and within the group of older people as a whole). In addition there have 
been various changes in thinking about their position in the labour market. Twenty 
years ago the thinking was that older people should make way for younger ones, 
while nowadays the approach is much more in terms of retaining older people in the 
labour market.

Labour force participation has already been examined in the previous chapter. 
This revealed that greater numbers of older people have indeed started work in 
recent years, and the labour participation of the elderly is expected to continue rising 
for some time. This raises the question as to what the signifi cance of this will be for 
the time that the elderly devote to other matters, such as informal care  or voluntary 
work . In both cases the signs are that there will be a continuing growth in demand 
in these areas.1

The time use of the elderly is, however, also of policy  interest from other angles. 
This applies for example to health  care  (can suffi cient physical exercise  contribute 
towards the health of the elderly?) or the media  (can older people keep up with the 
rapid changes in ict ?). In addition the growing number of well-educated  and healthy 
older people raises the question as to whether the differences in the use of time 
within the group of older people may be widening and whether there are any gaps or 
inequalities.

This chapter focuses on the use of time2: how much time do older people spend on 
paid and unpaid employment , how much time do they need to themselves (sleeping , 
eating and getting dressed) and how much time do they set aside for leisure pursuits, 
including informal care  and voluntary work ? This aspect was last reviewed in this 
series of reports in the Report on the Elderly 1996 (Timmermans et al. 1997). Apart from 
employment  and education, the Report on the Elderly 1998 looked at just one aspect of 
time use, namely social participation  (De Klerk and Eijsink 1999), while the Report 
on the Elderly 2001 looked just at physical mobility  (De Klerk and Waarts 2001). In the 
Report on the Elderly 2004 time-use was not a topic in its own right.

This chapter is arranged as follows. In the fi rst place we use the Time-Use Survey 
(tbo) in section 4.2 to examine the time that the elderly devote to more or less 
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obligatory activities  and the amount of free time  that is left after such commit-
ments have been attended to. Section 4.3 goes on to examine the use made of free 
time, while section 4.4 describes the relationship between voluntary work  and paid 
employment , largely on the basis of an earlier publication (Breedveld et al. 2004), 
while section 4.5 examines time use in relation to health . Chapter 6 draws on the 
fi ndings of the Survey of Future Expectations (Toekomstverwachtingenonderzoek, tos) 
of 2004 in order to identify the wishes and expectations of the elderly in relation to 
their future time-use. A concluding summary is provided in section 4.7.

4.2 Obligatory time

The fi gures on the number of hours devoted to commitments – employment , 
ed ucation and household/care – show a different picture for the various age groups 
(table 4.1). The group of 35-54 year-olds faced a mounting level of obligations  
between 1980 and 2000. Both 55-64 year-olds and the over-65s found their burden 
easing between 1980 and 1990, while becoming somewhat busier again thereafter. 
In the case of the former group the changes are however substantially greater 
than for the latter. This is entirely related to the fact that the (absolute) changes in 
working hours  among 55-64 year-olds are substantially greater than in the case of 
the over-65s.3 Once again the amount of time spent by the over-65s on paid employ-
ment  turned out to be limited in 2000 (see also chapter 3).

Little changed between 1980 and 2000 in the amount of time spent by the elderly 
on household tasks  and care. The elderly differ in this respect from the 35-54 year-
olds, who systematically spent less time on such tasks over this period. The time 
spent on education remained reasonably constant for all age groups between 1980 
and 2000 and on a fairly modest scale in relation to other forms of time use. This 
indicates that in so far as the elderly are involved in all sorts of courses  and forms 
of training , this is presumably not generally in the form of a structural, recurrent 
activity on a weekly basis as in the case of students and pupils (see also chapter 2).

The over-65s devote more time to personal care (sleeping , eating, washing/
dressing and so on) than 55-64 year-olds and 35-54 year-olds. Among both groups 
of older people, time spent on personal care has decreased between 1980 and 2000, 
while in the case of the younger reference group it is more a matter of fl uctuations 
around a stable average. The differences between younger and older people in the 
time spent on personal care have consequently narrowed slightly over time. Less 
time was devoted to eating and drinking  and ‘other activities ‘ between 1980 and 
2000 in all age groups, in both cases in the order of 45 minutes a week (fi gures not 
shown in the table). 55-64 year-olds have moreover devoted one hour less per week 
to sleeping, while the over-65s spend one hour a week less on washing and dressing . 
The differences between the 35-54 year-olds and the over-65s in the time spent on 
personal care are, in 2002, explained by the fact that older people spend more time 
sleeping (+4.5 hours per week) and, to a lesser extent, by the fact that older people 
set aside more time than young people for eating and drinking, for washing and 
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dressing and for performing other activities (the difference in all three cases is 
between half an hour and an hour per week; 55-64 year-olds occupy an intermediate 
position).

Table 4.1
Obligatory, personal and free time , population aged 35 and over, 1980-2000 (in hours per week)

 35-54 years 55-64 years   65 years

 1980 1990 2000  1980 1990 2000  1980 1990 2000

commitments 43.7 46.3 48.2 32.7 28.9 37.5 25.1 23.6 26.0

of which paid employment 18.9 23.0 26.1 10.9 6.4 15.7 0.5 0.7 1.6

 education 1.3 1.6 1.4 0.8 1.1 1.0 0.5 0.5 0.6

 household/care 23.5 21.7 20.7 21.0 21.4 20.8 24.1 22.4 23.9

personal time 78.4 76.1 77.0 82.3 81.3 79.9 85.6 85.2 83.3

free time 45.9 45.6 42.7 53.0 57.8 50.6 57.4 59.2 58.7

total 168.0 168.0 168.0 168.0 168.0 168.0 168.0 168.0 168.0

Source: SCP (TBO’80, ’90 and ’00)

Among the over-65s women have (signifi cantly) more commitments than men 
(table 4.2). Among the 55-64 year-olds and the 35-54 year-olds it is the men who are 
busier than the women. The fact that women aged 65 and over are busier than their 
male counterparts is because working time virtually disappears among men after 
the age of 65 and is only partly offset by an increase in the time devoted to house-
hold tasks  and care, while women fi nd that there is little change in their obligatory 
activities  (i.e. household tasks and caring activities). Since there are no longer any 
differences at that age between the amount of time that men and women spend on 
eating, sleeping  and drinking, nine hours more of commitments for female over-65s 
means that they are left with less free time  than male over-65s (in 2000).

In the younger age groups women do devote more time than men to personal 
care. This is mainly because women spend more time sleeping  than men and only to 
a limited extent because they spend more time on washing and dressing  (+0.5 hours, 
fi gures not in table). Particularly after reaching retirement  age , however, the amount 
of time spent by men on personal care rises fairly sharply. This is because men aged 
65 and over spend signifi cantly more time asleep than 55-64 year-olds (+4.0 hours) 
and 35-54 year-old males (+5.6 hours). In the case of women these differences are 
signifi cantly smaller (+0.1 hour and +3.4 hours, respectively, per week). The amount 
of free time  also rises substantially more among men after their 65th birthday than 
among women. In that sense men gain greater pleasure from achieving this demo-
graphic  milestone than do women.
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Table 4.2
Obligatory, personal and free time , by age and sex , population aged 35 and over, 2000
(in hours per week)

 total men

 35-54 
yrs 

55-64 
yrs

65 
yrs

35-54 
yrs

55-64 
yrs 

65 
yrs

35-54 
yrs

55-64
yrs

 65 
yrs

commitments 48.2 37.5 26.0 50.7 39.8 21.1 45.6 35.1 29.8

of which paid employment 26.1 15.7 1.6 36.9 25.9 2.4 14.9 5.2 0.9

 education 1.4 1.0 0.6 1.1 1.0 0.7 1.7 0.9 0.5

 household/care 20.7 20.8 23.9 12.7 12.9 18.0 29.1 29.0 28.4

personal time 77.0 79.9 83.3 75.3 77.2 83.2 78.9 82.8 83.4

free time 42.7 50.6 58.7 42.0 51.1 63.8 43.4 50.1 54.7

total 168.0 168.0 168.0 168.0 168.0 168.0 168.0 168.0 168.0

(n) = 661 218 295 338 111 128 323 107 167

Source: SCP (TBO’00)

4.3 Free time

In all age groups roughly three-quarters of all free time  is taken up by two main 
groups of activities : media  behaviour and social intercourse (table 4.3). Among the 
over-65s the media share is somewhat bigger than in the case of 35-54 year-olds 
(44% and 42%, respectively), while the share of social activities  is somewhat smaller 
(29% versus 34%). The differences between the age groups are, however, largely 
gradual in nature. Television viewing, for example, took up 29% of the free time of 
over-65s in 2000, compared with 27% of free time among 35-54 year-olds and 55-64 
year-olds. The popular notion that the elderly tend to spend more time in front of the 
box therefore needs to be qualifi ed. In a favourable sense it is notable that reading  
among older age groups has lost much less ground than among younger people, 
although the elderly also read less than they used to.

Following media -use and social intercourse, all kinds of hobbies  make substan-
tial inroads into free time . Between 1980 and 2000 there was little change in the 
amount of time that both groups of older people devote to hobbies. In this regard 
they compare favourably with 35-54 year-olds, among whom the amount of time 
spent on hobbies fell steadily during those years.

All age groups spent more time in 2000 on physical exercise  (sport , cycling and 
walking) than they did in 1980. After 1990, however, the fi gure increases only in the 
case of the over-65s. In the case of the three age groups distinguished here there 
are few if any differences in the time spent on physical exercise (against the back-
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ground of a signifi cantly bigger leisure budget among the elderly). The elderly tend 
to concentrate on cycling and walking, while 35-54 year-olds take part more in sport 
(cf. Breedveld and Tiessen-Raaphorst 2006; De Klerk and Waarts 2001).

Between 1980 and 2000 the group of over-65s devoted more time to voluntary 
work  and informal care . In 2000, 48% of the over-65s were involved in such 
ac tivities , on which they spent an average of 6.5 hours per week (fi gures not in the 
table). Among the 55-64 year-olds participation in 2000 was at the same level as 
that among the over-65s, but the amount of time spent by each volunteer/informal 
carer was lower (on average 5.7 hours per week). Among the 35-54 year-olds both the 
rate of participation and the average amount of time spent is lower than among the 
elderly (respectively 39% and 5.1 hours per week). The participation rates for both 
groups of elderly people are comparatively constant over time, while that for the
35-54 year-olds fell between 1980 and 2000 (52% in 1980 compared with 39% in 
2000). On balance this means that older people have become increasingly important 
for voluntary work and/or informal care (Knulst and of Eijck 2002; see also De Klerk 
and De Boer 2005 and De Hart and Devilée 2005).

Table 4.3
Time devoted to leisure activities, population of 35 years and over, 1980-2000 (in hours per week)

35-54 years 55-64 years  65 years

 1980 1990 2000 1980 1990 2000 1980 1990 2000

free time total 45.9 45.6 42.7 53.0 57.8 50.6 57.4 59.2 58.7

media -use total 17.1 18.0 18.0 20.2 22.5 21.5 25.1 26.0 26.0

of which television viewing 9.9 11.1 11.5 11.6 13.4 13.9 14.0 16.0 17.0

 audio/radio4 1.5 0.9 0.5 1.7 1.3 0.8 2.6 1.6 0.9

 PC /internet 0.0 0.5 2.1 0.0 0.3 1.3 0.0 0.1 0.6

 reading 5.7 5.5 3.8 6.9 7.4 5.6 8.5 8.3 7.4

social intercourse total 16.5 15.7 14.4 19.5 18.2 15.8 18.0 16.9 17.0

of which  outside the home 13.4 13.2 12.0 16.1 15.6 13.8 15.7 15.4 14.9

 with other members of the household 3.1 2.6 2.4 3.4 2.6 2.0 2.3 1.5 2.1

voluntary work , informal care 2.0 2.8 2.0 3.0 3.3 2.7 2.0 2.8 3.1

sport , cycling, walking 1.1 1.7 1.6 1.0 1.8 1.7 1.3 1.5 1.7

solitary hobbies 9.1 7.4 6.8 9.3 12.1 8.9 10.9 12.0 10.9

Source: SCP (TBO’80, ’90 and ’00)
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In the case of media  use a sharp increase in the number of hours of television 
viewing is evident among male over-65s (table 4.4). The increase among women is 
smaller, partly because the difference between the amount of free time  between 
women aged 55-64 and the over-65s is smaller than that in the case of men. 
Expressed in proportions of free time there is little difference between the sexes in 
the time devoted to television viewing.

Table 4.4
Time devoted to leisure activities , by age and sex , population aged 35 and over, 2000
(in hours per week)

 total  men women

35-54
yrs

55-64
yrs

 65
yrs

35-54
yrs

55-64
yrs

 65
yrs

35-54
yrs

55-64
yrs

 65
yrs

free time total 42.7 50.6 58.7 42.0 51.1 63.8 43.4 50.1 54.7

media -use total 18.0 21.5 26.0 19.2 23.0 29.1 16.6 20.0 23.6

of which television viewing 11.5 13.9 17.0 12.2 14.0 18.8 10.9 13.7 15.7

 audio/radio 0.5 0.8 0.9 0.7 0.9 1.1 0.4 0.6 0.9

 PC /internet 2.1 1.3 0.6 2.9 1.9 1.1 1.3 0.6 0.1

 reading 3.8 5.6 7.4 3.5 6.2 8.1 4.1 5.0 7.0

social intercourse total 14.4 15.8 17.0 13.2 13.6 16.1 15.6 18.0 17.7

of which outside the home 12.0 13.8 14.9 10.9 12.1 14.0 13.0 15.6 15.6

 with other members of the household 2.4 2.0 2.1 2.3 1.5 2.1 2.6 2.4 2.1

voluntary work , informal care 2.0 2.7 3.1 1.6 3.5 4.4 2.3 1.9 2.1

sport , cycling, walking 1.6 1.7 1.7 1.8 1.6 2.1 1.4 1.7 1.3

solitary hobbies 6.8 8.9 10.9 6.2 9.3 12.1 7.5 8.4 9.9

Source: SCP (TBO’00)

In all age-groups men devote more time to pc  use and the internet  than do women. 
These differences were more pronounced among the older age groups in 2000 than 
in the younger reference group.

Women invest more time than men in social relationships, especially relation-
ships with people not in their own household. The difference between the sexes in 
this regard is less pronounced among the over-65s than among the 35-54 year-olds 
and the 55-64 year-olds.
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As far as physical exercise  is concerned, the differences between men and women 
depend on age. Among the 35-54 year-olds and the over-65s men spend more time on 
physical exercise, while in the case of the 55-64 year-olds the women are more active.

Among 35-54 year-olds women spend more time on voluntary work /informal 
care  than men, but in both groups of older people men invest more time in these 
activities  than women. This is because older men devote more time to voluntary 
work/informal care than younger men. In the case of women the amount of 
voluntary work rises with age. Among the 35-54 year-olds more women than men 
are involved in voluntary work and informal care (46% and 51%, respectively, for the 
55-64 year-olds and 41% and 57% for the over-65s). Older men performing unpaid 
work  spend roughly twice as much time on such activities as women performing 
comparable activities. Once again the relationship for the 35-54 year-olds is exactly 
the other way round.

4.4 Voluntary work and paid employment 

It was seen in table 4.3 that the amount of time devoted to voluntary work  and 
informal care  fell among both 35-54 year-olds and 55-64 year-olds between 1990 and 
2000. Among the group of over-65s there was no such decline. Between 1980 and 
2000 older people became increasingly active in these fi elds and moreover on various 
fronts at once, i.e. in both voluntary work and in informal care. The elderly have 
however also become more active with regard to sport  and going out  (Middelkoop 
and Breedveld 2004).

One obvious question is whether the voluntary work  performed by the elderly 
would fall victim to the efforts to increase the amount of time spent on work, for 
example by encouraging older people to stay in work  for longer. The fi gures in 
table 4.1 provide grounds for such a supposition. During the period in which the 
time devoted to voluntary work and informal care  among 35-54 year-olds and 55-64 
year-olds fell, the average number of hours spent on paid employment  rose among 
all three groups. This increase in working time was the smallest (in absolute terms) 
within the group of over-65s. This may explain why there was an increase rather 
than fall among this group in the time devoted to voluntary work and informal care.

Whether there is any link between the increase in working time and the decline 
in the time devoted to voluntary activities  and informal care  in the case of the other 
older age group cannot be determined on the basis of this table. In 2004 researchers 
from the Social and Cultural Planning Offi ce (scp) did however make a detailed 
analysis of the relationship between paid employment  and voluntary work  among 
the elderly (Breedveld et al. 2004) as part of a preliminary study for the Council for 
Social Development (rmo). In this survey voluntary work was taken as the sum of 
four activities having in common that they require a certain input of time, that they 
are not performed in return for payment (except perhaps for expenses) and that they 
are to a greater or lesser extent to the benefi t of certain groups in society, other than 
members of one’s own household. The four activities in question were:
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– local and political activism;
– voluntary work ;
– informal help  (help provided to family  members, friends, sick partner);
– and caring for grandchildren.
The research was confi ned to the group of 50-69 year-olds. Secondary analyses were 
performed on existing data, including the Time Use Survey cited in this chapter. The 
research indicated that a high proportion of the elderly were socially active. During 
a two-year period, a third of 50-69 year-olds participated in collective campaigns, 
approximately 45% performed voluntary work5 (especially in churches, sporting 
associations and in the fi eld of care), while in a period of one month nearly 40% 
provided informal care  (and over 30% in a week) and roughly a quarter helped with 
grandchildren. Men are more involved in the political process and in voluntary 
work  for associations, and women more in caring for grandchildren and providing 
informal help . In virtually all forms of social involvement the well-educated  are 
more represented than the less well educated  and active churchgoers more than non-
believers and those who are only nominal members of a church.

With regard to the relationship with paid employment  the research indicated that 
the 50-69 year-olds with a full-time job were indeed less socially active: not only do 
they (regularly) perform voluntary work  less often and provide less informal help  (if 
account is taken of other factors, such as their relatively good health  and the fact that 
these are mostly men), but they also devote fewer hours per week to such activities . 
In addition labour participation reduces the likelihood of being involved in caring 
for grandchildren. Only in respect of working time and political participation  and ad 
hoc voluntary work did there not prove to be a signifi cant relationship.

The survey also enabled it to be established that the relationship between working 
time and voluntary activities  was not one-to-one. One extra hour of working time 
does not result in one hour less spent on voluntary activities. Furthermore, all sorts 
of other characteristics (especially level of education, church involvement, perceived 
health ) affect social involvement, and in many cases more than working time.

A rough calculation indicated that without taking account of other possible 
positive or negative consequences, an increase in the labour force  participation rate 
of the elderly of 38%6 to 62% or 90% would result in a decline in voluntary activities  
among the elderly of 0.4 hours (–12%) or 0.9 hours (–29%) per week. For the total 
population this would imply that voluntary activity per head of population would fall 
by 0.1 hours or 0.2 hours per week (–5% and –11%, respectively).

4.5 Health and time use

The (perceived) health  of older people is known to be worse than that of younger 
people (see also chapter 6). Similarly groups of older people differ as to how healthy 
they feel. The question is to what extent these health differences infl uence the use 
of time. An answer to this is possible since a question on (perceived) health has 
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been asked since the 1995 Time Use Survey. From the replies to that question7 it is 
clear that most older people consider themselves to be in good health, but that the 
group with ‘excellent’ health shrinks with age in favour of the group of people who 
describe their health as ‘not too bad’. 7-8% of the older people surveyed considered 
themselves to be in poor health.

With respect to the variables described in table 4.1 (obligatory time, personal 
care and free time ) there are various differences within the group of older people 
according to perceived health  (table 4.5). Older people with good or excellent health  
devote more time to paid employment , but just as much time to household tasks  and 
care as older people with less good health (after controlling for all sorts of cross-
cutting infl uences, such as in this case gender ). Since the differences in participation 
in education are relatively small8, this implies that older people are on balance more 
heavily occupied the better their health. This applies especially to elderly people who 
report that they are in excellent health (see also chapter 3).

As the health  of elderly people declines, the time they devote to personal care 
rises. These differences are almost entirely attributable to the fact that older people 
spend more time sleeping  the unhealthier they feel (fi gure not in table). There are 
scarcely any differences in the time spent on washing and dressing  and on eating 
and drinking  according to reported health.9 If we look at the combined effect of 
time spent on obligations  and personal care – by defi nition the remaining free time  
– we see that there are two groups of older people who have less free time: the group 
with the best health, most of whom are still working, and the group with the poorest 
health, who need more time for personal care.

Table 4.5
Time devoted to various kinds of obligations , personal care and free time , by perceived health , 
controlled for background characteristics,a population aged 55 and over, 1995/2000 
(in hours per week unless stated otherwise)

total obligations work
education 
(participation %)

household/
care

personal
care free time

poor 26.0 2.8 15 22.9 88.0 54.0

not too bad 26.1 2.6 24 22.9 83.3 58.6

good 28.4 5.2 18 22.5 80.5 59.2

excellent 34.3 10.5 24 22.9 79.6 54.1

eta/beta 0.20 0.20 0.08 0.01 0.21 0.15

signifi cance 0.00 0.00 0.05 0.95 0.00 0.00

R2 0.15 0.28 0.05 0.30 0.10 0.11

a  Controlled for sex , age, family  situation, level of education and religious involvement.

Source: SCP (TBO’95 and ’00)
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Elderly people in excellent health  devote signifi cantly less time to the media  than 
other older people (table 4.6).10 As noted, people in this group are still relatively 
involved in paid employment . With regard to reading  the group with the poorest 
health lacks most notably behind the other groups, but the time spent on watching 
television rises with each further deterioration in health.

Table 4.6
Time devoted to media , by perceived health , controlled for background characteristics,a 
population aged 55 years and over, 1995/2000 (in hours per week unless stated otherwise)

media  total television radio reading 

poor 25.3 17.6 1.2 5.9

not too bad 25.1 16.5 1.1 7.0

good 25.2 16.0 1.1 7.5

excellent 21.8 13.0 0.8 7.6

eta/beta 0.11 0.13 0.06 0.08

signifi cance 0.01 0.00 0.23 0.03

R2 0.08 0.08 0.02 0.08

a Controlled for sex , age, family  situation, level of education and religious affi liation.

Source: SCP (TBO’95 and ’00)

The group with the poorest health  not only lags behind in respect of reading  but also 
devotes signifi cantly less time to social contacts  than other older people (who differ 
little from one another in this respect, see table 4.7). The same applies to voluntary 
work /informal care , although the differences are not signifi cant, either for the 
percentage of participants or the number of hours spent by the participants. In the 
case of physical exercise  the participation rate clearly rises with the level of perceived 
health . Among the participants themselves there are fewer clear links between the 
time spent on sport , cycling and walking and health. In respect of the time spent 
on hobbies  there are only weak, non-signifi cant relationships. Similarly research 
conducted among people with chronic physical limitations shows that health 
pr oblems  constitute an obstacle towards social activity (De Klerk and Schellinger-
hout 2006). The relationship with health – for example the effect of a deterioration in 
health on social contacts and participation in voluntary organisations  – is discussed 
in chapter  10.
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Table 4.7
Time devoted to social contacts , voluntary work /informal care , physical exercise  and hobbies , 
by perceived health , controlled for background characteristics,a population aged 55 years and over, 
1995/2000 (in hours per week unless stated otherwise)

social 
contacts

voluntary work /
informal care  
(participation %)

voluntary work /
informal care  
(participants)

sport , cycling/
walking 
(participation %)

sport , cycling/
walking 
(participants) hobby’s

poor 14.6 45 3.6 35 3.6 11.1

not too bad 17.9 55 5.6 47 5.0 10.3

good 17.6 49 6.1 52 4.0 11.3

excellent 17.4 54 5.8 57 3.6 9.7

eta/beta 0.08 0.07 0.09 0.11 0.11 0.08

signifi cance 0.04 0.10 0.19 0.00 0.03 0.06

R2 0.04 0.14 0.06 0.04 0.07 0.03

a Controlled for sex , age, family  situation, level of education and religious affi liation.

Source: SCP (TBO’95 and ’00)

4.6 Expectations concerning the future

Under the revealed preferences theory (see Breedveld 1999), changes in behaviour 
refl ect changes in the preferences of the elderly. Many an older person will have 
daydreamed about unlimited time-budgets for exotic and exciting leisure pursuits. 
Under the adage of ‘life is what happens while you’re busy planning’, the fi gures on 
time use indicate that many of these daydreams materialise in everyday practice and 
under the pressure of circumstances in the form of more paid employment  and more 
tv viewing. Although question-marks can therefore be placed against the value of 
such ‘daydreaming’ when it comes to making predictions about actual behaviour, 
it can be argued that an analysis of directly expressed wishes and expectations 
provides an insight into the experiential world of the elderly. To this end a large 
number of questions were submitted to both young and older people (from age 16 
upwards) concerning a wide range of topics. This allows us to analyse the extent to 
which the preferences and wishes of older people and the reference group of 35-54 
year-olds diverge with respect to the amount of free time  and its use (see also Van 
den Broek et al. 2004).

To begin with we examine the preferences concerning the amount of free time  
(table 4.8). This reveals that the majority of people in all age groups are satisfi ed with 
the current situation. In so far as people express a preference, this is more frequently 
one for working fewer hours and having more free time than for more work and 
less free time. The latter wish applies the most to the over-65s, but here too this is a 
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minority (14% of men and 11% of women). The desire to work less was strongest in 
2004 among men aged 55-65.

Table 4.8
Preference for working time and free time , population aged 35 years and over, 2004
(vertical percentages)

total men women

35-54
years

55-64 
years

 65 
yrs

35-54 
years

55-64 
years

 65 
yrs

35-54 
years

55-64 
years

65 
yrs

less work, more free time 37 46 23 40 53 21 34 37 25

present situation 59 53 66 58 47 64 61 60 64

more work, less free time 4 1 11 3 0 14 5 2 11

Source: SCP (TOS’04)

With respect to the expectations for the use of leisure in the near future (i.e. the next 
fi ve years), the 35-54 year-olds show the most change (table 4.9). This can be seen 
from the fact that of this age group, the proportion not anticipating any change in 
the use of time is on average the largest (61%, fi gure not in table). Of the 55-64 year-
olds (53%) and the over-65s (47%), fewer people expect their use of time to be the 
same in fi ve years. Among the over-65s the most common expectation is that they will 
be devoting less time to all sorts of matters in fi ve years’ time (taking all expressed 
expectations 35%; see bottom row of table 4.9). The group of 55-64 year-olds most 
frequently indicate that they expect to have more time in the near future and that they 
will be devoting this to a wide range of matters (30%, see bottom row of table).

The group of over-65s only see more time being made available for tv viewing 
(positive/negative balance: +19%), listening to music (+15%), reading  (+6%) and 
for the time spent with grandchildren (+11%). Otherwise the activity ‘just doing 
nothing’ (0%) is the only one without a negative positive/negative balance. Perhaps 
in anticipation of looming health  problems , the elderly anticipate greater passivity 
in their leisure pursuits. Men and women do not differ signifi cantly in this regard 
(not presented).

The 35-54 year-olds are in the main optimistic about their future use of time. 
This optimism is translated into the fact that particularly in the case of active leisure 
pursuits, the proportion of positively inclined people (i.e. those who expect to spend 
more time on such activities ) exceeds the proportion of negatively inclined (i.e. less 
time). Only in respect of a small number of activities – education and training  and, 
to a limited extent, household tasks , voluntary work  and tv viewing – do 35-54 year-
olds expect to be setting aside less time in the future.

The 55-64 year-olds occupy an intermediate position in between the two other age 
groups, with the majority inclining towards the hopeful optimism of the 35-54 year-
olds rather than the gloom of the over-65s.
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Table 4.9
Expectations concerning own use of time in fi ve years’ time, population aged 35 years and over, 
2004 (in percentages)

more time less time

35-54 
years

55-64 
years

65 
years

35-54 
years

55-64 
years

 65 
years

household tasks, shopping 5 16 6 12 9 25

voluntary work, administrative tasks, informal care 19 26 10 25 26 55

sport , physical exercise 28 23 12 13 22 50

visiting museum, theatre, concert hall 22 30 9 19 24 47

going out , eating out, day trips 27 26 11 18 24 48

spending  time with friends 27 28 17 6 8 24

hobbies , DIY 34 35 17 11 11 34

reading 29 45 26 12 5 20

watching tv/DVDs/video 15 30 30 16 7 11

listening to music 18 31 26 5 5 11

internet 43 43 25 9 17 46

just doing nothing 11 18 24 21 15 24

travelling, holidays 35 42 17 12 12 44

education and training 11 7 9 42 61 70

children /grandchildren 33 55 30 15 8 19

average value for all expressed expectations 24 30 18 16 17 35

Source: SCP (TOS’04)

4.7 Summary

Between 1980 and 1990 the group of 55-64 year-olds spent less time on obligations  
(work, education and household tasks /care), especially paid employment . During 
the 1990s that trend was largely reversed and we have become signifi cantly busier 
again, especially with regard to paid employment . Partly as a result, the amount of 
free time  that this group had at its disposal fi rst of all rose between 1980 and 1990 
and then fell again fairly sharply. The same trends are discernible among the over-
65s, although in weaker form. In contrast to the group of 35-54 year-olds there was 
no decline in the time devoted to household tasks and care by the elderly during the 
period 1980-2000.

The elderly, and especially the over-65s, still have more free time  than the younger 
reference group. Among 35-54 year-olds and also (to a lesser extent) among 55-64 
year-olds, women have more free time than men. This differs among the over-65s, 
when men have signifi cantly more free time than women. This is because working 
time largely disappears in the case of men aged 65 and over and is only partly offset 
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by an increase in the time devoted to household tasks  and cares, while for women 
there is little change in their obligations  (i.e. household and caring tasks) after they 
turn 65.

Among the younger adults we see an increase in the amount of time devoted 
between 1980 and 2000 to tv viewing, pc  use and sport  and a decline in the time 
devoted to listening to the radio/music, reading , social contacts  and hobbies . The 
amount of time spent on voluntary work  and informal care  remained fairly constant 
in this age group. Among the 55-64 year-olds we see virtually the same patterns, 
with the exception of the time devoted to hobbies, which remained constant. The 
leisure pursuits of the over-65s exhibit greater stability than those of the younger 
age groups. Nevertheless there has also been an increase among this group in tv 
viewing and the time spent at the pc and a decline in the time spent on listening 
to the radio/music and reading. The time set aside for sporting activities , however, 
shows a clear rise in this age group, as does the time devoted to voluntary work 
and/or informal care.

The elderly spend more hours watching tv then do young people. This increase 
follows the same pattern as the increase in the amount of free time . In relation to 
the amount of free time at their disposal, older people watch no more television than 
younger people.

Older people also devote more time to voluntary work  than do younger people. As 
far as sporting activities  are concerned, older people in 2000 do not lag behind the 
younger age group. In all age groups men spend more time on electronic media  and 
women more on social contacts . After attaining the age of 65 the difference between 
the sexes in the time spent on social contacts is however signifi cantly smaller than 
before. Men furthermore devote more time to voluntary work and sport  as they get 
older, while there is no such relationship among women.

Employment and voluntary activities  turn out to be partly at variance with one 
another. 55-64 year-olds with a full-time job are less active socially than contem-
poraries with part-time work or who have dropped out of the labour market: not 
only do they less often perform (regular) voluntary work  and less frequently provide 
informal care , but they also on average spend fewer hours per week on such activi-
ties. In addition labour participation reduces the probability of involvement in caring 
for grandchildren. There did not turn out to be any relationship between working 
time and political participation  and ad hoc voluntary work.

The better the health  of the elderly the more time they spend on work and the 
greater the number participating in physical exercise . As against this the number of 
hours spent watching television and on personal care declines the better the health 
of the elderly. In comparison with the other groups of people the same age, the
7-8% of older people who report their health as ‘poor’ lag behind signifi cantly when 
it comes to reading  and social contacts . Evidently poorer health leads to the more 
passive use of time, especially among the group of older people with poor health.

In all age groups, including the 35-54 year-olds, there is a greater preference for 
working fewer hours and having more free time  than vice versa. The latter wish is at 
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its most marked among the group of over-65s, but here again this is a minority (14% 
of men, 11% of women). The elderly, and especially the over-65s, indicate relatively 
frequently that they expect their leisure pursuits to become more passive in the 
future, possibly in anticipation of looming health  problems . Men and women do not 
differ signifi cantly in this respect. The 35-54 year-olds who were surveyed generally 
anticipate an increase in their active leisure pursuits, while the 55-64 year-olds 
occupy an intermediate position.
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Notes

1 The demand for informal care  because the proportion of elderly people (and hence the 
proportion requiring help) increases; the demand for volunteers  because the labour 
participation rises and a large group of citizens are left with less time to participate in 
voluntary work .

2 2000 is the last year for which fi gures were available in the Time Use Surveys time-
series. New data were gathered in 2005 and are expected to become available in autumn 
2006. The fi gures from 2000 have been reported on previously, with divergent age clas-
sifi cations, in Breedveld and Van den Broek (2001), De Klerk and Breedveld (2002) and 
Breedveld et al. (2004).

3 The increases in the time devoted to paid employment  are somewhat stronger than the 
increases in labour participation shown in table 3.1. There is as yet no cogent explana-
tion for this. It may be that older people have not just begun working more but that 
those in work  have also increased the number of hours per week that they work. At any 
event both statistics point to a clear increase in involvement in employment  among 
older people, especially among the 55-64 year-olds.

4 The time devoted to media  use reported on here relates to the time spent on media as 
the ‘main activity’. By this latter term is meant that this activity, as reported by those 
concerned themselves, was the most important thing they were doing at that moment. 
Many people, however, listen to the radio and/or music while doing something else as 
well. This kind of media use is reported on in detail in Breedveld and Van den Broek 
(2001).

5 On account of divergent age classifi cations and defi nitions of activities , the percentages 
and number of hours spent as stated in this section may differ from the fi gures given in 
the previous section.

6 38% was the labour participation rate of the surveyed group of 50-69 year-olds in the 
Time Use Survey 2000. This number need not correspond with the fi gures on labour 
force  participation elsewhere in this report. The scenarios under which the labour 
participation of the elderly rose to 62% and 90% were arbitrarily chosen and need not 
be viewed as an expectation. For details on these scenarios and the underlying method 
see Breedveld et al. (2004: 96-97).

7 For this analysis the measurement years 1995 and 2000 have been amalgamated. A 
trend analysis is not therefore a possibility. Given that the measurement years of 1995 
and 2000 have been amalgamated the fi gures may differ slightly from those provided 
earlier in this chapter.

8 Given the limited length of time and small number of participants, an analysis of the 
time devoted to education and training  did not prove possible. A comparable logistical 
regression analysis did not indicate any divergent results with regard to direction and 
strength of the correlations.

9 Only the group of older people with poor health  stand out (again). Older people with 
poor health spend an hour a week less on washing and dressing  and an hour a week 
more on eating and drinking  than the other groups of older people.

10 pc  use and surfi ng the internet  have not been presented separately in table 4.6 since 
comparatively little time is devoted to this activity. The latter does however form part of 
‘total media ‘.
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5 Financial position

Arjan Soede (scp)

5.1 Introduction

In 2002 a major sea change took place in the Dutch economy . After years of growth, 
the economy came to a virtual standstill. Many people took a cut in their income 
due to unemployment . Those in work  saw their purchasing power  shrink as net pay 
failed to keep pace with rising prices.

The question we are concerned with here is to what extent the elderly also felt the 
effects of the recession; after all, they cannot become unemployed and also do not 
have to pay pension  contributions. They are more concerned with the development 
of the state old age pension  and index-linking  of pensions. This chapter maps the 
developments in the income of the elderly in recent years. We look fi rst at the income 
sources  of the elderly (defi ned here as people aged 55 years and older) on the basis of 
the Income Panel Survey (ipo). The state retirement  pension (aow) is still the main 
source of income , but supplementary pensions  have come to play an ever greater 
role over the last ten years (§ 5.2). Attention then turns to the income position  of 
the elderly in recent years (§ 5.3) and the expected trend in that position in the near 
future (§ 5.4). Earlier editions of the Report on the Elderly have highlighted a particular 
risk of having a low income for people who are aged over 75 and living alone ; the 
position of this group has however improved markedly in recent years. The same 
cannot be said for 55-64 year-olds: the most recent Poverty  Monitor (scp/cbs 2005), 
for example, showed that they are the most likely group to have a low income. This 
chapter looks at this situation in detail and also reviews the distribution of income 
in the various groups (§ 5.5). To what extent the elderly have found it easier – or more 
diffi cult – to make ends meet from their income in recent years, and the extent to 
which they have been forced to take on debt  more or less often than in the past, are 
the subject of section 5.6. Finally, attention focuses on spending  (§ 5.7). The elderly 
have high fi xed costs  on average in relation to their income; we analyse the extent to 
which this relates to their relatively low income or correlates specifi cally with age. 
Section 5.8 concludes with a summary.

5.2 Income sources

There is a clear difference between the incomes of older people above and below the 
age of 65. Those in the 55-64 age bracket are working or in receipt of early retire-
ment , unemployment , disability or social assistance  benefi t. Those aged over 65 are 
entitled to a state pension  and generally also receive a supplementary pension .
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Chapter 3 showed that 55-64 year-olds are increasingly in employment . Up to 1994 
the employment rate  of this group fell almost continuously, but changes in policy  
– scaling down early retirement  schemes, limiting access to unemployment  and 
disability benefi t  – in combination with the economic upturn have led to an increase 
since then. Even the stagnating economy  since 2002 was not enough to bring this 
trend to an end : chapter 3 also showed that the net employment rate  of older people 
continued to rise between 2002 and 2004.

The trend can also be seen in incomes. Based on the Income Panel Survey (ipo), 
table 5.1 shows the most important sources of income for people aged 55-64 years, 
and also calculates the ratio between the various income sources  in terms of the size 
of the amounts. By way of comparison, the same exercise  was performed for people 
aged between 35 and 55 years. In 2003, the most recent year of the ipo, employment  
was the most important source of income  for approximately 44% of the persons 
in this age group. In many cases these were waged employees  (36%). A smaller 
percentage of them were self-employed  or owned a private limited company 
(8%). These percentages are lower than among 35-54 year-olds. It is striking that 
this difference is considerably wider for employees than for the self-employed; 
self-employed businessmen and women evidently continue to work longer than 
employees.

A great deal has been done in recent years to raise the employment rate  of older 
persons. Successive governments have sought to make the various exit  routes 
less attractive. The Continued Payment of Salary (Sickness) Act (wulbz) and the 
Disability insurance (Differentiation of Premiums and Market Forces) Act (pemba) 
have been introduced, making it a less attractive option for an employer to help an 
employee to stop working and move on to disability benefi t  instead.1 In 2005 the 
medical criteria for access to disability benefi t were tightened up, while the ref erence 
requirements for unemployment  benefi t and the duration of the benefi t were 
changed. At the same time, the job application requirement  was reintroduced for 
older persons. Finally, employers’ and employee representatives converted the early 
retirement  scheme into a system of ‘pre-pension  benefi ts’. An important difference 
is that early retirement  benefi t was funded via a pay-as-you go scheme, whereas in a 
pre-pension  scheme an employee builds up rights which are not lost when he or she 
subsequently stops working. The conversion to pre-pension schemes  has often been 
used as a means of raising the pensionable age  by one or two years and reducing the 
level of benefi t (Soede and Bijkerk 2003).

Despite the efforts to make early retirement  and pre-pension  benefi ts less att ractive, 
the proportion of people aged 55-64 who are dependent on such a benefi t as their 
main source of income  fell by only two percentage points after 1994, to reach 15% 
in 2003.2 A clearer trend can be seen when looking at disability, unemployment  
and social assistance  benefi ts. The policy  of making these exit  routes less att ractive 
meant that in 2003 only 21% of older people were in receipt of such a benefi t, 
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compared with 28% in 1994. In addition, the rising employment rate  of women has 
ensured that the number of people without an income has declined; among 55-64 
year-olds, this proportion has fallen from 25% to 17% in the last decade. By and 
large, those without any (personal) income are women.

Table 5.1
Main source of personal income  and ratio between amounts by age, 35-64 year-olds, 
1994 and 2003 (in percentages)a

35-54 years 55-64 years

1994 2003 1994 2003

main source of personal income 

wages/salary 61 70 23 36

profi t 9 10 6 8

early retirement /pre-pension 1 1 17 15

disability benefi t 5 4 14 11

unemployment /social assistance  benefi t 8 5 14 10

private wealth 0 1 1 3

other/no income 16 9 25 17

share in income

wages/salary 78 85 38 52

profi t 12 13 9 11

early retirement /pre-pension 1 1 23 19

disability benefi t 4 3 14 9

unemployment /social assistance  benefi t 5 3 11 7

private wealth 0 –5 4 2

other 0 0 1 0

a Excluding persons living in institutions  and residential homes.

Source: CBS (IPO’94 and ‘03) SCP calculation

The bottom section of table 5.1 shows the relationship between the income sources  
in terms of amounts. For each Dutch guilder that 55-64 year-olds received in income 
in 1994, 38 cents (i.e. 38%) derived from earned income. In 2003 52 cents of every 
euro received came from earned income. Here again, the percentages are logically 
lower than for persons aged below 55.

If we look at the other sources of income, we see a clear fall in early retirement / 
pre-pension  benefi t as well as in disability, unemployment  and social assistance  
benefi ts. Together these income sources  represented 48% of total income in 1994; 
in 2003 this was down to 35%. On the one hand this is due to an increase in income 
from earnings and profi ts, and on the other to the relative decline in the importance 
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of the various benefi ts (pre-pension /disability/unemployment/social assistance 
b enefi ts). Social assistance benefi t levels have risen less strongly than the general pay 
trend. The number of unemployment benefi ts  paid has reduced because unemploy-
ment is lower than in 1994. Older people more often receive partial disability benefi t  
than in the past. And fi nally, pre-pension benefi ts are generally lower than early 
retirement  benefi ts.

Another trend relates to income from assets . There are few people for whom this is 
the main source of income , though this percentage has risen over time both among 
35-54 year-olds and in the 55-64 age group. There is thus a small group who live 
entirely from wealth they have built up. On average, however, assets have become 
a negative source of income for 35-54 year-olds, while the signifi cance of income 
from assets in the 55-64 age group has fallen from 4% to 2%. One explanation for 
this is that the younger age group more often own their own home than in the past 
and are taking on ever higher mortgages to fi nance it. The same applies for older 
people; they have seen their income from assets fall over time because they now opt 
less often than in the past to pay off their mortgage entirely (Van Dugteren 2001: 74). 
There is another point that is relevant for them: they receive less interest on their 
assets because interest rates in 2003 were considerably lower than in the middle of 
the 1990s. Moreover, 2003 was a relatively bad year on the stock market, in which 
many companies and equity funds paid out little or no dividend.

The distribution of income sources  is very different for people aged over 65. This is 
because all people over this age, both men and women, are entitled to a basic
fl a  t-rated state pension (aow) . The number of over-65s in paid employment  is very 
small. Table 5.2 provides an insight into the income sources of this group.

For a large majority of people aged over 65, the state pension  is their main source 
of income . This applies to an even greater extent for the over-75s: the state pension 
was the main source of income for 75% of this group in 2003, compared with 69% of 
65-74 year-olds. Dependence on the state pension is particularly high among women; 
married women often receive only a state pension because they have not built up 
an employment  history and are therefore reliant on their husband’s supplementary 
pension . This does not however mean that in the event of the death  of their partner 
or divorce they are entirely dependent on the state pension. Where the husband dies, 
the widow receives a surviving dependant’s pension , while in the event of divorce the 
pension entitlements are divided in such a way that the wife also benefi ts from the 
entitlements built up during the years of the marriage.
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Table 5.2
Main source of personal income and relationship between the amounts by age, the over-65s, 
1994-2003 (in percentages)a

65-74 years  75 years

1994 2003 1994 2003

main source of personal income 

state pension 72 69 77 75

supplementary pension 19 24 15 20

wages/profi ts 2 3 1 1

unemployment /disability/social assistance  benefi t 2 2 0 1

assets 4 2 6 3

other/no income 1 0 1 0

share in income

state pension 48 46 53 51

supplementary pension 33 38 27 35

wages/profi ts 5 7 3 1

unemployment /disability/social assistance  benefi t 2 2 0 1

assets 12 7 16 12

other 0 0 1 0

a Excluding persons in institutions  and residential homes.

Source: CBS (IPO’94 and ‘03) SCP calculation

In both age groups, the state pension  loses its importance as the main source 
of income  over the period studied. This reduction in the relative importance of 
the state pension coincides with an increase in the importance of supplementary 
pension . This was the main source of income for 24% of people aged 65-74 in 2003, 
accounting for 38% of their income. The same trend, albeit less strong, can be 
observed among the over-75s.

A fi rst explanation for this shift is that the gross state pension  lagged behind 
average pay rates during the period studied, so that the net importance of the state 
pension reduced. Although the older person’s tax credit  was introduced in 1995 and 
extended in 1997, so that the net state pension remained reasonably intact, this only 
had consequences for net income .

A second explanation for the declining importance of the state pension  and the 
growing importance of supplementary pensions  is the increased employment rate ; 
more people, and particularly women, have their own job and build up their own 
supplementary pension . This aspect in particular will help supplementary pensions  
to attain an ever more important position in the future. This was also the reason 
for scrapping the partner’s state pension supplement in 2015. If a man now reaches 
the age of 65 before his wife, he receives a married person’s state pension, which is 
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equivalent to 50% of the guaranteed minimum income for an elderly couple. Because 
his wife is not yet 65, she is not entitled to a state pension, and it is therefore highly 
possible that the couple have a combined income that is inadequate. As this can 
lead to a substantial income gap for many couples, the husband receives a supple-
ment on top of his state pension if his wife has no income. The expectation is that 
this supplement will be less and less needed in the years ahead as the employment 
rate of women is likely to increase further. Against this backdrop, it was decided in 
1996 that the supplement would no longer be needed in 2005 and could disappear. 
It is however far from certain whether the employment rate of older women will be 
su ffi ciently high by then to prevent a large group from falling into an income trap 
where the husband reaches the age of 65 before his wife.

A third explanation for the growing importance of supplementary actions is the 
improvement in pension  schemes. A growing number of employees  are building up 
a pension; the most recent Pension Map of the Netherlands (Pensioenkaart Nederland) 
shows that in 1985 18% of employees did not build up a pension (ser 2000); in 1996 
this had fallen to 9%. In addition, the schemes themselves have improved over time. 
For example, in 1999 69% of employees had a prospect of a pension that would 
provide more than 70% of their most recently earned salary; in 1987 the fi gure was 
only 10%.

