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SUMMARY OF RESULTS

Work Package I: Health and Morbidity by Age and Socio-Economic Characteristics
Research Team

· Richard Layte, Anne Nolan and Brian Nolan of the Economic and Social Research Institute

· Tom Van Ourti, Department of Economics, Faculty of Applied Economics, University of Antwerp, Belgium and Department of Health Policy and Management, Erasmus University Medical Centre, Rotterdam, The Netherlands.

Introduction
Expenditure on medical treatment has tended to rise as a proportion of national income throughout the European Union. A particular concern is that, with an ageing population, the pressures on health expenditure will increase further. The aim of this particular work package is to describe and model health and morbidity, and the associated use of health services, by age and socio-economic characteristics, across the EU. While many studies find that time to death, rather than age, is more important in determining health care costs, due to the nature of our data we concentrate on the effect of age on both health status and health services utilisation.

Data and Research Methods
Using longitudinal micro-data from the European Community Household Panel (ECHP), we estimate multivariate models of health status and health services utilisation for each of the EU-15 member states. We use two indicators of health status, namely, self-assessed health status and the incidence of chronic illness, and two indicators of health services utilisation, namely, annual GP visits and annual in-patient hospital nights. As age is highly correlated with health status and socio-economic characteristics such as employment status, marital status and income for example, we also control for socio-economic characteristics (and health status where applicable) in our models, in an attempt to isolate a ‘true’ ageing effect on both health status and health services utilisation. In addition to estimating cross-sectional models based on the 1995 and 2000 data, we also take advantage of the fact that the ECHP repeatedly samples the same individuals through time and estimate panel models (in an attempt to distinguish between ageing and cohort effects).

Results
Controlling for socio-economic characteristics (and health status where applicable) removes much of the variation in health status, and health services utilisation, typically attributed to age. After controlling for socio-economic characteristics (and health status where appropriate), there seems to be a stronger and more significant relationship between age and health status, than between age and health services utilisation (and in turn, a more significant relationship between age and GP visits than between age and hospital nights). At each age group, females tend to have worse health status, and a higher number of GP visits and hospital nights than males. The relationships between age and health status, and age and utilisation, seem to be more marked for the countries of Southern Europe. The panel utilisation models yielded results that were higher for each group than the cross-sectional results, and that were more variable at older ages. 

Discussion 
While the panel results suggested that separating the ageing from the cohort effect is important, the extent to which a relatively short panel (in this case, seven years) can distinguish between age and cohort effects is limited. In addition, the comparison of the results may be sensitive to model specification in that i) the cross-sectional results use count data methods whereas the panel models use simple OLS and ii) the data are not corrected for potential bias due to attrition. This research highlights that while there is a similar pattern of worsening health status and increasing health services utilisation as age increases, much of this variation is removed when we account for differences in socio-economic characteristics (and health status where applicable). This concurs with previous research arguing that it is time to death rather than ageing per se that plays a large part in determining health care expenditures. A further lesson from this research is that the age-health and age-utilisation relationships may also be affected by the particular cultural and institutional factors of the country in question, e.g. gate-keeping role for GPs, extent of eligibility for free care, etc.
Work Package II: Health and Morbidity in the Accession Countries
Research Team
· IE-BAS (Bulgaria: Rossitsa Rangelova, Svetozar Zlatanov, Tsvetomira Tsenova)

· UniTartu (Estonia: Raul Kiivet, Liis Rooväli)
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Introduction
The overall objective of the work package is to analyse the prevalence of good and poor health and the use of medical services by people in good and poor health in the selected accession countries. The analysis depicts whether and to what extent the aging process has an impact on the health status of the population, medical services utilization and costs of the health care system. Findings of the analysis will be further used in the WP IX, which includes modeling the impact of ageing on health care system expenditures. Specific objectives of the work package include:


· An analysis of the prevalence of good and poor health (based on epidemiological and survey data) and the use of medical services by people in good and poor health at different ages in the accession countries.

· An exploration of the reliability of such projections based on an analysis of application of logit models to underlying survey data. 

· Where possible an identification of time trends in the factors modelling prevalence of good and poor health.

· A comparison between measures of hospital utilisation based on household surveys and those derived from hospital bed data.

Data and Research Methods
Research methods include an analysis of documents (reports, legal regulations) describing the health care system in each country, analysis of basic statistics (descriptive, cross-sectional) and simple econometric model (logit analysis). The analysis has been standardised (in terms of methods and reference categories) between countries so that the results are comparable. Data for the analysis include: demographic indicators, epidemiological indicators, survey data on health status, medical services utilisation and social and economic categories. Deliverables of the research include country reports from each of the participants and comparative report.   