There is a limited group of older people for whom income from assets  (interest/
d ividend/imputed rental value ) is an important source of income  alongside the state 
pension  and a supplementary pension . This applies in particular for the over-75s, 
for 43% of whom this was actually the main source of income in the period studied. 
These people often have a relatively low supplementary pension  in combination with 
owning their own home. The size of this group has however declined over the years.

5.3 Income levels

The relationships between the different income sources  illustrate the fact that the 
number of working 55-64 year-olds has increased in recent years. The number of 
over-65s in receipt of a supplementary pension  is also increasing. In this section 
we no longer focus on personal incomes, but on household incomes, because it is 
generally assumed that the members of a household pool their incomes and pay 
all household costs from that pool. Since multiple-person households incur higher 
costs than single-person households, the incomes of multiple-person households 
are converted to a single-person household by applying an equivalence factor. This 
‘standardised household income ‘ enables all household types to be compared in 
terms of prosperity.3, 4

Table 5.3 presents the average incomes from 1994 onwards for various age catego-
ries. The incomes have been adjusted for infl ation so that the differences over time 
refl ect the trend in purchasing power . This table also includes the years 2000 and 
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2001. In 2001 the Dutch Tax Plan 2001 was introduced and at the same time the 
ipo was revised. As a result, 2000 and 2001 are not directly comparable because of 
d ifferences in the measurement techniques used. Although the effects of the change 
are relatively limited (scp/cbs 2005), only indicative statements can be made about 
the income effects in that year.

Table 5.3
Standardised disposable household income  and growth in it by age, sex and household composition, 
persons aged 35 and older, 1994-2003 (in EUR x 1,000, 2003 prices and in percentages, 
respectively) 

1994 1998 2000 2001a 2003a
growth
1994-2000

growth 
2000-2001a

 growth 
2001-2003

35-54 years 18.9 19.6 20.4 21.5 20.3 8 5 –5

55-64 years 19.2 20.1 21.2 22.8 22.6 10 8 –1

65-74 years 17.0 18.0 18.7 18.7 19.1 9 0 2

 75 years 15.7 16.5 17.4 17.4 18.4 11 0 6

65-74, cohabiting 17.8 18.7 19.4 19.4 20.0 9 0 3

65-74, single man 16.5 17.4 18.7 18.3 18.7 13 –2 2

65-74, single woman 15.1 16.3 16.8 16.5 16.6 12 –2 1

 75 years, cohabiting 16.8 17.7 18.5 18.2 18.9 11 –2 3

 75 years, single man 16.1 16.6 17.8 18.5 20.3 11 4 10

 75 years, single woman 14.6 15.4 16.3 16.1 17.1 12 –1 6

in institutions and homes 11.4 12.3 12.6 13.2 13.7 11 4 4

a Figures for 2001 and 2003 are provisional fi gures following the overhaul of the IPO in 2001.

Source: CBS (IPO’94-’03); SCP calculation

A fi rst conclusion that can be drawn from table 5.3 is that 55-64 year-olds have the 
highest disposable income  on average. During this phase of life  people are at the 
peak of their careers and their income is at its highest on average. In addition, the 
children  have often moved out, so that the parents incur fewer costs and have a higher 
standardised disposable income. The income of all people aged over 65 is lower on 
average, and that of the over-75s is the lowest; in 2003 this group had an average 
income of eur 18,400. Within this group, single women have the lowest income. 
This income position  has not changed over the years; it was the same in 1994.

It is striking that in 2003 single men and women aged 75 and older had a higher 
income on average than single men and women aged between 65 and 75. This does 
not apply for couples. A possible explanation is that single persons aged over 75 are 
mainly widows  and widowers ; chapter 9 shows that the loss of a partner  does not on 
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average lead to a reduction in standardised income . Another possible explanation is 
that in recent years a new group of people have been joining the ranks of pensioners; 
these are people who were already single before reaching the age of 65 and who had 
an interrupted employment  career (e.g. immigrants, divorced women). As a result 
their pension  is lower on average than the incomes of older single persons who 
receive a relatively good surviving dependant’s pension.

In addition, single elderly persons over the age of 75 have seen the strongest rise in 
their income in the last few years. This is primarily due to the (supplementary) older 
person’s tax credit .5 Single persons over age 65 received an additional tax allowance 
and thus had to pay less tax than married couples who received only the general 
older person’s tax credit. Below a certain (high) income threshold this amount is 
independent of income. The relatively low average income of the over-75s means that 
the older person’s tax credit weighs more heavily in the real rise in their income than 
it does for people in the 65-74 age group.

Despite the stronger income growth among the elderly, the average real income of 
people over the age of 65 is still substantially lower than that of 55-64 year-olds.

Tax reforms were introduced in 2001, and in the same year the income fi gures 
from the ipo were revised, so that any statements about the income effects in that 
year can only be indicative. A key objective of the tax reforms was to make paid 
employment  more attractive. The result was that workers  in particular saw their 
net/disposable income  improve. De Kleijn (2005) calculated that people with income 
from employment  gained an average of 4% due to the tax reforms, while pensioners’ 
income improved by 2%. This means that people on a pension  or other benefi t 
gained relatively little from the tax reforms. Table 5.3 shows that there was little or 
no increase in the average income of people aged over 65 in that year. The incomes of 
35-54 year-olds increased on average by around 5% (indicative), while 55-64 year-olds 
appear to have benefi ted most, with an increase of 8%.

In the period after 2001 the trend in incomes  varied widely between the different 
age groups. But 35-54 year-olds saw their incomes fall sharply on average, while the 
incomes of older persons increased signifi cantly in the same period. One explana-
tion for this is the relatively sharp rise in unemployment  in the 35-54 age group, 
making them dependent on (lower) benefi ts. This loss of income had a major impact 
on the trend in average incomes. Those who did not become unemployed were also 
confronted with falling purchasing power . Wages increased only slowly during this 
period, while these employees  were moreover confronted with rising pension  contri-
butions (cpb 2004). In the wake of falling stock market prices in 2001 and 2002, 
many pension funds were faced with funding shortfalls. As the funding ratio require-
ments for pension funds were also tightened up during this period, they were forced 
to raise their premiums, thus denting the purchasing power  of many employees.
The income of 55-64 year-olds has stagnated since 2001. In the years prior to this, 
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this group had seen a clear rise in income – by an average of 10% between 1994 and 
2000 – while the tax reforms also appear to have been fairly benign for this group. 
After 2001, however, their average income remained stable. This was the product of 
two opposing trends. First, the net employment rate  of older people continued to rise 
in this period and, despite the recession, more and more older people were receiving 
an income from employment , thus boosting average income. Acting against this was 
the impact on purchasing power  of the increased pension  contributions and the pay 
restraint, both of which also impacted on this group. The net effect was that their 
average income remained static.

People aged 65 and older can no longer become unemployed and no longer have 
to pay pension  contributions. As a consequence, their income is relatively unaffected 
by the economic cycle. Their pensions are indexed annually, with the result that their 
income position  improved on balance in the period 2001-2003. This is also due to the 
fact that the indexation  of supplementary pensions  slightly lags behind the general 
economic trend, so that older persons benefi ted in 2002-2003 from the favour-
able economic trend in 2001. According to the Dutch Association of Industry-wide 
Pension Funds, 70% of pensioners who were members benefi ted in 2003 from index-
ation of 3.5% or more (the infl ation rate in 2002) (vvb 2002), while 23% received 
an increase of less than 3.5%. The remaining 7% received no index-linking . A year 
later the average indexation was considerably lower; in 2004 the average increase in 
pensions was 1.6%, whereas infl ation in the previous year was 2.1% (vvb 2004).

The group with the lowest incomes are older persons living in institutions  and resi-
dential homes, which for this group almost always means a care home  or a nursing 
home . Their average annual income in 1994 was eur 11,400 (2003 price levels). This 
low income is related to the small number of supplementary pensions  in this group.6 
There is also a selection effect at work: elderly people with a low income end up in 
an institution more quickly than people with a high income, who are often able to 
purchase care and thus avoid admission to an institution (Timmermans and Woit-
tiez 2004b). In line with other older persons, the income of residents of homes grew 
by approximately 11% in the period 1994-2000. In the subsequent period, too, the 
increase in their income corresponds with the rise among the over-75s in private 
households. This means that their relative position has undergone little change in 
recent years.

5.4 Outlook

Up to and including 2003 the income of the elderly grew more strongly on average 
than that of younger adults. No income fi gures are known for the years after 2003; 
however, using the income estimates compiled for the Poverty  Monitor 2005 it is 
possible to offer some insight into recent income changes . These estimates are 
hedged in by various uncertainties. For example, the trend in energy costs in 2006, 
the actual level of nominal health  insurance premiums, the potential non-take-up 
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of the care allowance and the trend in the income of the self-employed  and (former) 
recipients of disability benefi t  all contributed to the fact that the trend in purchasing 
power  turned out differently from what had been assumed. It had also been assumed 
in the purchasing power calculations that all households would benefi t from the 
abolition of the user’s portion of property tax. In reality, however, households with a 
low income generally make use of an exemption scheme, so that this measure has no 
effect for them.

The estimates were of necessity based on a different group division from that 
normally used in the Report on the Elderly. In addition, a clear distinction is made 
between households below and above the low-income threshold .7 The estimates 
are based on fi gures from the Macroeconomic Forecast 2006 (cpb 2005), which was 
published in September 2005. The most recent estimates in the Central Economic Plan 
2006 (cpb 2006) differ marginally from these earlier estimates. According to the 
latest fi gures, the purchasing power  of the various groups fell slightly more strongly 
in 2005 (difference of between 0.0 and 0.5 percentage points), but for virtually all 
groups 2006 presents a slightly more positive picture than that suggested by the 
Macroeconomic Forecast (difference of up to 0.5 percentage points). The measures taken 
by the government  in not reducing the care allowance on 1 July 2006 are likely to have 
a positive effect on the purchasing power of approximately 0.5% for households in 
receipt of care allowance (cpb 2006; szw 2006). The net effect of this on the overall 
picture for the period 2004-2006 is small (szw 2006). Take 5.4 shows the estimated 
purchasing power effects for various groups based on the Macroeconomic Forecast 2006.

The table shows clear differences between the years 2004, 2005 and 2006. According 
to the estimates, some groups gained slightly in 2004, while others lost out slightly. 
The picture for 2005 is negative across the board, with all groups seeing a clear loss 
of purchasing power . The situation has improved in 2006, however, with virtually all 
groups being able to look forward to an improvement in purchasing power.

Over the entire period 2004-2006, purchasing power  improved for employees  with 
children  and households aged over 65 years. Employees with children below the 
low-income threshold  benefi ted most, with an increase of 2.1%. This was because 
under the new care system they no longer had to pay health  insurance premiums 
for c hildren, whilst still benefi ting from the various compensatory tax and social 
in surance contribution measures.
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Table 5.4
Average expected purchasing power  changes for certain socio-economic groups, 2004-2006
(in percentages)

2004 2005 2006
total effect 
2004-2006

below the low-income threshold  2003

employee without children –0.1 –1.9 0.1 –1.9

employee with children 0.0 –1.2 3.3 2.1

single person on benefi t –0.2 –2.5 0.0 –2.7

family  on benefi t 0.0 –1.5 0.4 –1.1

over-65 living with others 0.2 –0.5 1.3 1.0

over-65 living alone 0.5 –0.7 2.0 1.8

above the low-income threshold  2003

employee without children –0.8 –1.9 0.1 –2.6

employee with children –0.3 –1.4 1.9 0.2

single person on benefi t –0.7 –2.8 –0.1 –3.6

family  on benefi t –0.3 –1.9 0.4 –1.8

over-65 living with others 0.3 –0.6 1.1 0.8

over-65 living alone 0.4 –0.9 1.9 1.4

Source: SCP/CBS (2005)

Older people, too, both singles and those living with a partner  above and below 
the low-income threshold , saw their income increase in the period 2004-2006. The 
trend was especially marked in the years 2004 and 2006; in 2004 this group enjoyed 
a relatively small improvement in purchasing power  (between 0.2 and 0.5 percentage 
points), while the other groups remained static or lost purchasing power. Although 
the trend in 2005 was negative, the losses were limited compared with the other 
groups. Finally, 2006 also shows a positive picture for older people, whereas benefi t 
claimants  and employees  without children  can look forward to little or no
impr o vement in their income.

For people aged over 65, therefore, the positive trend in income  in the period 
1994-2003 continued after 2003. The question is whether this also applies for 
older people aged 55-64 years, a substantial proportion of whom are dependent on 
benefi t; table 5.1 shows that benefi t is the main source of income  for around 36%. 
The purchasing power  fi gures are clearly the worst for single benefi t claimants  in 
2004-2006. Those above the low-income threshold  see a net decline in purchasing 
power of 3.6 percentage points; below the low-income threshold the fi gure is 2.7 
percentage points. The decline in purchasing power was especially strong in 2005. 
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On top of this, the labour market opportunities for people aged over 55 are poor. Life 
thus became more diffi cult for older people on benefi t in the period 2004-2006.

5.5 Poverty  and income inequality 

There are two images of the elderly in public opinion. On the one hand there is the 
image of the older person struggling to make ends meet from a small pension . 
On the other hand there is the better off senior citizen. Table 5.5 shows what 
percentage of private households aged over 35 years live below the low-income 
threshold . This threshold is used in the Poverty  Monitor 2005 to chart the poverty 
rate  in the Netherlands (scp/cbs 2005). In 2003 an average of 9.1% of households 
were living below the threshold. If we look at the differences by age group, it is 
striking that persons aged over 65 are below the average (7.0%, 104,000 households, 
or 119,000 in dividuals), whereas 55-64 year-olds are above it (10.4%, 116,000 house-
holds, 153,000 ind i viduals).

This is in stark contrast to 1994, when the percentages of over-65s with a low 
income were higher than in 2003; no fewer than 30% of people aged over 75 were in 
poverty . The income policy  has thus borne fruit over the years particularly for people 
aged over 65. They are now not more often poor than average, but less often. As a 
result, 55-64 year-olds are the group was at the greatest risk of poverty. In 1994 this 
group were less often poor than the general average.

Table 5.5
Households below the low-income threshold , by age of the main breadwinner, main breadwinners 
aged 35 and older, 1994-2003 (in percentages)b 

1994 1998 2000 2001a 2003

all  35 years 15.5 12.8 9.0 8.9a 9.1

35-54 years 12.1 11.0 7.6 8.5a 9.8

55-64 years 14.2 13.5 9.7 10.5a 10.4

65-74 years 17.3 11.7 8.9 7.2a 7.0

 75 years 30.2 21.1 15.9 10.3a 7.0

a Owing to a revision in 2001, the fi gures are not completely compatible with earlier years. From 2001 onwards, fi gures are 
provisional.

b Excluding households in institutions  and residential homes.

Source: CBS (IPO’94-’03) SCP calculation

The fall in the general poverty rate  occurred mainly in the period 1994-2000; during 
that period, the poverty rate of among all households whose head was aged 35 or 
over fell from 15.5% to 9.0%. The poverty rate also almost halved among the over-
65s, from 17.3% to 8.9% among 65-74 year-olds and from 32% to 15.9% among the 
over-75s. In contrast to 35-54 year-olds, the poverty rate among older people fell 
further after 2001 in line with their income development, and in 2003 it was actually 
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below the general average. In this sense, ‘old’ is no longer by defi nition associated 
with ‘poor’.

The image of a relatively low poverty rate  among the elderly contrasts with the fact 
that emerges from table 5.3, that their average income is on the low side. One reason 
for this is that virtually all elderly people receive a state pension . Over the course of 
time the net state pension (including the older person’s tax credit ) has come to lie 
close to the poverty threshold, so that older people are no longer so frequently poor. 
In addition to this trend, the present older generation  have generally built up better 
pensions than previous generations. Finally, in 2001 the Income Panel Survey was 
revised, and since then ‘minor’ interest income has also been added to income,8 
quickly taking the income of older people above the poverty line .

Figure 5.1 shows that few elderly people are genuinely poor, but also that few of them 
are genuinely rich. The group just above the poverty line , with an income of between 
100% and 120% of the low-income threshold , is a large one compared with the other 
age groups. The percentage of the over-75s in this group was particularly high in 
2003, at 23%. This compares with 7% for younger people (35-54 years). A relatively 
high proportion of older people thus have an income just above the poverty line. This 
explains why the average income of the over-65s is low, even though the poverty rate  
is not high.

Figure 5.1
Distribution of income by a, population aged 35 years and older, 1994 and 2003 (in percentages)

Source: CBS (IPO’94 and ’03) 
SCP calculation 
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The position of 55-64 year-olds is also striking in this context. The proportion of 
poor people in this group is higher than in the other groups, but the proportion 
with between 100% and 120% of the low-income threshold  is markedly smaller than 
among the over-65s, standing at 6% in 2003. At the same time, 55-64 year-olds are 
the group with the highest proportion of ‘wealthy’ members: 17% had an income of 
more than three times the low-income threshold in 2003. Income inequality  is thus 
greatest in this group.

On balance, an ever smaller proportion of elderly people have an income below the 
low-income threshold . Yet there is a group which still fall below the poverty line . The 
question is which group this is and what the reasons for this are. We look at people 
aged below 65 and the over-65s separately (tables 5.6 and 5.7). Table 5.1 showed 
that older persons aged 55-64 are relatively often in receipt of benefi t, either in the 
form of early retirement /pre-pension  benefi t or a disability, unemployment  or social 
assistance  benefi t. Table 5.6 shows the chance of having a low income by income 
source  for households whose head is aged 55-64 years.

Table 5.6
Households below the low-income threshold , by main source of income , households whose main 
breadwinner is aged 55-64 years, 2003 (in percentages)a

all households risk of low income
households below low-income 
threshold 

number of households 1,085,000 10.4 112,000

main source of income 

wages/salary 45 1 5

profi ts 14 13 15

early retirement /pre-pension /pension 21 5 10

disability benefi t 11 22 24

unemployment  benefi t 2 8 2

social assistance  benefi t 6 72 42

assets /own home 1 11 1

other/no income 0 19 1

a Excluding households in institutions  and residential homes.

Source: CBS (IPO’03) SCP calculation

Older people for whom disability or social assistance  benefi t is the main source of 
income  have a very strong chance of being poor. This applies especially for the latter 
group, where the chance is 72%. Although only a small proportion of households 
are dependent on social assistance benefi t (6%), the high risk of poverty means that 
this group contains a large proportion (42%) of the households living below the low-
income threshold . Households in receipt of disability benefi t  also have a high risk of 
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falling below the low-income threshold. As might be expected, people in work  have a 
low risk of poverty (1%).

The chance that a household whose head is in receipt of early retirement  or pre-
pension  benefi t will fall below the low-income threshold  is small, at just 5%. This is 
because early retirement  benefi t generally amounted to 80-90% of previous income, 
and this income was therefore reasonably comparable with their earned income. 
People used this exit  route to stop work voluntarily. If early retirement benefi t were 
so low that it pushed people below the poverty line , employees  would probably opt 
to continue working. With pre-pension  schemes, employees can choose the moment 
at which they stop working, but the earlier they stop the lower their pre-pension 
benefi t will be. We may assume that people will continue working until the pre-
pension benefi t reaches a reasonable level. On balance, this means that the risk of 
poverty for people on early retirement and pre-pension benefi t is low. Poverty  thus 
occurs mainly among those whose exit from the labour market has been involuntary: 
dis ability benefi t  and social security benefi t claimants .

A proportion of the over-65s also have an income below the low-income threshold . 
Their disposable income  based on state pension  benefi t was eur 9,900 per year in 
2003; the low-income threshold stood at eur 10,200 per year. This means that every 
older person who had additional income of more than eur 300 was in principle no 
longer designated as poor. For couples, these amounts were eur 13,800 and eur 
14,300, respectively.

Table 5.7
Characteristics of the income below or above the low-income threshold  of households whose head is 
aged 65 or older, 2003 (in percentages)b

low income no low income

other income less than EUR 300/EUR 500, respectivelya per year 88 44

no supplementary pension 83 10

incomplete state pension 35 6

negative interest income 8 9

negative income from own home 7 11

other negative income 3 1

a EUR 300 for singles and EUR 500 for couples.
b Excluding residents of institutions  and residential homes.

Source: CBS (IPO’03) SCP calculation

Table 5.7 shows that the majority of households with a low income (88%) have 
little or no income beside the state pension , such as income from employment  or 
interest. They also generally have no supplementary pension . This latter fact proves 
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to be decisive, because 90% of households with an income above the low-income 
t hreshold  do have a supplementary pension .

Roughly 35% of households with a low income did not receive a complete state 
pension . This may be because they have spent some time living abroad (expatriates, 
development aid workers ); for each year that a person lived outside the Netherlands, 
2% of their state pension benefi t is deducted.9 However, a larger group consists of 
immigrants who have settled in the Netherlands. Figures from the Social Insurance 
Bank (Sociale Verzekeringsbank) reveal that 7% of state pensions were reduced (svb 
2006). In total 170,000 in the Netherlands people receive a reduced state pension. 
The estimate on the basis of the ipo is slightly lower, at 6%.10

An incomplete state pension  need not necessarily mean a low income for older 
people; they often have supplementary income. However, immigrants have often not 
been able to build up a supplementary pension  because they were employed in low-paid 
jobs (Schellingerhout 2004). As a result, many elderly persons with a reduced state 
pension have a low income. If that income is below the guaranteed minimum income, 
the reduced state pension can be topped up via a social assistance  benefi t to the level of 
the state pension. However, there are indications that a proportion of this group do not 
make use of this supplementary benefi t provision (Nederland et al. 2005).

5.6 Making ends meet and debt 

The income of the elderly has increased signifi cantly in recent years. Despite this, 
their income is still lower on average than that of younger age groups. On the other 
hand, older people can generally manage more easily on their incomes, and their 
needs are also often lower (Van den Bosch 2002). Put differently, if a person aged 
80 years and a person aged 40 years both have eur 1,000 per month to spend, the 
younger person will have more diffi culty to make ends meet than the older person. 
Table 5.8 shows what proportions of the different age groups report that they are 
able to make ends meet ‘easily’ and ‘with diffi culty’.

The growing prosperity over the last decade has meant that more and more people 
report that they are able to manage (very) easily on their income. Approximately 
42% of all households whose head is 35 or older stated in 1994 that they were able 
to manage easily or very easily; this fi gure had risen to 55% in 2003. This increase 
occurs in all age groups; both young and older people are able to manage more easily 
than in the past. 55-64 year-olds are generally the most satisfi ed; 45% of them were 
able to manage easily in 1994, but by 2003 this had risen to 57%. Households aged 
75 years and older are the least positive about their incomes. In 1994 only 39% said 
they were able to manage easily; this had risen to 54% in 2003, so that the difference 
compared with the general average has become minimal. In addition to age, house-
hold composition  is also important; single older women in particular are less often 
able to manage easily: in 2003 only 43% were able to do so.
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In addition to the large group who are able to manage easily, there are also house-
holds which have diffi culty in making ends meet . In 1994 17% of all households 
whose head was aged 55 or older had diffi culty managing on their income. This 
fi gure fell to 10% in 2001, the year in which the economy  performed best, and 
remained at this level in 2003.

Table 5.8 shows that younger households had more diffi culty during the recession. 
Here, the percentage facing diffi culties rose from 8% in 2001 to 14% in 2003. As 
stated in section 5.3, this was because many younger people became unemployed 
and because workers  lost some of their purchasing power . In line with the poverty 
rate , older people more often reported than younger people that they had diffi culty 
making ends meet  in 1994; in 2003 this position was reversed, with younger people 
reporting more often that they had diffi culty making ends meet.

Table 5.8
Assessment of income by households, by age of main breadwinner, main breadwinners aged 35 years 
and older, 1994-2003 (in percentages)a

1994 1998 2001 2003b

able to manage easily/very easily

35-54 years 42 51 54 55

 55 years of whom 42 49 51 56

55-64 years 45 53 54 57

65-74 years 41 48 51 57

 75 years 39 45 47 54

couple 50 58 60 64

single woman 28 32 37 43

single man 48 58 54 59

has diffi culty/great diffi culty making ends meet

35-54 years 13 9 8 14

 55 years of whom 17 12 10 10

55-64 years 15 13 12 11

65-74 years 17 11 10 11

 75 years 18 11 8 8

couple 10 7 6 9

single woman 26 21 15 13

single man 18 8 8 8

a Excluding households in institutions and residential homes.
b The year 2003 is based on the POLS survey; as a result, the fi gures are not completely comparable.

Source: CBS (SEP’94-’01, POLS’03) SCP calculation
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There is no clear difference between 2001 and 2003 in the various age categories 
aged 55 years and older. What is however striking is that couples in particular say 
that they have found things diffi cult since 2001. This contrasts with the fact that 
there are also more older couples who state that life became easier in the same 
period. The proportion of couples saying that it was ‘neither diffi cult nor easy’ to 
manage has thus become considerably smaller.

The ability or inability to make ends meet is a general indicator for the suffi ciency of 
people’s income. Table 5.9 shows the specifi c problems of not being up to manage.

Table 5.9
Specifi c problems of households which cannot manage on their income, by age and household 
composition , households whose head is aged 35 or older, 2003 (in percentages)a

35-54
years

55
years

55-64
years

65-75
years

 75
years

couple 
 55 

years

single 
man 

55 years

single 
woman 

55 years

payment arrears in last year 

electricity, gas or water 3 1 – – – – – –

paying off debts 2 1 – – – – – –

rent or mortgage 3 1 – – – – – –

insuffi cient money for

a hot meal with meat, chicken or fi sh every 
other day 4 4 4 3 4 5 4 3

heating the home 7 5 5 4 5 4 4 5

regularly buying new clothes 15 13 13 13 13 10 11 18

Inviting family  or friends for a meal once a 
month 9 8 8 8 9 7 9 11

replacing worn-out furniture 23 20 18 22 19 15 19 28

one week’s holiday a year 44 28 34 29 24 26 20 34

a Excludes households in institutions  and homes
- Insuffi cient observations (< 25)

Source: CBS (POLS’03) SCP calculation

  

Despite their lower incomes, older people less often have payment arrears than the 
younger age groups. One explanation is that older people are less often confronted 
with changes, so that they also less often face ‘adaptation debt ‘, i.e. debt incurred 
by people when their income suddenly drops, for example due to unemployment  or 
incapacity for work , or if expenditure  rises sharply (Jehoel-Gijsbers 2005: 55-58). On 
top of this, the purchasing power  of younger people has fallen on average in recent 
years, while this was not the case for older people.
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In 2003, 4% of the elderly had too little money to be able to have a hot meal every 
other day. Older people do not differ from younger people of this point, and there 
are also no signifi cant differences among the elderly. These differences do exist on 
other points. Older people have less diffi culty heating their home, buying clothes, 
inviting family  for a meal and replacing worn-out furniture. However, the difference 
compared with younger people is not great. This is the case only when it comes to 
holidays; younger people have signifi cantly more diffi culty in paying for these. This 
difference could of course also be caused by the fact that the younger people place 
higher demands on a holiday.

The differences within the older population are small. Only single women score 
worse than the elderly in general on a number of items (clothing, holidays, furniture 
and inviting people for a meal). In addition, 55-64 year-olds relatively frequently have 
insuffi cient money to go on holiday. Here again, it is unclear to what extent this can 
be attributed to expectation levels.

Of the 4.1 million people aged over 55, 150,000 were living in an institution in 2004,11 
of whom 100,000 were in care homes and 50,000 in nursing homes (cbs 2006b). In 
a home they receive meals and accommodation in addition to care, and they pay a 
means-tested contribution for this. A large number of the items in table 5.9 (prob-
lems with rent/mortgage, energy costs, hot meals) are not relevant for these people. 
In order to obtain some insight into their fi nancial situation, the Elderly People in 
Institutions survey (oii) therefore asked a number of different questions (table 5.10).

Table 5.10
Specifi c problems in making ends meet  for older persons in a care home  or nursing home , over-55s, 
2000 and 2004 (in percentages)

care home nursing homea

2000 2004 2000 2004

able to manage well 42 48 48 49

(great) diffi culty in making ends meet 16 15 18 16

able to manage with fi nancial help from family  or children 7 7 11 9

has insuffi cient money

to make telephone calls 4 3 13 9

to buy an occasional gift 14 9 13 13

to buy new clothes regularly 17 17 15 13

to have an occasional trip out 23 22 21 20

to go on holiday for one week a year 39 33 . .

a Both psychogeriatric and somatic nursing homes.

Source: SCP (OII’00 and ‘04)
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There have been a number of positive changes in this group, too. The proportion of 
care home  residents who are able to manage well has risen from 42% to 48%, while 
the proportion who have diffi culty or great diffi culty managing has fallen slightly. 
Yet in 2004 there was still a group who were fi nancially dependent on family  or 
children : 7% of residents of care homes  reported that this applied for them. The 
questions on whether people have enough money to afford certain things are also 
answered in the negative by a number of people. A small proportion report that they 
have too little money to be able to make telephone calls; this applied for 4% in 2000 
and 3% in 2004. When it comes to larger expenses, such as buying a gift or new 
clothes or having a trip out, the fi gures are higher, at between 9% and 22%. And for 
a third of old people living in care homes in 2004, a week’s holiday per year was too 
expensive. Most of the percentages have however fallen (slightly) since 2000.

The fi gures for nursing home  residents are slightly less favourable than those for 
care home residents. Nursing home residents reported slightly more often that they 
have diffi culty in making ends meet  and need help from family . Here again, however, 
there has been an improvement compared with 2000. The percentage of people able 
to manage well has risen slightly while the percentage who have diffi culty or great 
diffi culty managing has fallen slightly. In line with this trend, fewer elderly residents 
of nursing homes  reported in 2004 that they had too little money to make telephone 
calls than in 2000. The same applies for buying a gift and new clothes or having a 
trip out. It is striking that in answer to these last two questions (buying clothes and 
having a trip out), people in nursing homes report fewer problems than people in 
care homes. Evidently there is less need to spend money on these things. By contrast, 
nursing home residents report more diffi culty with meeting the costs of telephone 
calls and buying gifts.

5.7 Expenditure

Do older people spend their income differently from younger adults? Table 5.11 
provides an insight into this. The Household Expenditure Survey is used as a basis 
to determine what the 35-54, 55-64 and over-65 age groups spend their income on. 
A fi rst conclusion is that the over-65s spend a relatively high proportion of their 
income on fi xed costs .12 The main reason for this is that their incomes are relatively 
low, while their rent or the imputed rental value  of their owner-occupied homes is 
not. It is often argued that the housing  costs of older people who own their own 
home are low because their mortgage is generally paid off. This is not evident from 
table 5.11 because the imputed rental value of the home is added to fi xed costs in this 
table.13 An older person with a home that is paid for and living only on state pension  
thus spends a relatively high proportion of their income on their home in this model. 
The idea behind this is that an owner-occupied home cannot be readily replaced by 
a cheaper (rented or owned) home, and in this sense is a ‘fi xed cost’. A question that 
is diffi cult to answer is to what extent people choose voluntarily or consciously to 
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spend this relatively high proportion of their income. It is possible that they are not 
able to occupy a cheaper home, so that a large part of their budget has to be spent on 
their existing home. On the other hand, it is possible that they choose to remain in 
their relatively expensive home despite their relatively low income.

As with the rent/imputed rental value , elderly persons also spend a relatively large 
proportion of their income on other fi xed costs  such as water and energy, insurance 
and consumer taxes. There are however a few positive trends here. In 1999/2000, for 
example, older persons spent signifi cantly less on water and energy and on insurance 
compared with 1994/95. It is these items in particular which determine the falling 
fi xed costs for the over-65s during this period. Fixed costs also fell in 2003; this was 
due almost entirely to the new method of calculating the imputed rental value in that 
year, so that we cannot conclude that fi xed costs fell further in the period 2000-2003.

Table 5.11
Spending patterns of households by age of the head of the household, 35 years and older, 
1994-2003 (as a percentage of total consumption) 

35-54 years 55-64 years  65 years

‘94/’95‘99/’00 2003a ‘94/’95‘99/’00 2003a ‘94/95 ‘99/’00 2003a

total consumption (x EUR 1,000) 24.0 28.2 33.1 20.6 24.3 28.2 14.7 18.1 20.4

fi xed costs 33 32 30 37 36 35 44 42 41

imputed rental valuea 21 20 19 25 24 22 29 28 27

water and energy 5 5 6 5 6 6 7 6 7

insurance 5 5 4 5 4 5 5 5 5

consumer taxes 2 2 2 2 2 2 3 3 3

other expenditure 67 68 70 63 64 65 56 58 59

home furnishing/decorating 9 8 8 9 9 8 8 8 8

food 17 16 16 17 16 17 17 16 16

clothing and shoes 7 7 7 6 6 5 5 6 5

services and personal care 4 4 4 3 3 4 4 5 5

personal development 3 4 4 2 3 3 2 2 3

sport , games and holidays 6 6 7 6 6 6 4 5 4

miscellaneous leisure activity 7 7 7 6 6 7 5 5 5

transport and telephone 13 15 16 13 14 15 9 10 11

miscellaneous other expenditure 1 1 1 1 1 1 2 1 2

total 100 100 100 100 100 100 100 100 100

a For owner-occupiers the imputed rental value  in 2003 was calculated using the method used in the National Accounts. Prior 
to this the imputed rental value was estimated. The estimated imputed rental value in 2000 was approximately EUR 600 
per year higher than the value according to the National Accounts. As a percentage of the budget, this makes a difference of 
approximately 1 percentage point.

Source: CBS (BO’94-’95, ‘99-’00 and ‘03) SCP calculation
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The 55-64 age group occupy a middle position. In 2003 more than 35% of their 
income went on fi xed costs . As with the over-65s, this proportion is determined 
primarily by rent/imputed rental value . In absolute amounts, however, the average 
rent/imputed rental value is higher than it is for the over-65s. The fact that the 
spending  patterns show virtually no change over time, despite the rising prosperity, 
is striking. The only category on which all three age groups spend more is ‘transport 
and telephone’.

As the fi xed costs  of older people are relatively high, the proportion of their income 
that they are able to spend on other items is relatively small. People aged over 65 
spend less on clothing, personal development, transport and leisure activity than the 
younger age group. It is striking that older people spend (relatively) more on
‘miscellaneous other expenditure ‘, such as church collections, family  obligations  
and various small services such as shopping delivery services.

The high fi xed costs  of older people thus means that they have less to spend on 
other things. The question is what causes these high fi xed costs and to what extent 
they correlate with age or with the relatively low income. To answer this question, 
a regression analysis was used to examine possible explanations. In this regression 
the proportion of fi xed costs was related to household income , age of the head of 
household and household composition  (table 5.12).

Table 5.12 shows that a single person aged between 35 and 55 years with an average 
income spends approximately 37.5% of that income on fi xed costs . Income is an 
important predictor of the fi xed costs percentage; for every rise of around 1% in 
disposable income , the fi xed costs percentage falls  by 0.14%. People with a low 
income thus spend a relatively high proportion on fi xed costs.

In addition to income, household composition  is an important factor. Couples (with 
and without children ) spend slightly more on the home than single persons; couples 
without children spend 1.3 percentage points more and couples with children 2.8 
percentage points. It is striking that single-parent families have lower fi xed costs  
than other household types in comparable situations. A possible explanation for this 
is that when partners separate they (are forced to) opt for a cheap (rented) home, so 
that the fi xed costs are relatively low.
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Table 5.12
Results of regression of the share taken by fi xed costs  on to a number of background characteristics

coeffi cient (x 100)

constant 37.5

income / total expenditurea –0.14

household composition 

single personc 0.0

couple without children 1.3

couple with children 2.8

single-parent family –2.5

other 2.3d

ageb

< 35 years –3.6

35-54 yearsc 0.0

55-64 years 1.7

 65 years 3.8

a In this regression, the total expenditure is used as a proxy for (permanent) income. This expenditure deviates from the 
average total expenditure of the reference household.

b Age of the head of the household.
c Reference category.
d Not signifi cant at 1% level.

Source: CBS(BO’98-’00) SCP calculation

The age of the head of household is also relevant. Younger households below the age 
of 35 spend an average of 3.6 percentage points less on fi xed costs  than households 
in comparable circumstances where the head is aged 35-54 years. In line with this, 
55-64 year-olds and the over-65s spend even more: 1.7 and 3.8 percentage points, 
respectively. The relatively high fi xed costs of the elderly are thus caused not only by 
the fact that their income is lower, but also by the fact that they spend more on their 
homes than younger households. This effect can be explained from the fact that 
older persons often continue living in their old home even though their household 
and income have changed signifi cantly over the years. A single person aged under 
55 will generally not opt to rent or buy a single-family  dwelling. Older persons have 
seen their children  leave home and have begun living on a reduced (pension ) income; 
they often continue to live in their familiar single-family home, so that their fi xed 
costs are higher than might be expected on the basis of their household situation 
and income.

Table 5.11 shows that in 1999/2000 the over-65s spent 41% of their income on fi xed 
costs , while households whose head was aged 35-54 spent considerably less, at 32%: 
a difference of nine percentage points. The regression analysis shows that the age 
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effect explains only four percentage points of this difference; the rest is explained by 
the lower income of older persons. Measured in logarithms, the income differential 
averages 46%. The income effect thus explains approximately 7% (46 x 0.16) of the 
higher fi xed costs percentage. Changing household composition  also has a (small) 
effect. People aged over 65 relatively often live as couples without children , but less 
often as couples with children or as single-parent families. If these latter effects are 
combined, older persons would on balance spend one percentage point less on fi xed 
costs. We can therefore conclude that their relatively low income is the biggest factor 
in explaining the relatively high percentage of fi xed costs for persons aged over 65.

5.8 Summary

The income position  of the elderly has improved signifi cantly over the last decade. 
In the period 1994-2000 their average (real) income rose slightly more strongly than 
that of younger adults. It is striking that the income of the over-65s continued to rise 
in the years after 2001, whereas the average income of younger people  actually fell. 
This is because the labour force  was faced with rising unemployment  and negative 
purchasing power  effects as a result of rising pension  contributions. Older people 
were not troubled by these developments and their incomes thus continued to rise 
until the most recent measurement in 2003. The expectation is that the trend in 
the incomes of older people will continue to be more favourable than that of the 
younger age groups after 2003. Although their incomes probably fell in 2005, that 
fall was smaller than for people aged under 65. Moreover, the estimated increase in 
their incomes in 2004 and 2006 was again higher than that of younger age groups. 
On balance, the trend in the incomes of older persons has probably been relatively 
favourable, though some reservation needs to be made for 2006. One striking trend 
is that single persons aged between 65 and 74 years have had lower incomes in recent 
years than single persons aged over 75.

Older persons’ incomes have risen due to improved supplementary pensions ; they 
are more likely to receive a supplementary pension  today than in the past. Yet the 
state pension  remains the main source of income  for many older persons; in 2003 
this was the case for 69% of people aged 65-74 and 75% of the over-75s. For the 
remaining older persons, the supplementary pension form is their main source of 
income. A declining proportion are dependent on income from assets .

A major consequence of the improved income position  of people aged over 65 is 
that the amount of poverty in this group has fallen signifi cantly in recent years. On 
average, a person aged over 65 is now less often poor than the rest of the population; 
in 2003, 7.0% had an income below the poverty line . In 1994, the opposite was true: 
the over-65s were more likely to be poor than the rest of the population. The fact that 
the poverty rate  among the elderly is now lower than among the younger age groups 
does not mean that their average income is higher than that of the rest of the popula-
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tion aged over 35 years; on balance, their income is still below the general average. 
For the over-75s the difference is 15% and among the 65-74 year-olds it is 9%.

Precisely the reverse applies for poverty among people aged 55-65 years. In 1994 this 
group contained far fewer poor people than the rest of the population, but in 2003 
10.4% of this group were poor compared with a general average of 9.1%. A major 
cause of this is that the income position  of people aged over 65 has improved to such 
an extent that 55-64 year-olds are now the group at the highest risk of poverty. In 
particular, people in receipt of social assistance  or disability benefi t  are relatively 
frequently poor. In addition, members of this group have little chance of fi nding 
employment  as a means of improving their income position. Against this backdrop, 
this group deserves some attention. In contrast to these poor households is a group 
of wealthy households in the same age category; roughly 17% of 55-64 year-olds have 
an income of three times the low-income threshold , the highest percentage of all age 
groups. The income differentials are consequently the greatest in this group of older 
persons.

Older people generally have relatively high fi xed costs . This is largely because their 
incomes are relatively low, so that fi xed costs swallow up a sizeable proportion of 
the budget. However, even when corrected for their lower income, the elderly have 
higher fi xed costs than younger adults.

The income trends  are refl ected in people’s own assessment of their income. 
Older persons report more often than in 1994 that they are able to manage easily. 
In this regard their position is now comparable with that of the younger group. 
Roughly 56% of older people were able to manage easily or very easily in 2003, 
compared with 42% in 1994. The proportion of older people who have diffi culty 
making ends meet  has also fallen since 1994 and is now lower than in the younger 
age groups. The explanation for these positive trends is partly that the spending  
needs of the elderly are generally lower than those of younger people. In addition, 
they generally have fewer problems with debt ; the proportion of older people with 
payment arrears is lower than among younger people. Only 1% of them are in arrears 
with their rent or mortgage payments. And fi nally, older persons more often have 
enough money to heat their home, buy new clothes or replace worn-out furniture, 
than do younger adults.
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Notes

1 wulbz stands for Wet uitbreiding loonbetalingsplicht bij ziekte (Continued Payment of 
Salary (Sickness) Act) and was introduced in 1996. pemba stands for Premiedifferentiatie 
en marktwerking bij arbeidsongeschiktheidsverzekeringen (Disability insurance (Differentiation 
of Premiums and Market Forces) Act) and was introduced in 1998.

2 No distinction is drawn in the Income Panel Survey between early retirement , pre-
pension , retirement  pension and annuities. It has therefore been assumed that all 
pension benefi ts received before a person’s 65th year are early retirement/pre-pension  
benefi ts. After the age of 65 the benefi ts are treated as a supplementary retirement 
pension.

3 Siermann et al. (2004) show that a couple without children  need 37% more income 
than a single-person household. A family  with two children needs 88% more income.

4 An important point here is the treatment of children  living at home aged 18 and older. 
Although they live at home, they often have a separate budget; this is not included in 
this model.

5 The general older person’s tax credit  and the specifi c tax credit for a single older 
persons were introduced in 1995 and 1997. These are fi xed amounts which older 
persons may deduct from their taxable income.

6 As these people have been admitted to a nursing or care home , these incomes are not 
entirely comparable with the incomes of private households. People living in a home 
often have to pay a contribution, but incur fewer costs.

7 The low-income threshold  for a single person in 2003 was eur 10,200. The threshold 
has been adapted for other household types using equivalence factors.

8 For 2001 the income tax returns were taken as a basis. For older persons who did not 
submit a return, interest was not included in their income. As a result, the income for 
2000 was slightly underestimated.

9 Except for those who have insured themselves voluntarily.
10 This is because people living abroad are not included in the ipo. This group relatively 

often have an incomplete state pension .
11 A proportion of people living in a residential care or nursing home  (approx. 20,000 

persons) are there temporarily or have not yet been defi nitively placed. This group is 
included.

12 As the expenditure  of these older persons is lower than that of younger people, 
however, in absolute terms their fi xed costs  are on average lower.

13 The consequence of paying off the mortgage is that this (negative) income item disap-
pears. Rather than producing a fall in expenditure , in this model paying off a mortgage 
causes the income of older persons to increase.
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6 Health

Maaike den Draak (scp)

6.1 Introduction

The government  policy  document on the elderly in the context of the ageing  
 population (Nota Ouderenbeleid in het perspectief van de vergrijzing) argues that being 
and remaining in good health  is the most important condition to enable the elderly 
to participate in society (vws 2005a). This chapter discusses health and remaining 
healthy, or regaining health, in relation to the elderly (aged over 55 years) in the 
Netherlands. The central question is to what extend their health status  and take-up 
of provisions  differs from that of younger adults (35-54 year-olds). We also examine 
whether any changes have taken place in this area over the last 10-15 years. Attention 
is also focused on the vulnerability  of the elderly: how vulnerable  are they when it 
comes to issues relating to health and the use and availability of medical care , and 
precisely which elderly persons are vulnerable?

Section 6.2 begins with a description of the health  status  of the elderly based on a 
number of indicators. Section 6.3 then presents fi gures on the take-up of medical 
provisions , and also looks at a number of aspects of the quality of treatment. 
Section 6.4 is concerned with prevention  and health promotion and contains a brief 
di scussion of a number of possibilities for prevention which are currently attracting 
interest and which offer the prospect of health gains . The chapter concludes with a 
summary in section 6.5. The physical disabilities which can result from illnesses and 
disorders are discussed in chapter 7 of this report.

Data have been drawn from various sources. Some are taken from different editions 
of the Permanent Quality of Life Survey (pols), the Health Survey (gez), and the 
Ongoing Survey of Living Conditions (dlo) published by Statistics Netherlands 
(cbs). For comparisons of residential status and a number of other supplementary 
data use was made of the Amenities and Services Utilisation Survey (avo) and the 
Elderly People in Institutions survey (oii) published by the Social and Cultural 
P lanning Offi ce (scp). Data on the psychological health  of older people are drawn 
from the Longitudinal Aging Study Amsterdam (lasa) published by Vrije Univer-
siteit Amsterdam.
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6.2 Health status

The health  status  of the elderly in the Netherlands is described using a number 
of indicators. These include perceived health  (§ 6.2.1), physical health  (§ 6.2.2), 
psychological health  (§ 6.2.3) and healthy life expectancy  (§ 6.2.5). Section 6.2.4 
looks at the simultaneous occurrence of one or more disorders, or comorbidity. 

6.2.1 Perceived health 
A widely used measure of health  is perceived health . By asking people what they 
think of their own health status  in general, a picture of their health is obtained 
which, although subjective, has been found to be a good predictor of health-related 
outcomes such as mortality  and take-up of health care  provisions  (Schneider et al. 
2004; Hoeymans et al. 2005a). Perceived health is an integral measure of all health 
aspects that are relevant for the person in question. The relative importance of these 
aspects depends on individual factors, including age. Among the elderly, chronic 
disorders and physical disabilities are the key determinants of perceived health; in 
people of middle age the determinants are physical and psychological complaints, 
and among the younger generation  they are fi tness and lifestyle  (Hoeymans et al. 
2005a).1

Apart from individual factors, people’s assessment of their own health  is also 
shaped by their social frame of reference, including things such as the opinions 
of peers and the expectations of society (Vanden Boer and Pauwels 2004). For the 
elderly, the idea of ‘normal ageing ‘ evokes a picture of accepting decline whilst still 
remaining content. They begin applying different criteria and redefi ne health as the 
retention of basic functions and the absence of life-threatening diseases and pain 
(Von Faber 2002).

Table 6.1 shows the percentage of people in various age groups who perceive their 
health  as good or very good.2 The percentage reduces with increasing age, and 
among those aged over 75 only just over half perceive their own health as good. 
Women generally feel less healthy than men. The percentage of older persons 
assessing their own health as good has remained fairly stable over time. One 
possible explanation for this is that if the percentage of chronically ill people in the 
population increases, for example, the frame of reference governing what is seen as 
‘normal’ will change, and individuals will be inclined to adapt their assessment of 
their own health to the new, lower criteria.
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Table 6.1
Percentage assessing their own health  as good or very good, people aged over 35 living 
independently , by age group and sex , 1991-2003 (in percentages)

all women

1991 1997 2001 2003 1991 1997 2001 2003

35-54 years 80 80 80 80 77 78 78 77

55-64 years 70 67 68 67 68 66 65 65

65-74 years 62 59 62 62 59 56 59 59

 75 years 53 51 50 54 48 49 49 51

75-84 years . 51 50 54 . 49 48 51

 85 years . 50 55 52 . 47 53 50

Source: CBS (DLO’91; POLS’97, ’01, ’03) SCP calculation

People aged over 55 living in residential care and nursing homes  perceive their 
own health  as poorer than elderly people living independently : fewer than half 
feel in good health (see table 6.2). This is logical given that for most of this group, 
de teriorating health was the main reason for their admission to an institution 
(De Klerk 2005). The declining perceived health  with increasing age, as observed 
among people living independently, is not found among residents of care and 
nursing homes. If anything, the older residents of these institutions  seem to perceive 
their own health as better, probably because they apply different criteria from 
younger elderly persons in institutions. It should be noted here that not all elderly 
persons in table 6.2 were able to answer questions about their own health; this 
applies in particular for residents of psychogeriatric nursing homes.3

Table 6.2
Percentage assessing their own health  as good or very good, people aged over 55 living in 
institutions , by age group and residential type, 2004

care home 
somatic
nursing home 

psychogeriatric 
nursing home total

55-74 years 35 24 43 34

75-79 years 30 30 33 31

80-84 years 38 28 44 38

 85 years 48 40 42 46

all 43 32 42 41

(n; all) (755) (177) (223) (1155)

Source: SCP (OII’04)
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6.2.2 Chronic physical disorders
The physical functioning of elderly persons is largely determined by the presence 
or absence of chronic illnesses  and prolonged disorders. Advancing years bring a 
gradual increase in chronic health  complaints, and these often limit day-to-day 
functioning, for example by restricting mobility  (De Klerk and Timmermans 1999; 
De Klerk 2001). In this section we look at the presence of chronic or prolonged 
di sorders. For a discussion of the situation in relation to disabilities, reference is 
made to chapter 7.

Table 6.3 confi rms that the percentage of people living independently  with a 
chronic illness or disorder rises with advancing age. Fewer than half of 55-64 year-
olds living independently report that they have at least one chronic illness; among 
65-74 year-olds the fi gure is just over half, and among the over-75s it is almost t wo-
thirds. The situation among women is slightly worse than among men.

Table 6.3
Number of chronic illnesses  or prolonged disordersa among people living independently, by age group 
and sex, population aged 35 and older, 1997-’98 and 2002-’03 (vertical percentages)

1997-1998 2002-2003

35-54
years

55-64
years

65-74
years

75-79
years

80 
years

35-54
years

55-64
years

65-74
years

75-79
years

 80 
years

all

no chronic illnesses 70 56 49 46 40 58 54 46 37 36

1 chronic illness 22 28 31 33 32 28 25 30 30 32

 2 chronic illnesses 8 16 20 21 28 13 20 24 33 33

women

no chronic illnesses 66 51 45 45 38 52 51 39 30 30

1 chronic illness 24 27 30 36 32 32 27 30 29 36

 2 chronic illnesses 10 22 25 19 31 17 23 31 41 35

(n =; all) 4701 1463 1088 350 244 4751 1734 1209 377 301

a Has suffered in the last 12 months from one or more of 11 chronic or prolonged disorders, namely asthma and COPD, 
heart disease, stroke, migraine, cancer, diabetes, intestinal problems, joint wear, chronic joint infl ammation, back 
complaint and chronic dermatitis.

Source: CBS (POLS’97-’98, ’02-’03) SCP calculation

If we compare the fi gures in table 6.3 for 2002-2003 with those for 1997-1998, we see 
that the percentage of people without any chronic illnesses  has reduced, while the 
percentage of people with two or more disorders has increased. This applies across 
all age groups in the table, including the younger reference group of 35-54 year-olds. 
Other sources reveal a similar picture (Van den Berg Jeths et al. 2004; Van Lindert et 
al. 2004; Brinkkemper 2005).4
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However, it is not certain that the higher fi gures are the result of an actual increase 
in the incidence of illnesses and disorders. The trends are infl uenced in part by 
improved detection, recognition and diagnosis by GPs, increased knowledge and 
a willingness to seek help among the population. Increases in osteoporosis and 
psychological disorders , for example, are greatly infl uenced by better detection, 
while GPs have become more alert to diabetes (Van den Berg Jeths et al. 2004; Van 
Rijn et al. 2005a). On the other hand, diabetes does actually appear to be occurring 
more frequently, partly due to changes in lifestyle . In addition, improved disease 
management has increased the life expectancy  of the chronically sick .

Roughly half the elderly people living independently  thus have a chronic disorder . 
Table 6.4 analyses the prevalence fi gures by disorder. In addition to the 11 chronic 
and prolonged illnesses listed in table 6.3, the table also contains information on a 
number of other disorders. In most cases, the proportion of people reporting having 
the illness increases with age. High blood pressure and joint wear are particularly 
common in people of advanced age.

Among people aged over 80, dizziness and falling are among the top fi ve chronic 
disorders: 13% of this age group suffer from this (see table 6.4). It is known that 
elderly persons regularly suffer from falls  and that these can have serious conse-
quences. Around 30% of people living independently  aged 65 years and older, and 
half of those living in nursing and care homes, fall at least once a year (cbo 2004).5 
In many cases the fall produces physical injury requiring medical treatment. Full 
recovery is by no means always possible, with the result that both physical and social 
activity reduce. Reduced activity may also occur even where there is a full recovery, 
but is then caused by the fear of falling again (cbo 2004; Stel et al. 2004; Van Marle 
et al. 2005).6 Given the negative consequences, prevention  of falls as important, and 
is consequently discussed in section 6.4.2.

As well as an increase in the majority of disorders, table 6.4 also shows that the 
prevalence of migraine or severe headache falls  among elderly people living inde-
pendently . Among the over-80s, there is also a reduction in high blood pressure, 
severe back complaints, respiratory disease, chronic dermatitis, heart attacks or 
severe heart disease and (the consequences of) stroke, cerebral haemorrhage or 
cerebral infarct. This is probably due to the fact that elderly persons with severe 
health  problems  move to other, non-independent, residential forms.
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Table 6.4
Prevalence of chronic or prolonged disorders in the preceding 12 months among people aged over 
35 living independently, by age, 2002-2003 (vertical percentage distributions)

35-54 
years

55-64 
years

65-74 
years

75-79 
years

80 
years

high blood pressure 9 23 29 38 29

wear of hip and knee joints 8 20 29 38 42

severe problem with neck or shoulder 12 14 14 11 11

severe back problem 11 14 12 17 14

migraine or regular severe headache 20 12 9 10 7

severe problem with elbow, wrist or hand 8 10 8 8 8

severe cardiovascular disordersa 2 7 14 20 17

diabetes 2 6 10 11 12

asthma, chronic bronchitis, emphysema, COPD 6 6 9 12 10

chronic joint infl ammation 4 6 9 11 12

urinary incontinence 4 5 9 12 17

dizziness and falling 2 4 4 7 13

otherb 18 17 18 21 20

(n) = 4757 1743 1213 378 303

a Category comprises narrowing of blood vessels in abdomen and legs, heart attack or severe heart disorder, and 
(consequences of) stroke, cerebral haemorrhage, cerebral infarct.

b Category includes chronic dermatitis, intestinal disorder, cancer (all < 10%).

Source: CBS (POLS’02-’03) SCP calculation

Table 6.5
Number of chronic illnesses  or prolonged disordersa, people aged over 55, by age category and 
residential form , 2003/04 (index, the total per category = 100)

independent care home 
somatic nursing 
home 

psychogeriatric 
nursing home total

no chronic illnesses 102 45 23 58 100

one chronic illness 100 82 100 114 100

two or more chronic illnesses 98 165 174 130 100

a  The fi gures relate to 17 chronic or prolonged disorders: asthma and COPD, cardiac disease, stroke, migraine, cancer, 
diabetes, intestinal problem, and joint wear, chronic joint infl ammation, back problem, dermatitis, narrowed blood vessels, 
kidney, gallbladder, liver or thyroid disease, neurological disease, epilepsy, problem with elbow, wrist or hand, and neck or 
shoulder problems.

Source: SCP (AVO’03; OII’04)
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Elderly persons living in residential care and nursing homes  are indeed generally 
confronted more often with a chronic or prolonged disorder than people aged over 
55 living independently  (see table 6.5).7 A combination of two or more disorders 
(comorbidity ), in particular, is relatively common in homes. The phenomenon of 
comorbidity is discussed in greater depth in section 6.2.4.

6.2.3 Psychological disorders
People’s well-being and functioning can be hindered by psychological as well as 
physical problems. Three common psychological disorders  among the elderly are 
depression , anxiety  and cognitive disorders . Depression and anxiety have nega-
tive consequences for people’s everyday functioning and well-being. For example, 
anxiety disorders constrain older people’s physical activities , and anxious or 
depressed older persons are less content with their lives and perceive their health  
as less good (Timmermans 1999). Cognitive disorders, including dementia , are 
also found to have a major infl uence; no fewer than 70% of the constraints on self-
reliance among 85 year-olds can be attributed to impairments in their cognitive 
function  (Gussekloo et al. 2004).

Table 6.6 shows the prevalence of the three disorders among the elderly in 
1992/93. 10% of 55-85 year-olds suffered from anxiety  (especially generalised 
anxiety), 15% from depressive disorders (in particular minor depression ), and a 
further 10% from cognitive disorders . Multivariate analysis of these fi gures shows 
that cognitive disorders and mild or minor depression increase with age (Timmer-
mans 1999). Severe or major depression, by contrast, is signifi cantly more common 
among younger elderly persons (55-59 years); women also suffer from severe depres-
sion and anxiety more often than men. There is also an association with education 
level : anxiety, mild depression and cognitive disorders are more common among 
those with a lower education level than among the better educated (Timmermans 
1999; see also chapter 8).

The fi gures in table 6.6 are somewhat dated. Reliable recent fi gures are available 
for 55-64 year-olds: see table 6.7. 15% of this age group suffer from depression ; 
4% suffer from a cognitive disorder and the same percentage suffer from anxiety . 
Women suffer from depression or anxiety signifi cantly more often than men.8

Comparing table 6.7 with the fi gures for 55-64 year-olds in table 6.6 suggests that 
between 1992/93 and 2002/03 depression  and milder cognitive disorders  increased 
in this age category. The reason for this increase is unknown. A fall can be seen in 
anxiety  (in particular generalised anxiety), but this is probably due to changes in the 
measurement methods. Figures from the Dutch National Survey of General Practice 
for the period 1987-2001 confi rm the picture of a deterioration in the mental health  
of men and women aged 45-64 years (Van Lindert et al. 2004).
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Table 6.6
Prevalence of psychological disorders  in people aged over 55, by age category and sex , 1992/’93
(in percentages)

age group total

55-64 
years

65-74 
years

75-85 
years

men women all

anxiety  (six-month prevalence) 6.9 13.9 10.4 7.0 13.0 10.2

generalised anxiety 4.0 11.5 6.9 5.7 8.7 7.3

phobias 2.9 2.9 3.5 1.6 4.4 3.1

panic 0.8 1.7 0.5 0.3 2.0 1.0

obsessive-compulsive disorder 0.1 1.6 0.4 0.0 1.2 0.6

depressiona 11.1 13.7 19.0 11.2 18.3 14.9

major depression  (one-month prevalence) 1.5 2.0 2.4 1.4 2.6 2.0

minor depression  (rest) 9.6 11.7 16.6 9.8 15.7 12.9

cognitive disordersb 3.4 6.1 19.3 9.5 10.9 10.2

milder disorder 2.9 5.8 15.7 7.7 9.4 8.6

severe disorder 0.5 0.3 3.6 1.8 1.5 1.6

a Score on Center for epidemiologic studies depression scale (CES-D)  16.
b The measurement instrument used was the Mini mental status examination (MMSE); a score of less than 18 on this 

instrument is regarded as a severe disorder; a score of 18-23 indicates a relatively mild disorder.

Source: VU (LASA’92/’93); Timmermans (1999)

The depression  and anxiety  symptoms of many elderly people do not meet the 
diagnostic criteria in the dsm9 (Sonnenberg et al. 2003; Weijnen 2003; Beekman et 
al. 2004; Bohlmeijer et al. 2005a). This makes recognition more diffi cult and can 
lead to under-treatment  of the problem (see also § 6.3.3). Yet the complaints of this 
group should be taken seriously. Research has shown that the effects of relatively 
mild symptoms of depression on the well-being and day-to-day functioning of older 
people are comparable with those of a severe or major depression (Beekman et al. 
1997; Beekman et al. 2004). Older people with a few anxiety symptoms also differ 
little from those with a diagnosed anxiety disorder in their feelings of well-being 
and the pattern of their visits to the gp  or specialist  (Weijnen 2003).

In half the cases, mild depression  which is not treated becomes chronic (Timmer-
mans 1999). In general, the natural course of depression among older people is very 
unfavourable, and possibly more so than among younger adults (Beekman et al. 
2004). Data from the lasa study show that over a period of six years only 23% of 
elderly persons with depression experience recovery or symptom reduction without 
relapse. A third suffer from chronic depression and are depressed for more than 80% 
of the time (Beekman et al. 2004; see also chapter 8).
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Table 6.7
Prevalence of psychological disorders  among 55-64 year-olds, by sex  and severity, 2002/’03
(in percentages)

men women all

anxiety  (six-month prevalence) 2.3 4.6 3.5

generalised anxiety 1.7 2.9 2.3

phobias 1.2 2.8 2.0

panic 0.3 0.7 0.5

obsessive-compulsive disorder 0.5 0.5 0.5

depressiona 9.3 20.5 15.1

major depression  (one-month prevalence) 2.5 5.9 4.2

minor depression  (rest) 6.8 14.6 10.9

cognitive disordersb 3.8 5.0 3.8

milder disorder 2.9 3.9 3.4

severe disorder 0.9 1.1 1.0

a Score on Center for epidemiologic studies depression  scale (CES-D)  16.
b The measurement instrument used was the Mini mental status examination (MMSE); a score of less than 18 on this 

instrument is regarded as a severe disorder; a score of 18-23 indicates a relatively mild disorder.

Source: VU (LASA’02/’03)

Residents of homes, and especially nursing homes, suffer from depressive 
complaints and disorders more than older persons living independently . Severe 
depression , in particular, is much more common among residents of homes (Eisses 
et al. 2002; Eisses 2005; Jongenelis et al. 2003).10 One explanation for this higher 
prevalence has to be sought in differences in functional disabilities . A majority of 
residents of homes have such disabilities, and these often go hand in hand with 
depression (see also chapter 8). In addition, nursing home  residents are less sat isfi ed 
with the care provided and with other aspects of the home than residents of care 
homes  (Eisses 2005; De Klerk 2005).

Given the negative consequences of depression  and its long-term nature, section 
6.4.3 looks at the possibilities of prevention . Reference is made to section 6.3.3 for a 
discussion of under-treatment  of depression and psychological disorders .

6.2.4 Comorbidity
Table 6.3 in section 6.2.2 showed that almost a quarter of 65-74 year-olds and a third 
of the over-75s suffer from more than one of 11 specifi c chronic disorders. Comor-
bidity is thus a common phenomenon among the elderly. The Second Dutch National 
Survey of General Practice, dating from 2001, confi rms this picture: 65-74 year-olds 
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have an average of 2.11 (sd 1.88) chronic disorders, 75-84 year-olds 2.62 (sd 2.08). The 
fi gures for the over-85s are not comparable (Van Lindert et al. 2004).

Comorbidity also occurs with psychological disorders . For example, the lasa 
survey showed that 36% of older people suffering from a depressive disorder were 
also troubled by anxiety  disorders. Conversely, 13% of older people with an anxiety 
disorder are found to suffer from depression  (De Beurs et al. 2000).

Chronic physical disorders  and psychological disorders  also coincide quite 
frequently (Gezondheidsraad 2005). In addition to a causal connection (one health  
problem leads to another), there may be a common underlying mechanism and 
common risk factors. Cardiovascular diseases , for example, correlate closely with 
cognitive impairments, while known risk factors for these diseases, such as high 
blood pressure and smoking , increase the risk of some forms of dementia  (Gezond-
heidsraad 2002).

Chapter 8 discusses changes in the health  and functioning of older people and 
their determinants, as well as the correlation between physical and psychological 
health .

Generally, comorbidity  can be seen as a risk factor for impairment of function, the 
onset of disabilities, deterioration in perceived health , increased take-up of care 
and higher mortality  (Kriegsman et al. 2004). The interaction between different, 
mutually reinforcing health  problems  can lead to a downward spiral (Penninx 
2002), ultimately resulting in frailty  or physical vulnerability , an unstable balance 
of bodily functions and a reduction in reserve capacity and resilience (Rockwood et 
al. 2000; Fried et al. 2001; Schuurmans 2004). A small change (such as an additional 
complaint, a new drug, a change of environment) can have major consequences 
(Gezondheidsraad 2005: 41).

People who suffer from more than one chronic illness make more use of medical 
care  than people with just one chronic illness (De Klerk 2001). Comorbidity demands 
special attention in diagnosis and treatment (Gezondheidsraad 2005). It can make a 
diagnosis more diffi cult, and the combination of medications for different illnesses 
is a major problem. There is often insuffi cient understanding of the potential inter-
actions when several medicines  are being taken simultaneously. Communication and 
cooperation between the different medical professionals and disciplines is there-
fore important, but is often lacking (Heijmans et al. 2003; Gezondheidsraad 2005). 
Section 6.3.2 looks at the diffi culties of treating older persons with complex prob-
lems.

6.2.5 Life expectancy and healthy life expectancy 
Average life expectancy  has increased steadily in recent decades. Between 1983 and 
2003 the total life expectancy of men at birth increased by 3.4 years to 76.3 years, 
while that of women increased by 1.2 years to almost 81 years. Men are likely to spend 
almost all these additional years in good perceived health , whereas for women the life 
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expectancy in good perceived health  has not changed signifi cantly, so that the number 
of years during which they feel unhealthy has increased (Perenboom 2005b).
Life expectancy at age 65 increased slightly between 1983 and 2003, by 1.7 years for 
men and 0.7 years for women (Perenboom 2005b). Men aged 65 now have an average 
of 15.8 years to live, women 19.4 years (see table 6.8). The health  of both men and 
women is likely to be good for most of those years, but the picture for men is more 
favourable: of the expected 15.8 years, 61% will be spent in good perceived health , 78% 
without disabilities and 89% in good mental health . As a percentage of the 19.4 years 
that 65 year-old women will live on average, the respective fi gures are 53%, 64% and 
81%. Older women thus live longer than older men, but in relatively poorer health. 
Research suggests that women live longer with an illness and are troubled more by it, 
with a greater risk of additional illnesses, than men (Deeg et al. 2002b: 259).

Table 6.8
Life expectancy and healthy life expectancy  at birth and at age 65, by sex , 1989-2003 (in years)

men women

1989 1997 2000 2003 1989 1997 2000 2003

total life expectancy 

at birth 73.7 75.2 75.6 76.3 80.0 80.6 80.6 80.9

at age 65 14.3 15.0 15.3 15.8 18.9 19.2 19.2 19.4

life expectancy  in good perceived healtha

at birth 59.9 61.0 61.3 62.2 61.6 60.7 60.8 61.1

at age 65 8.5 8.8 9.3 9.6 9.7 9.5 9.9 10.3

life expectancy  without physical disabilities

at birth . . . 69.9 . . . 69.8

at age 65 10.0 11.6 12.1 12.3 9.1 11.6 12.8 12.4

life expectancy  in good mental healthb

at birth . . . 69.1 . . . 69.3

at age 65 . . . 14.0 . . . 15.7

a From 2001 the response categories in the POLS Health and Employment survey were changed. The results for 2003 are 
therefore not easily comparable with the earlier years in the table.

b From 2001 the POLS Health and Employment survey was changed. The result of the 2003 are therefore not easily 
comparable with the life expectancy  in good mental health  for earlier years.

Source: Perenboom (2004); Perenboom (2005a)

Although life expectancy  has increased steadily in recent decades, fi gures for 
the period 1950-999 show that the mortality  rate among people aged over 80 
stopped falling after 1980, and has in fact increased. The stagnation in the fall in 
the mortality rate occurred mainly among the over-90s and, in the 1980s, among 
men. Similar trends have been observed in Denmark and among men in Norway, 
while in France and in England and Wales the decline in the mortality rate has 
continued. The reasons for the stagnation are not entirely clear. Analysis of cause 
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of death  shows that smoking  patterns can offer a partial explanation. In addition, 
un favourable trends in other risk behaviour (such as physical exercise  and diet ) 
among these generations in middle age, and less favourable socio-economic circum-
stances during childhood probably also play a role (Janssen 2005).

6.3 Take-up of medical provisions 

Where people are confronted with health  complaints, curative care and other medical 
services can be employed to improve their health status  and quality of life and prevent 
further decline and the onset of disabilities. This section looks at the use of medical 
provisions  by the elderly. After presenting the key fi gures in § 6.3.1, attention turns to 
a number of quality problems in treating older persons (§ 6.3.2 and § 6.3.3).

6.3.1 Key fi gures
Figure 6.1 portrays the take-up of a number of curative medical provisions  by 
persons living independently  in various age groups. The general picture is one of 
increasing take-up with advancing age. This is plausible because, as § 6.2 showed, 
the percentage of people with illnesses and disorders increases with age. Figures 
from the pols’03 survey moreover confi rm that chronically ill  older persons make 
more use of medical care  than older persons without a chronic disorder .

A clear exception to the rising take-up with advancing years is visits to the dentist . 
Part of the explanation for this lies in the fact that relatively few people in later life 
still have all or most of their own teeth. In 2003, 90 2% of people aged 75 years and 
older still had (some of) their own teeth, compared with 98% of 35-54 year-olds (cbs 
(pols’03) scp calculation) The other exception is physiotherapy , where there is little 
difference in take-up between the various age groups. 2003 is the only year in which 
the over-75s stand out, with a fi gure of 28%. The reason for this deviating picture is 
not known.

The percentages of elderly persons who make use of medicines , dentists and 
phy siotherapy  have increased slightly since 1991 (see fi gure 6.1). However, older 
people are admitted to hospital  less often than in the past, and this applies in 
particular for people aged 75 and older. The take-up of the other medical provisions  
remained constant or fl uctuated without any clear pattern.

Take-up of mental health  care  is lower than the take-up of the provisions  in fi gure 
6.1. Moreover, fi gures from the avo’03 survey show that older persons living inde-
pendently  make less use of mental health  care  provisions than younger adults: 5.3% 
of 35-54 year-olds had used mental health care services in the 12 months preceding 
the survey, compared with only 2.4% of 55-64 year-olds and 1.7% of the over-65s.
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Figure 6.1
Take-up of medical provisions  by people aged over 35 living independently , by age group, 1991-2003 
(in percentages)a

admitted to hospital in last yearconsulted GP in last 2 months

taken prescribed medicines in last 14 daysconsulted specialist in last 2 months

received physiotherapy in last yearvisited dentist in last 2 months

a   N.B. the scaling of the figures is different.

Source: CBS (GEZ’91, ’95; POLS’98, ’01, ’03) SCP calculation
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The fi gures in fi gure 6.1 relate only to elderly persons living independently . Figure 6.2 
shows fi gures by residential type for three forms of medical care . Despite the fact that 
older residents of institutions  more often have several chronic disorders (see table 
6.5), they consult a gp /nursing home  doctor or medical specialist  less often than 
older persons living independently. This can probably be explained by the  presence 
of nurses, the stock of medicines  in the institutions  themselves and the ‘paper 
 examinations’ carried out by the doctor (based on the status), so that an actual visit 
from or to a doctor is less often needed. Residents of somatic nursing homes, and to a 
lesser extent care homes, are however admitted to hospital  more frequently.

Figure 6.2
Take-up of medical provisions  by the over-65s, by residential form , 2003-04 (in percentages)

Source: SCP (AVO’03, OII’04)
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6.3.2 Appropriate treatment
There are indications that the quality of the medical care  and treatment given to 
older people is not always optimum (igz 2004; Gezondheidsraad 2005). In addition, 
there have been a number of developments in recent years which have consequences 
for medical care. The trend is for patients to spend less time in hospital  and for 
older people to be admitted less readily to a care or nursing home  than in the past 
(igz 2004; Kool et al. 2005). Moreover, the elderly are more often confronted with 
complex problems such as comorbidity .

Based on research on the organisation of medical care  for elderly persons living 
at home, Prismant observed that access to specialist  medical care is less than ideal. 
The problems include limited availability due to existing or threatened shortages 
of GPs, nursing home physicians and nursing and care staff, and the less than ideal 
cooperation between the various parties involved in the provision of care such as 
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GPs, nursing home physicians , geriatric social workers  and geriatric psychiatrists 
(Kool et al. 2005). The present organisational structure of medical care moreover 
appears to take little account of the problems of comorbidity . Care is focused on 
specifi c illnesses and there is insuffi cient communication between the various 
care providers, and there is often no central coordination of the care and medical 
prescriptions (Heijmans et al. 2003).

The quality of the medical care  and treatment given to the elderly also falls  short of 
the ideal in other areas. This is partly because there is too little scientifi c knowledge 
about what constitutes adequate care for older persons, but in addition existing 
medical insights are insuffi ciently applied (Gezondheidsraad 2005). Under-treat-
ment of elderly patients occurs among others in people with cancer, hypertension, 
cardiac rhythm disorders or an increased risk of cardiovascular diseases . However, 
there is often insuffi cient knowledge about appropriate medical care for older 
persons, because they are too infrequently included in clinical scientifi c research 
(Gezondheidsraad 2005). Elderly patients probably react differently to certain 
drugs; some agents are not suitable for them or a lower dose is needed than for 
younger adults. Accordingly, for a number of drugs there is a general recommenda-
tion that their use in older people should be avoided, that a certain dose should not 
be exceeded, or that they should be avoided in a certain comorbidity  (igz 2004). In 
practice, however, too little account is taken when prescribing medications of the 
specifi c characteristics of the population group. One in fi ve independently func-
tioning persons aged over 65 is given at least one prescription annually that can be 
harmful to their health  (igz 2004). An international overview study has shown that 
16.6% of hospital  admissions involving the elderly are connected with a negative 
reaction to medication. It is claimed that 88% of these admissions could be avoided 
(Beijer and De Blaey 2002).

Prolonged use of medication and taking several medicines  on a daily basis are 
fairly common among older people. In particular, sleeping  agents and tranquillisers 
are used in large quantities and for prolonged periods. Two-thirds of people aged 
over 65 take at least one form of medication daily, and 30% of people aged over 74 
take more than four medicines per day (Raijmakers et al. 2005). They do this because 
of the concurrence of several disorders. The interaction between medications can lead 
to negative reactions and side-effects. In addition, an excessive quantity of medicines 
can harm organs and lead to reduced effi cacy of the therapy (Gezondheidsraad 2005).

There may also be a correlation between polypharmacy  (taking fi ve or more 
medicines ) and incidents of falling. For each additional medication taken over and 
above fi ve per day, the risk of falling increases by 10% (igz 2004). In section 6.2.2 we 
mentioned the severe consequences that falls  can have for elderly persons, and we 
shall return to this subject again in section 6.4 on prevention .

Polypharmacy cannot always be avoided, and it regularly occurs that patients 
who are already taking several medications are mistakenly not prescribed a medica-
tion they need (Pronk 2006). Yet there does seem to be room for improvement in a 
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number of areas. For example, good prescribing criteria for older persons, for 
example based on the Beers list11, and providing information to those writing 
prescriptions, are important (igz 2004). Prescribers should also regularly crit ically 
evaluate and reappraise the drugs they have prescribed and avoid unnecessary 
medicine use  (Koopmans et al. 2003). There would seem to be particular scope for 
reducing intake of medication in nursing homes (Heijmans et al. 2003). Moreover, 
as stated earlier, the coordination of prescriptions and communication between the 
various care providers in cases of comorbidity  could be improved.

6.3.3 Under-treatment of depression  and psychological disorders 
Over a third of Dutch sufferers from depression  do not consult any care 
pr ofessionals at all (Ormel et al. 2003). Under-treatment of depression and other 
psychological disorders  is also common among the elderly. People in this age group 
are confronted by a number of specifi c problems, which are discussed briefl y below.

Many elderly people suffering from depression  and anxiety  disorders fi nd that 
their problems are not recognised and diagnosed as such. The complaints often do 
not meet the diagnostic criteria for depression (see also § 6.2.3), while in addition 
diagnostic problems arise due to the presence of comorbidity . There are often also 
somatic problems and the attention of both the care professional and the elderly 
patient is focused primarily on the physical complaints. There is also often a feeling 
that sombreness and anxiety are a normal part of growing older or are a result 
of medical complaints or illness (Timmermans 1999; Penninx 2002; Smits 2002; 
Sonnenberg et al. 2003; Weijnen 2003; Van Kerkhof 2005).

Even where the psychological complaints are recognised, this does not automati-
cally mean they will be treated adequately (Penninx 2002). It is sometimes thought 
that little can be done to treat depression , or that treatment using antidepres-
sants  is not suitable or may even be harmful because of the presence of cognitive 
disorders  or chronic illnesses  (Smits 2002; Sonnenberg et al. 2003; Van Kerkhof 
2005). Moreover, many elderly persons suffering from depression are prescribed 
inappropriate medication, i.e. benzodiazepines  instead of antidepressants . Benzo-
diazepines  are tranquillisers and sleep-inducing agents which can lead to confusion 
and dependency, which increase the risk of falling and can even be depressants 
themselves (Smits 2002; Sonnenberg et al. 2003; cbo 2004).

This picture of under-treatment  and incorrect treatment of depression  and other 
psychological disorders  in the elderly is confi rmed in other research (Beekman et al. 
1997; Sonnenberg et al. 2003; Stek et al. 2004; Depla et al. 2005).12

6.4 Risk factors and prevention 

The emphasis in government  health  policy  is on promoting a healthy lifestyle , based 
on the principle that healthy behaviour is in the fi rst place the responsibility of 
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ci tizens themselves, but that other parties, including the government, have a role in 
promoting health (vws 2003; vws 2005b).
A report on ageing  published by the Dutch Health Council (Vergrijzen met ambitie, 2005) 
also states that there are suffi cient opportunities for older people to promote their 
health ; even at an advanced age, it argues, there are considerable health benefi ts to be 
gained from health promotional activities  and the full utilisation of existing interven-
tions  (Van den Berg Jeths et al. 2004). A government  policy  document on prevention  
(Langer gezond leven) names the elderly as an important target group for health promo-
tional activities, alongside young people and people with a low education level  (vws 
2003). Yet in the translation of the principles into objectives and actual measures, the 
policy document gives virtually no attention to the elderly (Deeg 2004).

Another policy  document, focusing on the policy on older people against the 
background of an ageing  society (Ouderenbeleid in het perspectief van de vergrijzing) (vws 
2005a) devotes more attention to preventive measures for the elderly. The measures 
presented relate to exercise  and sport , diet  and preventing falls , while attention is 
also given to early identifi cation through the creation of health  centres  for older 
people. The goal of the prevention  policy is to enable elderly persons to continue 
living independently  and healthily for as long as possible (vws 2005b).

This section briefl y discusses the number of preventive interventions  for the elderly. 
Section 6.4.1 discusses prevention  aimed at healthy behaviour (lifestyle ) and the 
general health  of older people. It looks at a number of lifestyle factors (smoking , 
alcohol intake , physical activity, diet ) which are known to be risk factors for 
several causes of death  and disorders which can greatly reduce quality of life. The 
sub sequent sections take two threats to health as examples where, in theory at least, 
older persons could derive improvements in health and quality of life: falls  (§ 6.4.2) 
and depression  (§ 6.4.3). The focus is on the possibilities for preventing these threats 
from occurring. The policy  document on the elderly (Nota ouderenbeleid) (vws 2005a) 
devotes attention to falls while depression, as part of the priority illness clusters, is 
a focus area in the policy document on prevention (Preventienota) (vws 2003). Before 
discussing preventive interventions, we will fi rst compile an inventory of risk factors 
and risk groups, thus generating starting points and possible target groups for 
prevention.

Since prevention  is a broad fi eld, it cannot be exhaustively described within the 
scope of this Report. The discussion is therefore limited to primary prevention, i.e. 
prevention with the aim of preventing the onset of a disorder. Population research 
focused on early recognition and diagnosis, and care in the case of health  problems  
already identifi ed, are largely left out of consideration. Moreover, we do not look at 
the many individual prevention projects, but merely list the various types of interven-
tions  and prevention programmes.
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6.4.1 Prevention aimed at lifestyle  and general health 

Lifestyle factors and risk groups
Smoking, excessive alcohol consumption , too little physical activity and an 
unhealthy diet  increase the risk of diseases such as cancer, coronary heart disease, 
strokes and diabetes (Van den Berg Jeths et al. 2004). The government  document on 
policy  for the elderly against the background of an ageing  population (Ouderenbeleid 
in het perspectief van de vergrijzing) (vws 2005a) accordingly states that a healthy old age 
starts with a healthy lifestyle  in earlier life and that a healthy diet, exercise , smoking  
and alcohol consumption  all require attention. The government also tries to promote 
a healthy lifestyle among older persons and presents the measures for doing so in 
the same policy document. In this section we will look fi rst at the ways in which the 
lifestyle of the elderly can be described as unhealthy. Attention focuses in turn on 
smoking and alcohol consumption , physical activity and diet.

Table 6.9 shows that the percentages of people who smoke or consume alcoholic 
drinks generally fall with advancing age. This applies for both men and women (not 
shown here). A quarter of 55-64 year-olds smoke daily, whereas at age 80 and above 
the fi gure is only 9%. People aged over 80 who are heavy drinkers (consume six or 
more units of alcoholic beverage at least once a week) are (almost) non-existent. 
Approximately 4% of 65-79 year-olds fall into this category. Data from the Second 
Dutch National Survey of General Practice confi rm this picture: the percentages of 
smokers and teetotallers both increase after the age of 50 (Van Lindert et al. 2004). It 
should be pointed out here that moderate alcohol use  offers protection against coro-
nary heart disease and strokes (Van den Berg Jeths et al. 2004).

Table 6.9
Smoking behaviour and alcohol use  by people aged over 35 living independently , by age group, 
2003 (in percentages)

35-54 
years

55-64 
years

65-74 
years

75-79 
years

80 
years

smokes occasionally 37 28 19 18 11

smokes daily 31 25 16 16 9

(n) = 7654 2834 1898 742 645

drinks alcohol occasionally 87 84 79 71 64

drinks six or more units of alcohol at least once a week 12 9 4 3 0

(n) = 2528 974 638 198 182

Source: CBS (POLS’03) SCP calculation
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Older women smoke less often and drink less alcohol than older men (De Klerk 
2001). Low-educated older people smoke more than their better-educated peers, but 
drink less often. The percentage of smokers among those with the lowest education 
level  aged 60-70 years is 1.6-1.7 times higher than among the most highly educated  in 
the same age group. Excessive alcohol use  is 2-3 times more common among highly 
educated over-65s than among the less well educated  older people (Van den Berg 
Jeths et al. 2004).

There are indications that excessive alcohol use  is increasing among the elderly. 
The threshold for excessive alcohol consumption  is different for men and women. 
Results from the lasa survey suggest that the percentage of 55-64 year-old men 
who drink 21 units or more per week rose between 1992/93 and 2002/03 from 12% to 
16%. Among women, the consumption of 14 or more units per week rose from 11% 
to 20%. The percentage of smokers in the older generation  has remained virtually 
unchanged since the early 1990s (cbs StatLine; Koek et al. 2003; Visser et al. 2005).

The Dutch Healthy Exercise Standard (Nederlandse Norm Gezond Bewegen, nngb) 
has been set at half an hour of moderately intensive physical activity on at least fi ve 
days per week (Stiggelbout et al. 2004). For persons aged 55 and older, the level of 
intensity within that half an hour is lower than for younger adults, and walking at 
a speed of 3-4 km per hour or cycling at a speed of 10 km per hour is for example 
su ffi cient.

Older persons meet the exercise  standard more often than younger adults and 
young people (Van Lindert et al. 2004; Tiessen-Raaphorst et al. 2005). Figures from 
cbs in table 6.10 confi rm this picture13: roughly two-thirds of people aged 55-74 
years meet the standard compared with only half of 35-54 year-olds. However, in 
the oldest age-group the percentage of people meeting the standard declines again 
(cbs StatLine; Van Lindert et al. 2004). This can probably be explained by the higher 
percentages of people in this age group with chronic disorders, health  complaints 
and physical disabilities (for a discussion of the impact of deterioration of health 
on participation in sport , see chapter 10). On the other hand, these problems and 
complaints may also arise or be exacerbated by a lack of exercise.

People with chronic disorders do indeed meet at the exercise  standard less often 
than people without such a disorder (Chorus and Hopman-Rock 2004).14 In addition, 
women aged 60-65 years less often meet the standard than men, whereas at a 
younger age the reverse is true (cbs StatLine; Van Lindert et al. 2004). The percentage 
of people with a low education level  who do not meet the exercise standard is roughly 
twice as high as among the better-educated (Van den Berg Jeths et al. 2004).

Recent research (lasa) shows that there was a decline in the physical activity of 
55-64 year-olds between 1992/93 and 2002/03. The percentage meeting the exercise  
standard fell from 80% to 70% among the men and from 89% to 76% among women 
(Visser et al. 2005). The explanation for this fall is not known.
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Table 6.10
People aged over 35 and living independently  who meet the Dutch Healthy Exercise Standard, 
by age group and sex, 2004 (in percentages)

men women all

35-44 years 44 56 50

45-54 years 45 56 50

55-64 years 68 69 69

65-74 years 71 63 67

 75 years 54 37 43

Source: CBS (StatLine)

Older people generally eat more healthily than younger adults. Figures from 2001 
from the Second Dutch National Survey of General Practice show that they more 
often have breakfast and eat vegetables each day, more often eat brown bread and 
less often eat fries (Van Lindert et al. 2004). Table 6.11 presents a few examples: the 
percentage of older people who do not eat vegetables every day is lower than among 
the population at large. There is however little difference as regards daily intake of 
fruit.

The picture varies over time. The percentage who eat too few vegetables has fallen 
since 1987, as has the proportion eating too much saturated fat. The percentage of 
older people eating too little fruit, by contrast, has increased (Koek et al. 2003).15

A good-quality diet  containing a relatively high proportion of nutrients is extra 
important for older people. Their low level of physical activity and low rest meta-
bolism mean they need less energy and also eat less than young people and other 
adults. As a result, they do not always obtain all the essential nutrients. In addition, 
malnutrition can arise due to reduced uptake of nutrients via the intestinal wall into 
the blood or insuffi cient synthesis in the skin. In particular, low levels of vitamins 
D, B6, B12 and folic acid are common among older people. A quarter of residents 
of nursing homes  and older persons living independently  with a need for care  have 
a vitamin B6 defi ciency, for example. Defi ciencies of vitamin B6, vitamin B12 and 
folic acid contribute to the onset of cardiovascular diseases  and dementia , while a 
de fi ciency of vitamin D accelerates the progression of osteoporosis (Senten et al. 
2003; Van den Berg Jeths et al. 2004; Van Kreijl en Knaap 2004).
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Table 6.11
Consumption of vegetables and fruit, by age and sex , 2001 (in percentages)

40-49 years 50-59 years 60-69 years 70 years
total population 

12 years

does not eat vegetables every day

men 69 59 55 45 64

women 67 56 52 40 62

all 68 58 53 42 63

less than 2 pieces of fruit per day

men 86 86 85 87 87

women 78 73 71 78 76

all 82 79 78 82 81

Source: Van Lindert et al. (2004)

To summarise, the behaviour of older people as regards smoking , alcohol consump-
tion , healthy eating habits and consumption of vegetables is better than that of the 
younger population. They also score better on physical activity, except for the oldest 
age group. The trends over time are unfavourable as regards exercise , e xcessive 
alcohol consumption  and eating fruit, but favourable for the consumption of 
vegetables and saturated fat. Risk groups are people with a very low education level  
(smoking, exercise), the highly educated  (alcohol consumption ), men (smoking, 
alcohol consumption ), older women (exercise) and the chronically ill  (exercise).

Preventive interventions 
International research has shown that few elderly people actively try to improve 
their health  (Visser et al. 2005). Research does however show that interventions  can 
positively infl uence their behaviour in relation to smoking , alcohol consumption  and 
walking (Kerse et al. 1999).

Physical activity and fi tness have a positive effect on the (cognitive) functioning of 
older persons and on the onset of illnesses that mainly affect the older ge neration  
(Gezondheidsraad 2005; Huijbers 2005). Several projects have therefore been 
launched in the Netherlands with the aim of encouraging older people to engage in 
(more) physical activity. Examples include the ‘More exercise  for older persons’ (Meer 
bewegen voor ouderen, mvbo) programme and the ‘Groningen Active Life Model’ 
(Groninger Actief Leven Model, galm) (Isken 2005a). A number of studies have now 
been completed on the effects of these exercise programmes. The results are not 
yet entirely convincing. The biggest gains are achieved by elderly persons who were 
formerly inactive, generally the very elderly with health  problems . Beyond this, the 
programmes appear to be having little effect as yet (Senten et al. 2003; Isken 2005b; 
galm 2006; ZonMw 2006a).16
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Prevention initiatives in relation to diet  consist in the provision of information 
about healthy eating. Examples of local interventions  are projects such as ‘Getting 
older, staying healthy’ (Ouder worden, gezond blijven) and ‘Healthy eating for older 
people’ (Gezonde voeding voor ouderen) (Isken 2005a). The effect of these infor-
mation campaigns is not known.

In addition there are several projects and intervention studies aimed at preventing 
malnutrition. These are mainly aimed at older persons living in nursing or care 
homes or older persons with a care need . The use of dietary supplements has been 
found to have a positive impact on body weight, vitamin status and  resistance 
to infection. The physical and mental functions appear to show virtually no 
 improvement, however (Van Staveren en De Groot 2003).

Apart from enriching the diet  and the use of supplements, some projects devote 
attention to the atmosphere during mealtimes, for example by serving meals for 
residents in a room which is laid out like a restaurant or dining room (Senten et al. 
2003). This causes residents to eat better and their quality of life improves along 
with their body weight. Adding enhancers to a hot meal also demonstrably improves 
the appetite and therefore the body weight (Van Staveren en De Groot 2003).

The above projects are each focused on a specifi c risk or lifestyle  factor. There 
are also preventive interventions  aimed at individual elderly persons, which are 
broad in their approach. Examples include the general health  checks by the health 
centres  for the elderly – a strongly growing phenomenon in the Netherlands – and 
 preventive health checks by GPs. The form of this prevention  is one of personal 
lifestyle advice. The health checks also enable illnesses to be detected and treated 
at the earliest possible stage. Two initiatives by a health centre  for the elderly have 
now been evaluated. Recommendations on lifestyle were found to have been given 
primarily in relation to blood pressure, cholesterol, weight, fl uid intake and exercise . 
The majority of the respondents reported that they had followed the advice and in 
 addition many older persons stated that they had begun paying more attention to 
their health; this latter group experienced a positive impact on their health. None-
theless, more knowledge is needed about these forms of prevention and their effects. 
The expectation is that preventive health checks on elderly people aged between 
60 and 75 years offer the prospect of considerable health gains  in the short term, but 
as yet this remains to be seen (Visser and Schippers 2005).

Research on health  screening by GPs has put something of a dampener on the 
expectations surrounding this form of prevention . Studies both in the Netherlands 
and the UK show that this does not lead to an improvement in health status .
A preventive programme might be effective if it was carried out among selected 
groups of older persons at increased risk (Poort and Spijker 2003).

In general, it can be concluded that there are many local and regional prevention  
projects for older persons, but little is known about their positive effects on health  
and functioning (Poort en Spijker 2003; Isken 2005b). A number of preventive 
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interventions  which have been the subject of research or which have been evaluated 
have produced a positive or encouraging result in which the gains are made 
primarily by the risk groups.

6.4.2 Fall prevention 

Risk factors and risk groups
A distinction is generally drawn between extrinsic causes of falls , or environmental 
factors, and intrinsic causes. The intrinsic causes are the most important and 
comprise both biological and behavioural factors (Lips 2000; Dejaeger 2005).

The Dutch Institute for Healthcare Improvement (cbo) has surveyed the l iterature 
on the risk factors for and prevention  of falls17 and assigned an ‘evidence score’ 
to each conclusion. It transpires that mobility  problems and having experienced 
an earlier (recent) fall are associated with an increased risk of falling. In addition, 
there are (strong) indications that there is a range of other, independent risk 
factors for falling, including the use of psychopharmaceuticals (such as benzo-
diazepines  and antidepressants ), diffi culty with day-to-day activities , cardiovascular 
disease , cognitive disorders  and advanced age. Several risk factors can play a role 
 simultaneously, and a fall is often caused by such an interplay.

The risk factors for falls  resulting in injury are roughly the same as those for 
falling in general. Additional risk factors for fractures in older persons are low bone 
mineral density, a fracture after the age of 50, an existing vertebral fracture, positive 
family  history (especially hip fracture in the mother), low body weight, severe immo-
bility and use of corticosteroids.