Results

Results of reports concentrate on several aspects: i) changes in the demographic structure of the population, ii) changes in the health status as reported in epidemiological data and compared to the survey results followed by time trends analysis and iii) factors behind good and poor health status and utilisation of primary, secondary and tertiary care medical services. Hypotheses of large influence of changes in demographic structure of the population in these countries and changes in health status related to ageing process on health care expenditure are tested. Results indicate that:

· All countries analysed are in the process of a second demographic transformation, which means an increasing share of the elderly in the total population in the coming decades. The process is rapid, with very low fertility rates (1.1% in Poland and Bulgaria) and increasing life expectancy in most of the countries.
· In Poland and Slovakia, the health status of the population is improving. Life expectancy and infant mortality are significantly decreasing, but mortality in cardiovascular diseases, infectious diseases and external causes of deaths has been decreasing. It is still significantly below the EU-15 level. In Hungary the tendency is not yet marked. In Bulgaria and Estonia deterioration of health status is observable, also due to HIV/AIDS.
· Due to the accelerated aging process, it is expected that health status will be determined in the near future by illnesses and disabilities related to old age; also chronic diseases will occur more frequently among the elderly.
· Health services utilisation is strongly related to declared health status and later on, to age, but these relationships are not as strong as anticipated. The next strongest correlation found was between services utilisation (holding other variables constant) and income, education, employment (all countries) and place of residence (Poland), since access to medical services is not equal between urban and rural areas.

These results indicate that health status is the most influential factor of services utilisation and system expenditure. Thus, if ageing process will lead to decrease in health status of the elderly, increase in health expenditure is possible. However, if living longer is related to compression of time spent in disability or poor health status, the effect on expenditure will not be as significant. 

Discussion of the Policy Implications in an EU Context

Despite improvements in the health status – which are more visible in Slovakia and Poland, but more slowly in Hungary – differences between EU-15 and the new member states are still significant. Simultaneously in the Baltic countries, represented in this research by Estonia, and in the Balkan countries (Bulgaria), one can observe stagnation and – in some diseases, even deterioration – of the health status. In Estonia, the threat is coming from an increased risk of HIV/AIDS infections. These results imply that activities in public health are needed in order to solve health problems of societies. In the countries of Central Europe, activities in promotion of health and a healthy style of living (non-smoking, moderate food and alcohol consumption accompanied by changing habits of alcohol consumption) and prevention of these lifestyle diseases should be broadened. In other countries resources should be directed towards prevention of infectious diseases, including HIV/AIDS. The process of rapid ageing of the societies draws attention to expenditure for prevention of disabilities related to chronic diseases, solving problems of long-term and palliative care. This implies increasing expenditures for public health that are very low in these countries (generally the level of health care funding is low). Assistance on the EU site could include setting priorities for public health programmes, e.g. in the framework of the Open Method of Coordination, building better information services and an analytical framework for epidemiological research. An important factor in poorer countries, which often face allocations problems, is to increase spending to the most effective programmes. For the purpose of identifying the efficiency and effectiveness of programmes, systematic evaluation of the programmes and benchmarking could be used.

Work Package III: Incidence of Poor Health and Long-Term Care. Health Transitions in Europe: Results from the European Community Household Panel Survey and Institutional Data
Research Team

· Andrew Bebbington, Personal Social Services Research Unit, University of Kent

· Judith Shapiro, Personal Social Services Research Unit, University of Kent

The main output of this work package was intended to be the estimation, based on the European Community Household Panel (ECHP) full dataset, of annual probabilities of transition between health states, including two states regarded as absorbing: permanent institutionalisation and death. The purpose of this work is to serve as a building-block for estimating healthy life expectancy and forecasting the future health expenditure needs of populations. The report breaks new ground in providing comparative information on rates of long-stay entry to permanent health care institutions for people over 65.

Two definitions of health state were used for this purpose: self-assessed health and a chronic hampering health condition. Following an initial assessment of the ECHP, undocumented problems regarding the reporting of death and institutionalisation resulted in a change of strategy. This involved post-stratification to adjust for mortality, and obtaining information about rates of institutionalisation from alternative sources, both on a country-by-country basis for those countries for which information was available. However, this was not practicable for all countries participating in the ECHP.

Full results are provided for Belgium, the UK, Ireland, Italy and partial results for Germany, Denmark, the Netherlands, Greece, Portugal, Finland. These results consist of the estimated annual probabilities of transition between health states, including death, for adults living in private households, and, for people over 65, the estimated annual probabilities of first-time admission from the community to a long-stay resident of a health-care institution. The results are presented in the form of probit equations, which enable estimates to be prepared by age and gender.

The report discusses in some detail the practical problems associated with such estimates, in particular i) sample attrition from the ECHP particularly as it relates to health status; ii) post-stratification with adjustment for institutionalisation as a method of correcting for under-reporting of mortality in a community sample; and iii) the availability of data on institutionalisation across Europe, different types of data resources and problems of comparability. 
� Project financed under the Quality of Life Programme of the EC Sixth Research Framework Programme.
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