Mobility problems, dependence on others in carrying out day-to-day activities , 
an earlier fall and advanced age occur more frequently among elderly persons living 
in institutions  than among those living independently . As a result, these elderly 
persons are at greater risk of falling (cbo 2004).

Preventive interventions 
Not all risk factors for falling are susceptible to treatment or intervention (Lips 
2000). Factors such as advanced age, for example, cannot be changed. But there are 
some factors, such as problems with balance, for which prevention  and intervention 
do offer possibilities.

A large number of organisations in the Netherlands are concerned with 
preventing falls  among the elderly (Van den Berg Jeths et al. 2004). The knowledge 
has been pooled in the Knowledge Network for Fall Prevention among the Elderly 
(www.kennisnetwerkvalpreventie.nl). In the guidelines on fall prevention  among 
the elderly (Richtlijn Preventie van valincidenten bij ouderen), the cbo (2004) puts 
forward evidence-based recommendations for preventive interventions . The cost-
effectiveness is however left out of consideration because too little research was 
available. The key fi ndings of the cbo are briefl y summarised below.
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For elderly people living at home who report a fall or fall-related injury, the cbo 
working group recommends a further evaluation of the risk of falling. Good foot-
wear, reducing the fear of falling, improving the visual acuity, home adaptation, 
critical evaluation of prescribed medications, cardiovascular evaluation, balance 
training  and improving functional muscle strength are all recommended. However, 
the basis for successful invention is a multifactorial evaluation which leads to 
targeted intervention measures, and moreover multidisciplinary or inter disciplinary 
programmes appear to produce the greatest success. Participating disciplines 
should include physicians, physiotherapists, occupational therapists and specifi cally 
trained nurses (cbo 2004).

A broad approach is also preferred in nursing and care homes (cbo 2004). Specifi c 
identifi cation of patients with a heightened risk of falling and fractures is not 
advisable in this setting because the whole population has a heightened risk (Neyens 
et al. 2005). It is however recommended that a fall risk evaluation be carried out 
for each patient on the basis of which targeted preventive measures can be taken. 
Among other things, attention should be given to the use of walking aids, a critical 
evaluation of prescribed medication, a bed alarm system and treatment of a drop 
in blood pressure when the patient stands upright. Alongside these measures at 
patient level, general measures need to be taken at the level of the organisation (such 
as information provision and creating a safe environment). The Dutch Health Care 
Inspectorate (igz) is considering using the incidence of falls  as a quality indicator 
for nursing homes in the future (cbo 2004; Neyens et al. 2005).

Fall clinics are being set up at various locations in the Netherlands: specialist  
outpatient or day clinics which carry out a multidisciplinary assessment18 of older 
patients who have fallen at least once (Emmelot-Vonk 2005). Research shows that 
measures geared to the individual under the guidance of experts are often more 
effective than standard programmes and group therapies (Hamerlynck et al. 2006). 
However, little is known about the effi cacy of fall clinics in preventing falls  (cbo 
2004), and the number of patients referred is to date marginal (Dejaeger 2005). On 
the other hand, the national network  of fall clinics for clinical geriatrics (Landelijk 
netwerk valklinieken klinische geriatrie) is currently setting up a database in order 
to be able to assess the effi cacy of these clinics. It is thought that targeted multi-
factorial intervention could reduce the incidence of falls by between 30% and 50% 
(Emmelot-Vonk 2005).

In short, falls  are caused why an interplay of factors. Broad-based fall prevention  
programmes focusing on several factors and involving care providers from various 
disciplines therefore appear to be the most successful. However, little is yet known 
about the number of falls and resultant injuries that could be prevented among older 
people in the Netherlands using these programmes, or about their cost-effectiveness.
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6.4.3 Preventing depression 

Risk factors and risk groups
The risk of depression  is also infl uenced by an interplay of various factors. 
In  addition to heightened vulnerability  due to biological, psychological and social 
characteristics, factors such as major life events  can also increase the risk (Bijl and 
De Rijk 2001). Risk factors which increase susceptibility include hereditary factors, 
low self-esteem, depressive coping style, advanced age, being a woman, living alone  
or widowhood and the lack of a social network . People with these characteristics 
are at relatively high risk of the onset of depression if major life events or other 
risk factors should occur. Loss of work, the death  of a partner, friends or children , 
reduced social contacts , loss of health  and increased functional disability are well-
known examples of such events (Bijl and De Rijk 2001; Bohlmeijer et al. 2005a; 
Evenblij 2005; see also chapter 8). Older people are at particular risk of experiencing 
these events. In addition, the use of certain medications can elicit depression (Bijl 
and De Rijk 2001; Dhondt et al. 2002), and there are indications that biomedical 
changes in later life play a role (Stek et al. 2004; Evenblij 2005).

The Trimbos Institute (Bohlmeijer et al. 2005a) has identifi ed six risk groups in the 
older generation  for whom good preventive interventions  are available and for whom 
prevention  is likely to be cost-effective. Two of these groups comprise elderly people 
with an increased risk of depression  owing to the presence of risk factors. They are 
people who perceive their health  as poor and who also have the feeling that they have 
no control over their own lives (low ‘mastery’), as well as people who have lost their 
partner during the past 12 months.

The third target group consists of elderly persons with functional disabilities  who 
live in relative social isolation  and who exhibit a number of depressive symptoms. 
Symptoms such as loss of interest, reduced appetite, problems getting to sleep or 
else constantly waking up too early are among the main predictors for the onset of 
depression . The complaints can however also motivate the older persons affected 
by them to take part in preventive interventions . This third group comprises 12% 
of the total elderly population, and the risk of the onset of depression is 5.5 times 
as great in this group as among people without this combination of risk factors. In 
the most ideal situation, where all people in this group are recognised and reached 
by effective preventive interventions, the total number of new cases of depression 
among older people could be reduced by 32% (Bohlmeijer et al. 2005a).

The three other target groups for prevention  are subgroups of the third group:
– women (often widows ) with depressive symptoms, functional disabilities  and 

l ving in relative social isolation ;
– people with a low education level  (no more than primary school, usually women 

living in disadvantaged neighbourhoods) with depressive symptoms, functional 
disabilities  and living in relative social isolation ;
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– chronically ill  persons (at least two illnesses) with depressive symptoms, 
functional disabilities  and living in relative social isolation .

These elderly persons are also at increased risk of depression . It is striking that the 
association between depression and low education level  is not found among elderly 
persons living in institutions . In fact, among care home residents it is precisely those 
with a high education level who are at increased risk (Eisses 2005). It may be that 
these residents have seen a bigger contrast compared with their earlier lifestyle  than 
residents with a low education level .

Chapter 8 looks at a number of determinants of changes in depressive moods based 
on longitudinal data from the lasa study.

Preventive interventions 
A good deal of attention has been devoted in the last few years to the develop-
ment and implementation of programmes designed to prevent depression  in the 
elderly. Since the social living conditions play a key role in depression, efforts have 
been made to develop an integral approach incorporating several policy  domains 
such as care, welfare, housing  and safety. The association of Dutch municipal 
health   services, ggd Nederland, and the Trimbos Institute have developed a 
joint programme for such an integral approach (Bohlmeijer et al. 2005a, 2005b; 
Cuijpers and Willemse 2005). This enables local authorities to develop an approach 
in a  relatively short time based on a phased plan with appropriate instruments. 
The  integral approach has three main focus areas: improving early recognition 
of  depressive symptoms in older people; prevention  aimed at high-risk groups; 
and policy aimed at strengthening the social living environment, such as housing 
projects that contribute to a safe residential setting (Bohlmeijer et al. 2005a, 2005b).

As part of the presentation of the integral approach, the Trimbos Institute published 
an overview of promising interventions . These are summarised in the appendices to 
this report (B6, to be found on the website www.scp.nl/reportelderly). The effect of 
some of them has been demonstrated, such as courses  on living with chronic illness, 
projects aimed at early identifi cation by caregivers, and cognitive behavioural 
therapy in course form (e.g. a course on living with depression ). However, the effect 
of most interventions is unknown. Moreover, the cost-effectiveness of the promising 
interventions has not yet been studied, though it is clear that interventions that have 
proved effective must be implemented at local level in conjunction with each other. 
A good distribution of tasks between different care providers and organisations 
deserves attention in this context, along with the further development of an integral 
approach to housing , care and welfare (Cuijpers and Willemse 2005; ZonMw 2006b).
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6.5 Summary

The majority of elderly people assess their own health  as good: in 2003 almost two-
thirds of 55-74 year-olds and roughly half the over-75s living independently  felt in 
good health. Yet around half those aged over 55 have a chronic illness, and this 
percentage increases with age. Just under half those living independently in the
55-64 age group have a chronic illness or disorder, rising to over half in the 65-74 
age group and to two-thirds among those aged over 74 years. The number of chronic 
disorders also increases with age. Comorbidity occurs in a quarter of 65-74 year-
olds and a third of the over-75s, which means that they suffer from more than one 
disorder. People living in institutions  are confronted with comorbidity  more often 
than people living independently.

The high incidence of chronic illnesses  and comorbidity  makes elderly people 
vulnerable  and demands attention. Between 1997 and 2003 the percentage of 
elderly people without a chronic illness decreased, while the percentage with two 
or more illnesses increased. Despite this, the percentage of elderly people living 
 independently  who assess their own health  as good has remained reasonably stable. 
A possible explanation for this is that people adjust the criteria against which they 
assess their health to the social frame of reference and ideas about ‘normal ageing ‘.

In addition to chronic physical disorders , psychological disorders  are also common 
among elderly. In the early 1990s, 10% of 55-85 year-olds suffered from anxiety  disor-
ders, 15% from depressive disorders and 10% from cognitive disorders . There are 
indications that the mental health  of 55-64 year-olds has deteriorated since then.

The high incidence of comorbidity  and psychological disorders  places a  considerable 
burden on the elderly. In comparison to younger adults they therefore make more 
frequent use of medical care : they have more contact with their gp  and medical 
specialist , are admitted to hospital  more often and take prescribed medications more 
often.

However, the medical care  and treatment of older persons is not ideal: under-
treatment  or inappropriate treatment for the age group is fairly common. This is 
partly due to insuffi cient scientifi c knowledge about what constitutes adequate care 
for older people, but in addition existing medical insights are insuffi ciently applied 
(see also the report Vergrijzen met ambitie from the Dutch Health Council (Gezond-
heidsraad) (2005)).

Elderly people with depression  or other psychological disorders , for example, are 
often confronted with under-treatment  of the problem. In many cases, the problems 
of depression and anxiety  are not recognised/acknowledged or diagnosed as such, 
and where they are diagnosed, appropriate and effective treatment is often not given. 
For example, few elderly persons with mood or anxiety disorders make use of mental 
health  care  provisions . Also, only a small percentage of depressed older persons take 
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antidepressants , while a larger group are prescribed less appropriate medication in 
the form of benzodiazepines .

The way in which the medical care  is organised is also not geared to the problem of 
comorbidity  (Heijmans et al. 2003). The care is arranged according to sectors and 
specifi c illnesses. Problems include lack of communication and cooperation between 
the various care providers and lack of coordination of care and prescriptions.

The use of medicines  by older persons deserves more general attention. Many 
take large quantities of medication for long periods, and this is often unavoidable. 
However, from time to time prescribers ought to critically review the use of medica-
tion to assess potential negative consequences for health . The Dutch Health Care 
Inspectorate has already noted the importance of good prescribing criteria and 
information for prescribers (igz 2004).

In short, the currently available medical care  often provides too little support  to 
elderly persons confronted with the burden of comorbidity  and psychological 
 disorders , making them more vulnerable  than they need to be. Some groups, such 
as younger members of the older generation  with a higher education  level , will be 
able to compensate for this with their personal resources , but this will be more 
 problematic for others.

In theory, there appears to be scope for health  gains  in later life, for example 
through early identifi cation of health problems , healthy lifestyle , reduction in 
the number of falls , or preventing (the exacerbation of) depression . The often 
complex problems mean that broad prevention  programmes incorporating different 
sectors, care providers and organisations are likely to be the most effective. In 
practice, however, there is often a lack of thorough research into the effectiveness 
of  preventive interventions ; in particular, little is known about their cost-effective-
ness. It is usually unclear how many cases could be avoided through prevention 
programmes among the elderly in the Netherlands. Where impact studies show a 
positive or encouraging result, the gains are found to lie mainly in the risk groups.
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Notes

1 A German study of people aged over 60 suggested that perceived health  is largely 
explained by perceived physical complaints, feelings of depression  and the ability to 
live with health  problems  and disabilities (competencies). By contrast, the correla-
tion between objective and perceived health was found to be weak among the elderly 
(Schneider et al. 2004).

2 From 2001 the response categories in the pols survey were changed. The previous 
 categories ‘very good’, ‘good’, ‘not bad’, ‘sometimes good, sometimes bad’/’not so 
good’ and ‘poor’ were changed in 2001 to the following possibilities: ‘very good’, 
‘good’, ‘not bad’, ‘poor’ and ‘very poor’.

3 In a total of 31% of cases an estimate was given by a family  member or caregiver; among 
residents of psychogeriatric nursing homes this applied in all cases.

4 The Dutch National Survey of General Practice (Nationale studie naar ziekten en verrichtin-
gen in de huisartspraktijk) reveals an increase in the period 1987-2001 in the percentage 
of people aged over 65 with one or more chronic disorders, from 75.5% to 82.9% 
(Van Lindert et al. 2004). Among 55-64 year-olds the prevalence of copd, diabetes and 
infl amed joints (osteoarthritis) increased signifi cantly between 1992/93 and 2002/03, 
according to data from lasa (Brinkkemper 2005). The Nijmegen Continuous Morbidity 
Registration (Continue Morbiditeits Registratie Nijmegen) shows a signifi cant increase 
among the over-65s in the prevalence of visual problems (glaucoma and cataracts) 
and joint wear in hips or knees between 1990 and 2000, among both men and women 
(Van den Berg Jeths et al. 2004).

5 Figures from the oii’04 present a similar picture: 41% of people aged over 55 living in 
care homes and 34% of nursing home  residents had fallen in the preceding year.

6 Falls by the elderly result in serious injury in around 10% of cases, such as hip fractures 
(1-2%), other fractures (3-5%) and injury to soft body parts and head trauma (5%) (cbo 
2004). Research by lasa shows that 68% of over-65s living independently  suffered 
physical injury as a result of their most recent fall; 24% called on the healthcare system 
and 17% were treated. In addition, a reduction in social activities  was observed in 17% 
of the elderly persons who had fallen, and a reduction in physical activities in 15%. 
In total, 37% of the older persons in question reported some reduction in functioning 
as a result of their most recent fall (Stel et al. 2004). Research by the consumer safety 
organisation Consument en Veiligheid confi rms that older people, in addition to the 
physical consequences of a fall, also experience psychosocial consequences such as fear 
of falling again, loss of self-confi dence and reduced participation in activities outside 
the home (Van Marle et al. 2005).

7 Table 6.5 contains no fi gures on urinary incontinence, but in the Report on the Elderly 
2004 it was stated that urinary incontinence is common among elderly persons living in 
an institutional or sheltered housing  setting. (De Klerk 2004). Half of all over-55s living 
in nursing and care homes  suffer from incontinence, and in psychogeriatric nursing 
homes the fi gure is no less than 83% (De Klerk 2005). Urinary incontinence at advanced 
age can be partly the result of cognitive and/or mobility  disorders. Moreover, inconti-
nence has a negative impact on the self-reliance of older persons and can consequently 
play a role in their admission to a care or nursing home  (Greidanus and De Jongh 
2002).

8 Based on their score on the Center for Epidemiologic Studies Depression Scale (ces-d) 
(p < 0.001).

9 Diagnostic and Statistical Manual of Mental Disorders (dsm).
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10 Between 13% and 34% of care home residents in the Netherlands suffer from depres-
sion  (Eisses et al. 2002; Eisses 2005). Although the percentage of residents with a 
depressive disorder according to diagnostic criteria is lower, it is still high compared 
with older persons in the general population. A recent study of care home residents 
in the Dutch province of Drenthe, with an average age of 85 years (all aged over 65), 
revealed that 4.1% suffer from major depression and a further 4.1% from minor 
depression (Eisses et al. 2002; Eisses 2005). The prevalence of major depression is thus 
around twice as high as among elderly persons living independently .

 Elderly persons in nursing homes suffer from depressive complaints and disorders even 
more frequently (Eisses 2005; Jongenelis et al. 2003). On average, no fewer than 46.9% 
(range 22-61%) of elderly nursing home  residents have depressive symptoms, 15.5% 
(range 6-26%) suffer from major depression  and 25.7% (range 11-50%) from minor 
depression (Jongenelis et al. 2003). A recent study in the provinces of Noord-Holland 
and Zuid-Holland confi rms this picture: 8.1% of nursing home residents aged 55 and 
older were suffering from major depression according to diagnostic criteria, while 
14.1% were suffering from minor depression (Jongenelis et al. 2004).

11 The Beers criteria are American guidelines for responsible prescribing to older persons 
and comprise a list of medications and dosages which should be avoided for elderly 
patients, in some cases with a certain comorbidity  (igz 2004).

12 In the Leiden 85-plus study, for example, only 25% of depressive 85 year-olds who 
had had personal contact with their gp  in the preceding year had had their depression  
recognised (Stek et al. 2004). Moreover, only one (1.3%) of all depressive 85 year-olds 
in the study was taking antidepressants . The use of benzodiazepines  was much more 
common, being taken by 16% of the depressive 85 year-olds. Results from the Nether-
lands Mental Health Survey and Incidence Study and lasa confi rm this picture (Beekman et 
al. 1997; Sonnenberg et al. 2003; Depla et al. 2005).

13 Results from the Exercise and Health Monitor (Monitor Bewegen en Gezondheid) in the 
Accidents and Exercise in the Netherlands Monitor (Monitor Ongevallen en Bewegen 
in Nederland, obin) show a less favourable picture for the elderly: according to these 
data, a higher percentage of people aged 35-54 meet the exercise  standard than in the 
over-55 age group (tno 2005). The explanation for this difference probably lies in the 
measurement instruments used. The tno study did not make a link between age and 
intensity and duration of the activity. The Second Dutch National Survey of General 
Practice and cbs apply the squash criteria and do make this link (Tiessen-Raaphorst 
et al. 2005).

14 Roughly 60% of males aged over 65 with asthma/copd, arthritis and cardiovascular 
disease  do not meet the exercise  standard. Chronically ill women aged 65 and over take 
even less exercise: around 68-76% of chronically ill  women aged 65 and over suffering 
from asthma/copd, cancer, diabetes, arthritis and other locomotory disorders do not 
meet the standard (Chorus and Hopman-Rock 2004).

15 According to the food consumption survey (VoedselConsumptiePeiling), in 1997/’98 
not only did people aged over 65 eat more vegetables, they also consumed more fruit 
per day than the total population aged 12 years and older (Koek et al. 2003). Despite 
this, the percentage of 60-69 year-olds eating insuffi cient fruit and vegetables (i.e. less 
than 200 g of vegetables and 200 g of fruit per day) was high even then, at around 70%. 
Moreover, more than 90% of the over-60s were eating too much saturated fat. There are 
thus indications that more and more older people eat insuffi cient fruit. Between 1987 
and 1998 the percentage did decrease among the over-70s, but little changed in the 
60-69 age group (Koek et al. 2003). On the other hand, in the same period more people 
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aged over 70 began eating suffi cient vegetables, while the percentage of older people 
eating too much saturated fat also declined between 1987 and 1998 (Koek et al. 2003).

16 For example, mvbo activities  are found to have little effect with participation once a 
week. A small improvement in fi tness and quality of life can be observed where people 
participate twice a week, among elderly persons who were previously the least active. 
Most progress was made by people aged over 75 and persons with several chronic 
disorders (Senten et al. 2003; Isken 2005b; ZonMw 2006a). The galm projects also 
led to more physical activity by elderly persons who were previously inactive, and 
mainly produced improvements in fi tness (galm 2006). The average dropout rate from 
exercise  programmes organised for older persons in the Netherlands is 14.5% in the 
fi rst six months (ZonMw 2006a).

17 A distinction is made here between three settings: home setting, care or nursing home  
and hospital  (cbo 2004).

18 The Landelijk netwerk valklinieken klinische geriatrie has developed a uniform national 
fall clinic protocol for this, based on the fall prevention  guidelines for the elderly
(Richtlijn Preventie van valincidenten bij ouderen) from the cbo (2004)
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7 Physical disabilities  and care

Alice de Boer and Mirjam de Klerk (scp)

7.1 Introduction

Physical disabilities  often result from chronic illnesses  or accidents. Chapter 6 
showed that chronic illnesses and comorbidity  occur more frequently among the 
elderly than the young. When elderly persons develop physical disabilities, they often 
need help and can benefi t from professional nursing or care. However, there is not 
a one-to-one relationship between the presence of disabilities and the take-up of 
care: many elderly persons with a disability do not make use of professional help , for 
example because they receive help from their immediate network  or bring in other 
(paid) help. How many older persons suffer from physical disabilities, and the extent 
to which they receive nursing and care to compensate for those disabilities, are the 
topics that will be discussed in this chapter.

Two recent Dutch publications, Zorg en wonen voor kwetsbare ouderen (‘Care and 
housing  for the vulnerable  elderly’) (De Klerk 2004) and Ouderen nu en in de toekomst 
(‘The elderly now and in the future’) (Van den Berg Jeths et al. 2004) deal extensively 
with physical disabilities in the elderly. This chapter updates that information. 
Section 7.2 discusses impairments in performing household activities , personal 
care, vision and hearing, as well as the trend in the incidence of these impairments. 
From section 7.3 onwards, different aspects of care for the elderly are examined 
and the available provisions , from ‘light’ to ‘major’, are described. Nursing and care 
at home  are the focus of section 7.3, which looks at take-up of home care  services, 
informal care  and private paid help, the personal budget  (pgb) and waiting lists . 
Care combined with living in an institution is the following topic (§ 7.4); here we 
describe both the range of care available and the care received by residents of insti-
tutions , with special attention for the quality of care . Section 7.5 looks at palliative 
care , a topic which has not received attention in earlier Reports on the Elderly. This 
intensive form of help in the fi nal phase of life  may be offered both in the home 
setting and in an institution. The government  policy  document on the elderly (Nota 
ouderenbeleid) includes palliative care as an explicit policy objective, stressing the 
need for proper due care in relation to end of life, or allowing people to die with 
dignity (vws 2005a). The chapter concludes with a summary (§ 7.6).

We have drawn from the literature, registration fi gures and survey data. The 
 Amenities and Services Utilisation Survey (avo) from 2003 contains information on 
elderly persons living independently . This chapter also looks explicitly at residents 
of nursing and care homes , based on the Elderly People in Institutions survey (oii) 
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from 2004 (see also De Klerk 2005). Where the research material allows, we present 
trend fi gures covering the last 15 years.

7.2 Physical disabilities 

How many elderly people have physical disabilities and what is their nature? The 
answer to this question depends greatly on the defi nition of ‘disability’ used. Here 
we use a summarising defi nition which takes into account the nature and ranking 
of activities  that people are able or unable to perform (with diffi culty). For example, 
if someone has diffi culty with their personal care, there is a strong chance that they 
will also have diffi culty in carrying out household activities (De Klerk et al. 2006).

Our defi nition is based on survey questions on disabilities in relation to mobility , 
carrying out household activities , personal care, sitting down and standing up and 
sensory observation, and is divided into four categories: none, slight, moderate 
and severe disability. According to this criterion, 11% of all people aged over 55 
(including those living in institutions ) suffer from a severe physical disability; this is 
equivalent to 400,000 people (in 2003). These people can be characterised as vulner-
able  because they have to carry a heavy burden and often require support . Section 7.3 
looks at how much use they make of available care provisions . Roughly a quarter of 
them live permanently in a care or nursing home .

Figure 7.1 presents the incidence of physical disabilities in the population as a 
whole by residential type and age. As expected, the percentage of people with severe 
 disabilities increases with age; 3% of 55-64 year-olds suffer a severe disability, 
compared with almost 60% of the over-85s. Three-quarters of care home residents 
and 96% of nursing home  residents report having severe physical disabilities.1 This 
is logical, since severe physical disability is one of the indications for admission. It 
is striking that roughly one in four care home residents suffer moderate or, in a few 
cases, no or only slight disabilities. The chief reason for this is that they have moved 
into the care home along with their (more) unhealthy partner (De Klerk 2005).

Figure 7.2 shows the kinds of physical disability involved. A distinction is drawn 
between motor disabilities  and sensory disabilities . There is a strong correlation 
between incidence and age, especially among elderly persons living  independently . 
Thus 13% of 65-74 year-olds living independently have hearing problems, and this 
increases to 39% among the over-85s. A comparable pattern is seen with visual 
and motor disabilities: the very elderly report these much more often than the 
younger elderly. This correlation with age is much less strong among residents of 
 institutions , because virtually all these elderly persons have moderate or severe 
disabilities. In particular, they suffer from motor and visual disabilities much more 
often than elderly persons living independently.
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Figure 7.1
Incidence and severity of physical disabilitiesa among the over-55s, including residents of care and 
nursing homes , by residential form  and age group, 2003 (in percentages)

a For the definition of the severity of disabilities see De Klerk et al. (2006). 

Source: SCP (AVO’03, OII’04)
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Compared with, say, 15 years ago, elderly people continue living independently  for 
much longer today (see also De Klerk 2004). This makes it likely that older persons 
living alone  are today more often suffer physical disabilities than in the past. On 
the other hand, chapter 6 showed that the expected number of years of life spent 
with disabilities has diminished, which would suggest that the proportion of elderly 
persons with disabilities is actually decreasing. Table 7.1 provides information on 
the percentage of people living independently who have reported having moderate or 
severe disabilities in the last 15 years.



145Physical disabilities and care

Figure 7.2
Elderly persons with moderate or severe disabilitiesa, by age group and residential form , 2003 
(in percentages)

Source: SCP (AVO’03, OII’04)

a For the definition of the severity of disabilities see De Klerk et al. (2006).

vision hearing hearing

living independently living in institution

motor vision motor
0

10

20

30

40

50

60

70

80

90

100 65-74 years

75-84 years

C 85 years

Table 7.1
Moderate or severe disabilities in relation to personal care and mobility  among people aged over 
35 living independently , by age, 1991-2003 (in percentages)

1991 1995 1999 2003 sign.a

personal careb

35-54 years 5 4 6 7 *

55-64 years 9 10 12 13 *

65-74 years 13 14 14 20 *

 75 years 25 31 34 38 *

mobilityc

35-54 years 5 5 6 7 *

55-64 years 14 12 13 15 n.s.

65-74 years 23 25 23 27 n.s.

 75 years 48 52 51 53 *

a Signifi cant (*) at a p-value  0.05, n.s. = not signifi cant.
b E.g. getting dressed and undressed, getting in and out of bed, washing hands and face, using the toilet.
c E.g. climbing stairs, moving around outside the home, walking for 10 minutes without stopping.

Source: SCP (AVO’91-’03)
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Between 1991 and 2003 and increase can be observed in all age groups of the propor-
tion of people with moderate or severe problems in relation to personal care. This 
increase is signifi cant. A quarter of the over-75s reported having these disabilities in 
the early 1990s, compared with more than a third in the most recent measurement 
year. When it comes to mobility , however, this trend is by no means present in all 
age groups. One possible explanation for this is that older people have started using 
more aids (such as rollators) to compensate for their mobility restrictions (see e.g. 
Perenboom et al. 2002). Other sources suggest that the mobility of people aged over 
65 living independently  has improved. These researchers also explain this through 
the use of compensatory aids. They also point out that reports of physical disabilities 
during an interview may be infl uenced by expectations that people have of their own 
functioning, and that this may correlate with social and economic developments 
(Hoeymans et al. 2005c).

The conclusion is that there are more and more elderly persons living 
 independently  with moderate or severe disabilities; their number is increasing as 
a proportion of the population, and the absolute numbers are growing even faster 
because of the growing number of elderly people in society.

7.3 Care at home

This section focuses on the care received by the elderly living at home. The topics 
discussed are take-up of care, home care , waiting lists  and the personal budget . 
Once again, the focus is mainly on individuals, though in some cases households 
are taken as a basis because an important form of help provided at home, namely 
domestic help , benefi ts households. In spite of this, for practical reasons we refer to 
‘the elderly’, ‘older persons’, ‘the over-55s’, etc., even though this sometimes refers to 
households whose head is older than 55 years.

Use of care
Government policy  documents emphasise older persons’ own responsibility and 
self-reliance (vws 2005a). In the fi rst instance they are expected to compensate for 
their health  problems  themselves, for example with the help of their partner, chil-
dren  or others in their immediate setting. Publicly funded care is available only for 
the most vulnerable . To what extent and for what aspects elderly persons make use of 
informal care  or paid help, provided by the home care  services or provided privately, 
can be seen from table 7.2.

One in four elderly households had received help in the 12 months prior to the 
survey (24%, fi rst row of table 7.2). Three-quarters thus received no help, even from 
members of their household or the home care  services .
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Table 7.2
Help provided to elderly households living independently , by type and source of help , age and severity 
of physical disabilities,a 2003 (in percentages)

55-64 
years

64-74 
years

75 
years none slight

moder-
ate severe total

total help 9 21 51 5 13 34 68 24

help with:

household tasks 8 19 47 4 11 32 62 22

personal care 3 6 16 2 3 6 29 7

nursing 2 3 7 2 1 4 13 4

help from:

family  members 4 8 15 3 4 11 23 8

close family  (incl. partner) 1 4 5 1 2 3 9 3

family  outside the home 3 5 11 2 3 8 15 6

home care 5 14 34 3 7 21 49 16

private help 2 3 10 1 4 7 11 4

otherb 1 3 8 0 1 5 9 3

a Characteristics of the most disabled person in the household. For a defi nition of the severity of physical disabilities see 
De Klerk et al. (2006). Help in the 12 months prior to the survey.

b Help from the residential organisation, volunteer, other.

Source: SCP (AVO’03)

A third of independent households whose head is aged 55 or over and in which 
severe disabilities occur receive no nursing care either from informal helpers or 
professionals (home care  or private help). This affected around 100,000 households 
in 2003. Why these elderly persons received no help is unclear. Some of them need 
help but do not ask for it, perhaps because they are unable to complete the  necessary 
administrative procedures (see also De Klerk and Schellingerhout 2006). Only 15% 
of these elderly persons have applied for nursing or care.2 Others may be elderly 
persons who, despite their disabilities, prefer to live an independent life without 
dependence on care from others. There are studies which support  this  explanation: 
people with a strong personality are less inclined to call on professional help  
because they prefer to rely on their own capacities (Samuelsson et al. 2003).

Elderly persons who do receive help mainly receive assistance with domestic tasks 
(22%) and, to a lesser extent, personal care (7%) or nursing care (4%). The home care  
services provide support  to 16% of the over-55s and people in their immediate setting 
provide help to 8%. They receive this informal help  mainly from family  members 
living outside the home (6%); only 3% receive help from close family members, 
mainly their partner. The help provided by partners is probably underestimated 
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because people see this mutual help as natural and do not regard it as providing or 
receiving help. In addition, older persons (and especially the over-75s) often do not 
have a partner, or else their partner also has disabilities (De Klerk and Timmermans 
1999: 124).

Table 7.2 also shows that elderly persons with severe physical disabilities make 
use of home care  services much more than more vital elderly persons. This is 
plausible given that the latter group probably do not meet the indication criteria  for 
home care services. Almost 50% of all elderly people with severe disabilities receive 
home care. These people, but also those with slight or moderate disabilities, also 
receive home care more often than informal help  (23%).

The private alternative to public home care  services is used only by a minority, 4%. 
This is generally domestic help , rarely a private paid nurse. Elderly households with a 
relatively high income in particular make use of this kind of help (De Klerk 2001).

Home care
Home care is an important source of help  for elderly households with severe prob-
lems meeting their care needs.

Table 7.3
Intensity and duration of home carea received by independent elderly households (aged over 55), by 
age and severity of physical disabiliitiesb (selection of home care users), 2003 (vertical percentages)

55-64 
years

64-74 
years

75 
years none slight

mod-
erate severe total

0-3 hours per week 70 72 73 71 78 86 58 72

 3 hours per week 30 28 27 29 22 14 42 28

average no. of hours per week 5.1 3.7 3.9 6.1 4.1 3.1 4.5 4.0

0-12 weeks 26 24 12 35 32 16 11 17

13-51 weeks 28 30 28 29 30 30 25 28

52 weeks 46 46 61 35 38 54 64 55

average number of weeksa 34.6 34.7 42.4 30.1 29.9 39.2 43.5 39.4

a In the 12 months prior to the survey.
b Characteristics of the most disabled person in the household. For a defi nition of the severity of physical disabilities see 

De Klerk et al. (2006).

Source: SCP (AVO’03)

More than 80% of elderly people receiving home care  services (55% + 28%) do so for 
more than three months (see table 7.3). The average is 39 weeks, the maximum 52. In 
reality, of course, the help may be provided for years, but the fi gures here relate only 
to the 12 months preceding interview. Almost three-quarters of elderly homecare 
users receive help for less than three hours per week; the average is four hours per 
week. The intensity and duration correlate strongly with the age of the most  disabled 
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person in the household. Among the over-75s the help is provided on average for 
3.9 hours per week for more than 42 weeks on an annual basis. 55-64 year-olds 
receive intensive help (more than fi ve hours) over a shorter period (35 weeks).

It is logical that people with severe disabilities received a relatively large amount 
of help for a relatively long period. The category without physical disabilities is 
striking in that they receive a relatively large amount of home care (an average of six 
hours per week). This is a small group of approximately 20,000 households; they 
are mainly people who had experienced physical disabilities in the year preceding 
the survey but who had recovered from them. They had often been in hospital  and 
required short-term homecare during their rehabilitation .

Care and nursing are the main activities  provided by the home care  service. Yet the 
services provided encompass more than this and, partly due to the availability of 
additional fi nancial resources  (Mathijssen 2005a), the use of home care services  
has increased in recent years. For example, the number of hours provided increased 
between 2000 and 2004 by an average of 10% per year (Mathijssen 2005b). The most 
frequently provided service, help with household tasks , made the biggest relative 
contribution to this increase. In addition, ‘minor’ services such as advice, instruc-
tion and information, increased markedly. New products have also been developed; 
since 2002, for example, the product ‘support  with availability function’ has been 
added.3 Since 2004, specialist  home care has been available for psychiatric patients. 
An example of a product specially aimed at the elderly is day-care. The total number 
of clients receiving home care services per period of four weeks increased between 
2000 and 2004 from just over 340,000 to more than 410,000 (Mathijssen 2005b). 80% 
of these were aged over 65 years (Schuurmans and Duijnstee 2003).

Clients (including non-elderly clients) assign a score of more than 8 out of 10 when 
asked to give an opinion on home care  services; this is revealed in a survey by Z-org, 
the sector organisation for companies providing nursing and care services (pwc 
2005). Opinions are the most positive on the actual care provision. For example, 
clients are very satisfi ed with the way they are treated and with the reliability of staff. 
They are less fulsome in their praise of the home care organisation, for example as 
regards safety, changing and replacement of staff. Compared with 2000, the scores 
given by clients have risen by half a point.

Waiting lists
In addition to client satisfaction, the availability of care is an indicator for its 
quality. At the end of the 1990s, policymakers began giving attention to waiting lists  
in nursing and care services. The government  set in motion a multi-track policy , 
deploying a ‘waiting list reduction unit’ and a special Task Force to remove some of 
the shortcomings: expanding the care available, tackling waiting lists at regional 
level and improving the supply of information. Between 2000 and 2003 the number 
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of people on waiting lists fell from 101,658 to 54,244 (Mathijssen 2005c; Ramakers 
2005).

Figure 7.3 provides an insight into the people on the waiting lists  by age and type 
of care. The fi gure is based on data from the waiting list estimates for 2003.4 In that 
year there were 25,000 people aged over 75 waiting for ‘admission care’ (admission 
to a care home ), plus 5,500 people from the same age group on the waiting lists for 
nursing homes (‘admission to a nursing home’). The younger elderly (55-64 year-
olds) were primarily waiting for care at home .

Figure 7.3
Number of over-35s waiting for home care  or admission to care or nursing home , by age group and 
type of indication, 2003 (in absolute numbers)

Source: HHM 
(Wachtlijstpeiling 2003) 
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The most recent measurement shows that waiting lists  have reduced further. In 2005 
there were 52,036 people waiting for nursing and care services, of whom 34,305 were 
waiting for residential care, i.e. ‘admission care’ or ‘admission nursing’ (Ramakers 
2005). Roughly 90% of those waiting for residential care were receiving bridging 
care. The elderly are overrepresented on waiting lists: almost two-thirds of those on 
the lists are aged 75 or older and three-quarters are aged over 50.

Personal budget (pgb)
Since 1995, nursing and care services at home can be provided in kind or via a 
personal budget . This enables people to buy in the services they need in respect of 
domestic help , personal care, nursing, support  assistance and activating assistance 
and temporary residence. There are no waiting lists  for the allocation of personal 
budgets. Figure 7.4 shows that since 1996 the number of budget-holders has risen 
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steadily; as at 31 January 2006 there were 78,315.5 By no means all of these are 
elderly: non-elderly clients are also eligible.

Figure 7.4
Number of personal budget -holders, 1996-2005 (in absolute numbers)

Source: TK (2000/2001a 
and b); Knollema (2005) 

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

80,000

90,000

In 2005 there were approximately 37,000 budget-holders aged 56 years or older 
compared with more than 40,000 people aged below the age of 56 (fi gure 7.5). The 
fact that the over-75s are budget-holders slightly more often than the younger elderly 
is logical, since they suffer from severe physical disabilities relatively more often (see 
fi gure 7.1). The background to applications from older and younger elderly people 
also frequently differ. For example, the proportion of budget-holders with psycho-
geriatric problems is highest among the over-80s, while somatic problems occur 
relatively often among the younger elderly (Dragt et al. 2004).

In order to use a personal budget , people must know about it. Almost half (43%) 
of the over-55s with moderate or severe physical disabilities do not know of its 
 existence (table 7.4). This is striking, because this is a group with substantial 
 disabilities, who therefore frequently need help and a large proportion of whom 
would be awarded a budget if they were to apply for it. People aged over 65 are 
slightly less often unaware of the budget than 55-64 year-olds. Roughly one in 
eight have heard of the personal budget but do not know precisely what it entails. 
Around 11% of the over-55s would like to be allocated a budget; this wish is strongest 
among those aged under 55, followed by 65-74 year-olds. The fi gures presented 
were  gathered at the request of the Ministry of Health, Welfare and Sport (vws) as 
part of a study on housing , care and welfare (Ondersteuning gewenst) (De Klerk and 
 Schellingerhout 2006).
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Figure 7.5
Personal budget-holders by age group, 2005 (in absolute numbers)

Source: Knollema 
(2005: 9)
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Table 7.4
Familiarity with the personal budget  and desire to be allocated a budget, people aged over 35 with 
moderate or severe physical disabilities , 2005 (in percentages, n = 2739)

35-54 
years

55-64 
years

65-74 
years

  75 
years

 55 
years

unfamiliar 40 34 48 44 43

yes, but does not know precisely what it is 14 12 11 17 14

yes, knows what it can be used for 40 49 37 34 39

has a personal budget 6 5 4 5 5

would like a personal budget 19 11 15 8 11

Source: SCP (WZW’05)

7.4 Residential care

Care in the community
Elderly people want to continue living independently  for as long as possible 
( Verzijden and Fransen 2004). This is not just their preference: older people who live 
at home are generally slightly happier than residents of care homes  (Kok et al. 2004). 
Government policy  is in line with this, having focused for decades on independent 
living, with supplementary care where needed. Yet for some elderly people a moment 
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comes when independence is no longer possible or desirable. In that case a request 
may be submitted for residential care.6

There are almost 160,000 people in the Netherlands living in an institution, 
100,000 in care homes and just under 60,000 in nursing homes. The vast majority 
of these residents are older than 55. The number of care home residents has fallen 
sharply in the last ten years, from over 125,000 in 1992. By contrast, the number of 
nursing home  residents grew slightly between 1992 and 2003 (fi gure 7.6). The fall in 
the number of care home places is being made possible partly by the development of 
alternative residential forms for elderly people. There is still a shortage of dwellings 
for the elderly in which care is provided from a central point or residential amenity 
(supported living) (Sogelée en Brouwer 2003; tk 2002/2003; tk 2003/2004a).

Figure 7.6
Number of residents of care or nursing homes, 1992-2004 (in absolute numbers)

Source: CBS (StatLine)
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The vast majority of elderly people live independently (fi gure 7.7); 90% of 80-85 
year-olds live at home. It is only at very advanced age that the proportion living 
 independently  declines rapidly. Even so, almost 50% of the over-95s have not yet been 
admitted to an institution.

Government policy  is to reduce the number of institutional places further, a process 
that can be described variously as substitution or care in the community (Kwekke-
boom et al. 2006). Of the 100,000 existing care home  places, a further 40,000 
were scheduled to be converted into independent residential forms by 2005 (tk 
2003/2004b: 23). The fact that there is scope for a shift towards independent living 
is demonstrated in the publication Zorg en wonen voor kwetsbare ouderen (‘Care and 
housing  for the vulnerable  elderly’) (De Klerk 2004).
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Figure 7.7
Residential form of over-55s by age group, 1 January 2004 (vertical percentages)

a The category 'other institutions' includes amenities such as psychiatric hospitals, residential facilities for people with 
 learning disabilities and convents.

Source: CBS (StatLine) 
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At the same time as reducing institutional care , the government  is encouraging the 
development of community services for elderly people in need of care. The number 
of institutions  applying for additional functions pursuant to the Exceptional Medical 
Expenses Act is consequently still increasing (tk 2005/2006a:11). Some care homes 
are for example seeking to offer activating assistance, intensive (nursing home ) care 
or all kinds of intermediate forms to people living independently . The Ministry of 
Health, Welfare and Sport is also encouraging to set up community care centres , 
to provide care and support  24 hours a day if necessary, for example via an alarm 
system, thus helping to enable older persons in need of care to continue living 
 independently for longer. A recent survey by the National Board for Care and Nursing 
Home Facilities (College bouw zorginstellingen) showed that roughly 100 local 
authorities do not have such centres (cbz 2006). Nine municipalities moreover do 
not have a single location for providing nursing and care (residential care or nursing 
home or community care centre).

At the end of the 1990s, care homes spent approximately 5% of their budget outside 
on outreach; for nursing homes the fi gure was 10% (Van der Meulen-Arts and 
Francke 2005). Most nursing homes offer day treatment  or run projects to provide 
care at home . The number of day treatment places grew annually by an average of 6% 
between 2000 and 2004 (Mathijssen 2005d). The community-based care  offered by 
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care homes also increased (table 7.5). Short admissions, day-care and night-time care 
have been offered by these institutions  for some time. A short admission comprises 
24-hour care in a care home , generally lasting six to eight weeks. It is aimed at 
elderly persons who are not able to live independently following a hospital   admission 
or the temporary absence of their informal care  network . Day or night-time care 
consists of care or support  and is intended as a backup to informal carers or as a 
bridging phase prior to defi nitive admission. 55,000 people were receiving these 
types of services in 2003.

Community-based care, nursing and support  has also been available since 
2002. These services are intended for elderly people living independently  with an 
 indication for a care admission. It is unclear to what extent the content of the care 
provided corresponds with the products offered by the mainstream home care  
system. Most people make some use of community-based care  (65,100 in 2003). In 
addition, a subscription-based meals on wheels service is provided to elderly persons 
living at home, and their homes are linked to an alarm system.

Table 7.5
Number of persons using the outreach services of care homes, 1995-2003 (in absolute
numbers x 1,000)

1995 1997 1999 2001 2003

short-term admission 21.9 24.1 28.1 28.1 30.5

day-care/reception 15.9 15.0 20.8 20.4 23.2

night-time care/reception 0.6 0.6 1.6 1.6 1.2

community-based care – – – – 65.1

community-based nursing care – – – – 15.5

community-based support – – – – 15.5

meals service – – – – 69.8

linked to alarm system 59.4 64.6 66.9 66.7 67.1

Source: CBS (StatLine)

Provision of care to residents
Figure 7.1 showed that more than 90% of nursing home  residents and more than 
70% of care home residents suffer severe physical disabilities. Many residents of 
nursing and care homes  receive help from professionals with their personal care
(De Klerk 2005). One in fi ve receive daily help in going to the toilet; for nursing home 
residents this applies for more than half (see table 7.6).
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Table 7.6
Help with personal care provided by staff, by residential type, 2004 (vertical percentages)

care home 
somatic nursing 
home  

psychogeriatric 
nursing home total

help from staff with visiting toilet

None 84 38 37 68

Sometimes 6 6 8 7

Daily 10 56 55 26

when help with toilet visits 

when I ask for it 75 54 52 60

at set times 16 20 46 29

when staff have time 9 25 3 12

help from staff with other personal carea

None 39 9 4 28

sometimes / few times per week 22 7 0 15

Daily 39 84 96 57

when help with other personal carea

when I ask for it 29 27 34 30

at set times 50 37 51 48

when staff have time 21 36 15 23

a Eating and drinking, dressing and undressing, getting up, going to bed or washing.

Source: SCP (OII’04), taken from De Klerk (2005)

One in fi ve somatic and almost half of psychogeriatric patients do not receive help 
when they ask for it, but visit the toilet at set times. More than half the residents of 
institutions  receive professional help  on a daily basis with ‘other personal care’ such 
as eating, drinking, dressing and undressing or washing. Residents of care homes 
and psychogeriatric nursing homes, in particular, receive this help at fi xed times 
(50% and 51%, respectively). Somatic nursing home  patients receive help in between 
times rather more often, if the staff have time. These fi ndings show that certain 
categories of institutional residents, who are already vulnerable  because of physical 
and/or psychological disabilities , also have limited autonomy  in their daily routine of 
getting up, visiting the toilet, washing, dressing, eating and drinking . Nursing home 
residents have however recently shown more satisfaction with the arrangements for 
toilet visits , as they can now increasingly determine for themselves when this takes 
place (see table 7.8).

More than 140,000 people were employed in nursing, care or household activities  
in institutions  in 2002.7 In addition, there are many unpaid workers  employed in 
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institutions; in 2002, for example, there were around 100,000 volunteers , more than 
40,000 of them in nursing homes and over 60,000 in care homes (Mathijssen 2005b). 
At the same time there is a shortage of these helpers: half of all institutions would 
like to have more volunteers (Devilée 2005). It is unclear whether specifi c tasks are 
being left undone as a result. Figure 7.8 shows the extent to which residents of insti-
tutions  report receiving help from volunteers and family  members. The assessment 
of help was given by family members for patients in psychogeriatric nursing home  
departments.

Figure 7.8
Help from relatives or volunteers  with personal care (pc) or mobilitya (mob) by residential form , 2004 
(in percentages)

Source: SCP (OII’04) 

a Bedridden elderly persons are left out of consideration.
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Almost 10% of institutional residents receive daily help from their partner, children , 
other family  members or a volunteer. They provide help more often for mobility  
and personal care. The personal care they do provide generally relates to eating and 
drinking . These fi ndings correspond with the results of research among informal 
carers of care and nursing home  residents (De Boer et al. 2003; Hoevenaar 2005). 
Nursing home residents receive this unpaid form of help more often than care home 
residents: over 50% report receiving help with mobility from informal carers and 
more than 30% report receiving such help from volunteers .8 We know from earlier 
research that frequent use of these resources  correlates with the presence of severe 
physical or psychological problems (De Boer 2004: 191).
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Table 7.7
Why help is provided by family  members to residents of institutions  (selection from recipients of
informal help ), 2004 (vertical percentages)

care home 
somatic nursing 
home  

psychogeriatric 
nursing home total

personal care

otherwise it won’t happen 20 21 21 20

resident likes it 57 53 29 48

other 24 26 51 32

mobility 

otherwise it won’t happen 41 39 41 41

resident likes it 39 43 28 37

other 20 18 31 22

Source: SCP (OII’04), taken from De Klerk (2005)

Almost half the recipients of informal care  say that their family  provide personal 
care because the resident likes it (table 7.7). It is however striking the one in fi ve state 
that they receive this help because it would otherwise not be given. The percentage 
helping others out of necessity is higher for mobility , at 41%. Evidently a consider-
able number of informal carers carry out tasks which the professionals partially 
(have to) neglect. In particular, relatives of psychogeriatric patients stated ‘other 
reasons’. It is possible that they would have reported that they themselves enjoy 
giving the help (De Klerk 2005).

It is unclear why family  members end up performing certain tasks, but it may 
for example have to do with the high pressure of work on staff or the high need for 
care  on the part of residents. It is not known whether agreements have been made 
between relatives and institution staff on the help provided by family members.

Residential quality in institutions 
Care and nursing homes receive a fair amount of negative publicity. A study by 
the Netherlands Board for Healthcare Institutions (cbz) revealed that the quality 
of the old(er) buildings in particular in the nursing and care homes  sector leaves 
something to be desired (cbz 2005a). A third of care homes are rated as good and 
a quarter moderate; 36% are rated as poor. Nursing homes do slightly better, with 
just under half being rated good, one in four moderate and 28% poor. The criticism 
was directed mainly at the size of sanitary facilities in care homes and the number of 
shared rooms in nursing homes.

On 1 January 2005, 18,700 nursing home  residents suffered from lack of privacy  (cbz 
2005b). 1,400 of these were housed in three-person rooms, 15,700 in four-person 
rooms and 1,600 in rooms for fi ve or more persons. Figure 7.9 shows that there was 
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a marked improvement in the situation after 1992, when 40% of residents were in 
rooms for three or more persons; this had fallen to 15% by 2003. The Ministry of 
Health, Welfare and Sport is keen to reduce the number of shared rooms in nursing 
homes and has therefore set aside additional money for new construction and/or 
renovation in order to convert these rooms to single-person and two-person rooms 
by 2010 (tk 2005/2006b).

Figure 7.9
Number of beds per room in nursing homes, 1992-2003 (in percentages)

Source: De Klerk (2001); 
Mathijssen (2005d)
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A survey of psychogeriatric residents in 37 departments of nursing and care homes  in 
four regions investigated what the residents themselves feel about their privacy  (Van 
Beek et al. 2005). The available space per person proved to infl uence their feeling of 
autonomy . Residents of care homes very often have their own apartment/room. This 
is less common in nursing homes, where many residents share a room. Sometimes 
the rooms and doors are locked if all residents are in the living room. This means that 
people have little or no opportunity to withdraw in privacy if they should wish to. This 
is confi rmed in research by De Klerk (2005), in which two-thirds of somatic nursing 
home  residents in shared rooms reported that they had insuffi cient opportunity 
to withdraw if they should wish. They also reported that they were able to take few 
personal items from home when moving into the institution.

Quality of care
In addition to accommodation, other aspects are important for the quality of care . 
Based on research by the Social and Cultural Planning Offi ce (scp) it is possible to 
determine how far the views of residents on the quality of care have changed since 
2000 (table 7.8).
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Table 7.8
Opinions of care and nursing home  residents on a number of aspects of quality of care ,a 2000 and 
2004 (percentage agreeing)

care home
somatic
nursing home 

2000 2004 2000 2004

I feel that carers take me seriously 93 94 91 89

I constantly have to tell new carers how I want to be helped 16 21* 24 25

I receive exactly the amount of help I need 89 93* 88 88

carers come into my room without knocking 16 19 43 38

I can decide for myself, in consultation, when I go to the toilet 95 97 62 72*

I am free to decide when I get up 84 87* 47 43

I have a carer to whom I can say things in confi dence 58 61 62 68

* Signifi cant difference between 2000 and 2004 where p < 0.05.
a Residents of psychogeriatric nursing homes were not able to answer these questions themselves. The questions were 

not put to carers because they may view the situation differently from residents.

Source: SCP (OII’00/’04)

Nursing home residents are generally less positive about the quality of care  than care 
home residents. For example, they relatively frequently report that carers enter their 
rooms without knocking and that they are not able to decide for themselves what 
time they get up. These differences also emerge in other research (Arcares 2005; 
Cliënt & Kwaliteit 2004). Yet it is not always clear why the two groups of residents 
differ so markedly in their quality assessment. It may have to do the intensity of the 
care they need (nursing home  residents are more dependent on the support  than care 
home residents, who are able to do more for themselves), but it may also be related to 
more structural factors, such as the fact that nursing homes have fewer single rooms 
(Mistiaen and Delnoij 2003). The traditionally medical orientation of nursing homes 
may also play a role, and may mean that the autonomy  of residents does not always 
receive suffi cient attention (Cliënt & Kwaliteit 2004).

These fi ndings cannot easily be compared with the results of the benchmark study 
on nursing and care homes  (Benchmark Verpleeg- en verzorgingshuizen 2004/2005), 
because that study asked about other aspects of the quality of care  (Arcares 2005). 
The benchmark study showed an increase in the satisfaction of residents of care and 
nursing homes . Respondents were most positive about the meals, the introduction 
of new residents and paramedical care. Their views are less positive on the residen-
tial situation  and the care in general, though there has been improvement in these 
assessments, too.

The views of nursing home  residents remained unchanged on virtually all aspects 
between 2000 and 2004. Only the times of toilet visits  came to be more tailored 
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to the wishes of the residents over the period: the proportion of elderly residents 
who no longer have to adapt to the rhythm of the institution rose from 62% to 72% 
(table 7.8). Comparison with the fi gures from table 7.6 shows that, despite the fact 
that a proportion of residents of somatic nursing homes are still not able to decide 
for themselves when they go to the toilet, institutions  have begun to devote more 
attention to this aspect of the quality of care .

Care home residents also signal improvements, reporting more often than in 
the past that the care is ideally matched to their needs. They also feel they have 
more freedom to decide when they get up in the morning. Constantly having to tell 
new carers how they wish to be helped remains a sensitive point; this aspect of the 
quality of care  has deteriorated signifi cantly since 2000.

7.5 Palliative care

Palliative care is a new topic in the Report on the Elderly (see also § 7.1). The govern-
ment  policy  document on the elderly (Nota ouderenbeleid) devotes explicit attention 
to this care. The Ministry of Health, Welfare and Sport wishes maximum allowance 
to be made for the wishes and needs of the dying  and their next of kin (vws 2005a). 
Palliative care is a special form of nursing and care for people who are dying or are 
expected to die within a short period. It is designed to alleviate their suffering and 
improve their quality of life; medical treatment aimed at achieving a cure has ceased.

The attention given by politicians and policymakers to this intensive form of care 
has grown sharply in the last 15 years. In 1998 the government  launched an incentive 
programme with projects in six centres for the development of palliative care . These 
policy  measures were prompted by the debate on euthanasia in relation to the quality 
of the care for the dying . The ageing  of the population also played a role, as did the 
expectation that more are more people would die from specifi c chronic disorders 
such as cancer. Research by the Netherlands Institute for Health Services Research 
(nivel) confi rmed this expectation, estimating a rise in the demand for pallia-
tive care of around 20% between 1997 and 2005 (Francke and Willemse 2000). This 
estimate is based on the anticipated increase in the number of people dying each 
year from non-acute disorders such as cancer, copd and diabetes).

The number of palliative care  units is increasing: in the spring of 2005 there were 
251 in operation and dozens more under development, whereas in 1997 there were 
only 37 (Mistiaen et al. 2005). One in three is a specially developed facility, such as 
an ‘almost at home’ facility or a hospice ; two-thirds are attached to a nursing or care 
home. The regional spread throughout the Netherlands is not ideal (Mistiaen et al. 
2005). Many hospices and almost at home facilities have an ideological background. 
Almost at home facilities employ mainly volunteers , while hospices have their own 
(high-care) nursing staff. In 2002 there were almost 5,000 volunteers working in 
palliative care (Bart et al. 2005).



162 Physical disabilities and care

The number of patients using palliative care  units has also increased, from just 
over 2,500 people in 2003 to 4,200 in 2004. Most of these are cancer patients (84%). 
Despite this increase, the number of service-users still constitutes less than 10% of 
the estimated number of people with a need for palliative care each year.9

In addition to palliative care  units, other provisions  for terminally ill patients 
are available in the Netherlands. Examples include consultation centres which care 
providers can use to obtain advice on palliative terminal care for specifi c patients.

These developments meet the needs of many Dutch citizens to end their lives at 
home or in an environment that resembles their home (table 7.9). This information 
comes from more than 2000 people aged over 35 from the general population, who 
were asked in 2004 what they felt would be the most ideal place for someone who is 
incurably sick today. Dying at home was the preferred option of three-quarters of 35-
64 year-olds and two-thirds of the over-65s. Almost at home facilities and hospices 
were cited as good alternatives where dying  at home is not or no longer possible.10

Table 7.9
Preferences of people aged over 35 for the most ideal place to die for people who are incurably sick, 
by age group, 2004 (vertical percentages)

35-64 years  65 years over-35s

at home 75 65 73

care home 1 1 1

almost at home 17 21 18

hospice 6 8 6

nursing home 0 1 0

hospital 2 5 2

other institution 0 0 0

Source: Van den Akker and Luijkx (2005)

The actual place of death  by no means always corresponds with these preferences, 
as lasa data show. Half of all terminally sick elderly persons undergo a change of 
care location at least once in the fi nal months before death. Often this entails a move 
from their home to a care home or hospital ; nursing home  residents are very rarely 
moved (fi gure 7.10).

Many next of kin indicate that the elderly person would have liked to die at home 
best (Klinkenberg 2002: 47). The reason cited for the moved out of the home is the 
intensive (medical) care required; there was also often a need for more or different 
care. Next of kin usually came to the conclusion that a move out of the home was 
unavoidable. Yet for a minority dying  at home would have been a possibility if 
24-hour a day help could have been provided by the home care  services, family  or 
volunteers .
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Figure 7.10
Place of residence of elderly persons three months before and at the moment of death ,
1995/96 – 1998/99 (in percentages)

Source: Klinkenberg (2002) 
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A recent literature review by the World Health Organisation showed that 75% 
of people in Europe and the United States would like to die at home (Davies and 
Higginson 2004). People who have been closely involved with the death  of someone 
in their intimate circle express a preference for hospital  care more frequently than 
people who do not have this experience. On the other hand, care users with a serious 
illness express a preference for care at home  during the fi nal phase of life , although 
a small proportion express a preference for hospital admission as the end of life 
approaches. The proportion of people who die at home is between 18% and 32% in 
the different countries; the place of death is found to correlate strongly with the 
availability of hospital beds.

In addition to the organisation of (hospital ) care, other factors also play a role 
(Cohen et al. 2005). Based on data on more than 55,000 deceased persons in 2001, 
it has been demonstrated that people with cancer, people living alone , people with 
a low education level  and urban dwellers die at home signifi cantly less often than 
others.

7.6 Summary

In 2003, 11% of all people aged over 55, or 400,000 people, had a severe physical 
 disability; a quarter of them were living in a care or nursing home . These elderly 
persons are vulnerable  because of the heavy burden they have to bear. The propor-
tion of elderly persons with disabilities increases with age and is high among 
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residents of institutions : three-quarters of care home residents and 98% of those 
living in nursing homes experience severe limitations in their physical activity. This 
fi nding is in line with expectations, because of the relatively high need for care  of 
this group. The Dutch needs assessment body, Centrum indicatiestelling zorg (ciz), 
accordingly takes into account the severity of the physical disabilities when deciding 
that a client requires residential care.

Two-thirds of elderly households living independently  with severe physical disabili-
ties receive nursing or care assistance. The help is provided mainly by professionals 
(49%), but also by informal helpers (23%). One in three make no use of help either 
from carers or members of their social network . It is estimated that in 2003 around 
100,000 elderly households were in this position. It is unclear why they do not receive 
any help. Some of them probably do not know how to contact the needs assessment 
body ciz (85% have not applied for professional help ). Others are ‘resilient’ older 
persons who do not wish to be dependent on the help of others in spite of their 
severe disabilities.

The personal budget  (pgb) was introduced in 1995 as an alternative to care in kind, 
or home care . It is striking that, ten years after its introduction, 45% of elderly 
persons with moderate or severe physical disabilities are not aware of the existence 
of the personal budget. A further 14% have heard of it but do not know precisely 
what it entails. More than one in ten elderly persons would like to receive a personal 
budget but are not (yet) doing so.

Residents of nursing and care homes  are forced by physical or psychological 
d isabilities  to rely on care for long periods. The quality of the care as perceived by 
these elderly recipients therefore deserves a good deal of attention, for example as 
regards their own control over ordinary activities  such as eating, drinking, washing 
and dressing . In 2004, one in fi ve residents of somatic nursing homes did not receive 
help from professionals with visiting the toilet or cleaning themselves when they 
asked for it, but at fi xed times. In general, care home residents are more positive 
about the care provided than nursing home  residents. One possible explanation 
is that people living in a care home have fewer disabilities and are therefore less 
dependent on assistance from staff. Institutional characteristics such as the quality 
of the accommodation may also play a role.

In 2002 there were around 100,000 volunteers  working in care and nursing homes . 
This is nearly as many as the number of paid employees  carrying out nursing, care 
or household work in these institutions  (140,000 in 2002). In addition, many family  
members offer help to their partner, parent or another family member; the size of 
this group is unknown. Volunteers and relatives mainly provide help with mobility , 
but also with personal care (generally helping with eating and drinking ). Half these 
relatives do this because the residents like it, but others do it because otherwise 
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these tasks will not be carried out. The latter may be the result of high pressure 
of work on the part of staff and/or the high care need  of residents. It is not known 
whether agreements have been made with informal helpers regarding the tasks they 
perform.

There is a discrepancy between desire and the reality in the palliative care  for the 
dying . Two-thirds of the over-65s regard ‘at home’ as the best place to die in the event 
of an incurable disease. Yet many elderly persons are relocated at the end of their 
lives, among other things because of the medical care  needed, but also as a result of 
a need for additional or different care that cannot be organised at home. It is fairly 
common for people to be moved to a nursing home  or hospital  in the fi nal phase of 
life . Ultimately only 35% of elderly persons die in their own, familiar surroundings.
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Notes

1 These are exclusively residents who have been admitted permanently to a nursing or 
care home. Residents who have been admitted temporarily (e.g. for rehabilitation ) 
are regarded as living independently  because they are registered as living at their own 
address.

2 This is revealed by the avo’03.
3 The client has access not just to planned care but also to care on demand being 

provided within a reasonable period (ctg/zaio 2005).
4 A small group on the waiting lists  (649 persons) aged under 34 years have been left out 

of consideration.
5 According to cvz in March 2006.
6 Unlike in the previous, broad edition of the Report on the Elderly (De Klerk 2001), 

residents of sheltered housing  will not be treated as separate category, but as elderly 
persons living independently .

7 The number of people employed in care homes in ‘care and household tasks ‘ was 
76,588 in 2002. In that same year the number of persons employed in ‘nursing and care 
tasks’ in nursing homes was 65,369.

8 Including occasional help.
9 In 2004 a total of 136,553 people died, for 40,300 of whom cancer was the primary 

cause of death . It may be assumed that they were confi ned to bed (possibly for a long 
period) prior to their death. It seems likely that they needed fairly intensive care during 
the fi nal phase of their lives.

10 The ‘almost at home’ facility was defi ned in the survey as an amenity with between 
three and fi ve beds where as far as possible an atmosphere and culture is created which 
matches that at home and where care is provided by volunteers  and professionals who 
were already providing care in the recipient’s home. The hospice  was defi ned as an 
amenity with an average of eight beds where care is provided by professionals working 
for the hospice.
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8 Changes in life course 

Marjolein Broese van Groenou (lasa), Dorly Deeg (lasa) and Alice de Boer (scp)

8.1 Introduction

The recent interest shown by policymakers in the life course  of the elderly stems 
from the idea that individual life courses  today vary more than in the past. Increased 
life expectancy  has resulted in an additional phase of life , namely active old age 
between the ages of 60 and 80 (Evenhuis 2002). The fi nal phase begins when people 
start experiencing health  problems  and their opportunities for participating in 
society have reduced.

Researchers, and in particular demographers and sociologists, are also inter-
ested in this topic. For many decades they have been mapping out the life events  that 
people experience, such as birth, marriage, children  leaving home, etc. Knipscheer 
(1991) was the fi rst in the Netherlands to draw attention to this perspective within 
the fi eld of social gerontology. In 2000 the Dutch Scientifi c Council for Government 
Policy (wrr) published a report on changing life courses  (Levenslopen in verandering) 
which outlined a picture of the life courses of people born between 1900 and 1970 
(Liefbroer and Dykstra 2000). At that time lack of research data meant it was not 
possible to say much about changes in the fi nal phase of life .

It is only recently that research has been carried out into changes – also referred to 
as ‘transitions ‘ – in the life course  of the elderly.1 This has revealed a wide diversity. 
The differences can be viewed from three perspectives: chronological ranking, 
social context and historical context (Thomése 2001). Chronological ranking focuses 
on the succession of events and positions over time. Events take place in all kinds 
of areas of life such as residential setting, work, social relationships and health . A 
‘standard’ life course pattern for elderly persons is that children  leave the parental 
home, the parents retire after their life of employment  and they ultimately suffer 
impairments due to the onset of chronic illnesses . There are however indications 
that a ‘destandardisation’ is taking place (Liefbroer and Dykstra 2000), which means 
that people go through transitions at the same points in their life course less often 
than in the past. Examples among the elderly are embarking on a new relationship in 
later life, undertaking a long journey and lifelong learning.

The social context perspective is concerned with changing family  structures 
– more divorces, fewer children  per family – and the effects this has on things such 
as the willingness to provide informal help . In the historical context the assumption 
is that the development of the life course  over time is changeable: growing old today 
is a very different process from growing old in the 1950s or 60s.
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Empirical research from the fi rst perspective, looking at the events that the elderly 
experience, is rare and generally covers just one area of life. For example, there are 
studies concentrating on ending work (Henkes and Van Solinge 2003b), developing 
health  problems  (Deeg 2005), loss of a spouse (Nieboer 1997), embarking on new 
relationships (De Jong Gierveld 2004) and moving home  (Kullberg and Ras 2004). 
The interrelationships between transitions  have been studied much less frequently; 
it is for example unclear how many older persons undergo several transitions within 
a short space of time. Moreover, changes in one domain (e.g. becoming ill) can spark 
off a change in another domain (such as moving home). Little is known about such 
interrelationships in people’s life course .

To date, overviews of the various transitions  have been reported only in retro-
spective research. These studies ask to what extent the respondents have undergone 
certain events during the period covered by the survey. For example, one study of the 
over-65s in Leiden found that 60% had experienced at least one negative life event 
within the space of a year (Kraaij 2000). Frequently cited events are serious illness 
on the part of the elderly person themselves or a close family  member, relationship 
stress and the death  of close relatives. Recent events of this type, but also events that 
occurred earlier in life, were found to be strongly related to depressive complaints in 
later life.

In another study people aged over 65 were asked to look back over a period of ten 
years (Sikkel and Keehnen 2004). During that period they had retired or taken early 
retirement  (57%), become grandparents (34%), seen their children  leave home (21%) 
, developed a serious illness (18%) or cut their working hours  (10%). Starting to live 
with a partner or marrying were rare.

Longitudinal research
No longitudinal studies are known in the Netherlands that show which (combina-
tions of) transitions  occur as people age. This chapter describes life events  that 
occur to people aged 58 years and older, with a special focus on changes in their 
physical and mental health , partner status  and residential situation .2 Transitions 
in health  and partner status are interesting because they are crucial in determining 
the way in which people grow old. Moreover, there may be a correlation between 
them, or they may cause a transition  in the residential situation. The emphasis on 
 individual life course  means the chronological perspective described by Thomése 
(2001) is taken as the main basis here; the social and historical contexts are left 
out of consideration. Readers interested in trends in various aspects of the living 
 situation of elderly people are referred to Part A of this Report on the Elderly.

We also examine the extent to which specifi c groups (by age, sex  and education 
level ) are likely to undergo several transitions . Age is important because it gives 
an indication of people’s phase of life . Because women age differently from men, 
gender differences are also discussed; women lose their partner and become ill 
more often than men. Differences in education level are also explored. People with 
a low education level  have not only had less well-paid work  during their working 



171Changes in life course

lives and therefore built up a smaller pension , but are also in poorer health  than the 
better educated. In this connection O’Rand (1996) talks about cumulative advantage 
and cumulative disadvantage. By this she means the advantages and benefi ts which 
 accumulate during a human life, which mean that people with a lower education 
level reach old age in a less favourable situation and in less good health than their 
better-educated peers (Broese van Groenou 2003).

This exploration serves as a stepping stone to chapters 9 and 10, which study 
the effects of transitions . It is likely that the occurrence of transitions has 
important consequences. Two life course  effects are examined: the socio-economic 
 consequences of ending work or the loss of a spouse (chapter 9), and the degree 
to which elderly persons are and remain integrated in the community after 
 experiencing events such as a decline in health , loss of their partner or a move to a 
new residential setting (chapter 10).3

The changes in the life course  of older persons are presented as follows in this 
chapter. Section 8.2 describes the changes in their mental and physical health ; 
section 8.3 summarises the changes they undergo in partner status ; section 8.4 
discusses changes in their residential situation ; section 8.5 focuses on the accu-
mulation of different transitions ; and section 8.6 looks at the correlations between 
changes in health , partner status and residential situation. The chapter concludes 
with a summary (§ 8.7).

The data used in this chapter were gathered as part of the Longitudinal Aging 
Study Amsterdam research programme (lasa; Deeg et al. 1993, 2002a). This is a 
longitudinal study which has monitored 55-85 year-olds from 1992/93. This data 
source allows the transitions  referred to and the characteristics of elderly persons 
who undergo them to be mapped out. The information presented in this chapter 
is limited to the changes in the six-year period 1995-2001. The data from the 
 intervening observation in 1998 are often not explicitly presented, but were used 
in arriving at a classifi cation of change.4 In the period between 1995 and 2001, 
1,242 elderly persons participated consistently in the survey; in 1995 the age of the 
 participants ranged from 58 years to 89 years (see the lasa research data in B8 in 
the appendices on the website).

In a longitudinal study of elderly respondents some dropout is unavoidable, and is 
moreover selective. We therefore look fi rst at the predictors of dropout. The 1,242 
elderly respondents reported on here are those who continued to participate and 
for whom suffi cient data were available at three measurement points. In total, 2,545 
elderly persons took part in the lasa study. Over the course of the six years until 
2001, 20.5% of this group dropped out through death , 11% because the follow-up 
observations were partially or completely absent and 15% because data were missing 
for them on one or more characteristics studied in 1995/96. The latter group of 15% 
had mostly undergone an abridged interview because they were unwilling or unable 
to cope with the complete interview. They were of course older, achieved a poor score 
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in the cognitive test and had more chronic illnesses  and disabilities than the 
participants for whom full data were available. They also more frequently had a low 
education level , less often had a partner and more often lived in sheltered housing  or 
an institution. They did not more frequently suffer from depression , however, and 
there were also no gender-related differences.

The participants for whom full data were available in 1995/96 and who dropped 
out because of death  were also older, achieved a lower cognitive test score and had 
more illnesses and disabilities, but had no more or fewer depressive complaints than 
those who continued to participate. A relatively high proportion of this group were 
men. Moreover, the participants who died relatively frequently lived in retirement  
housing  or an institution. There was no difference in education level , however, and 
they were also no more frequently without a partner than those who continued to 
participate. Those who died are in fact not so interesting for the questions addressed 
in this chapter, namely the correlation between transitions  in different functional 
domains. On death, that correlation is of course perfect: they do not function in any 
domain at all.

The respondents who dropped out during the study period for reasons other than 
death  stand out from the group who continued to participate in only one charac-
teristic, namely the cognitive test. Although they were also older and less healthy 
and had a lower education level  than the continuing participants, in a multivariate 
analysis these differences could be attributed entirely to their lower cognitive score.

In summary, it will be clear that the group on which we report in the following 
sections is on a number of points a healthy selection from the entire research group, 
and therefore from the general elderly population. They were in better physical and 
cognitive health , but had no fewer depressive complaints than those who dropped 
out. Moreover, this group contained a relatively high proportion of women, people 
with a higher education  level  and elderly persons with a partner, and a relatively 
small proportion lived in sheltered housing  or an institution. As a result, certain 
patterns occur less frequently than in the general elderly population. As will become 
apparent, however, the remaining research group still showed so much variation 
that the unfavourable patterns are also suffi ciently present to be observed. As argued 
by Van Beijsterveldt and colleagues (2002) and Kempen and Van Sonderen (2002), 
estimates of patterns of change and their correlations with determinants are not 
infl uenced by any selectivity of the research cohort as long as all relevant groups 
occur to a suffi cient extent in the study. The results discussed in this chapter can 
therefore be regarded as capable of generalisation.

8.2 Changes in physical and mental health 

This section looks at the changes experienced by the elderly in their health  status . 
The indicators used are chronic physical illnesses, cognitive impairments, depressive 
symptoms  and physical disabilities. The order in which these aspects are discussed 
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is taken from the ‘disablement process ‘, i.e. the hierarchy of the consequences that 
an illness can have for the sufferer (Verbrugge and Jette 1994). This process is made 
up of several phases. First there is a pathological development in the body; this is 
followed by a disruption of physical or mental functions; this phase can lead to the 
next phase of physical disabilities such as loss of mobility . Disabilities can in turn lead 
into the next phase of problems in carrying out household and personal care tasks. 
They can moreover have consequences for the person’s social participation . There are 
all kinds of indications that this disablement process  is not linear, but without doubt 
there is an intensive interaction between the phases. In this section we look at the fi rst 
three phases; the consequences for social participation are discussed in chapter 10. 
The interactions (or correlations) between the fi rst three phases are the main focus of 
section 8.5.

8.2.1 Chronic illnesses
It is known from the research literature that elderly persons, and particularly women 
and the very oldest, relatively frequently have (various) chronic illnesses  (see also 
chapter 6). Chronic illnesses are by defi nition permanent, but the degree to which 
they lead to disabilities does vary. The moment of onset can also vary: some illnesses 
manifest themselves at a relatively young age, while others are more prevalent 
among the elderly. In addition, certain chronic illnesses occur together more often 
than other illnesses, for example diabetes and heart disease (Kriegsman et al. 2004). 
It may therefore be assumed that the medical history of elderly persons is fairly 
dynamic as regards illnesses.

Table 8.1 shows what proportion of elderly people developed one or more new 
diseases within a period of six years.5 In the discussion we distinguish between the 
group who were not yet ill in 1995 (and some of whom did develop a disease there-
after) and the group who were (and some of whom became more ill thereafter).

No illness in 1995
At the time of the survey in 1995, 36% of the older persons interviewed had no 
chronic illnesses . 53% of this group remained healthy, while just under half (47%, 
n = 203) developed one or more chronic disorders in the period up to 2001. The 
number of chronic disorders ranged from 0 to an average of 1.3 (table 8.1).

The onset of chronic illnesses  increases with age: 58% of the oldest group 
developed a chronic disease compared with 50% of the middle age group and 40% 
of the youngest age group (Chi2 = 6.1, p = 0.02). Slightly more than half the group 
with a low education level  (54%) developed a chronic illness, compared with around 
45% of those with secondary and higher education  background. This difference by 
education level is not statistically signifi cant, however (p = 0.13). There are no differ-
ences between men and women in the development of chronic illnesses.
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Table 8.1
Changes in the number of chronic illnessesa in elderly persons, by sex , age in 1995 and education 
level , 58-88 year-olds, 1995-2001 (horizontal percentage distributions and average number of 
chronic illnesses ; n = 1241)

illness in 1995 (100%) no illness in 1995 (100%)

incidence 
illness

stable, 
not ill

incidence 
comorbidity 

stable, 
ill

total, absolute 203 232 265 498

total, relative 47 53 35 65

men 46 54 39 61

women 49 51 31 69

58-64 years 40 60 32 65

65-74 years 50 50 32 68

75-88 years 58 42 41 59

low education level 54 45 35 65

secondary education level 44 56 35 65

high education level 45 55 32 68

number of illnessesa

1995 0 0 1.44 1.56

1998 0.58 0 2.10 1.57

2001 1.29 0 2.64 1.58

a This relates to the following chronic physical illnesses: chronic lung disease, heart disease, peripheral 
arteriosclerosis, diabetes, stroke, joint disorders and cancer.

Source: VU (LASA’95/’98/’01)

Illness in 1995
In 1995 a high proportion of the sample already had one or more chronic diseases 
(64%, n = 791). Taking the group as a whole, the majority of the women (66%), the 
over-75s (75%) and those with a low education level  (66%) were in this group. For 
many of them this was a stable situation and they did not develop any new diseases 
(65%, n = 498). The average number of diseases in this stable group of ill elderly 
persons was around 1.6. A third of the group with illnesses developed one or more 
chronic disorders in the next six years (35%, n = 265). The average number in this 
group rose from 1.44 to 2.64: an average increase of one chronic disorder .

The onset of a second (or third) disease was most common among men and the 
oldest age-group (75-88 year-olds). The fact that men developed more comorbidity  
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than women is striking given that this is generally reserved for women and that men 
normally die from acute disorders. Improved health  care  and medical  technology 
have increased the life expectancy  of men and may be the reason that they now 
survive following an acute event (such as heart failure) but do develop chronic 
comorbidity.

There is no difference by education level  in the development of comorbidity . This 
corresponds with fi ndings by others, suggesting that education level is a differen-
tiating factor mainly in the incidence6 of chronic ailments and does not infl uence 
their progression (Melzer et al. 2001).

Age is a prime determinant of both incidents and progression. From the 75th 
year, the majority of elderly people had developed one or more chronic diseases: in 
2001, 84% of people aged over 75 had one or more.

8.2.2 Cognitive disorders
Depressive and cognitive disorders  (including dementia ) are the most common 
psychological disorders  among the elderly (see e.g. Schoemakers-Salkinoja and 
Timmermans 2001: 119). The number of elderly persons with cognitive disorders in 
the population was estimated at 10% in 1992/93.7 Age is the most important deter-
minant of dementia, which occurs in 1-2% of 65-70 year-olds and in approximately 
40% of those aged over 90 (Van Rijn et al. 2005b).

Most studies show that there is no difference in the incidence between men and 
women, there is one study which shows that the incidence of Alzheimer’s disease is 
higher among women and that vascular dementia  is more common in men (Di Carlo 
et al. 2002; Ruitenberg et al. 2001).

The role of education level  is still unclear, mainly because people with a high 
 education level often record a false negative score on the screening tests for 
dementia  (Geerlings et al. 2000). Their intellectual and cultural capacities, together 
with their level of knowledge, means they are able to mask the symptoms of 
 cognitive decline for a long time.

The lasa study contains information on changes in cognitive functioning over a 
period of six years. The fi ndings are presented in table 8.2. Cognitive ability was 
determined using the Mini Mental State Examination (mmse; Folstein et al. 1975), in 
which the score ranges from 0 to 30: the lower the score, the worst performance in 
this test.

In 1995, 6% of the elderly people tested achieved a score below 25 on the mmse, 
indicating poor cognitive function . The vast majority (94%, n = 1167) had good 
to excellent cognitive abilities at that time. 80% of these well-functioning elderly 
people (n = 97) deteriorated to such an extent within six years that in 2001 they 
achieved an mmse score of 24 or lower; the change compared with 1995 amounted 
to a least two points. The process of cognitive decline is virtually irreversible, and 
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improvements are (virtually) unheard of in this group. Taken over the sample as a 
whole, therefore, 86% have and retain good cognitive function, 8% undergo a severe 
deterioration and 6% have a permanently poor cognitive ability  (table 8.2).

Table 8.2
Changes in cognitive functioninga of elderly persons, by sex , age in 1995 and education level , 58-88 
year-olds, 1995-2001 (horizontal percentage distributions and average MMSE score; n = 1240)

good cognitive function  in 1995 cognitive dysfunction in 1995

stable good cognitive 
function 

incidence of cognitive 
dysfunction

permanent cognitive 
dysfunction

total, absolute 1070 97 75

total, relative 86 8 6

men 88 7 5

women 85 9 7

58-64 years 93 4 3

65-74 years 84 7 4

75-88 years 73 14 13

low education level 76 13 12

secondary education level 91 6 4

high education level 96 3 1

MMSE score

1995 28.1 27.1 24.1

1998 28.2 26.5 22.8

2001 28.0 22.9 22.4

a Cognitive dysfunction: MMSE < 25.

Source: VU (LASA’95/’01)

In line with the literature, a deterioration in cognitive function  is found to correlate 
strongly with age: people aged over 75 relatively frequently experienced a decline in 
cognitive function. People with a low education level  are also overrepresented among 
those experiencing a deterioration. Deterioration was recorded in slightly more 
women than men (9% versus 7%), but the difference is small. In the group with a 
stable low cognitive ability , the very oldest and those with the lowest education level 
are overrepresented. Section 8.6 looks again at the correlation between the effects of 
socio-demographic  characteristics on the cognitive functioning of elderly persons. 
The effect of gender and education level disappears after correction for all manner of 
health  changes .
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8.2.3 Depressive symptoms
It is known from earlier research (lasa) that around 15% of 55-85 year-olds suffer 
from depressive disorders, 2% of them severe (Beekman et al. 1995; Schoemakers-
Salkinoja and Timmermans 2001). Known socio-demographic  risk factors for 
depression  are being female or elderly or having a low education level  (Bohlmeijer 
et al. 2005a: 26). Several studies show that the prognosis of depression is poor; half 
of those suffering from depression are still troubled by it two years later, and one in 
three still suffers from depressive symptoms after six years (Beekman et al. 2004; 
Kraaij 2000). Little is yet known about the determinants of recovery, improvement or 
incidence of depression in the elderly (Geerlings 2002). The incidence indicates the 
percentage of elderly persons who develop relevant depressive symptoms in a given 
time unit.

The lasa data provide information on changes in depressive symptoms  over a 
period of six years (table 8.3). Changes are characterised by a rise or fall of at least 
four points on the Center for Epidemiologic Studies Depression scale (ces-d, score ranges 
from 0 to 60; Radloff 1977) and the exceeding of the critical threshold of 16 on that 
scale in 1998 or 2001. The results are discussed here for elderly persons who were 
not suffering from depression in 1995 (and who sometimes became depressed) and 
for those who were already suffering from depression in that year (some of whom 
recovered).

Non-depressed
Around 89% of the research group achieved a score of 15 or lower on the ces-d 
scale in 1995 and were classed as non-depressed (table 8.3). 15% of this group had a 
score that was at least four points higher six years later, with a score of 16 or above. 
The majority of the non-depressed people (85%) were also characterised as non-
depressed in 2001. In the group where there was incidence of depression , the average 
score increased by around nine points between 1995 and 2001. The differences by 
background characteristics broadly correspond with those in the research literature.

Incidence of depression  over the course of six years was signifi cantly more 
common among women than men, among the older elderly than the younger elderly, 
and among elderly persons with a low education level  than the higher educated. The 
signifi cance of this can only be ascertained after multivariate analysis. It may be 
that the very oldest not only relatively often suffer from depression, but also share 
another characteristic, such as loss of their partner. In that case, the positive effect 
of age ought to disappear after correction for the loss. It will become apparent in 
section 8.5 that this interpretation is justifi ed.
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Table 8.3
Change in depressiona among elderly persons, by sex , age in 1995 and education level , 55-88 
year-olds, 1995-2001 (horizontal percentage distributions and average depression  score; n = 1233)

non-depressed in 1995 (100%) depressed in 1995 (100%)

incidence of 
depression  

permanently 
non-depressedb

recovery from 
depression 

permanently 
depressedc

total, absolute 166 934 57 76

total, relative 15 85 43 57

men 11 89 39 61

women 19 81 44 56

58-64 years 12 88 54 46

65-74 years 14 86 44 56

75-88 years 22 78 35 65

low education level 23 77 42 58

secondary education level 11 89 45 55

high education level 11 89 38 62

depression  score

1995 9.0 4.4 21.2 21.4

1998 14.8 5.1 13.5 20.7

2001 17.6 6.2 9.0 22.1

a Depressed: score of 16 or higher on the CES-D scale.
b Control group for the comparison with incidence of depression .
c Control group for the comparison with recovery from depression .

Source: VU (LASA’95/’01)

Depressed
Of the 133 elderly persons who were depressed in 1995, almost half (43%) were 
classifi ed as non-depressed in 2001, though 57% still had relevant symptoms. The 
depression  score fell in the group which recovered by around 12 points. None of the 
demographic  factors showed a signifi cant correlation with recovery, but the results 
do suggest that younger elderly persons, in particular, recover relatively often. If 
the episodes last longer, they are often related to health  problems  (Geerlings 2002). 
Later in this chapter (table 8.8) it will come clear that elderly persons with long-
lasting functional disabilities  more often become depressed and less often recover 
from depression than people without such disabilities, thus confi rming that health 
problems contribute to prolonged episodes of depression.
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8.2.4 Physical disabilities 
Not all illnesses cause physical or psychological disabilities , and treatment means 
that some disabilities may be temporary. Rheumatic disorders, for example, more 
often lead to physical disabilities than cardiovascular diseases . The Report on the 
Elderly 2004 presented changes in physical disabilities over a period of three years 
(De Klerk et al. 2004: 20). Currently, data are available covering a period of six years.8 
Table 8.4 provides an impression of the degree to which physical disabilities among 
58-88 year-olds are irreversible.

Table 8.4
Changes in physical disabilities of elderly persons, by sex , age in 1995 and education level , 
58-88 year-olds, 1995-2001 (horizontal percentage distributions and average number of disabilities; 
n = 1203)

no disabilities in 1995 (100%) disabilities in 1995 (100%)

incidence of 
disabilities

permanently 
no disabilitiesa

recovery from 
disabilities

permanent 
disabilitiesb

total, absolute 327 393 96 393

total, relative 45 55 20 80

men 40 60 18 82

women 52 48 20 80

58-64 years 33 67 31 69

65-74 years 48 52 24 76

75-88 years 68 32 10 90

low education level 56 44 19 81

secondary education level 45 54 19 81

high education level 31 69 23 77

number of disabilities

1995 0 0 1.27 2.30

1998 0.96 0 0.32 2.87

2001 1.61 0 0.78 3.36

a Control group for the comparison with incidence of physical disabilities.
b Control group for the comparison with recovery from physical disabilities.

Source: VU (LASA’95/’01)

The disabilities were measured by asking whether the person in question was able 
to carry out the following tasks without diffi culty or with some diffi culty: climbing 
and descending stairs; walking for fi ve minutes without resting; getting out of and 
sitting down in a chair; dressing and undressing; use of own or public transport; 
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and cutting own toenails. No disabilities (score 0) means that all six activities  can be 
carried out without diffi culty; a score of 6 indicates that all activities are carried out 
with at least a degree of diffi culty.

In the discussion of the results we draw a distinction between elderly persons 
with no functional disabilities  in 1995 (some of whom developed disabilities) 
and elderly persons who did have functional disabilities in 1995 (some of whom 
recovered).

No functional disabilities 
In 1995 approximately 59% of the elderly persons interviewed had no problems 
carrying out one or more of the six daily activities . Almost half of these (45%) did 
have diffi culty with one or more of these activities six years later. In this group of 
elderly persons, the sum score of disabilities rose from 0 to 1.6, which means that on 
average they had diffi culty with one or two activities.

Of those who developed a disability, it is striking that the incidence among 
women was signifi cantly higher than among men, higher among the older elderly 
and higher as the level of education increased. Once again, multivariate analysis is 
needed to determine whether these demographic  factors retain their infl uence.

Functional disabilities
Of the elderly persons who reported disabilities in 1995 (n = 489), one fi fth had 
undergone such physical improvement six years later that there were virtually no 
physical disabilities remaining. In this group the sum score of disabilities was 
already relatively low in 1995, and fell to a value of between 0 and 1. Recovery can 
occur, for example, after a major operation such as hip replacement surgery, or 
through the use of mobility  aids such as a rollator. Gender and education play no 
signifi cant role in recovery from disabilities. All that can be said is that the recovery 
rate is lower as a person’s age is higher, and that the disabilities may be more severe.

A high proportion (80%) of the elderly persons who reported disabilities in 1995 
still had them six years later, sometimes in more severe form. The sum score of 
disabilities rose in this group from 2.3 to 3.4.

8.3 Change in partner status 

According to fi gures from Statistics Netherlands (cbs), in 17 out of every 1,000 
couples, one of the two partners dies each year. Loss of a partner is most common 
among people aged over 70 and among women (because women generally live 
longer than men). In 2001, one in fi ve married women aged 90 years or older lost her 
husband (Alders 2002). Using the lasa data, we can investigate how many elderly 
persons lose their partner within a period of six years.

In 1995 almost three-quarters (71%) of the elderly persons in the lasa survey 
had a partner. 14% of them (n = 127) lost their partner within six years. There were 
only 19 who embarked on a new partner relationship in that period, 5% of all elderly 
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persons without a partner in 1995. Embarking on new relationships after divorce or 
death  of a partner had usually taken place at an earlier age (De Jong Gierveld 2004). 
Almost 29% of all elderly persons had had no partner relationship during the entire 
study period (table 8.5).9

Table 8.5
Changes in partner status  of elderly persons, by sex , age in 1995 and education level ,
58-88 year-olds, 1995-2001 (horizontal percentage distributions)

partner in 1995 no partner in 1995

loss of partner permanent partnera
permanently without 
partner

total, absolute 127 760 355

total, relative 10 61 29

men 7 82 11

women 13 43 43

58-64 years 7 77 16

65-74 years 12 58 31

75-88 years 14 40 46

low education level 11 47 42

secondary education level 10 69 21

high education level 9 69 22

a Including 19 respondents who acquired a new partner.

Source: VU (LASA’95/’01)

As expected, women and the over-75s are most frequently confronted with the loss 
of a partner . Women, the over-75s and people with a low education level  formed 
the majority among the elderly persons who had spent six years without a partner. 
On the other hand, among those who had had a partner for the entire study period, 
58-64 year-olds, men and elderly persons with secondary or higher education  back-
grounds were overrepresented.

8.4 Changes in residential situation 

Older persons are very attached to their homes. They are generally satisfi ed with 
their home and do not wish to move. Where they do have a desire to move home, 
this is partly due to the unsuitability of their present dwelling. A deterioration in 
their health  status  (or fear of this) can also cause them to make plans to move home. 
In 2002, around 8% of households with a head aged 55 years or older had  actually 
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moved home in the two years prior to their being interviewed (Kullberg 2005; 
 Kullberg and Ras 2004).

Table 8.6 shows the proportion of elderly persons who moved home one or more 
times between 1995 and 2001 (including moving into an institution). Roughly 18% 
moved home in that period, 2% of them moved more than once. Women moved 
home slightly more often than men, but there are virtually no differences between 
age and education groups. What is striking is that 7% of people staying in sheltered 
housing  moved two or more times, versus 2% of those living independently .

Of the 207 elderly persons living independently  in 1995 who moved home, 14% 
were living in sheltered housing  three years later, and 31% six years later. The 
remainder had moved to another independent dwelling. Moving from an inde-
pendent dwelling to an institution is much less common: 3% over a period of 
three years and 7% in a period of six years. People rarely move back from sheltered 
housing  into an ‘ordinary’ dwelling; of the small group of 21 elderly persons living 
in sheltered housing in 1995 and who subsequently moved, 14% moved into a care or 
nursing home  within three years, and 32% within six years (not shown).

Table 8.6
Home moves of elderly persons by sex , age in 1995 and education level , 58-88 year-olds, 1995-2001 
(horizontal percentage distributions)

moved once moved two or more times
did not move in 
1995-2001

total 16 2 82

men 15 1 84

women 17 3 80

58-64 years 16 2 82

65-74 years 15 3 83

75-88 years 19 3 78

low education level 16 4 81

secondary education level 17 1 82

high education level 17 2 81

living independently 17 2 81

sheltered housing 11 7 83

Source: VU (LASA’95/’01)
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8.5 Accumulation of changes in health , partner status  and residential form 

Sections 8.2, 8.3 and 8.4 each discussed changes in one area of life. It became clear 
that some groups of elderly people relatively often undergo a (more unfavourable) 
transition  and that other groups are spared. It may be that there is an accumulation 
of transitions  in certain groups. In other words, there may be vulnerable  groups 
which are characterised by certain demographic  factors: being a woman, being 
elderly and having a low education level . However, it is also possible that one transi-
tion ‘sparks off’ another. It is known from the research literature that life events  
during the ageing  process are intertwined. For example, depressive complaints may 
arise following the death  of a partner (Van Grootheest et al. 1999; Lindeboom et al. 
2002; Stek et al. 2005). Physical and psychological problems are also found to be 
strongly interrelated (Van den Brink 2005; Van Gool et al. 2005).

In this section we count the number of transitions  per person and examine the 
extent to which there is an accumulation in certain groups. We also describe which 
transitions go together most often. The following transitions were counted: the 
onset of chronic illness or comorbidity ; cognitive decline; becoming depressed; 
becoming functionally impaired; loss of partner; moving home .

Of the total of six possible transitions , elderly persons undergo 1.15 on average in 
a period of six years. 30% of the total cohort do not undergo any transition ; 37% 
undergo one, 23% two and 8% three. Only 1.8% of the elderly persons studied under-
went four or more transitions during the study period.

Women, the low-educated and the over-75s are found to undergo more tr ansitions  
than men, the better educated and younger elderly persons (fi gure 8.1). Thus, for 
example, 11% of women underwent three or more transitions compared with 8% 
of men. The same applies for 14% of 75-88 year-olds and 13% of those with a low 
education level , compared with 8% of 58-64 year-olds and 7% of the highly educated . 
This corresponds with the fi ndings presented earlier that these categories of elderly 
persons relatively frequently experience health  problems  and lose their partner.

The transitions  that people undergo can be seen from table 8.7. If elderly persons 
undergo only one transition  during the study period, it generally relates to health  
problems : 24% report the incidence of functional disabilities  and 20% chronic 
disorders. If people undergo two transitions, it is often these two types of health 
problems, though a combination of one of these health problems with moving home  
or the onset of depression  is also possible. 66% of the elderly persons experiencing 
three or more transitions develop functional disabilities; 52% have moved home, 
45% have become depressed and 36% have lost their partner. The small group of 
elderly persons who underwent four or more transitions during the study period 
generally combined moving home with functional disabilities, depression and loss 
of partner. A third of the elderly persons studied developed one or more chronic 
disorders and/or a cognitive decline.
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Figure 8.1
Number of transitions  by sex , age in 1995 and education level , 58-88 year-olds, 1995-2001 
(in percentages)

Source: VU (LASA’95-’01)
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Table 8.7
Proportion of elderly persons undergoing a given transition , by total number of transitions  that they 
undergo, 58-88 year-olds, 1995-2001 (in percent)

one transition two transitions
three 
transitions 

four or more 
transitions 

incidence of functional disability/ies 24 49 66 68

incidence of chronic illness or comorbidity 20 29 29 30

incidence of depression 6 33 45 78

cognitive decline 6 12 23 39

loss of partner 6 17 36 70

moving home 13 33 52 87

(n) (455) (287) (99) (23)

Source: VU (LASA’95/’01)

From the foregoing it is apparent on the one hand that women, the low-educated 
and the over-75s are extra susceptible to undergoing unfavourable changes, and on 
the other that a decline in health  in particular is often not an isolated occurrence. In 
the next section we will look at the infl uence of background characteristics on the 
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occurrence of transitions  in specifi c domains and at the question of whether certain 
transitions occur more commonly than others.

8.6 Interrelationship between changes in health , partner status  and residential 
form 

This section looks at transitions  in specifi c areas, as described in the disable-
ment process  model (Verbrugge & Jette 1994). The question we are interested in is 
whether the correlation between a transition  and demographic  factors remains after 
cor ection for the infl uence of other transitions (e.g. changes in physical health ) and 
vice versa, or whether the apparent correlation between transitions remains intact 
after correction for demographic factors. Chronic illnesses are the fi rst phase of the 
disablement process  and are therefore regarded as a possible explanatory variable for 
the transitions occurring later in the disablement process . For the other transitions 
– changes in cognitive function , in depressive complaints, in physical disabili-
ties, in partner status  and in residential situation  – we examine one by one which 
tr ansitions and background characteristics explain them. Multivariate analyses 
provide an insight into the possible correlations between transitions and between 
transitions and demographic characteristics.10

8.6.1  Cognitive disabilities
Little is known at present about the risk factors for the onset of cognitive decline and 
dementia . Of the known factors, age is the strongest; there is much less evidence 
for the role of education level  and gender (Van Rijn et al. 2005b: 34). Support has 
recently been found for a role for lifestyle  factors, in particular physical exercise  (Dik 
et al. 2003). There are also indications that dementia correlates with other disorders; 
for example, there is an increased incidence of dementia in people with Parkinson’s 
disease, and the risk factors for vascular dementia and cardiovascular disease  may 
be the same (Gijsen 2002). It is also clear that dementia correlates with other psycho-
logical problems; for example, the amstel study has shown that depression  can be a 
precursor of dementia (Geerlings et al. 2000).

Table 8.8 presents the results of a multinomial logistic regression with the changing 
cognitive functioning in elderly persons as the health  change to be explained.11 
In the fi rst column, elderly persons who had no cognitive impairments at the 
start of the study period but who were confronted with a deterioration in their 
co gnitive ability , are compared with elderly persons who did not develop cognitive 
imp airments. Based on table 8.2 it is concluded that women, the over-75s and those 
with the lowest education level  are overrepresented among those experiencing a 
decline in cognitive function . After correction for health changes , it is found that 
age is the only demographic  factor to have a signifi cant effect: the over-75s are three 
times more likely than younger elderly persons to experience a decline in cognitive 
function.
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Table 8.8
Determinants of changes in cognitive function  in elderly persons: result of multinomial logistic 
regression, 58-88 year-olds, 1995-2001 (in odds ratios)a

incidence of cognitive 
impairmentsb

permanent cognitive 
impairmentsb

age

58-64 years (ref.) 1 1

65-74 years 1.66 1.01

75-88 years 2.93** 2.56

chronic diseases

permanently no disease (ref.) 1 1

incidence of fi rst disease between 1995 and 2001 0.63 0.92

incidence of additional disease between 1995 and 2001 0.60 1.57

permanent diseases 0.56 1.29*

depressive complaints

permanently non-depressed (ref.) 1 1

incidence of depressive complaints between 1995 and 2001 2.28* 2.51*

recovery from depression  between 1995 and 2001 1.61 1.04

permanent depressive complaints 0.82 2.24

physical disabilities

permanently no disabilities (ref.) 1 1

incidence of disabilities between 1995 and 2001 1.77 1.11

recovery from disabilities between 1995 and 2001 1.43 1.60

permanent disabilities 1.99 2.87*

a Sex, education and changes in partner status  and residential situation  showed no signifi cant correlation with changes in 
cognitive function  (p < 0.05).

b Reference category: permanently no cognitive impairments.
* : p < 0.05, ** : p < 0.01.

Source: VU (LASA’95/’01)

Table 8.8 also shows that depression  and cognitive problems often developed during 
the same period (or = 2.28). There are several possible explanations for this: it may 
be that the development of depressive complaints occurs in people who already have 
poor cognitive function , and depression may also be an early symptom of cognitive 
decline. Based on this analysis it is not possible to choose from these possibilities, 
and the recent scientifi c literature also provides support  for both explanations
(Geerlings et al. 2000; Schoevers et al. 2000; Vinkers et al. 2004).

In the second column of table 8.8 the group with stable poor cognitive function  are 
compared with persons who retained good cognitive function throughout the study 
period. Elderly persons who had physical disabilities between 1995 and 2001 were at 
higher risk of permanent poor cognitive function. These fi ndings again question the 
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mechanism underlying this interrelationship: could it be that older persons undergo 
permanent physical disabilities because of their poor cognitive skills  (because they 
are not able to carry out activities  independently), or do their permanent cognitive 
disabilities stem from their poor physical health ? For the moment, there appears to 
be support  for both mechanisms (Deeg 2005; Gijsen 2005; Gill et al. 1997).

Finally, comparison of elderly persons with stable cognitive disabilities with 
e lderly persons with stable good cognitive ability  reveals a relationship with the 
development of depression : people who became depressed had a higher chance 
of having (and retaining) poorer cognitive function  in 1995. This latter result 
 corresponds with the studies referred to earlier by Vinkers and colleagues (2004).

No correlations were found in these multivariate analyses between sex , education 
and changes in partner status  and residential situation  on the one hand and changes 
in cognitive function  on the other.

8.6.2 Depressive symptoms
Some research has been carried out in the Netherlands on the onset of depressive 
symptoms in elderly people and their relationship with the occurrence of negative 
life events  (for an overview see chapter 6). Recent loss of a partner  is a widely cited 
and researched risk factor (Van Grootheest et al. 1999; Smit et al. 2004; Lindeboom 
et al. 2002). It is also known that many physical illnesses and disabilities are accom-
panied by a higher rate of depression  (Bisschop et al 2003; Spijker and Schoemaker 
2005). And earlier in this chapter we found that cognitive impairments can correlate 
with the development of depressive symptoms.

Based on the lasa data, we examined whether the scores for elderly persons on 
changes in a number of health  indicators and socio-demographic  characteris-
tics show any correlation with a change in depressive symptoms (table 8.9). Older 
persons who developed depression  are compared with older persons who were 
not depressed throughout the study period (fi rst column) and elderly persons who 
 experienced a remission from their depression are compared with elderly persons 
who retained their depressive symptoms (second column).

The fi rst column in table 8.9 shows that loss of a partner  and the onset of cognitive 
and physical disabilities were signifi cant factors in the development of  depressive 
symptoms. Suffering from permanent disabilities also increased the chance of 
developing depression . This fi nding suggests on the one hand that several loss 
experiences can constitute a risk for the onset of depression. On the other hand, 
the continuation of physical and cognitive disabilities can also increase the risk of 
depression developing.
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Table 8.9
Determinants of changes in depression  in elderly persons: results of multinomial logistic regression, 
58-88 year-olds, 1995-2001 (in odds ratios)a

incidence of depressionb recovery from depressionc

partner status 

continuously a partner (ref.) 1 1

loss of partner between 1995 and 2001 5.75** 0.98

continuously no partner 1.85** 1.17

cognitive disabilities

continuously no disabilities (ref.) 1 1

incidence of disabilities between 1995 and 2001 1.95* 0.50

continuously disabilities 2.05* 2.25

physical disabilities

continuously no disabilities (ref.) 1 1

incidence of disabilities between 1995 and 2001 2.31** 0.41

recovery from disabilities between 1995 and 2001 1.19 1.20

continuously disabilities 4.11** 0.14**

a Sex, age, education level  and change in residential situation  showed no signifi cant correlation with changes in depression  
(p < 0.05). Chronic illnesses were left out of the analysis because all depressed elderly persons proved to be chronically ill .

b  Reference category: continuously not depressed.
c  Reference category: continuous depression .
* : p < 0.05, ** : p < 0.01.

Source: VU (LASA’95/’01)

The second column shows that physical disabilities in particular hamper recovery 
from depression  (or = 0.14). The other socio-demographic  characteristics are not 
signifi cant here.

Moving home showed no signifi cant correlation with changes in depressive 
 symptoms: there are thus no differences on this point between those who have and 
those who have not moved home.

It was stated earlier that women, the over-75s and those with a low education level  
relatively often suffer from depression  (table 8.3). Here it is found that, after correc-
tion for other health  changes  such as physical disabilities, the correlation between 
depression, sex , age and education disappears.

8.6.3 Physical disabilities 
The research shows that certain life events  as well as socio-demographic  charac-
teristics are associated with the onset of physical disabilities in the elderly. Several 
research results show that older persons who develop disabilities have a relatively 
high risk of developing symptoms of depression  (Geerlings 2002; Van den Brink 
2005). However, loss of a partner  is also associated with the onset of disabilities: 
men who have recently lost their partner are found to have a higher likelihood of 
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developing physical disabilities than men who have been widowers  for some time 
(Van den Brink 2005). Chronic complaints such as stroke, dementia  and hip fracture 
also have a negative impact on the self-reliance of the elderly (Bootsma-Van der Wiel 
2002; Deeg 2005).

Table 8.10 shows that women, the older age groups and those with a low and 
secondary education level  have a relatively high chance of developing physical disa-
bilities compared with men, the youngest elderly and the well educated . In contrast 
to the occurrence of cognitive impairments or depressive complaints, the effect 
of these factors now remains intact even after correction for other health  aspects. 
Moreover, moving home  is found to correlate with the onset of physical disabilities. 
Moving home cannot be seen as a risk factor here; the most likely explanation is that 
the physical disabilities make it necessary to move home. Whether this is in fact the 
case can be seen from table 8.11.

Elderly persons who developed a chronic disorder , developed comorbidity  or 
who were ill throughout the study period also had a higher chance of developing 
physical disabilities compared with elderly persons who were not chronically sick . 
Those suffering from depression  also had a relatively higher chance of having 
physical disabilities than those who were continuously not depressed. It is striking 
that elderly persons who suffered from depression throughout the study period had 
a relatively low chance of developing physical disabilities. These results suggest 
that it is mainly the onset of old and new depressive complaints rather than their 
 continuation which is associated with physical disabilities, or that the disabilities 
lead to depression. This temporal correlation between physical disabilities and 
depression has been called ‘synchronicity of change’ (Ormel et al. 1993).

As table 8.10, second column, shows, improvements in physical disabilities was 
relatively rare among the older elderly, elderly persons who were already ill and who 
possibly developed comorbidity , and elderly persons with symptoms of depression . 
The chance of recovery was also relatively small for older persons suffering from 
depression at the start of the study period and who underwent a remission in the 
subsequent six years. This invites the conclusion that the synchronicity of change 
referred to above applies above all for the onset of physical disabilities and depres-
sion, but that recovery proceeds via a different mechanism.

The correlations between changes in physical disabilities on the one hand and 
changes in partner status  and cognitive ability  on the other were also examined, but 
proved not to be signifi cant.
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Table 8.10
Determinants of changes in physical disabilities of elderly persons: results of multinomial logistic 
regression, 58-88 year-olds, 1995-2001 (in odds ratios)a

incidence of disabilitiesb recovery from disabilitiesc

sex 

male (ref.) 1 1

female 1.43** 1.44

age

58-64 years (ref.) 1 1

65-74 years 1.69* 0.77

75-88 years 3.49* 0.29**

education level 

low 2.17* 0.93

secondary 1.83* 0.78

high (ref.) 1 1

residential situation 

not moved home (ref.) 1 1

moved home 1.72* 0.99

chronic illnesses 

continuously no illnesses (ref.) 1 1

incidence of fi rst illness between 1995 and 2001 1.78* 0.43

incidence of extra illness between 1995 and 2001 4.66** 0.17**

continuously ill 3.47** 0.20**

depressive complaints

continuously no complaints (ref.) 1 1

incidence of complaints between 1995 and 2001 2.19** 0.31**

recovery between 1995 and 2001 0.67 0.12**

continuous depressive complaints 0.39* 0.92

a No signifi cant correlation between change in partner status  and cognitive function  on the one hand and changes in physical 
disabilities on the other.

b Reference category: continuously no disabilities.
c And reference category: continuous disabilities.
* : p < 0.05, ** : p < 0.01.

Source: VU (LASA’95/’01)

8.6.4 Moving home
The fi nal transition  discussed in this chapter is moving home , which is considered 
in relation to demographic  characteristics and other changes over the course of six 
years.12 The death  of a partner, living in an unsuitable home, health  problems  
(or the anticipation of them) and the desire to receive care are important drivers 
causing people to move home at an advanced age (Kullberg 2004). For residents of 
care and nursing homes , and especially where people moved to a care home or 

Changes in life course
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a psychogeriatric nursing home , gradually deteriorating health was often the 
immediate reason for admission. Psychological problems such as depression  also 
often contributed to an admission to a psychogeriatric nursing home. Among 
patients in somatic nursing homes, an acute illness was the main reason for 
admission. 4% of admissions were prompted mainly by the death of the person’s 
partner (De Klerk 2005).

Table 8.11
Determinants of moving home  by elderly persons: results of logistic regression, 58-88 year-olds, 
1995-2001 (in odds ratios; control group did not move home between 1995 and 2001)a

odds ratios

partner status 

continuously a partner (ref.) 1

loss of partner between 1995 and 2001 1.69**

continuously no partner 1.42**

chronic illnesses 

continuously no illnesses (ref.) 1

incidence of fi rst illness between 1995 and 2001 1.96*

incidence of extra illness between 1995 and 2001 1.75*

continuously ill 1.44

physical disabilities

continuously no disabilities (ref.) 1

incidence of disabilities between 1995 and 2001 1.76**

recovery from disabilities between 1995 and 2001 2.09*

continuously disabilities 2.11**

a Sex, age, education level  and changes in cognitive function  and in depression  proved not to correlate signifi cantly with 
moving home  (p < 0.05).

* : p < 0.05, ** : p < 0.01

Source: VU (LASA’95/’01)

Demographic background characteristics were found in the lasa study not to be 
r elevant for whether or not people moved home (table 8.11; see also table 8.6), but 
loss of a partner  and already being without a partner did increase the chance that 
people would move home compared with those who still had a partner. Elderly 
persons who developed a fi rst or additional chronic disorder  also had a greater 
chance of moving home  than those who had no illnesses throughout the entire study 
period. Physical disabilities  increased the chance of moving home. This applied both 
for people with a new disability and those who already had a disability. Even where 
people recovered from their disability, the chance of moving home was still higher 
(or = 2.1). It may be that these elderly persons took advantage of their relatively 
complaint-free period to move to sheltered housing  so that they would be able to 
cope better if any new complaints should develop.
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These fi ndings supplement earlier retrospective research (Kullberg 2004). Using 
prospective data, it has now been established that there are many determinants of 
moving home . As became clear from table 8.9, moving home is often associated with 
a transition  in several of the other domains. The most important factor leading to 
people moving home is a change in their physical health  (ors between 1.8 and 2.1). 
The results also show that elderly persons who lost their partner during the study 
period were likely to move home, regardless of any changes in their health .

It is not possible to distinguish between the types of move because only a small 
proportion of the lasa database consists of a move to an institution. Further 
research would be needed to show whether losing a partner or additional health  
problems  more often prompt people to move to a different type of independent 
 residential setting, and whether the occurrence of health problems more often leads 
to a move into a nursing or care home.

The correlation between sex , age, education level  and changes in cognitive function  
and depression  on the one hand and moving home  on the other was also examined, 
but proved not to be signifi cant.

8.7 Summary

This chapter is concerned with changes in the areas of health , partner status  and 
residential situation  of people who at the start of the study were 58-88 year-olds, 
and with the mutual relationships between these changes. The study period covers 
six years, from 1995 to 2001 inclusive. The results relate to elderly persons who 
continued to take part in the study throughout the whole period. This means that 
the fi ndings on the incidence of health problems  cannot be regarded as representa-
tive for older persons who dropped out during the study, for example due to death . 
However, as suffi cient variation remained in the group studied, the correlations 
found between transitions  can be generalised to the entire population in this age 
group.

The data presented show that many changes can occur over a period of six years in 
elderly persons in this broadly defi ned age category. Almost half of those who had no 
chronic disorders at the start of the period developed a new chronic illness, while a 
third of those who already had an illness in 1995 developed another one. Just under 
one in ten elderly persons underwent a cognitive deterioration (8%). 14% of elderly 
persons not suffering from depression  developed depressive symptoms, while 45% of 
those who had no disabilities at the start of the study developed physical disabilities 
in the six-year period. 10% lost their partner, i.e. one in seven elderly persons who 
initially still had a partner. One in fi ve (18%) moved home at least once during the 
study period. On average the elderly persons studied underwent 1.15 transitions . A 
quarter underwent two transitions, often a combination of health  problems  (physical 
disabilities and depression) or of moving home  and health problems. Almost one in 
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ten (8%) underwent three transitions, mainly health problems in combination with 
loss of a partner  or moving home. Just over 1% experienced four or more transitions.

Naturally, the elderly persons studied also underwent positive changes, such as 
recovery from physical disabilities or acquiring a new partner, but this (sadly) 
applied for only a small group. Moreover, the chance of positive changes reduced 
as age increased. This is in line with the theory of Baltes (1991), who posits that 
the b alance between gains and losses gradually shifts in the direction of losses as 
people age.

The question was formulated in this chapter as to whether an accumulation 
of different transitions  can be attributed to a substantive correlation between 
them, with one transition  sparking off another, as it were. Or is it demographic  
 characteristics which make groups vulnerable ? Section 8.6 showed that there is 
only a small correlation between demographic background factors and the transi-
tions studied if other transitions were taken into account. Only advanced age still 
correlated with an increased risk of cognitive and physical impairments. Being 
female and having a low education level  only played a role in the onset of physical 
disabilities, but not in the transitions in other domains. Loss of a partner showed a 
strong correlation with the development of depressive complaints and also, though 
to a lesser extent, with a move to a different residential setting. Moving home was 
also relatively often the consequence of a decline in physical health , but it was 
not possible to demonstrate a correlation between moving home  and a decline in 
mental health . By contrast, no correlation was found between the loss of a partner  
and a deterioration in physical disabilities. It would seem that distinct clusters of 
 combinations of transitions are emerging.

The strongest correlations were found between the various health  transitions , and 
in particular between an increase in the number of chronic illnesses  and changes 
in disabilities. The onset of depression  also showed a clear correlation with the 
occurrence of (one or more) chronic illnesses and physical disabilities. Finally, 
the development of depressive complaints often correlated with cognitive decline, 
though the correlation between these aspects and mental health  was less strong 
than between the early aspects.

Briefl y summarised, the results show that, while vulnerable  groups can be identifi ed 
in line with the more or less known demographic  characteristics, this vulnerability  
is related mainly to the development of physical disabilities. Once health  problems  
have begun, there is a strong chance of accumulation over a period of six years. It 
should however be pointed out that there are different combinations of changes 
cutting across the health and living situation domains: loss of a partner  correlates 
mainly with an increase in depressive complaints, while an increase in physical 
d isabilities correlates above all with moving home .
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Notes

1 Changes, transitions , life events  which people undergo are terms that are used inter-
changeably in this chapter. The term ‘pattern’ is used to indicate that someone has gone 
through several transitions within a given phase of life .

2 Other transitions  such as becoming a grandparent or the departure of the children  from 
the home are left out of consideration.

3 Kalmijn (2002) identifi es a third area in which the consequences of life course  transi-
tions  have been studied, namely people’s norms and values.

4 For example: in the classifi cation of changes in functional disabilities , a person is 
placed in the category ‘stable functional disabilities’ if they reported disabilities in 
1995 and reported the same number or more in 1998 and/or 2001, and are assigned to 
‘recovery from disabilities’ if they reported functional disabilities in 1995 and fewer or 
none in 1998 and/or 2001.

5 An extra category was used here compared with Geerlings and colleagues (2004: 87), 
namely those who develop an additional illness.

6 ‘Incidence’ means the percentage of people who undergo the change in health  in 
question per time unit.

7 These were then 55-85 year-olds, including residents of care homes .
8 These fi gures do not bear straight comparison; these are 58-88 year-olds, whereas 

earlier they were 55-85 year-olds. Moreover, the study period is longer: three years then 
compared with six years now.

9 These also include a few elderly persons who have been through a divorce.
10 We use multinomial logistical regression analyses in which a distinction can be made 

between different types of transitions  that people may undergo (e.g. stability, improve-
ment or deterioration). The Odds Ratio (or) indicates the relative probability that a 
person will experience a given transition  compared with the probability in the reference 
category.

 Example from table 8.8: the 75-88 year-olds who were not depressed in 1995 are 2.93 
times more likely to experience an incidence of cognitive impairments than the 58-64 
year-olds who were not depressed in 1995.

11 Education  level was not included in the analysis because very few of the elderly persons 
with poor cognitive function  in the study population had a high education level.

12 The transition  ‘change in partner status ‘ is relevant in the correlation with the health  
changes  considered earlier and with the transition ‘moving home ‘ considered here.



195

9 Changes in income

Arjan Soede (scp)

9.1 Introduction

For many people stopping work  means a major change in their lives. First of all, 
of course, this applies to the use of time. Instead of going to work everyday people 
are able to devote time to other matters such as hobbies , associational life and 
their family . But that is not the only change to take place at that point. Income also 
changes. Instead of the monthly salary people receive an early retirement  or pre-
pension  benefi t. Generally speaking this will be less than the previous salary. Once 
someone turns 65, another income situation again applies. The early retirement /
pre-pension  benefi t switches into a state pension with (generally) a supplementary 
old age pension . A third point at which income can become higher or lower is if 
someone loses his or her partner.

This chapter examines the effects on income of these transitions : stopping work , 
turning 65 and the death  of the partner. The chapter focuses in particular on the 
effect on personal income . In some cases, however, it is better to look at household 
income . If a woman is widowed she will receive a surviving dependant’s pension . 
This pension  means that her personal income suddenly takes a big leap, while her 
partner’s income disappears. In this situation the household income is therefore 
more relevant.

In this chapter the income of an individual or a household is taken as disposable 
income . This is the sum that someone is able to spend on such matters as housing , 
food, clothing and going out . Disposable income therefore indicates the purchasing 
power  of a household or a person.1 We do not however consider just the changes in 
disposable income but also the underlying causes. To what extent do the sources 
of (gross) income change and what effect do taxation and contributions have on 
disposable income?

Section 9.2 discusses the context of the analysis and the databases used. The next 
three sections each discuss one of the transitions . In each case we fi rst outline the 
background to a transition  before considering the changes in the sources of income 
and disposable income  (on the basis of the last known year) as well as the spread in 
the changes in income. The extent to which the average change in disposable income 
has changed in recent years is also examined. A summary of the results is provided 
in section 9.6.
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9.2 Transitions among the elderly

A transition  involves a high measure of uncertainty for many households. Many 
people have diffi culty in assessing in advance what their net or disposable income  
will be after a transition. Research indicates that people are in general pessimistic 
about the impact on income of a forthcoming change. Or to put it differently, in 
many cases people appraise the consequences of a transition negatively. On the 
basis of the Socio-economic panel survey conducted by Statistics Netherlands (cbs), 
Mastrogiacomo (2006) indicates for example that people aged 64 expect a marked 
decline in income in the coming year. If they are subsequently interviewed to fi nd 
out whether this decline was in fact as big as expected, the impact of retirement  on 
income turns out generally to have been smaller than anticipated in advance.

This pessimism also emerges in the survey conducted by Henkens and Solinge 
(2003a). In this survey employees  were specifi cally asked what things they thought 
they would miss most after taking early retirement  or going on pre-pension . The 
two most important aspects mentioned were social contacts  (35%) and money (31%). 
After retirement , however, the respective fi gures were 28 and 10. The fi nancial aspect 
of the transition  to early retirement/pre-pension  is therefore not as bad as feared. 
The survey did not however investigate to what extent this was because the drop in 
income turned out to be less than expected or because ex-employees are able to adapt 
quickly to their new (lower) income. Even so the evidence shows that people tend to 
be more pessimistic than in fact justifi ed.

That the elderly tend to be negative about their future income position  can readily 
be explained in terms of the fact that it is diffi cult to estimate the impact of a transi-
tion  on income in advance. A person taking early retirement  or going on pre-pension  
will in most cases only know their new gross income, while the new net income  
will be unknown. In nearly all cases the decline in net income will be smaller 
than that in gross income. An employee drawing a pre-pension  is for example no 
longer required to pay unemployment  benefi t and pension contributions . They will, 
however, continue to pay general old age pension  (aow) and exceptional medical 
expenses (awbz) contributions as before, together with health  insurance. Even if 
the  prospective pensioner were to know exactly how much gross income he were to 
receive, the net income position would still be diffi cult to assess.

Similarly if someone turns 65 they will not always be clear as to how much they will 
be receiving each month. From that point onwards they will be receiving an aow 
benefi t plus in most cases a supplementary old age pension . In recent years pension  
funds have been trying to advise their members more clearly about the pension they 
will be receiving. Calculation of the total and net sums can be particularly diffi cult 
if the pension is drawn from a number of funds or from various annuities. A new 
development is that the pension funds and insurers are to introduce a standardised 
pension statement as from 1 January 2007 so as to provide people with a clearer 
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insight into their old age pension (wb 2005). Once again, people often don’t know 
how a particular gross pension will work out in net terms. A person turning 65 is no 
longer required to pay aow and other old age pension contributions , which means 
a substantial saving. The elderly also qualify for aged-related income tax allow-
ances. A third reason why gross income can hold up better than expected is that 
the pension may not be the only source of income . The fact that the other sources of 
income (from investments or the partner’s income) often remain unchanged means 
that in percentage terms the total decline is smaller than on the basis of the pension 
benefi t alone.

As noted, this chapter discusses three transitions  for the elderly. Figure 9.1 shows 
these transitions schematically. The fi gure assumes that a person in employment  
stops working before age 65 and then draws an early retirement  (vut), pension / 
pre-pension  or receives unemployment  or incapacity benefi t  or goes on social 
 assistance. It has also been assumed that people do not take up other work and that 
these benefi ts continue to be paid until age 65. From that point people receive an 
aow benefi t, generally in combination with a supplementary pension . The dotted 
line in the fi gure indicates that stopping work  without an entitlement to any benefi t 
is also an exit  route. It is not, however, one we have investigated since this route has 
predictable consequences – a temporary lack of income – and income is therefore 
dependent on other factors (e.g. the partner’s income).

Figure 9.1
Schematic overview of the transitions studied

working 

early retirement/
pre-pension

retired

not working 
no income

incapacitated for 
work/unemployed

stopping 
work

widow(er)reaching 
age 65

death of 
partner

Clearly, the fi gure is a marked simplifi cation of reality. One important assump-
tion is that people do not fi nd other work after starting to draw vut/pre-pension  
benefi t. This was in fact a condition for receiving a vut benefi t. Those taking early 
retirement  were not permitted to work as well and any earnings were accordingly 
deducted from vut. Any return to the labour market was therefore virtually ruled 
out. Under the present pension arrangements, however, it is possible to continue 
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working while drawing benefi t. In theory people could therefore resume full-time 
work, although generally they will do so only part-time. The likelihood of a complete 
return to the labour market is therefore limited.

Similarly an older person who becomes unemployed or incapacitated will often leave 
the labour market for good. Huynen et al. (2004) for example indicate that 60% of 
persons aged 55-59 who were unemployed in 1997 remained dependent on unem-
ployment  benefi t four years later. Half the outfl ow receives a pre-pension /pension 
benefi t immediately thereafter. Only a quarter of those exiting the labour force  (10% 
of the total) resumed working. The same applies to elderly people on incapacity 
benefi t : only a small proportion resume work. Of the 55-59-year-old incapacity 
benefi t claimants , approximately 15% are drawing income from employment  four 
years later. In the main these will probably be people who were partially incapaci-
tated for work. There is therefore a possibility of a return to the labour market but 
since that probability is very low this route has not been included in the diagram.

Finally it has been assumed for the purposes of the diagram that the partner dies 
after one has reached the age of 65. If someone becomes widowed or widowered 
before age 65 he or she will receive a benefi t under the Surviving Dependants Act 
and, in most cases, a surviving dependant’s pension  from the pension fund of the 
deceased. If however someone is already 65, he or she will receive an aow benefi t in 
addition to the surviving dependant’s pension  paid by the pension fund. These are 
different income situations. In 2004, 56,700 people lost their spouse. In the majority 
of cases (71%) the surviving partner was aged over 65 (cbs 2006c). It has therefore 
been decided to analyse this situation alone.

In order to analyse the income consequences of the transitions  we have drawn on 
the Income Panel Survey (ipo). This database consists of some 80,000 households 
for which fi gures, including data on income, are gathered each year on all members 
of the household. The fact that all incomes are recorded in detail makes it possible 
to monitor trends effectively over time. One drawback of the database is that the 
fi gures are confi ned to annual income. It is not therefore possible to measure income 
in the month before and after the transition . For this reason the survey compares 
income in the year before the transition with that of income in the year after the 
transition. If therefore someone was widowed in 1999, the income in 2000 would 
be compared with that in 1998. An adjustment has been made for infl ation so as to 
measure the real purchasing power  effect of the transition.

A second drawback of the ipo is that no fi gures are known on health  or education. 
This is because the fi gures are drawn from administrative fi les. The correlation 
between trends in income and these background characteristics cannot therefore be 
investigated.



199Changes in income

9.3 Stopping work

Chapter 3 indicated that the probability of retirement  begins to rise markedly at 
age 55, but that the retirement process is starting ever later. In 1992-1993 the fi gures 
reveal a clear increase in retirement from age 55 onwards, with a peak at age 60. In 
2003-2004 retirement does not commence until age 58, with a peak at 61. This trend 
is a result of various measures in respect of the vut(early retirement ) arrangements, 
incapacity benefi t  (wao) and unemployment  benefi t (ww).

An initial and important measure was the conversion in the 1990s of the vut 
schemes into pre-pension  schemes. This change was often taken as an oppor-
tunity to increase the retirement  age  by one or two years and to lower the level 
of benefi t (Soede and Bijkerk 2003). A second difference is that it has been also 
become possible for employees  to decide for themselves at what age they want to 
stop working. This is in contrast to vut, under which an employee was obliged to 
continue working until a certain age in order to quality for early retirement .2 Earlier 
retirement was not possible. Later retirement was possible, but was not interesting 
fi nancially. Many vut benefi ts amount to 80-90% of fi nal pay and therefore held up 
the prospect of a good or even excellent income if one retired. If one did not retire 
the vut rights could not be converted into (for example) a higher old age pension . In 
order to take advantage of vut one had to stop working. On balance vut was there-
fore an offer one couldn’t refuse.

Under a pre-pension  scheme an employee is able to decide when to leave the labour 
market without being penalized. He or she can decide to stop working at an earlier 
age but will then receive a lower pre-pension  benefi t. If they stop working later they 
will receive a higher benefi t. Postponing retirement  is therefore rewarded. Various 
surveys have shown that this increases the employment rate  (Börsch-Supan 1998; 
Euwals et al. 2005). On balance the conversion of vut into a pre-pension scheme 
need not therefore mean that employees  receive a lower benefi t when they stop 
working. If they decide to keep working for longer they are able to offset the lower 
standard pre-pension benefi t. In recent years virtually all vut schemes have been 
converted into a pre-pension scheme (Arbeidsinspectie 2003). In various cases, 
however, there are transitional schemes with a vut structure, making it fi nancially 
unattractive for the present generation  of older people to keep working. The result 
of the conversion is that the age at which people ‘take vut’ has gradually risen over 
time. This has been researched by the Netherlands Bureau for Economic Policy 
Analysis (cpb) on the basis of the Income Panel Survey (Euwals et al. 2005). The 
conclusion to emerge is that the average retirement age  rose by four months during 
the period 1989-2000. Once the conversion to pre-pension has been fully imple-
mented the average pre-pension age is estimated to rise by a further fi ve months.
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Other exit  routes, such as incapacity (wao) and unemployment (ww) benefi t, have 
also become less attractive. Particularly in the case of wao the testing has become 
stricter and, under the wulbz and pemba arrangements, it has become less 
 attractive for an employer to allow an employee to drop out and go on to incapacity 
benefi t.3 A number of measures have also been taken in respect of  unemployment 
benefi t. The duration of benefi ts has been shortened and the  qualifying 
 requirements have been tightened.

Earlier research into retirement  indicates that there is a difference between men and 
women (Fouarge et al. 2003). Working men who take retirement will then draw a 
pension  (early or otherwise), while working women relatively often leave the labour 
market without having any other source of income . This will probably be because 
they have not yet built up suffi cient pension entitlements, but another possibility is 
that women will be guided by the point at which their male partner takes vut/ pre-
pension . There turns out to be a correlation between personal circumstances and the 
probability of taking retirement. Thus males with a working partner stay on in work  
for longer than men without a working partner. Men and women evidently try to 
coordinate the time at which they retire. This is confi rmed by Henkens and Solinge 
(2003a: 93), who argue that the decision to stop working is one taken by the house-
hold, in which the wishes of the partner play an important role.

In order to obtain some insight into the use of the various exit  routes, table 9.1 shows 
the number of new benefi ts in relation to the number of older people in  employment . 
The new benefi ts provide a good indication of the importance of the various exit 
routes . A number of qualifi cations do however need to be made. In the fi rst place 
the benefi t statistics also include partial benefi ts. A new benefi t does not therefore 
necessarily mean that an employee has totally left the labour market. Partial benefi ts 
have become increasingly common over time. In 1998, 31% of new wao benefi ts were 
partial benefi ts (cbs 2005a). In 2004 this fi gure had risen to 40%. In addition a wao 
benefi t need not necessarily mean a defi nitive departure from the labour market. 
As noted in the previous section, however, the number of older incapacity and 
un employment  benefi t claimants  who return to work is minimal.

The number of older people in employment  has risen markedly in recent years from 
387,000 in 1996 to 757,000 in 2004. The net employment rate  consequently rose to 
40% in 2004. In line with this there has also been a rise in the number of new vut/
pre-pension  benefi ts, so that the exit  rate remained virtually constant between 1996 
and 2003. Each year approximately 8% of older people aged 55-64 stop working by 
taking vut/pre-pension . The conversion into pre-pension schemes  has therefore 
not led to the reduced use of this exit route . vut/pre-pension remains the most 
 important route for taking retirement .
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Table 9.1
Size of the labour force  and number of new benefi ts, 55-64-year-olds, 1996-2004 
(in absolute numbers (x 1000) and in percentages)

active labour force new benefi ts

number share of population number share of active labour force

VUT/
pre-pension WAO/WAZb WW

VUT/
pre-pension WAO/WAZ WW

1996 387 26 30 13 28 7.8 3.4 7.1

1997 408 28 32 14 23 7.9 3.4 5.6

1998 439 29 37 18 28 8.3 4.1 6.5

1999 482 31 38 15 25 7.9 3.0 5.1

2000 534 34 42 17 24 7.9 3.2 4.5

2001 579 35 47a 19 24 8.1 3.2 4.1

2002 665 38 56a 18 29 8.4 2.7 4.4

2003 709 39 54a 15 36 7.6 2.0 5.0

2004 757 40 – 13 37 – 1.8 4.8

a The VUT statistics run to the end of 2000. From 2001 onwards the fi gures are based on the SSB of the CBS, comparing the source 
of income  before and after drawing benefi t. The period runs from September to September.

b WAZ is the Incapacity Benefi t Insurance (Self-Employed) Act.

Source:  CBS (Labour force by level of education); UWV (2005); CBS (Persons drawing VUT benefi t or early pension );
CBS (Source of income before and after retirement ).

In the case of the two other routes a relative decline is evident. Whereas in 1996 
approximately 3.4% of older people left the market via wao/waz, this had fallen 
to 1.8% in 2004 after a peak in 1998. Similarly there is a decline in the case of 
 unemployment  benefi t (ww), but this also refl ects the state of the economy . 
 Particularly around 2003, when the economy bottomed out, the percentage was 
higher than in previous years. Even so the percentage drawing a new ww benefi t 
is also lower in that year than in the period 1996-1998. The ww route has therefore 
become a less common way of exiting the labour market.

In net terms all these factors have meant that employees  have been postponing 
retirement . The average age at which people leave the labour market has accordingly 
risen over the past ten years (see chapter 3). This does not of course tell us anything 
about the income of those now taking retirement. It may be that those incomes have 
in fact declined, for example because the vut/pre-pension  benefi t rates have been 
lowered.

What are the income consequences for someone stopping work  at age 65? Table 9.2 
provides an insight into the consequences for personal disposable income . The 
tables show the sources of income for those taking vut/pre-pension  or becoming 
 incapacitated or unemployed in 2002. These groups have been delimited by 
comparing the most important source of income  in 2001 with the most impor-
tant source of income in 2003. Only those persons receiving vut/pre-pension  or 
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 incapacity or unemployment  benefi t or social assistance in 2002 for the fi rst time have 
been included in the fi gures.4

Table 9.2
Income consequences of taking retirement , 55-64-year-olds, exit  year 2002 
(in percentages and average amounts in euros, 2003 prices)

from work to pre-pension from work to benefi ta

before 
transition 

after 
transition 

before 
transition 

after 
transition 

shareb amt. shareb amtc % shareb amt. shareb amt.c %

salary/assets 100 45.000 31 7.100 100 29.300 35 5.100

WAO/WW/sa 5 4.700 8 8.800 0 0 100 18.800

pre-pension 0 0 100 32.300 3 2.600 31 6.700

income from employ-
ment /benefi tsd 100 45.300 100 35.200 (–22) 100 29.400 100 22.700 (–23)

assets 85 100 85 100 68 –400 70 –700

maintenance/other 5 –3.600 4 –4.100 13 1.100 13 1.000

total income before 
 contributions and taxationd 100 45.200 100 35.100 (–22) 100 29.200 100 22.400 (–24)

taxation/premiums 100 18.400 100 12.300 100 10.000 99 7.400

disposal (personal) incomed 100 26.800 100 22.900 (–15) 100 19.200 100 15.000 (–22)

disposable household income 100 40.300 100 34.800 (–14) 100 34.200 100 28.800 (–16)

disposable household 
income  (standardised) 100 27.900 100 24.600 (–12) 100 23.200 100 20.000 (–14)

a WAO, WW or social assistance benefi t.
b Percentage of persons with the relevant source of income  (horizontal percentages).
c The fi gures in brackets show the change in relation to pre-transition  income.
d The average amounts of the various sources of income can be aggregated after multiplication by the percentage of persons 

e.g. 100%x45,000 + 5%x4,700 = 45,300).

Source: CBS (IPO’01-’03) SCP calculation

The analysis relates to income before retirement  and income after retirement. One 
problem is that the cessation of work may be accompanied by other events, such as 
a move, repayment of a mortgage, sickness or change of household composition , so 
that personal income  can also change. It may for example no longer be possible to 
deduct mortgage interest or alternatively someone may qualify for the deduction of 
special medical expenses. This conjunction of factors can play a particular role when 
analysing the spread in income changes .

In delimiting the groups we have assumed that pay or income from investments are 
the most important source of income  before the transition . As a result 100% of both 
groups were drawing income from wages or investments before the transition. In 
the case of people taking pre-pension  this averaged 45,000 euros. The pre-pension  
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benefi t they received later was on average signifi cantly lower than the former 
 earnings from employment : 32,300 euros. The average (gross) pre-pension benefi t 
therefore amounts to 72% of the former gross salary. If the other benefi ts are also 
added in, however, the income then fell by 22% from 45,300 euros to 35,200 euros. 
Income from assets  as well as the costs of maintenance and rent relief do little to 
change the picture. On balance the gross decline in income remains 22%.

This decline is however offset by the reduction in taxation and contributions. 
Before the transition  such deductions averaged 18,400 euros, while after retire-
ment  the fi gure had fallen to 12,300 euros. In the fi rst place this is due to the drop in 
income, so that the tax and contributions are calculated on a lower base. A second 
factor is that the difference between working and non-working has risen sharply 
since 2001 due to the employment  tax allowance to which an employed person is 
entitled. As soon as the later stops working this allowance lapses and he or she is no 
longer able to take advantage of this facility. Finally a former employee is no longer 
required to pay unemployment  and pension /pre-pension  contributions . All things 
taken together disposable income  falls  less markedly than gross income. In net 
terms the decline is just 15% instead of 22%.

Of the people who stop work by going on benefi t, the initial situation is already 
worse than that of those who stop work under a pre-pension  scheme. One year 
before retiring their average gross income was 29,400 euros. The fall in income 
is however the same for both groups. While the gross income from employment /
benefi ts fell for this group by 23%, the disposable income  is more pronounced than 
that for those taking pre-pension . Although they too are required to pay less tax and 
fewer contributions, there is little change in health  insurance contributions before 
and after retirement . Since these contributions represent a high proportion of the 
taxation and contribution burden, this benefi t for those who exit  via a benefi t is 
small. This exit route  is therefore less attractive than the pre-pension route.

As may be seen from table 9.2 the decline in household income  is on average 
smaller than that of personal income . If an ex-working person has a partner who 
is still working, the latter’s personal earnings from wages/assets  will remain 
intact and to some extent offset the fall in household income during the  transition . 
If however the partner also ceases working that personal income will fall and 
household income will drop a further notch.

Figure 9.2 indicates that there is wide variation in the actual decline in income 
upon leaving the labour market. Upon the transition  from work to pre-pension  a fall 
in income to 80%-90% of the previous salary/income from investments is the most 
common, arising in 31% of such cases. For a substantial group the fall in income 
is signifi cantly higher; in the case of approximately 14% of this group the income 
in 2003 was less than 70% of the previous income. As against this, a proportion of 
those drawing pre-pension  in fact make fi nancial gains (17%). This is because some 
of them continue working part-time, so that income is drawn from two sources and 
a higher income is generated.
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Figure 9.2
Distribution of changes in personal disposable income on stopping work, by ratio between income 
after and before exit, 55-64 year-olds, exit year 2002 (in percentages)

Source: CBS (IPO’01-’03) 
SCP calculation 
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The transition  to a benefi t is associated with a greater range of fi nal income than the 
transition to pre-pension . What stands out in particular is that a substantial propor-
tion of those leaving the labour market (10%) receive less than half their previous 
income. In part this is because benefi ts are not always related to income. Under the 
Unemployment Act, for example, income is set at a maximum of the daily wage. In 
addition incapacity benefi t  is often based on partial incapacity, so that the benefi t 
is lower than it would be in the case of total incapacity. Finally, social assistance 
benefi ts are not entirely related to previous income. The result is that the propor-
tion of people suffering from a substantial drop in income is appreciably higher 
than that among those taking pre-pension . It is notable that once again a propor-
tion (18%) of the people switching from employment  to a benefi t nevertheless fi nd 
that their income goes up. This can happen if a self-employed  person or someone 
working part-time applies for a social assistance benefi t, but it may also be due to 
other factors. It may for example be that the mortgage is paid off in the year in which 
a person stops working and net income  rises as mortgage interest no longer needs to 
be deducted.

As noted most of the vut schemes have been converted in recent years to pre-
pension  schemes. On the one hand this means that employees  are now able to decide 
for themselves at what age to retire. On the other hand the standard benefi t level has 
in many cases been reduced and the standard pre-pension  age has been increased. 
Euwals et al. (2005) have shown that the actual age at which people stop working 
has consequently risen. The extent to which the pre-pension benefi t is on average 
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higher or lower than the vut benefi t may be seen from table 9.3, which compares 
the median fall in income upon retirement  under a vut/pre-pension scheme and that 
upon claiming unemployment , incapacity or social assistance benefi t.

The median drop in income for those on pre-pension  corresponded in 2002 with 
the fall in average income shown in table 9.2. Both are 15%. In 2002 50% of those 
leaving the labour market under a vut/pre-pension  scheme therefore suffered a drop 
in income of over 15%. Among the other 50% the fall was smaller or there was even a 
rise.

In the case of those stopping work  while drawing some other form of benefi t 
the median drop in income was 18%. This fi gure is smaller than the fall in average 
income in table 9.2 since the small group with a marked drop in income strongly 
affects the average income before and after the transition  in that table. This group 
had a high income for the transition and a relatively low one after the transition.

Table 9.3
Median change in income upon leaving the labour market , 55-64-year-olds, 1991-2002 
(in percentages)

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

transition  from work to VUT/pre-pension –10 –8 –9 –9 –10 –11 –11 –11 –11 –12 –15 –15

transition  from work to benefi t –17 –16 –18 –18 –20 –18 –17 –17 –21 –14 –19 –18

Source: CBS (IPO’90-’03) SCP calculation

In recent years the median drop in income upon transition  to vut/pre-pension  has 
been reasonably stable. During the period 1991-1999 it varied between 8% and 11%. 
There appears to have been a slight rise in 2002-2002. The explanation for this is that 
those not in work  have lacked any entitlement to the employment  allowance under 
the new tax system since 2001. On balance this could have led to an increase in the 
fall in income.

Similarly the median falls  in income when people retire and draw benefi t have been 
relatively stable over time. The fi gure fl uctuates between 16% and 20%, with outliers 
in the transition  year of 1999 (21%) and the transition year of 2000 (14%).

9.4 Transition to age 65

Reaching the age of 65 is a milestone for many people. In the early 1990s is some 
130,000 people reached this milestone each year. Since 2000 there has been a slight 
increase in the number of people celebrating their 65th birthday. In 2002 the number 
was 136,000, while in 2005 it had risen to 147,000. The fi gure has not, however, yet 
peaked: in 2011 some 233,000 people are expected to qualify for a state pension 
(aow) (cbs 2005b). These are the people who were born in 1946.
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Turning 65 leads to all sorts of changes in income. From that point on the vut/  pre-
pension  and unemployment /incapacity, surviving dependants and social assistance 
benefi ts cease.5 Instead people are paid a state pension  (aow), generally in combina-
tion with a supplementary pension . The situation also changes in respect of taxation 
and social security contributions. The over 65s are no longer required to pay aow 
contributions and qualify for the (supplementary) age related tax allowance.

In order to analyse the consequences for income of the transition  to age 65 we 
may distinguish two groups: people for whom at age 64 the pre-pension  was their 
main source of income  and those for whom this was unemployment  or incapacity 
benefi t  or social assistance. On the basis of the ipo the former group amounted 
to an estimated 44,100 in 2002. The second group was smaller: 37,5000 in 2002. 
Table 9.4 shows the changes in income composition.

This leaves out two groups from the analysis. In the fi rst place these are those 
who were still working just before their 65th birthday. Their most important source 
of income  is salary or earnings from assets . In 2002 this group was relatively small, 
namely an estimated 14,100 persons. The second group consists of people not 
in receipt of income immediately before their 65th birthday. In 2002 this group 
consisted of approximately 35,100 people, especially women. The group is largely 
dependent on the partner’s income. If the partner is already 65 when the individual 
concerned turned 65, the income implications will generally be limited. The non-
working partner receives an independent aow benefi t from his or her 65th birthday 
onwards. This represents a major advance in terms of personal income , but the 
pension  is at the expense of the aow supplement formerly received by the partner. 
In net terms the household income  remains virtually unchanged. This therefore 
amounts more to a shift within the household than to an actual increase. If however 
the (earning) partner is aged under 65, the new aow benefi t does mean a clear 
improvement in income.

As expected everyone receives an aow benefi t after his/her 65th birthday. Of 
those previously receiving a pre-pension  benefi t, 92% also receive a supplemen-
tary pension . These amounts are not however suffi cient to prevent most people 
from suffering a decline in income. The decline in average gross income in this 
group amounts to approximately 16%. In terms of disposable income  the decline is 
substantially smaller. On average this group pay 5,900 euros in taxation and (health  
insurance) contributions after their 65th birthday instead of 10,300 euros, largely 
because aow contributions are no longer payable and because people qualify for the 
older person’s tax allowance. In consequence this group suffers a decline in personal 
disposable income of just 3%.
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Table 9.4
Change in composition of income on reaching age 65, transition  year 2002 (in percentages and
average amounts in euros, 2003 prices)

pre-pension  to old-age 
 pension

benefi ta to old-age 
pension 

before 
transition 

after 
transition 

before 
transition 

after 
transition 

shareb amt. shareb amtc % shareb amt. shareb amtc %

pre-pension / supplementary pension 100 29.000 92 14.100 28 4.700 64 5.000

WAO/WW/sa 16 7.500 1 500 100 14.300 10 2.400

AOW 0 0 100 11.900 0 0 100 11.200

employment /assets 13 4.100 15 3.800 8 2.500 9 4.900

income from empl./benefi tsd 100 30.700 100 25.400 (–17) 100 15.800 100 15.100 (–5)

assets 83 700 82 1.000 62 –100 68 500

maintenance/other 6 –900 6 200 30 1.800 30 1.700

total income before premiums andd 100 31.300 100 26.200 (–16) 100 16.300 100 15.900 (–2)

taxation/contributions 100 10.300 100 5.900 100 4.800 100 2.700

disposable (personal) incomed 100 20.900 100 20.300 (–3) 100 11.500 100 13.200 (15)

disposable household income 100 31.200 100 30.000 (–4) 100 19.000 100 20.100 (6)

disposable household income  (standardised) 100 22.800 100 22.200 (–3) 100 14.500 100 15.400 (6)

a WAO, WW or social assistance benefi t.
b Percentage of people with the relevant source of income  (horizontal percentages).
c The change in relation to income before the transition  is shown in brackets.
d The average amounts of the various sources of income can be aggregated after multiplication by the percentage of persons 

(e.g. 100% x 29,000 + 16% x 7,500 + 13% x 4,100 = 30,700).

Source: CBS (IPO’01-’03) SCP calculation

The average income of those pre-pensioners who turned 65 in 2002 and began 
to draw old age pension  was substantially lower (20,900 euros) at age 64 than 
the income of those who did not take pre-pension  until 2002 (22,900 euros, see 
table 9.2). This is due to the additional earnings from employment . In many cases 
people who have just taken pre-pension  still have a job on the side. Such jobs are 
given up as the years go by so that income at age 65 is lower than at the start of the 
pre-pension period. This implies that there are also income developments between 
the various transitions .

Those in receipt of a benefi t immediately before turning 65 generally fi nd that their 
income increases. The more favourable tax treatment of older people is a particularly 
important factor. Their gross income falls  on average because the gross aow benefi t 
is often lower than the previous benefi t and because relatively few are in receipt of a 
supplementary pension . However, the fact that they are required to pay substantially 
less by way of taxation and contributions means that their disposable income  rises. 
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This therefore means that they are left better off when they turn 65. This  conclusion 
corresponds with the observation that poverty in recent years has been greater 
among 55-64-year-olds than among the over 65s.

As may be seen from fi gure 9.3, the differences in income progression are also 
marked for this transition . Of those formerly on pre-pension , approximately 56% 
are left less well off. 10% of these 65-year-olds even lost more than 30% of their 
purchasing power . In particular these are people who benefi ted from a favourable 
vut/pre-pension  scheme but were not in a position to build up suffi cient old age 
pension . As against this there is also a group that is left clearly better off. 7% even 
fi nd that they have an increase in purchasing power of over 50% when they turn 65.

Figure 9.3
Distribution of changes in personal disposable income on reaching the age of 65, by ratio between 
income after and before 65th birthday, transition year 2002 (in percentages)

Source: CBS (IPO’01-’03) 
SCP calculation 
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Among those previously in receipt of a benefi t, a relatively large group (24%) 
record an increase in purchasing power  of between 0% and 10%. In particular 
this group includes those who were initially on social assistance. Since the aow is 
 approximately 5% higher than social assistance benefi t in net terms, they are 5% 
better off when they reach age 65. A higher proportion of the new aow  benefi ciaries, 
however, are left even better off: 44% see their income rise by over 10%. The others 
(31%) suffer from a loss in purchasing power on turning 65. These people were 
enjoying a relatively high benefi t but have not accumulated any supplementary 
pension , so that their income falls .
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Table 9.5 indicates that the percentage by which people can be left better or worse 
off on reaching age 65 has varied considerably over the years. This is partly due to 
sampling error, but the changes in the various benefi ts and the tax regime have also 
paid a role. Particularly in the case of the transition  from a benefi t claimant to pension  
recipient a clear break in the trend is evident in the period 1995-1998. During this 
period the special older persons tax allowance was introduced, as a result of this 
those drawing benefi t recorded a more marked increase in income than in previous 
years.

Table 9.5
Median change in income upon reaching age 65, 1991-2002 (in percentages) 

1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002

transition  from VUT/ 
pre-pension  to old age pension –5 –5 –7 –9 –5 –6 –1 –4 –1 –8 –5 –3

transition  from benefi t 
to old age pension 0 1 –2 0 3 6 7 9 8 7 8 8

Source: CBS (IPO’90-’03) SCP calculation

9.5 Death of partner

The fi nal transition  to be examined is the death  of the partner of someone aged 65 or 
over. In 2004 there were 40,200 such cases. For the most part (27,500) the surviving 
partner was female. Women have a longer life expectancy  than men, while within a 
marriage the wife tends to be younger than the husband. The number of males aged 
65 and over who lose their wife is consequently a good deal lower (12,700).

In most cases the death  of the partner results in a drop in household income  
since the income of the deceased is lost. On the other hand the (personal) income 
of the surviving partner rises because he/she receives a higher aow benefi t. In many 
cases this increase is however insuffi cient to compensate for the loss of the deceased 
partner’s income. Thus both members of a couple receive an aow benefi t equal to 
50% of the net minimum wage, while a single older person receives an aow benefi t 
of 70%.

When it comes to supplementary pension  the situation is more complicated. Much 
depends on whether the former employee (generally the male) or the employee’s 
partner dies. In the latter case, the employee will continue to draw old age pension  in 
full. His or her personal income  situation is therefore left unchanged. If however the 
former employee dies, the partner receives a surviving dependant’s pension . In many 
cases this will consist of 70% of the former supplementary old age pension . Since it 
will often be the male partner who receives the old age pension, this means that men 
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suffer less frequently from a drop of income than women upon the death  of their 
partner. In the case of men it is often just the aow that is reduced, but a surviving 
woman is often also confronted by a lower surviving dependant’s pension.
One point of debate is whether this cut in benefi ts is problematical, in that a single 
person faces fewer expenses than a couple. The surviving partner may therefore be 
able to get by just as well on the lower benefi t as the couple did on the full pension . 
When comparing the standard of living of various types of households use is gener-
ally made of equivalence factors. On the basis of a cbs survey of equivalence factors 
(Siermann et al. 2004) the evidence indicates that couples need approximately 
37% more income than a single person in order to achieve the same standard of 
living. This means that if a single person receives 69% of the household’s dispos-
able income  he or she will have an equivalent standard of living to the couple in 
the preceding situation. The criterion that the single person’s aow and surviving 
dependant’s pension  amounts to 70% of the married aow and old age pension  
should therefore ensure that the surviving partner retains much the same standard 
of living. One qualifi cation is, however, that the equivalence factor provides a 
measure of the difference in costs faced by all single persons and all couples. The 
situation of a widower/widow in relation to that before the partner’s death  is not 
specifi cally taken into consideration. It is therefore unclear whether the equivalence 
factor is fully adequate. A widow/widower is for example confronted by relatively 
high fi xed costs  because the house in which he or she is living is intended for two 
people instead of one. We have therefore described the change in income with and 
without application of the equivalence factor.

From the above that it is important to take total household income  into account 
when analysing the income implications of the loss of a partner . This is what we 
have done in table 9.6. There is also a second difference from the preceding tables. 
Since there are too few observations in the IPO each year, we have combined four 
years for this transition . Table 9.6 therefore presents the changes of income at 
household level of the over 65s who became a widow or widower during the period 
1999-2002.



211Changes in income

Table 9.6
Changes in the composition of household income  of the over 65s upon loss of partner, by sex , 
transition  years 1999-2002 (in percentages and average amounts in euros, 2003 prices)

survivor is male survivor is female

before 
transition 

after 
transition 

before 
transition 

after 
transition 

sharea amt. sharea amtb % sharea amt sharea amt.b %

AOW 100 14.600 100 11.500 100 14.500 100 11.300

supplementary pension 84 12.100 85 12.900 81 10.500 83 8.300

employment /assets 24 14.500 15 19.200 21 15.900 12 18.400

WAO/WW/sa 4 10.900 4 10.900 4 12.100 4 10.500

income from empl./ benefi tsc 100 29.000 100 25.900 (–11) 100 27.200 100 21.000 (–23)

assets 70 5.000 83 3.600 65 5.800 79 4.000

maintenance/other 24 1.200 29 1.500 29 1.500 36 1.700

total income before contributions 100 32.800 100 29.400 (–10) 100 31.400 100 24.700 (–21)

taxation/premiums 100 6.900 100 6.500 100 6.500 100 4.900

disposable household incomec 100 25.900 100 22.900 (–12) 100 24.900 100 19.800 (–20)

disposable household 
income  (standardised) 100 18.500 100 21.300 (15) 100 17.700 100 18.800 (6)

a Percentage of households with relevant income element.
b The change in relation to income before the transition  is shown in brackets.
c The average amounts of the various sources of income can be aggregated after multiplication by the percentage of households 

(e.g. 100% x 14,600 + 84% x 12,100 + 24% x 14,500 + 4% x 10,900 = 29,000).

Source: CBS (IPO’98-’03) SCP calculation

An important observation is that the share of households with a supplementary 
pension  or surviving dependant’s pension  does not fall after the loss of a partner . 
The familiar situation in which widows  more frequently lack supplementary pension  
than couples must therefore be entirely explained in terms of a cohort effect. The 
percentage of households with a supplementary pension  does not decline within a 
generation ; there has even been a slight increase. This happens when someone aged 
over 65 did not have an old age pension  of their own but qualifi es for a surviving 
dependant’s pension on account of the death  of the partner aged under 65.

The crucial difference between men and women is that the average pension  
amount rises for men, while women face a sharp decline, from 10,500 to 8,300 euros 
(-21%) in 1999-2002. Women therefore much more frequently face the replacement of 
old age pension .

The fact that widows  are more frequently required to get by on a surviving 
dependant’s pension  than widowers  is the most important explanation for the 
higher drop in income among widows. Between 1999 and 2002 they suffered an 
average loss in disposable household income  after the death  of their partner of 20%. 
Among men the fi gure was 12%. The fact that older women have built up little if any 
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employment  history and pension  leaves them in a relatively poor initial position 
upon the death of their husband.

It is notable that a reasonable percentage of the widow’s and widower’s still have 
earnings from employment  or assets  as a source of income . This fi gure does however 
come down after the transition . This is mainly due to the fact that the deceased 
partner was aged under 65 and still had a job, so this income is lost. But even after 
the death  the percentage with earnings from employment or assets remains rela-
tively high. Thus 15% of the households in which the husband was left behind have 
earnings from employment. Closer analysis reveals that approximately half the cases 
this income is earned by a child living in or by other member of the household. In 
the other 50% of cases it is the widower or widow himself/herself who earns this 
income.

The death  of the partner brings about a reduction in income for both men and 
women. However, if the household income  is rendered equivalent, the equivalent 
income in both situations turns out to rise in comparison with the pre-transition  
income. Although qualifi cations may be made in respect of the equivalence factor 
used, this could give rise to the conclusion that in terms of income the death of the 
partner need not be problematical.

Figure 9.4 indicates the spread in the changes in the standardised household income  
due to the death  of the partner. The majority of the over 65s who have lost their 
partner see a rise in income. Of the men 18% suffer a loss in income. Among women 
this proportion is higher: 37%. In respect of a large group of women (33%) the 
disposable income  amounts to exactly 100% and 110% of the previous income. This 
can be explained by the fact that they receive 70% of the previous income in respect 
of both aow and surviving dependant’s pension . This means that the  standardised 
household income before and after the death remains virtually unchanged. In the 
case of men the aow falls  to 70% but the old age pension  remains fully intact. 
Depending on the size of the old age pension , the change in their standardised 
income  may be higher or lower.
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Figure 9.4
Distribution of changes in standardised household income on death of the partner of people aged 
over 65, by ratio between income after and before death, transition in 1999-2002 (in percentages)

Source: CBS (IPO’98-’03) 
SCP calculation
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Finally we may examine the development in the median income changes  (table 9.7). 
On account of the low number of observations in the ipo the research period has to 
be divided into three groups of four years each: 1991-1994, 1995-1998, 1999-2002.

Table 9.7
Median change in income upon death  of partner of the over 65s, 1991-2002 (in percentages) 

1991-1994 1995-1998 1999-2002

surviving dependant is male

household income –19 –17 –15

household income (standardised) 10 13 13

surviving dependant is female

household income –26 –23 –23

household income (standardised) 2 5 5

Source: CBS (IPO’90-’03) SCP calculation

The median change in income in 1995-1998 turns out to have risen slightly in  relation 
to that in 1991-1994. The explanation for this relates to the introduction of the 
supplementary older persons tax allowance in 1997, which led to a slight increase 
in the net income  from aow for single persons in relation to the aow benefi t of 
married people. In addition the median changes are relatively stable over time, 
refl ecting the set aow and pension  systems; both fall by a fi xed percentage after the 
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death  of the partner, so that the median change is particularly stable for women. In 
the case of men the change in income is more dependent on the ratio between aow 
and old age pension .

9.6 Summary

As people grow older the income of those aged 55 and over is subject to various 
changes. Three important moments may be distinguished. First of all there is 
retirement  from work. Some go on vut/pre-pension , while others have to leave the 
labour market due to incapacity or unemployment . Only a small group of people 
continue working until they reach age 65. The older people who made use of a 
vut/pre-pension  scheme in 2002 suffered an average drop in personal  disposable 
income  of 15%. In the case of those dependent on unemployment, incapacity or 
social assistance benefi t the fall was signifi cantly greater: 22%. In this regard it 
needs to be borne in mind that the average initial position of those in receipt of 
such a benefi t upon stopping work  is weaker than that of those in receipt of a pre-
pension. On balance the personal disposable income of older people leaving the 
labour market on vut or pre-pension in 2002 averaged 22,900 euros while that of 
older people proceeding to draw a benefi t was just 15,000 euros. These averages are 
however subject to the qualifi cation that the spread is very large. Thus 10% of older 
people who become unemployed or incapacitated for work are confronted by a fall in 
income of over 50%. By contrast 18% of them in fact see their income rise.

This difference is partially offset when people turn 65. Those drawing pre-pension  
then suffer an average drop in income of 3%, while those drawing unemployment , 
incapacity or social assistance benefi t generally fi nd that they are better off. This 
is due in particular to the aow, which is a fi xed benefi t to which all persons aged 
65 and over have an entitlement. Elderly people with a low benefi t before their 65th 
birthday benefi t in particular from this. In addition a proportion of this group also 
receive a supplementary old age pension , thereby leaving them better off in net terms 
than before their 65th birthday.

These are the most important points at which income changes  for single persons. 
In the case of couples there is a third moment, namely the death  of the partner. For 
women the decline in income will then generally exceed that for men (20% versus 
12%). This is because men, as ex-employees , retain their full old age supplementary 
pension  if their wife dies. Women are often left dependent on the lower surviving 
dependant’s pension  upon the death of their husband. If however we correct for 
the fact that single persons need less income to get by than couples, the equivalent 
income generally rises, on average by 15% for men and 6% for women.
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Notes

1 This amount is approximately equivalent to the net income . The disposable income  
also includes earnings from interest, dividends and earnings from one’s own dwelling. 
Mortgage payments have been deducted from income. Health insurance premiums are 
deducted from the disposable income, while rent relief and child benefi t are added.

2 This age depends on the sector in which the employee worked.
3 wulbz stands for Wet uitbreiding loonbetalingsplicht bij ziekte (Continued Payment of 

Salary (Sickness) Act).
  pemba stands for Premiedifferentiatie en marktwerking bij arbeidsongeschiktheidsverzekeringen 

(Disability insurance (Differentiation of Premiums and Market Forces) Act).
4 In delimiting the incapacity group the problem arises that incapacity benefi ts are not 

properly measured in the ipo. If an employee receives a partial benefi t this will often 
be channelled through the employer. In that case the ipo will not draw any distinction 
between the benefi t and pay. Since these largely concern partial benefi ts, it is unlikely 
that the results will have been greatly affected.

5 An exception to this consists of those who do not receive a full aow benefi t. They 
c ontinue to qualify for social assistance if their total income is too low.
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10 Changes in social participation 

Marjolein Broese van Groenou (lasa) and Dorly Deeg (lasa)

10.1 Introduction

For a long time, the dominant view was that the elderly made no productive 
c ontribution to society. This ‘social disengagement’ of the elderly (Cumming and 
Henry 1961) seems outmoded today. Increased life expectancy , the deferral of health  
problems  and the favourable retirement  schemes in the 1980s and 90s mean that 
today’s elderly remain active and visible members of the community for much longer 
(Breedveld et al. 2004). In fact, in the early years of old age, between 55 and 75 years 
– known today as the third phase of life  – people are freed of their employment  
and care tasks and can devote time and energy to developing new social activi-
ties  and reinforcing existing social relationships. They spend their new-found free 
time  mainly on their immediate social network , in providing help to children  and 
grandchildren, and on their own wishes and interests, such as travel and recrea-
tional activities  (Timmermans 1993). In addition, many older persons are active in 
 voluntary organisations  (De Klerk and Timmermans 1999).

The elderly themselves also wish to remain socially active (Timmer et al. 2003), 
and the government  is increasingly focusing attention on their social productivity. In 
today’s welfare state , citizens are expected to take their own responsibility and to be 
more self-reliant, and it is no longer accepted as the norm that people withdraw from 
society on reaching a certain age. One of the seven core focus areas in the govern-
ment policy  document on the elderly (Nota ouderenbeleid) is to increase the social 
participation  and ‘presence’ of older persons and to increase their participation in 
employment , voluntary work  and informal care  (vws 2005a). This policy refl ects 
observed changes in the elderly population. Longitudinal trends show that their 
involvement in voluntary work has increased slightly in recent years (De Klerk and 
Timmermans 1999), whereas associational membership is declining in the popu-
lation at large (De Hart and Devilée 2005). This positive trend may be due in part 
to changing socio-demographic  characteristics (Agahi and Parker 2005): younger 
generations are better educated than previous generations and better educated 
people have traditionally been more active in their social participation than those 
with a lower education level .

The coming older generation  may be more socially active than the present genera-
tion, but the question is how long people can remain active. It is known that the 
rate of social participation  falls  as people age. Cross-sectional research shows that 
as they grow older, elderly people devote less time to social participation (De Klerk 
2001; De Klerk and Schellinghout 2006), participate less in cultural and recreational 
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activities  (Dykstra 1995; Timmermans 1993; De Klerk and Schellinghout 2006) and 
have smaller, less heterogeneous networks  (Van Tilburg 1995). People aged over 
75, in particular, are no longer active in various forms of participation. The health  
 problems  of this age group may offer one possible explanation: reduced mobility  
restricts participation in voluntary organisations , recreational and cultural  activities  
(De Klerk and Schellinghout 2006; Hoeymans et al. 2005c; Bukov et al. 2002). 
However, there are other important determinants of social participation. Chapter 
8 showed that older persons can undergo changes in several areas of life, such as 
the loss of a partner  and a change of residential setting. These ‘transitions ‘ can also 
contribute to changes in various forms of social participation. To date, however, 
virtually no longitudinal studies have been performed which show whether and how 
social participation changes as people age, and to what extent these changes corre-
late with changes in other areas of life. This chapter looks at trends in the social 
participation of people aged 58-88 years over a period of six years, and examines the 
correlations with changes in health, partner status  and residential situation .

The analyses in this chapter were performed using data collected in 1995, 1998 and 
2001 in the Longitudinal Aging Study Amsterdam (lasa) from 1,242 elderly persons. 
A description of the data collection and the research group can be found in chapter 8 
and in appendix B8 on the website (www.scp.nl/reportelderly).

10.2 Forms of social participation 

Social participation is a container concept which encompasses a wide diversity 
of activities , varying from actively working for organisations to involvement in 
personal relationships. Conceptually, it is close to notions such as community 
participation, social integration and social activity, but the distinction between 
these concepts is not clear (Mendes de Leon 2005). In this chapter we distinguish 
between three forms of social participation , based more or less on who benefi ts 
from it (Schuyt et al. 1990; Hoeymans et al. 2005c). First there is social participation 
in which a person is of service to groups or individuals in the community through 
their involvement in employment , political and voluntary organisations . This form 
of participation lies at the heart of the government  policy  document on the elderly 
(Nota ouderenbeleid, vws 2005a) and generally receives the most attention from local 
and national government. Employment is the subject of chapter 3 of this Report, 
and the way in which the elderly spend their time (including on informal care ) is 
described in chapter 4. In this chapter we therefore concentrate on participation in 
voluntary organisations (§ 10.3). Membership of associations is a passive form of social 
participation; people can be members yet never attend a meeting, and this form of 
participation is therefore not socially productive. This chapter is therefore mainly 
interested in active involvement in voluntary organisations, in the form of helping at 
meetings and being a member of executive bodies in the organisation. The chapter 
looks at active participation in 12 types of voluntary organisation, ranging from a 
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senior citizens’ trade union to a music association. Appendix B8 lists all 12 types 
of organisation. Participation in political organisations, one of the forms of social 
participation distinguished (Schuyt et al. 1990), does not receive special attention in 
this chapter.

The second form of social participation  is personal involvement in the 
community, in which the individual is focused mainly on their own development and 
well-being. This embraces socio-cultural participation , in which people are generally 
involved in an individual and irregular way; it can also be described as consumptive 
participation (Schuyt et al. 1990). We distinguish between participation in cultural 
activities , recreational activities  and active participation in sport  (§ 10.4). Other 
reports published by the Social and Cultural Planning Offers (scp) (Timmermans 
1993; Timmermans et al. 1997; De Klerk and Schellingerhout 2006) also devote 
attention to this form of participation, but the trend in this participation among the 
elderly has not yet been explored.

Finally, we look at participation in personal networks , and in particular the size of 
personal networks and the prohibition of support  to members of them (§ 10.5). 
This form of participation is again focused primarily on the individual’s own well-
being and indicates how socially integrated or isolated they are. We have selected 
those network  characteristics which refl ect active involvement and maintaining of 
contacts. A large network with many members, with whom an individual maintains 
contact and to whom they provide support, assumes personal involvement in 
interactions with others. Providing support here involves giving emotional support  
and practical help in everyday areas of life, and is therefore distinct from providing 
informal care . Support is part of the everyday interaction between two people, 
whereas informal care is focused on providing help with specifi c tasks in relation 
to personal care and looking after the home, which the care recipient can no longer 
perform (adequately) themselves. A great deal of national and international research 
is available on the social networks of the elderly, but longitudinal studies in this fi eld 
are still rare.

10.3 Participation in voluntary organisations 

10.3.1 Changes in active participation
In 1995 a minority of the elderly persons in the study group (n = 423, 44% of the 
total) were active in one or more of voluntary organisations  (table 10.1). The majority 
of these persons (58%) were still active six years later and 42% had ended this active 
participation. Of the 819 elderly persons who were not active in organisations in 
1995, roughly one fi fth (n = 164) had become active six years later; the remainder 
(80%) were still inactive. In other words, as people grew older, more ended this form 
of participation than became active in it. And if they became inactive, they generally 
remained so throughout the period of six years.
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Table 10.1
Changes in active participationa in voluntary organisations  by elderly persons, by sex , age in 1995 and 
education level , 58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

active in 1995 (n = 423, 100%) not active in 1995 (n = 819, 100%)

2001 not active active active not active

total, absolute 179 244 164 655

total, relative 42 58 20 80

men 43 57 23 77

women 42 58 18 82

58-64 years 27 73 28 72

65-74 years 42 58 23 77

75-88 years 86 15 10 90

low education level 50 50 14 86

secondary education level 41 59 22 78

education level 37 63 29 71

a Active participation: performing voluntary work  or administrative work in a least one of 12 types of voluntary organisation.

Source: VU (LASA’95, ‘01)

The changes in active participation do not vary between men and women: virtually 
equal percentages end this participation during the course of the six years. There are 
however wide differences based on age: 73% of 58-64 year-olds are still con tributing 
to voluntary organisations  after six years, while 86% of 75-88 year-olds end their 
active participation during this period. This could mean that health  problems  
constrain the oldest age groups in their active participation, but the analyses in table 
10.2 show that this is not the case. The differences by education level  are not very 
large, though the highly educated  appear to be active slightly more often.

Older persons who were not active in 1995 but who were active in 2001 are found 
mainly in the youngest age group and among those with a high education level . Only 
10% of 75-88 year-olds become active in organisations, compared with 28% of 58-64 
year-olds. For a proportion of the 58-64 year-olds, this active involvement will be a 
substitute for their participation in paid employment . On the other hand, it is mainly 
the highly educated  for whom this appears to be a useful way of spending  time in a 
new phase of life : 29% of the highly educated began participating actively in 1995-
2001, compared with 14% of those with a low education level . There is no signifi cant 
difference between men and women.
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10.3.2 Determinants of active participation
To explore the extent to which, in addition to demographic  characteristics, changes 
in health , loss of partner and moving home  also infl uence the (lack of) stability in 
active participation in organisations, a multivariate multinomial logistic regression 
analysis was performed. A multinomial analysis is required where the dependent 
variable has several categories. In this case these are the categories being and 
remaining active, ending active participation, being and remaining inactive, and 
becoming active. The analysis indicates the probability of being in one of these 
categories compared with the fourth category, the reference category. We present 
the results of two analyses2: the probability of becoming active in voluntary organi-
sations  (not active in 1995, active in 2001) compared with the reference category 
‘being and remaining inactive’ (not active in 1995 and in 2001). The second analysis 
determines the likelihood of ending active participation (active in 1995, inactive in 
2001) relative to the reference category ‘being and remaining active in organisations’ 
(active in 1995 and in 2001). This provides the clearest insight into which factors are 
important for which transition .

Table 10.2
Determinants of active participation in voluntary organisations  by elderly persons, by age in 1995 and 
education level , 58-88 year-olds, 1995-2001 (in odds ratiosa; n = 1242)d

ending active participationb becoming activec

58-64 years (= ref) 1 1

65-74 years 1.94* 0.90

75-88 years 13.62** 0.40**

low education level  1.43 0.43**

secondary education level 1.09 0.73

high education level  (= ref) 1 1

a * : p < 0.05; ** : p < 0.01.
b Multinomial logistic regression analysis; reference category is ‘continuously active’.
c Multinomial logistic regression analysis: reference category is ‘continuously inactive’.
d Sex and changes in functional impairments, physical disorders , depression , cognitive function , partner status  and 

residential situation  showed no correlation with changes in active participation (p > 0.05).

Source: VU (LASA’95-’01)

It can be seen from table 10.2 that age is the most important determinant of the 
change in active involvement in voluntary organisations . Ending active participa-
tion is for example related only to age: it is primarily the over-75s who have a high 
 probability of no longer being active. The odds ratio (or) of 13,62 indicates that
75-88 year-olds who were active in 1995 are almost 14 times more likely to have 
ended their active participation in 2001 than 58-64 year-olds who were active in 1995. 
The active 65-74 year-olds are almost twice as likely as 58-64 year-olds to have ended 
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their active participation (or = 1.94). This fi nding confi rms the results in table 10.1 
and underlines the fact that age has a greater infl uence than education level . Possible 
transitions  in other areas of life play no signifi cant role in the ending of active 
participation. This form of social participation  may be more dependent on changes 
in the motivation or preferences for time use than on changes in health , partner 
status  or residential situation . As they grow older, people may prefer other forms of 
participation, such as involvement in their relationships with family  and friends. It 
may also be that lack of time or money prevents people from actively participating in 
organisations (De Klerk and Schellingerhout 2006).

Young and highly educated  elderly persons have a relatively high probability of 
becoming active in voluntary organisations . This can be seen from the fact that the 
oldest age group (75-88 year-olds) and those with a low education level  have a signifi -
cantly smaller probability of doing so (or of 0.40 and 0.43, respectively). Changes in 
health , loss of a partner  or moving home  appear to have no signifi cant infl uence. It is 
known that functional impairments constrain participation in voluntary organisa-
tions (De Klerk and Schellingerhout 2006), but the longitudinal results show that the 
onset or exacerbation of an impairment over a period of six years does not manifest 
itself directly in the form of a change in active participation.

10.4 Socio-cultural participation 

Socio-cultural participation  involves participation in activities  in the community 
which are social, cultural or recreational in nature. We distinguish seven different 
activities which must be performed with some regularity if this can be regarded 
as participation. For cultural activity this means visiting the cinema, theatre or 
museum or socio-cultural centre at least once a month. For recreational activities , 
the criterion is visiting a zoo or amusement park, going into a bar, dance club or 
restaurant, visiting a sporting contest at least once a month, or going shopping at 
least once a week. The fi nal activity is actively participating in sport  at least once a 
week, whether as part of a club or individually. We look at the stability or instability 
of each of these three forms of socio-cultural participation and examine the correla-
tion with socio-demographic  characteristics and transitions  in other areas of life.

10.4.1 Changes in cultural participation 
The (in)stability in the participation in cultural activities  can be seen from table 10.3. 
A third of the elderly persons studied (n = 432, 35% of the total) took part in cultural 
activities  in 1995. The majority (65%) continued to take part in these activities, but 
around a third (35%) no longer participated in 2001. Of those who did not participate 
in cultural activities in 1995 (n = 810, 65% of the study population), around a quarter 
had begun to do so six years later, but the vast majority (75%) also did not participate 
in 2001. This gives the impression of high stability in cultural participation : only 
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between a quarter and a third changed their cultural activity pattern within a period 
of six years.

Table 10.3
Changes in participationa in cultural activities  by elderly persons, by sex , age in 1995 and education 
level , 58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

participation in 1995 
(n = 432, 100%)

no participation in 1995 
(n = 810, 100%)

2001 no participation participation participation no participation

total, absolute 149 283 191 619

total, relative 35 65 76 24

men 38 61 77 23

women 31 69 75 25

58-64 years 31 69 74 26

65-74 years 35 65 76 24

75-88 years 38 62 80 20

low education level 32 68 82 18

secondary education level 38 62 73 27

higher education  level 29 71 73 27

a Participation: taking part in at least one cultural activity at least once a month.

Source: VU (LASA’95-’01)

In the group who end their cultural participation , there are no differences according 
to sex , age and education level ; in all subgroups the proportion no longer taking 
part in cultural activities  in 2001 is around a third. Those who were not taking part 
in cultural activities  in 1995 but who were doing so in 2001 include a relatively large 
number of people with secondary and higher education  levels. Only 18% of those 
with a low education level  became culturally active over the course of six years, 
compared with 27% of those with a secondary or a higher education level. Again, 
there are no differences according to sex and age.

The result of the multivariate analyses (table 10.4) shows that elderly persons who 
move home are less likely to end their cultural activity, possibly because this type of 
participation helps them to establish contacts or feel at home in their new  residential 
setting. Neither age nor education level  play a signifi cant role in the ending of 
cultural participation . The rate of participation is also unaffected by changes in 
health  or partner status .
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Elderly persons with a low education level  are signifi cantly less likely to begin 
participating in cultural activities , confi rming the fi nding that the better 
educated continue to undertake cultural activities  relatively often. The changes in 
living conditions covered in this study had no infl uence on the trend in cultural 
 participation . Here again, there is a stable pattern; it is above all the better-educated 
group who are actively involved in cultural participation.

Table 10.4
Determinants of participation in cultural activities  by elderly persons, 58-88 year-olds, 1995-2001 
(in odds ratiosa; n = 1242)d

ending active participationb becoming activec

low education level 1.09 0.33*

secondary education level 1.46 0.70

higher education  level  (= ref) 1 1

not moved home (= ref) 1 1

moved home 0.50* 0.72

a * : p < 0.05.
b Multinomial logistic regression analysis with ‘continuously active’ as reference category.
c Multinomial logistic regression analysis with ‘continuously inactive’ as reference category.
d Sex, age and changes in functional impairments, physical disorders , depression , cognitive function  and partner status  

showed no signifi cant correlation with changes in cultural participation  (p > 0.05).

Source: VU (LASA’95-’01)

10.4.2 Changes in recreational activities 
The majority of elderly persons (n = 782, 63%) took part in one or more recreational 
activities  in 1995 (table 10.5). Almost a third of them (29%) had stopped doing so in 
2001. Of those who undertook no recreational activities  in 1995, fewer than a third 
(29%) began doing so in the period up to 2001. For the majority of elderly persons, 
little changed in their pattern of recreational activities in the space of six years.

A decline in participation occurs most commonly among the oldest age-group and 
those with a low education level . 38% of 75-88 year-olds stopped taking part in 
recreational activities , compared with 20% of the youngest age group. Similarly, 
more than a third (38%) of those with a low education level  stopped participating, 
compared with a fi fth of their higher educated  peers. There is no difference between 
men and women in stopping or keeping up recreational activities . The group which 
became active show no differences according to sex , age or education level; in all 
subgroups, between around a quarter and a third who were not active in 1995 had 
become so by 2001.
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Table 10.5
Changes in participation in recreational activities  by elderly persons, by sex , age in 1995 and 
education level , 58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

participation in 1995 
(n = 782, 100%)

no participation in 1995 
(n = 460, 100%)

2001 no participation participation participation no participation

total, absolute 224 558 132 328

total, relative 29 71 29 71

Men 27 73 31 69

Women 30 70 27 73

58-64 years 20 80 32 68

65-74 years 30 70 30 70

75-88 years 38 62 25 75

low education level 36 64 24 76

secondary education level 26 74 32 68

higher education  level 22 78 30 70

a Participation: taking part in at least one recreational activity at least once a month.

Source: VU (LASA’95, ‘01)

What makes people participate in these kinds of recreational activities ? Table 10.6 
shows that only increasing age and a low education level  contribute to the ending 
of these activities. There is also little difference between elderly persons who began 
participating and those who did not between 1995 and 2001. Only those whose 
cognitive ability  deteriorated were less likely to begin participating. We can accord-
ingly concluded that changes in health , loss of a partner  or moving home  do not 
play an important role in determining whether people begin or stop participating in 
recreational activities .
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Table 10.6
Determinants of participation in recreational activities  by elderly persons, 58-88 year-olds,
1995-2001 (in odds ratiosa; n = 1242)d

ending active participationb becoming activec

58-64 years (= ref) 1 1

65-74 years 1.56* 1.16

75-88 years 2.08* 1.23

low education level 1.71* 0.80

secondary education level 1.22 0.89

higher education  level  (= ref) 1 1

good cognitive function  (= ref) 1 1

deterioration 0.48 0.37*

poor cognitive function 1.83 1.49

a * : p < 0.05.
b Multinomial logistic regression analysis with ‘continuously participating’ as reference group.
c Multinomial logistic regression analysis with ‘continuously not participating’ as reference group.
d Sex and changes in functional impairments, chronic disorders, depression , partner status  and residential situation  showed 

no signifi cant correlation with changes in recreational activities .

Source: VU (LASA’95-’01)

10.4.3 Changes in participation in sport 
In 1995 almost half the study population (45%, n = 559) was actively involved in one 
or more sports (table 10.7). Almost half those participating in sport  in 1995 (48%) 
had given up in 2001, while a quarter (22%) of those not participating in sport in 
1995 were doing so in 2001. These results suggest a considerable degree of instability 
in the participation in sport by the elderly.

Ceasing active involvement in sport  is mainly associated with advanced age: 59% of 
75-88 year-olds ended this activity compared with 43% of 58-64 year-olds. Half the 
elderly persons with a low or secondary education level  had also stopped partici-
pating in sport in 2001, while the vast majority (63%) of the higher educated  elderly 
were still involved in sport at least once a week after six years. There are no differ-
ences between men and women when it comes to stopping, but men do take up sport 
more often than women: 25% and 19%, respectively, of those not yet participating 
in sport in 1995. The 58-64 year-olds also took up sport more often than the oldest 
group, but there are no signifi cant differences according to education level.
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Table 10.7
Changes in active involvement in sporta by elderly persons, by sex , age in 1995 and education level , 
58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

participation in 1995 
(n = 559, 100%)

no participation in 1995 
(n = 683, 100%)

2001 no participation participation participation no participation

total, absolute 270 289 149 534

total, relative 48 52 22 78

men 46 53 25 75

women 50 50 19 81

58-64 years 43 57 29 71

65-74 years 48 52 26 74

75-88 years 59 41 11 90

low education level 50 50 19 81

secondary education level 51 50 25 75

high education level 37 63 20 80

a Participation: Practising at least one sport  once a week.

Source: VU (LASA’95, ‘01)

People with moderate or severe disabilities generally do not participate in sport  
(De Klerk and Schellinghout 2006). The analyses in this section show that having 
functional disabilities  also leads to a relatively high probability over time that the 
person concerned will stop participating in sport and a smaller probability of taking 
up a sport (table 10.8). This applies mainly for those with consistent  functional 
disabilities; the incidence of these disabilities or a clear improvement in them 
shows no signifi cant correlation with stopping or taking up a sport. The effect of 
age on stopping active participation in sport is no longer signifi cant the functional 
disabilities of the elderly person in question were also taken into account, though 
75-88 year-olds are signifi cantly less likely to take up a sport than 58-64 year-olds. 
Of the other characteristics, only having a secondary education background appears 
to contribute to ending participation. Although the instability in participation in 
sport is fairly high (almost half the practitioners stop within a period of six years), 
this study found no other reasons for this than age, education level  and functional 
disabilities. Changes in chronic illnesses , depression , cognitive function , partner 
status  and residential situation  have no effect on changes in participation in sport. 
Ending that participation appears to have different causes – examples might include 
transport problems, unfamiliarity with what is available, or lack of someone to go 
with (De Klerk and Schellinghout 2006).



227Changes in social participation

Table 10.8
Determinants of active participation in sport  by elderly persons, 58-88 year-olds, 1995-2001 
(in odds ratiosa,d; n = 1241)

ending active participationb becoming activec

58-64 years (= ref) 1 1

65-74 years 1.02 1.05

75-88 years 1.21 0.48**

low education level 1.33 1.48

secondary education level 1.57* 1.61

high education level  (= ref) 1 1

no functional disabilities  (= ref) 1 1

incidence of disability 1.36 0.79

improvement 1.71 1.06

continuous disability 2.67** 0.40**

a *: p < 0.05; **: p < 0.01.
b Multinomial logistic regression analysis with ‘continuously participating’ as reference group.
c Multinomial logistic regression analysis with ‘continuously not participating’ as reference group.
d Sex and changes in functional impairments, chronic disorders, depression , partner status  and residential situation  showed 

no signifi cant correlation with changes in participation in sport .

Source: VU (LASA’95-’01)

10.5 Participation in personal networks 

10.5.1 Changes in size of network 
To give an indication of the involvement of the elderly in personal relationships, we 
looked fi rst at the size of their personal networks , as an indicator of the availability 
of relationships. To determine changes in the period 1995-2001, use was also made 
of the interim measurement in the lasa study in 1998, using cluster analysis to 
elicit relevant patterns. Based on the network  size, four groups of respondents were 
identifi ed at each of the three survey moments: people with a small network which 
remained stable in size; people whose number of network relationships increased; 
people whose number of network relationships decreased; and people with a large, 
stable network. In contrast to the other forms of social participation , no distinction 
is made here based on the initial size of the network, but cluster analysis is used to 
portray the networks. Figure 10.1 presents the average network scores of the four 
groups at the three survey moments.
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Figure 10.1
Four patterns of change in the network  size of 58-88 year-olds, average scores in 1995, 1998 and 
2001 (in numbers of persons)

Source: VU (LASA’95-’01)
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43% of elderly persons undergo a major change in the size of their network  during 
the course of six years (table 10.9). For a relatively large group (28%) the size of 
the network increases, from an average of 13.6 in 1995 to an average of 18.1 in 2001 
(fi gure 10.1). It is mainly the young elderly and those with a secondary or higher 
education  level  who enlarge their network. For 15% of the study group, the network 
shrinks, with an average fall from 25.0 to 14.5 network members. The very old and 
those with a secondary education level experience a particularly sharp reduction in 
their network.

57% of the elderly studied have a stable network . The biggest group (43% of the 
total) have a network averaging around nine persons over the six-year period. They 
are just as often men as women, more often older than younger elderly, and more 
often have a low than a secondary or higher education  level . A fairly small group 
(14%) have a large network of around 28 persons during the six-year period. This is 
particularly true for those aged below 75 and elderly persons with a secondary or 
higher education level.
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Table 10.9
Changes in network  size of elderly persons, by sex , age in 1995 and education level , 58-88 year-olds, 
1995-2001 (in percentages; n = 1242)

small, stable increase decrease large, stable p (Chi2)

total 43 28 15 14

men 43 26 15 16 0.00

women 43 29 15 13

58-64 years 34 34 14 19 0.00

65-74 years 43 28 14 15

75-88 years 52 20 19 9

low education level 52 24 13 11 0.00

secondary education level 38 29 18 15

high education level 38 31 13 18

Source: VU (LASA’95-’01)

In the multinomial analyses, the probability of an increase in network  size is set 
against the probability of retaining a small, stable network (table 10.10, fi rst column) 
and the probability of a reduction against the probability of having a large, stable 
network (second column). It can be seen from fi gure 10.1 that the starting situa-
tion of the groups in both analyses is comparable. The results show that women are 
more likely than men to see an increase in the size of their network. However, the 
probability of an increase is relatively small for the oldest elderly, those who develop 
functional disabilities , become depressed or have no partner. Elderly persons who 
experience these kinds of events already have a small, stable network, which does 
not increase in size. An enlargement in network size is largely reserved for their 
opposites: 58-64 year-olds, without disabilities, who are not depressed and who have 
a partner.

The probability of a reduction in network  size is relatively high for the oldest 
age group, but does not correlate with the onset of health  problems  or a change in 
partner status  or residential situation . Elderly persons who recover from depression  
also have a high probability that their network will reduce in size. This latter fi nding 
may appear contradictory: one would expect the network to expand because the 
depression no longer places constraints on the maintaining of contacts. However, it 
is also possible that members of the network mainly offer support  and seek contact 
when the elderly person in question is suffering from depression, and reduce this 
contact once he or she has recovered. Whether network changes are the result of the 
behaviour of the elderly person in question or of the network members, can however 
not be ascertained from the data presented here.
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Table 10.10
Determinants of changes in the size of networks  of elderly persons, 58-88 year-olds, 1995-2001
(in odds ratiosa; n = 1242)d

increaseb reductionc

men (= ref) 1 1

women 1.81* 0.98

58-64 years (= ref) 1 1

65-74 years 0.81 1.20

75-88 years 0.58* 1.92*

no functional disabilities  (= ref) 1 1

incidence of disability 0.81 1.15

improvement 0.51* 1.28

continuous functional disability 0.66 1.21

not depressed (= ref) 1 1

incidence of depression 0.57* 1.91

remission 0.77 5.34*

continuously depressed 0.98 2.54

same/new partner (= ref) 1 1

loss of partner 0.96 1.41

no partner 0.50* 1.19

a * : p < 0.05.
b Multinomial logistic regression analysis: ‘small, stable network ‘ is the reference category.
c Multinomial logistic regression analysis: ‘large, stable network ‘ is the reference category.
d Education  level and changes in chronic illnesses , cognitive function , partner status  and residential situation  showed no 

signifi cant correlation with changes in network  size (p > 0.05).

Source : VU (LASA’95-’01)

10.5.2 Changes in provision of instrumental support 
Instrumental support  is taken to mean the provision of mutual help with all kinds of 
practical household tasks . This form of support is thus distinct from informal care , 
which involves providing help with personal care and/or household tasks to someone 
who is in need of help. The provision of instrumental support  to network  members 
is found to change over the course of six years in a fairly large group of elderly (42%) 
This change is more often a reduction (28%) than an increase (19%). Both the reduc-
tion and the increase in providing support take place mainly in the second part 
of the observation period, between 1998 and 2001 (fi gure 10.2). The provision of 
instrumental support is measured on a scale from 0 to 30, where 0 means providing 
no support to network members and 30 means providing frequent support to all 
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network members. Where there is an increase, this average is fi ve points, from 
14.7 to 19.7; the reduction is more marked, falling on average from 17.5 to 11.5. The 
provision of instrumental support  by men reduces more often than that provided by 
women, as does that provided by people aged under 75 and those with a secondary or 
higher education  level . An increase in the provision of support occurs mainly among 
those aged 58-64 years and also among those with a secondary or higher education 
level.

Table 10.11
Four patterns of change in the provision of instrumental support  by elderly persons, by sex , age in 
1995 and education level , 58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

low, stable increase reduction high, stable p (Chi2)

total 41 19 23 17

men 31 19 26 24 0.00

women 50 19 21 11

58-64 years 21 26 25 28 0.00

65-74 years 39 19 25 17

75-88 years 67 9 19 5

low education level 53 15 21 12 0.00

secondary education level 35 20 26 20

higher education  level 33 24 23 21

Source : VU (LASA’95-’01)

It is known that elderly persons receive instrumental support  more often than they 
give it, especially at (more) advanced age. This one-sidedness in the provision of 
support is confi rmed by the large group of elderly persons (41%) who give little 
support to network  members throughout the entire period. Only a small group (17%) 
provide a high level of instrumental support  for a prolonged period. The group with 
a low, stable level of providing support comprises mainly women, the oldest age 
groups and the low-educated, while men, the youngest age groups and the better 
educated are more often found in the groups which always provide a high level of 
support.
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Figure 10.2
Changes in the provision of instrumental support  by elderly persons, 58-88 year-olds, 1995-2001 
(scale range = 0-30)

Source: VU (LASA’95-’01)
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The multivariate analyses (table 10.12) show that the probability of giving more 
support  is relatively small for the over-65s, elderly persons with functional 
 disabilities  and those without partner. These groups are found mainly in the 
 categories with a low, stable pattern of giving support. Three aspects of health  prove 
to be important for an increase. First, elderly persons who develop a chronic illness 
give more instrumental support  to their network  members. This may be a reaction to 
an increase in the support they receive from those network members owing to their 
newly developed illness; the relationship between giving and receiving support is 
however not covered in this chapter. Secondly, the probability that the support given 
by elderly persons with functional disabilities will increase is relatively low, but this 
is mainly due to the fact that this group already provided very little support to others. 
This result makes clear that functional disabilities impose greater constraints on 
providing instrumental support than does a chronic illness. Finally, elderly persons 
who develop depression  also do not provide more support to members of their 
network. They are probably also among those who in fact need more support from 
others and who, like people with functional disabilities, have little opportunity to 
give (more) support to others.

A reduction in the support  provided occurs mainly among women and the over-
65s. The reasons for this are not immediately clear, because health  characteristics, 
partner status  and moving home  do not correlate with providing (less) support to 
others.



233Changes in social participation

Table 10.12
Determinants of changes in the provision of instrumental support  by elderly persons, 58-88 year-olds, 
1995-2001 (in odds ratiosa; n = 1242)d

increaseb reductionc

men (= ref) 1 1

Women 0.85 1.69*

58-64 years (= ref) 1 1

65-74 years 0.44* 1.64*

75-88 years 0.18* 4.25*

no functional disabilities  (= ref) 1 1

Incidence of disability 0.80 0.85

improvement 1.39 0.95

continuous disability 0.45* 1.24

not depressed (= ref) 1 1

incidence of depression 0.47* 1.56

Remission 0.40 1.78

continuously depressed 1.12 2.01

no illness (= ref) 1 1

incidence of chronic illness 2.12* 1.19

continuously chronically ill 1.31 1.04

incidence of comorbidity 1.33 1.46

same/new partner (= ref) 1 1

loss of partner 0.72 1.06

no partner 0.58* 1.22

a * : p < 0.05.
b Multinomial logistic regression analysis; ‘low, stable’ is the reference category.
c Multinomial logistic regression analysis; ‘high, stable’ is the reference category.
d Education  level, changes in cognitive function  and moving home  show no signifi cant correlation with changes in giving 

instrumental support  (p > 0.05).

Source : VU (LASA’95-’01)

10.5.3 Changes in provision of emotional support 
In this study we regard giving emotional support  as meaning the discussion of 
personal problems of and with members of the network . The provision of this kind 
of support shows a fairly unstable pattern: 45% of elderly persons report a change 
(table 10.13); this is almost as often a decrease (25%) as an increase (20%). Elderly 
persons who began giving less support to the members of their network went from 
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an average score of 25 in 1995 to 18 in 2001 (fi gure 10.3). On a scale of 0-30, this is a 
substantial reduction. The increase averaged a rise from 15.6 to 24.0, again a large 
shift in the intensity of giving emotional support .

Figure 10.3
Changes in the provision of emotional support  by elderly persons, 58-88 year-olds, 1995-2001
(scale range = 0-30)

Source: VU (LASA’95-’01) 
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A reduction in the amount of emotional support  given over time occurs mainly 
among men and the over-75s, as well as among those with a low education level , 
though the differences according to education level are not large (table 10.13). An 
increase occurs among the low-educated, but there are no signifi cant differences by 
sex  and age.

There is a large group of elderly persons (43%) who provide emotional support  
for a prolonged period to network  members, and there is only a small group (12%) 
who provide little support. It is mainly women, 58-64 year-olds and those with a 
secondary and higher education  background who provide emotional support  at a 
stable high-level. And it is mainly the oldest age group who have a stable low level of 
support provision.
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Table 10.13
Four patterns of change in the provision of emotional support  by elderly persons, by sex , age in 1995 
and education level , 58-88 year-olds, 1995-2001 (horizontal percentages; n = 1242)

low, stable increase reduction high, stable p (Chi2)

total 12 20 25 43

men 16 22 29 33 0.00

women 8 19 22 52

58-64 years 8 21 19 52 0.00

65-74 years 12 19 26 44

75-88 years 17 22 31 31

low education level 14 23 26 38 0.09

secondary education level 10 20 25 44

high education level 12 17 23 49

Source : VU (LASA’95-’01)

The multivariate analyses show the same picture for socio-demographic  
 characteristics (table 10.14). Even after controlling for the infl uence of changes in 
health , partner status  and residential situation , women provide emotional support  
more often than men, whereas the support provided by men reduces over time. The 
changes are not related to changes in the life domains studied. One exception here is 
the development of depression , which makes people less inclined or able to provide 
more emotional support  to others. Elderly persons living alone  also do not provide 
more support to their network  over time. A reduction is related primarily to more 
advanced age: people aged over 65 provide less emotional support than others over 
time. Changes in the domains studied here are not signifi cant for a reduction.
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Table 10.14
Determinants of changes in the provision of emotional support  by elderly persons, 58-88 year-olds, 
1995-2001 (in odds ratiosa; n = 1242)d

increaseb reductionc

men (= ref) 1 1

women 2.74** 0.41**

58-64 years (= ref) 1 1

65-74 years 0.84 1.79*

75-88 years 0.96 3.04*

not depressed (= ref) 1 1

incidence of depression 1.34 1.53

remission 0.28* 1.50

continuously depressed 1.10 1.33

same/new partner (= ref) 1 1

loss of partner 0.96 0.73

no partner 0.36* 0.78

a * : p < 0.05; ** : p < 0.01.
b Multinomial logistic regression analysis; ‘low, stable’ is the reference category.
c Multinomial logistic regression analysis; ‘high, stable’ is the reference category.
d Education  level, changes in cognitive function  and moving home  show no signifi cant correlation with changes in giving 

emotional support  (p > 0.05).

Source: VU (LASA’95-’01)

10.6 Summary

In this chapter we investigated the extent to which the elderly are involved in various 
forms of social participation  and how stable these forms of participation are, 
 measured over a period of six years. Active participation in voluntary organisations  
is particularly low, and appears to be the preserve of men, younger elderly persons 
and the better educated. There is a high level of stability in this form of participa-
tion, which is not related to transitions  in the studied domains of health , partner 
status  and residential situation . The results suggest that such productive involve-
ment in later life is primarily related to personal characteristics. Men and the higher 
educated  are also involved at a younger age in voluntary work  and continue this 
behaviour into later life. This form of participation then forms part of a lifestyle  
which is often reserved for the better educated.

Many elderly persons are socio-culturally active, mainly through participating in 
recreational and sporting activities , and to a lesser extent through participation 
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in cultural activities . This form of participation is aimed primarily at individual 
development and well-being and contributes to the perception of a good old age. It 
is reasonably stable and shows less wide variation by sex , age and education level  
than social participation . Changes over time are attributable in part to the onset of 
functional disabilities , which restrict sporting activities in particular. The continued 
ability to undertake cultural activities is hampered by cognitive decline. We can 
conclude that physical and mental health  problems have an impact on this form of 
social participation. As a result, it is diffi cult to increase the sense of well-being in 
later life by undertaking socio-cultural activities.

Finally, we examined the involvement in personal relationships as a third form of 
social participation . Many elderly persons have a large number of network  relation-
ships, with whom active interchange of (mainly) emotional support  takes place. 
There are wide differences in terms of demographic  characteristics: the oldest 
age groups and those with a low education level  most often lack network relation-
ships and least often give support to others. There is a good deal of instability in 
this form of social participation over the period studied. Around 40% of the elderly 
persons studied experience a positive or negative change. Health problems have a 
limited infl uence on these changes. Functional disabilities infl uence network size 
and the provision of instrumental support . In addition, (changes in) depression  and 
partner status  contribute to changes in network size and the provision of emotional 
support . The infl uence of partner status on this form of social participation is easy 
to understand. The lack of a partner has major consequences for the maintaining 
of relationships with others. The other forms of social participation are much less 
dependent on the presence of a partner and are therefore less susceptible to their 
loss in later life.

The results of the longitudinal analyses support  the general picture of a  reduction 
in social participation  with advancing age. The oldest age groups relatively often 
form part of the group whose participation reduces, and also to the group who 
were already not participating actively in 1995, either in organisations and socio-
cultural activities  or in networks . The results suggest that growing older leads to 
a withdrawal from social ties, but not so much to an increasing focus on social 
participation to enhance personal well-being, such as recreational activities  and 
involvement in personal networks. The latter forms of social participation also 
reduce as people age. This suggests that in addition to a conscious choice for 
personal forms of participation, there is also a desire to reduce social participa-
tion in general. Part of the age effect can be attributed to changes which occur as 
part of the ageing  process, such as health  problems , loss of a partner  and moving 
home . This confi rms results from cross-sectional research (e.g. De Klerk and Schell-
ingerhout 2006; Hoeymans et al. 2005c) and shows that health and partner status  
are key determinants of social participation. The results suggest that people can 
remain active at an advanced age provided they are in good health and maintain 
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their partner relationship and are able to remain in their own residential setting. 
 Disengagement is thus not by defi nition an inevitable consequence of reaching a 
certain age, provided society offers elderly persons opportunities to remain active 
in all kinds of social participation. The government  policy  document on the elderly 
(vws 2005a) provides a number of concrete recommendations in this regard, 
including explicitly inviting older persons to join voluntary organisations  at local 
level and providing information to everyone on the opportunities for performing 
voluntary work  at national level. The present study shows that such measures would 
mainly have an effect on the growing group of healthy, married elderly persons for 
whom social participation is a conscious choice.
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Notes

1 This chapter describes changes in the forms of participation between 1995 and 2001. 
For some forms of participation (active in organisations, participation in cultural and 
recreational activities , practising sport ) we present the change dichotomously and 
use only observations in 1995 and in 2001. Change in participation is divided into four 
categories: 1) no participation in 1995 and 2001; 2) no participation in 1995, but partici-
pation in 2001; 3) participation in 1995 but not in 2001; and 4) participation in 1995 and 
2001. For variables measured at interval level (network  size, provision of instrumental 
support  and provision of emotional support ), the intervening measurement in 1998 is 
used to provide extra information to determine the linear pattern of change. Cluster 
analysis is used to distinguish groups exhibiting stability or instability in social partici-
pation . Depending on the initial level, the dependent variable then has four categories: 
1) low level, stable; 2) increase; 3) decrease; and 4) high level, stable.

2 A comparison between those who undergo a change and those who do not could 
also be carried out using logistic regression analysis. However, this would restrict the 
analysis to a part of the group – for example those who were active in 1995 and of whom 
some stopped being active and some did not – and would completely ignore another 
section, namely those who were not active in 1995. In order to be able to control for 
the associations in the total group of elderly persons, it was decided to perform two 
multinomial logistic regression analyses in each case, with differing reference catego-
ries (those who remain active and those who remain inactive), with the results being 
presented only for the group that undergoes a transition  (becoming active or ceasing 
active participation). All other multinomial logistic regression analyses in this chapter 
were carried out in the same way.
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11 Concluding discussion

Alice de Boer (scp)

11.1 Different views of ageing 

There are two confl icting views of ageing  and old age in the Netherlands. According 
to the fi rst few, ageing is an unavoidable process of diminishing involvement in 
the outside world. In this view, old age is equivalent to a decline in social activities  
and entering the fi nal phase of life  in preparation for departing this life. Not only 
do elderly persons themselves withdraw, but society also withdraws from them. 
Retirement means enjoying a well-earned rest and preparing for the forthcoming 
end of life. These ideas about old age are known as the ‘disengagement theory’ as 
propounded by Cumming and Henry (1961).

According to the other view, the elderly are by no means counted out; in fact, they 
are a match for younger adults in many areas. According to this view, the elderly 
population represents an untapped potential of knowledge and experience. As a 
result of their (early) retirement  from the employment  process and their increased 
life expectancy , they can fulfi l new roles. A committed social life is not only good 
for elderly individuals themselves, but also for society as a whole. This positive view 
of old age is encapsulated in the ‘activities  theory’ (Havinghurst 1957). Elements of 
this view are found in the present policy  on the elderly as described in the ‘Policy on 
the elderly in the perspective of ageing ‘ (Ouderenbeleid in het perspectief van de vergri-
jzing) (VWS 2005a). All kinds of measures are taken to allow older persons to work for 
longer, maintain their independence and make a bigger contribution to society, for 
example through voluntary work  or informal care .

This positive view of old age is also refl ected in the life course  policy , which stems 
from the idea that the older generation  of the future will differ in a number of key 
areas from the elderly population today, for example in terms of their (healthy) 
life expectancy . The older generation of the future will moreover have grown up 
more than the present older generation with the idea that people can shape their 
own lives, for example through prolonged participation in the labour market. If it 
is left to the government , people in the future will still be able to end paid employ-
ment , but departure from the labour market will be less related to age: ‘(...) age is 
becoming less and less of a marker and the signifi cance of the magical number 65 is 
 disappearing.’ (vws 2005a). Not only will continuing to work until the age of 65 have 
to be seen as normal once again, but people who have already passed this age must 
be able to make a contribution to the community.

However, there is a group of elderly persons who have little or no opportunity to 
participate. This vulnerable  category can count on support  according to the same 
policy  memorandum. Apart from elderly persons with serious health  problems , 
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the policy also includes single elderly persons with few social contacts  and elderly 
persons in a weak fi nancial position. ‘If there is a reason for a policy on the elderly , 
then it lies above all in the existence of deprivation in areas with which the elderly 
are frequently confronted or where they are vulnerable, and above all of deprivation 
where there is a strong chance that it is shared by many elderly persons.’ (VWS 2005a). 
The policy memorandum does not give a further defi nition of vulnerability  and 
deprivation. Here we outline a number of examples of areas in which elderly persons 
may be vulnerable.

Determining to what extent and in which areas elderly persons are vulnerable  is the 
ultimate focus of the series of study questions in the Report on the Elderly. The other 
questions are:
1 To what extent do these living conditions and social participation  of the elderly 

differ from those of the younger generations?
2 To what extent have changes occurred in the last 15 years in the living conditions 

and social participation  of the elderly?
3 What important life course  changes occur at which moments in the lives of the 

elderly, and how do they adapt to the new situation?
We answer these questions below and link the answers to the main objective of the 
policy  on the elderly: promoting social participation . The central question is to what 
extent the positive policy assumptions on growing old(er) and old age correspond 
with the actual living conditions and social participation of the elderly.

The lower age limit in this Report is set at 55 years. First we describe the condi-
tions for social participation : the socio-economic position (§11.2) and health  status  
and care take-up of the elderly (§11.3). This is followed by their actual participation 
in society, for example through the performance of paid work , following education, 
doing voluntary work  or providing informal care  (§11.4). There are two constant 
perspectives in the discussion of these topics: differences in phase of life  and trends 
over time. Research on trends over time involves comparison of age-specifi c averages 
of successive generations. The aim is to describe shifts over (historical) time, 
thus making visible the effects of social trends and of changes in the background 
 characteristics of different generations.

The third perspective in this Report is focused on changes in life course  (§ 11.5). 
This perspective is concerned with the consequences of things such as a deteriora-
tion in health  or loss of a spouse on the social participation  and socio-economic 
position of older persons. Studies of individual changes during a person’s life 
course show the extent to which changes in health correlate with changes in social 
 participation. If these correlations exist, this indicates that ageing  followers (partly) 
the same patterns for everyone. If these correlations are absent, this indicates a wide 
diversity of life courses . Our attention is focused primarily on the vulnerable  elderly.
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11.2 Socio-economic position: education and income

Education  and income are decisive indicators for the socio-economic position of 
the elderly. An insight into this position is important for several reasons. First, 
people’s socio-economic situation is related to their skills , knowledge and organi-
sational ability (e.g. to arrange work and help). It will become apparent below that 
these abilities have improved markedly in recent times, so that the conditions for 
social participation  are being met to an ever-increasing extent. Second, money can 
resolve diffi culties in people’s lives. People with suffi cient fi nancial resources  are 
for example able to call on private help if they experience health  problems  (see De 
Klerk and Schellingerhout 2006). Thirdly, any shortfalls in this area are virtually 
 impossible to make up in later life (e.g. illiteracy  or an inadequate pension  build-up).

Education  level and skills 
The education level  of the population aged 55 years and older is rising steadily. The 
proportion of older men who had enjoyed only primary education  fell for example 
from 49% to 17% between 1981 and 2003. The fall among women was equally 
substantial, from 66% to 29%. Thanks to this trend, the discrepancy in education 
level between the elderly and the remaining adult population has shrunk. Moreover, 
the education level of the older generation  will continue to rise in the future. One 
effect of a rising education level can be seen in the participation in employment : the 
better educated more often perform paid work  and continue to do so for longer than 
those with a low education level .

Many elderly persons, despite having a low education level , have over the years 
developed suffi cient knowledge and skills  to enable them to survive in our ‘modern’ 
society. Yet there is also a group who are not well equipped. In 1996 it was calculated 
that 20% of indigenous 50-74 year-olds had a low level of literacy . This means that 
these older persons have great problems in understanding texts and performing 
everyday arithmetical tasks. A proportion of this group are completely illiterate. 
A cautious estimate suggests that, translated into 2004 population fi gures, there are 
approximately 800,000 older indigenous persons (50-74 year-olds) who qualify as 
having a low literacy level. The increase in the education level of older persons means 
that this percentage has probably reduced since; nonetheless, it will still be a large 
group, especially as the over-75s have been left out of consideration.

Lack of knowledge and skills  manifests itself in all kinds of areas. Despite the 
rapid increase in computer ownership by older persons, many (especially the very 
oldest) are still unable to use a pc  and the internet  and therefore have no access 
to information provided by these channels. The over-75s, in particular, also face 
problems in other areas: 30% do not know how to withdraw money from a cash 
machine and 66% do not know how to buy a train or bus ticket from an automatic 
vending machine. A sizeable group of older persons are unable to pay bills via giro or 
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bank accounts or to fi ll in forms. This applies to 16% of the over-75s (approximately 
140,000 persons living independently ).

Under the new Social Support Act (Wmo, Wet maatschappelijke ondersteuning), from 
1 January 2007 local authorities will be responsible for the provision of informa-
tion to the public. Elderly persons who do not know how to fi ll in forms or who are 
unable to pay bills themselves, and those who are without an internet  connection, 
may be vulnerable  because they are dependent for information, advice and support  
on their children , people in their immediate vicinity, informal care  providers and 
the welfare network . This need for support is also one of the fi ndings in the study 
by De Klerk and Schellingerhout (2006), which shows that a third of elderly persons 
with long-term disabilities do not know where to go for help. The limited level of 
literacy  and (digital) skills  of a large group of elderly persons is a point for concern 
that cannot be brushed aside. It is however possible to support these elderly persons 
in arranging all kinds of things. Senior citizens’ advisors are an example (see also De 
Klerk 2001).

Income
Financially, the older generation  has made more progress than other population 
groups. Between 1994 and 2000 the income of older persons grew slightly faster 
than that of younger adults. In the subsequent economic slump the income of the 
over-65s continued to increase, while that of those aged under 55 actually fell; the 
average income of 55-64 year-olds remained roughly unchanged. The recession has 
had less impact on the income of the over-65s than that of the under-55s. Although 
the purchasing power  forecasts up to and including 2006 contain a fair number of 
uncertainties, they appear relatively positive for the over-65s.

 The improvement in the fi nancial position of the elderly is due among other 
things to tax measures: the (supplementary) older person’s tax credits mean they 
pay less tax than in the past; improved supplementary pensions  have also had an 
 observable positive effect. The reports on the socio-economic development of the 
elderly are thus positive. Whereas in the past the elderly (and especially the over-75s) 
were overrepresented among the poor, the opposite is now the case. In 1994, for 
example, 30% of households with a head aged 75 years or older were poor compared 
with 15% in the population as a whole. In 2003 the corresponding percentages were 
7% for the over-75s and 9% for the total population aged over 35.

Despite these improvements, there are groups which lag behind fi nancially. 104,000 
households (119,000 persons) aged over 65 years can be described as poor. These are 
mainly elderly persons who have not built up any (or an adequate) pension  or who are 
forced to live only from the state old-age pension. They no longer have  opportunities 
to improve their income and are generally forced to live on a low income for a 
prolonged period. Government policy  on the elderly recognises that this group 
requires permanent support  (tk 2004/2005b). Financial measures such as the older 
person’s tax credit  need to be kept in force for this group.
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In 2003 it was mainly people just about to go on to the state retirement  pension  
– 55-64 year-olds – who were relatively frequently poor. 116,000 households (153,000 
persons) were affected in this way. They were often in receipt of disability or social 
assistance  benefi t, having arrived in this situation due to health  problems  or being 
forced to leave the employment  process in some other detrimental way. The shift in 
poverty from older to younger age groups begs the question of whether the emphasis 
in combating poverty ought to be refocused on the younger elderly (see also scp/cbs 
2005).

11.3 Health and take-up of care

In the traditional ‘life course ‘ approach, growing older is regarded as an unavoid-
able process of decay which is accompanied by a gradual deterioration in health  and 
increased dependency. As far as can be ascertained from cross-sectional research, 
this picture appears accurate. In 2003, for example, two-thirds of the over-75s 
suffered from a chronic physical illness, compared with around half of 55-64 a year-
olds. The number of illnesses also increases with age: a third of those aged over 75 
developed comorbidity , meaning that they had two or more illnesses. The proportion 
of elderly persons with comorbidity increased between 1997 and 2003. This increase 
was partly due to improved diagnosis by GPs (e.g. in the case of diabetes), but is also 
connected with changed lifestyle  (in the case of obesity), improved disease manage-
ment (allowing people to live longer) and increased knowledge and willingness to 
seek help on the part of the population.

As age advances, psychological disorders  also become more common. In 1992/93, 
for example, 19% of 75-85 year-olds reported a cognitive disorder compared with 
3% of 55-64 year-olds. Almost one in fi ve 75-85 year-olds suffered from a depressive 
disorder. Older women are confronted with depression  or anxiety  disorders more 
often than men. Comorbidity is common, for example in the form of a combination 
of depression and anxiety disorders. The percentage of 55-64 year-olds with psycho-
logical disorders increased between 1992/93 and 2002/03. Unfortunately, no trend 
data are available on the prevalence of psychological disorders in the over-65s.

Finally, physical disabilities also show a strong correlation with age: 3% of 55-
64 year-olds suffer from severe physical disabilities, but this rises to almost 60% 
among the over-85s. More and more over-75s suffer from moderate or severe physical 
impairments in relation to their personal care (an increase from 25% in 1991 to 38% 
in 2003). In 2003 more than one in ten people aged over 55 – more than 400,000 
individuals – had severe physical disabilities; a quarter of them were living in an 
institution.

An important conclusion from cross-sectional research is that a vulnerable  health  
status , which for the elderly manifests itself for example in severe physical or 
psychological impairments or comorbidity , becomes more common with increasing 
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age longitudinal research (see § 11.5) also shows that the medical history of the 
elderly is much more dynamic than suggested by the idea of the ‘arc of life’ (‘old age 
comes with infi rmity’). For example, disabilities may be temporary in nature and 
pass, while people can also recover from depression . A decline in cognitive function  
(dementia ) is almost always irreversible, however.

Some of the vulnerability  that arises due to health  problems  can be offset by 
interventions  from care professionals. The fi rst group of interventions are aimed at 
achieving health gains  for older persons. This is the purpose of primary prevention , 
i.e. activities  intended to prevent the onset of disorders. Examples include promoting 
a healthy lifestyle  by taking suffi cient physical exercise  and stopping smoking , but 
also include reducing the number of falls  and preventing depression . The starting 
point is that a healthy lifestyle can produce major health benefi ts for older people 
as well, though sadly little is yet known about the most effective ways of improving 
lifestyle.

A second group of interventions  comprises medical care  for older persons with 
health  complaints. In comparison with younger adults, for example, the elderly often 
call on the services of a gp  or specialist , are frequently admitted to hospital  and 
often take prescribed medicines . The literature reveals that their medical treatment 
is not ideal, however; they are sometimes under-treated and sometimes receive 
treatments that are not suitable for elderly patients (see also Gezondheidsraad 
2005). The way in which medical care is currently organised is moreover not geared 
to the complex problems of comorbidity  which affect many elderly people. There is 
insuffi cient communication and collaboration between the various care providers, 
and there is a need for coordination, for example in relation to the prescription 
of medication; many elderly persons take several medicines daily, often for long 
periods. This ‘polypharmacy ‘ is usually the result of the simultaneous occurrence 
of several illnesses. Interaction between the different medications can have adverse 
consequences, both for the patient’s health and for the effi cacy of the therapy. There 
is room for improvement in the number of areas (see also igz 2004); it is recom-
mended that the medicine use  by elderly patients being regularly evaluated in order 
to optimise the prescribed medication. The gp or home care  staff can act as an ‘early 
warning system’ here.

A third form of intervention is the provision of care at home . In 2003 almost half 
of all elderly persons with severe physical disabilities received nursing and care from 
the home care  services (16% of all over-55s), while a quarter received informal help  
(8% of all over-55s). Under the new Social Support Act (Wmo) which comes into 
effect in January 2007, the starting point is individual responsibility: older persons are 
expected fi rst to resolve their own problems, possibly with the help of family , friends 
or volunteers , who can subsequently call on professional support  services. Many 
elderly persons and their close relatives are in fact already acting in accordance with 
the Wmo; but there is also a group who, despite having severe physical disabilities, 
receive no form of help whatsoever, either informal help or professional help  from 
the home care services (100,000 elderly households in 2003). The reasons for this 
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lack of support are unknown and are probably partly related to things such as lack 
of familiarity with provisions , but also to personal characteristics (such as wishing 
to live as independently as possible). The Social and Cultural Planning Offi ce (SCP) is 
currently carrying out a study on the non-take-up of care provisions  by elderly persons 
who require help (see also De Klerk and Schellingerhout 2006).

Where physical and psychological problems accumulate and support  at home 
is insuffi cient, the fourth type of intervention comes into view for some elderly 
persons: admission to a nursing or care home. This residential variant can be seen 
as the most extreme form of disengagement: the lives of the residents largely unfold 
in the institution. Living in a care or nursing home  also leads to greatly reduced 
autonomy . It is apparent from this Report that residents, who are already vulnerable  
due to their (ill-)health , have little say over the day-to-day routine in their lives, but 
are compelled to follow the fi xed routine of the institution. For example, one in fi ve 
residents of somatic nursing homes are not given help with toilet visits  or personal 
cleaning when they ask for it, but at fi xed times set by the care professionals. The 
‘toilet rounds’ have thus not yet been banished to history. It is recommended that 
care institutions  invest in increasing the autonomy of residents. Meeting the wishes 
of elderly persons is easier to achieve in small-scale sheltered residential forms than 
in large-scale institutions (rmo 2004).

11.4 Social participation

The present government  attaches great importance to increasing the social contribu-
tion made to the community by the elderly. ‘A longer life must also mean a longer 
active life, both in paid employment  and voluntary work  (…)’, states the govern-
ment policy  document on the elderly (Nota ouderenbeleid) (vws 2005a). This Report 
shows that many elderly persons are currently already socially active, confi rming the 
activity theory. In 2005, 40% of 55-64 year-olds were performing paid work . A third 
of 50-69 year-olds have taken part in collective actions; 45% are involved in voluntary 
work (especially the church, sport  or providing care); 40% provide informal care  to 
sick people; and a quarter offer help to grandchildren.

The employment rate  of older persons has increased considerably over a period of 12 
years. Since 1992 the proportion of working people among 55-59 year-olds has risen 
by 17 percentage points to 55%, and among the 60-64 year-olds by seven percentage 
points to 18%. Even during the economic downturn between 2002 and 2004, the 
employment rate  of older workers  increased (which was not the case for younger 
adults). Participation in qualifying education  courses  aimed at providing basic skills  
or at a particular occupation also increased. These were mainly company training  
courses, which were followed by working older persons. Interest in training of this 
type has traditionally been low, though has been rising in recent years, going up 
among working 55-64 year-olds from 13% in 1983 to 20% in 2003. Also striking is the 
fact that older workers have been catching up with younger adults as regards their 
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participation rate. Evidently employers are fi nding it more and more worthwhile to 
invest in older workers.
The increase in the employment rate  is partly due to the fact that people are contin-
uing to work for longer. Between 1993 and 2004, the average age at which men left 
the employment  process rose from 61 to 62 years. Women relatively often leave at 
the age of 62 (in 2004). The increase in the employment rate and later exit  from the 
labour market mean that older Dutch workers  are catching up internationally. At 
European level the Dutch government  has agreed to raise the employment rate of
55-64 year-olds to 45% by 2010 (the ‘Lisbon objective’). In 2005 the net participa-
tion rate of 55-64 year-olds was 40%, making the government target for 2010 appear 
attainable.

At the same time, this picture of increased labour market participation requires 
some qualifi cation. In the fi rst place, performing paid work  is not possible for every 
older person: healthy older persons do so more often than unhealthy older persons. 
The net participation rate of healthy older workers  increased sharply between 1992 
and 2004, while among their unhealthy peers it remained virtually static. Secondly, 
the participation rate of low-educated women remains low; at age 55, 31% of women 
with a low education level  are in paid employment  compared with 67% of highly 
educated  women. These fi ndings call for increased government  efforts to raise the 
participation rate of low-educated older women and older persons in poor health , for 
example by targeting employment  placement services at these groups.

An increase in the employment rate  not only has advantages. If older persons are 
unable or only partially able to perform paid work  due to their physical condition, 
they are likely to end up on disability or social assistance  benefi t, possibly pushing 
them into poverty (see § 11.2). In the past they were able to fall back on early retire-
ment /pre-pension  benefi ts, which generally produced a much higher income, but 
these schemes have been amended in recent years. This shift in the way people leave 
the employment  process explains the relatively high percentage of poor people 
among the younger elderly (aged under 65 years).

The increased employment rate  also has consequences for the other activities  
that older persons are able to perform. This Report shows once again that they have 
become more and more important in unpaid work  in recent years. Between 1980 
and 2000, for example, the time spent on informal care  by the over-65s increased. 
Although the relationship between time spent in employment  and voluntary work  is 
not a one-to-one relationship, it has been established that providing informal care 
or performing voluntary work is to some extent squeezed out by a further increase 
in the employment rate (see chapter 4). This will need to be taken into account 
when introducing the Social Support Act (Wmo), which presumes a high degree of 
voluntary work by the public.

There are also some fi ndings which point in the direction of the disengagement 
theory. A proportion of elderly persons in poor health  do not succeed in remaining 
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active in society. Not only do they less often take part in paid work , but they are also 
less often active in sport . In addition, they spend relatively more hours per week 
watching television and on personal care, but less on reading  and maintaining social 
contacts . These fi ndings suggest a passive activity pattern among elderly persons 
with a moderate or poor physical condition.

11.5 More diversity in life course 

Life course  is an essential concept in government  policy  on the elderly (vws 2005a). 
People’s individual life courses  are running less and less according to fi xed patterns. 
Whereas in the past there was one central activity in each phase of life , such as paid 
employment  or household activities , today all manner of activities are combined 
or interchanged in each phase. The standard of life course  has been replaced by 
growing diversity of life courses. The main fi ndings of longitudinal research from 
the Report on the Elderly are summarised briefl y below.

Changes in health , partner status  and residential form 
Half the elderly persons (58-88 year-olds) who did not have any chronic disorders 
at the start of the study developed a new chronic illness. Of those who already had 
an illness, a third developed another one. One in ten experienced cognitive decline 
and 14% developed depression . If elderly persons undergo two transitions  within 
the space of six years, this is relatively often a combination of the onset of a chronic 
illness and physical disabilities. Yet this is not always an irreversible process: 
disabilities can pass. Thus a fi fth of the elderly persons who reported physical disa-
bilities in 1995 saw an improvement in their physical situation over the subsequent 
six years which was so great that the physical disabilities had completely or all but 
disappeared. Recovery such as this occurs after knee or hip replacement surgery, for 
example, followed by a period of rehabilitation .

The very oldest are extra susceptible to unfavourable transitions  in their life 
course . This is because they are relatively frequently confronted with illnesses, but 
also because the onset of illness is often not an isolated event. Once they have a 
chronic illness, there is a greater chance that they will also have physical disabilities 
six years later. They are also at increased risk of developing other health  problems  
such as depression . Some also undergo life events  not related to health, such as 
the loss of a partner  or moving home . If the total number of health transitions 
and changes in residential and household form are added together, it is found that 
14% of 75-88 year-olds undergo three or more transitions in the space of six years 
compared with 8% of 58-64 year-olds.

Ageing thus entails many events. Government policy  would do well to focus on the 
one hand on preventing an accumulation of health  problems  where possible, and on 
the other on offering help to elderly persons who are already confronted with several 
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life events . The very oldest are an obvious risk group, because they have a reasonable 
chance of being socially or economically vulnerable  as well.

Changes in fi nancial position
The fi nancial consequences of ending work depend greatly on the way in which older 
persons leave the employment  process. Those who took early retirement  in 2002 saw 
their incomes fall by an average of 15%. Those who became unemployed or incapaci-
tated for work in that same year saw a greater average reduction in their income, of 
22%. People who took early retirement  also had a higher income than older persons 
who ended up on benefi t.

Reaching the age of 65 is also accompanied by all manner of income changes . 
From that age people receive state old-age pension  and usually a supplementary 
pension  as well. The proportion with a supplementary pension  increased from 79% 
in 1994 to 85% in 2003. Whether people who reach the age of 65 see their incomes 
fall or rise is in turn determined by their starting position. People who reached the 
age of 65 in 2002 and received a pre-pension  benefi t saw the smallest income fall 
on average (3%). People who had been in receipt of social assistance  benefi t prior to 
reaching the age of 65 actually saw their fi nancial position improve after that age, 
with an average increase in their disposable income  of 15%.

The death  of a partner generally leads to a reduction in the disposable income  of 
the survivor. For women, the reduction is relatively large because their husband’s 
retirement  pension  is converted into a lower surviving dependant’s pension. For 
men, the retirement pension generally remains intact because they have generally 
built up a pension entitlement. As a result, the average fall in total household income  
is lower for them (12%) than for women (20%). However, if allowance is made for the 
fact that people living alone  need less income to make ends meet than couples, the 
‘equivalent income’ is found not to fall but to increase, by 15% for men and 6% for 
women.

All in all, we can conclude that a reduction in income becomes relevant mainly when 
people leave the labour market. If they do so via a pre-pension  or early retirement  
scheme, they retain a relatively high income and this event is moreover often known 
about in advance, so that they can plan for their drop in income. This does not apply 
to the group of 55-64 year-olds who are forced to leave the employment  process in an 
unfavourable and often unexpected way as the result of unemployment  or incapacity 
for work . For these people, the drop in income is relatively large at 22%. In addition, 
their chances of fi nding a new job are small, which means they are forced to survive 
on a low income often for a long period. It is only when they reach the age of 65 that 
their fi nancial position improves.

Changes in social participation 
The social participation  of the elderly in the form of membership of associations or 
administrative networks  is highest among the men, people aged under 65 and the 
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better educated. Of those who were already active in the fi rst year of the study, the 
majority of the younger and better-educated remained active during the course of six 
years, but almost all the over-75s ended their active participation in associations. Of 
those who were not yet working for voluntary organisations  at the start of the study, 
it was mainly the younger elderly and the better-educated who became active. These 
are mainly older persons who had stopped working and had time for new activities . 
The anticipated increase in education levels is likely to mean that active participation 
in organisations will also continue to increase.

Older volunteers  are extremely dedicated to their organisation; changes in health , 
partner status  or residential situation  do not cause them to end their work, unless 
they are of very advanced age. This commitment is also evident from other research: 
two out of fi ve volunteers have been associated with the same (often ideological) 
organisation for between fi ve and ten years (Devilée 2005). From 2007 (with the 
introduction of the Social Support Act), government  is placing the responsibility for 
valuing and supporting volunteers with local authorities. The dedication of older 
volunteers demonstrates that people should preferably begin performing voluntary 
work  at a young page. In addition, the efforts of local authorities need to be targeted 
on activating older women and those with a low education level .

The onset of health  problems  that have consequences for other aspects of the social 
lives of the elderly. For example, permanent physical disabilities cause them to end 
their sporting activity. If government  programmes on sport  and exercise  are to 
succeed, therefore, a wide variety of opportunities will have to be developed which 
are more ‘elderly friendly’ than existing sports academies and clubs. An example 
is the ‘More exercise for the elderly’ (MbvO, Meer bewegen voor ouderen) programme, 
which takes into account their specifi c needs. The group who already have health 
problems deserve special attention; this is precisely the group which can derive 
health benefi ts from more exercise.

Compared with younger elderly persons, the over-75s experience negative social 
consequences as a result of ageing . They relatively frequently end their recreational 
activities  such as shopping, visiting restaurants, visiting sports contests, going 
to the park or the zoo. The onset of health  problems  does not explain the ending 
of these activities. One possible explanation may lie in the disengagement theory, 
according to which the very oldest age group wish to lead a peaceful life. This inter-
pretation also fi ts in with the expectations of a proportion of the over-65s with 
regard to their leisure time use; they foresee a ‘passifi cation’ of their activity pattern. 
They suspect that they will devote less time to voluntary work , going out , following 
courses  and surfi ng the internet , and more time watching TV, listening to music and 
reading .

The very oldest age group also face a shrinking network : the network size reduces 
over the course of six years from 25 to 15 people. This fi nding is probably related to 
the deaths of relatives and friends, but may also have other causes. The very oldest 
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are a target group for policy  if they are unable to call on the support  of others when 
needed, or if they are in social isolation  due to a lack of contacts. It is not the size of 
the network that is important, but having good, close contacts with people in their 
immediate environment (De Boer et al. 2005; Dykstra and De Jong-Gierveld 1999). If 
this condition is met, there is a strong chance that they will receive help from their 
– albeit small – social network and that loneliness can be avoided.

11.6 A few conclusions

Section 11.1 presents two views of ageing  and old age. The fi rst view paints a sombre 
picture: growing older equates to a gradual decline in active participation in society 
and going in search of a modicum of rest (the disengagement model). The second, 
optimistic view depicts an elderly population who spend their time as actively as 
possible (the activities  model). Given the main objective of the government  policy  
on the elderly – promoting social participation  – the policy is based mainly on the 
 activities theory (vws 2005a). Yet it also contains traces of the disengagement theory.

There are indications that argue in favour of the activities  theory: older persons 
retain old roles until an advanced age and take on new roles. For example, the 
employment rate  of the younger elderly has increased considerably; older persons 
now work an average of two years longer than in the early 1990s. There is also a 
growing group who are active in voluntary work  or providing informal care . Between 
1980 and 2000 people aged over 65 devoted more and more time to this, and well-
educated  men below the age of 65 in particular took up voluntary work. To some 
extent their active involvement in organisations replaces their participation in paid 
employment . The fact that the onset of health  problems  does not contribute to a 
decline in participation shows that older persons are very dedicated to the organisa-
tions for which they work as volunteers .

The circumstances which are conditions for growing social participation  have 
improved. Healthy life expectancy  has increased: the people aged 65 can on average 
expect more than 12 years without physical disabilities. The socio-economic  position 
of the older generation  is also improving; their education level  continues to rise 
and the trend in their disposable income  is also fairly positive. More and more 
elderly people have supplementary pensions , while the moments at which their lives 
changed radically, for example reaching the age of 65 or losing a partner, generally 
do not lead to major income changes , with the exception of stopping work .

Three groups have emerged in this Report on the Elderly who have been observed to 
withdraw from society in later life. The fi rst group consists of elderly persons whose 
time use is or looks set to be saturated. This group probably do not need more 
activities , want to distance themselves from social life and gradually reduce their 
social roles. A considerable proportion of the over-65s, for example, respond to the 
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question as to what they would like to do in future by saying that they are looking 
forward to a peaceful life (‘I’m happy with my life the way it has been’).

The second group of elderly persons reduce their social participation  not through 
choice but through necessity. This may be due to health  problems  or other major life 
events . For example, elderly persons with a poor physical condition are less often in 
paid work , devote more time to activities  within the home and cease sporting activi-
ties more frequently than their peers who are in better health. Active participation in 
social life is no longer an option for these elderly persons. Support can however help 
them to live a ‘pleasantly fi lled’ old age despite these limitations (Schnabel 2006).

The third group, the very oldest, are the least involved in social activities . Despite 
their active participation earlier in their life course , they reach a clear threshold 
at the age of 75. From that age onwards, many older persons cease voluntary work  
and recreational activity, and the instrumental and emotional support  they provide 
also reduces. The reduction in informal help  may be associated both with their own 
health  problems  and with a shrinking network , which means that there are fewer 
people to whom they can offer help. The reduced participation in voluntary work 
after the age of 75 may be the result of a conscious decision, but may also be due to 
the age limits still applied by some organisations, especially for management roles 
(Wiggers 2003).

This Report shows once again that the elderly are a heterogeneous category. Between 
the two opposing views of ageing  lies a whole range of possible ways of being 
‘elderly’. The circumstances in which elderly persons live, and of the major life events  
they go through, determine their opportunities and limitations. Some of them 
remain socially active and free from deterioration in health  until a very advanced 
age; others are confronted with the loss of a partner  and social contacts ; yet others 
are happy to be able to distance themselves from the world around them. This ‘with-
drawal’ can incidentally also be temporary, once those concerned take the time to 
refl ect on their situation.

The lower age limit used in this Report is 55 years. It is debatable whether the 
government  policy  on the elderly ought to encompass such a broadly defi ned age 
group. Many older persons remain vital for a very long time and have  suffi cient 
resources  available to protect them against setbacks. In many respects, they 
differ little from younger adults. The fi ndings in this Report therefore appear to 
point more in the direction of a differentiated than a generic policy on the elderly . 
Although there is more and more awareness of the differences between older 
persons, it is diffi cult to make proper allowance for these differences. Information 
on the heterogeneity and diversity of life courses  is essential for the further develop-
ment of policy on the elderly.

In the most recent policy  document on the elderly (vws 2005a), support  for 
vulnerable  elderly persons occupies a central role. The Report on the Elderly 2006 offers 
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many starting points for recognising the vulnerable groups. Vulnerability can be 
caused both by a heavy burden and a low capacity to bear it (see also De Klerk 2004). 
Sections 11.2 to 11.5 inclusive are examples of a heavy burden, such as severe physical 
disabilities, psychological problems, comorbidity  and experiencing several major 
life events  within a short space of time. Examples of factors that give rise to a low 
capacity are having an income below the poverty line , a complete or almost complete 
inability to read and write and limited digital skills . In addition, there are certain 
categories of elderly persons who require extra attention because they play virtually 
no part in society despite wishing to do so. Examples include older persons whose 
growing health  problems  force them to abandon support, or older persons with a 
very small network  who consequently end up in social isolation  and are not readily 
able to call on informal help .

Apart from support  for vulnerable  groups, the policy  also needs to be focused 
preventing the development of vulnerability  during people’s life course . Examples 
include preventive measures in the area of health , guaranteeing a minimum income 
and alleviating the consequences of a combination of several radical life events  (such 
as loss of a partner  and/or the onset of health problems ). To the extent that an age-
specifi c policy for the elderly is desirable, it could best focus on the over-75s, above 
which age the risk of vulnerability and a forced reduction in social participation  is 
greatest. This does not however alter the fact that there are also a great many people 
with a heavy burden and low capacity who remain active until a very advanced age.
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