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1 Background'

Within less than one hundred years during the @ghtury, theransition
countries of Euroffe— as they are labelled today — experienced two rhadica
social transformations. The communist take-over Wl first which
reached them at various points of time between E71949. The period
of communism lasted about 70 years for the firsiimer-republics of the
Soviet Uniof and about 40-50 years in other transition coustrigne
second, more recent, turbulence happened as assjrpimost the same
years, around 1989-1991. The totalitarian regimefagsed in a split
second of human history. Their surviving peoples)gained political
independence and were staggered to witness ardesadtic though painful
exercise: establishing new, democratic institutiamsl transforming the
command economies into market economies.

From a global perspective it is certainly justified identify these
countries as a distinct group. They formed a codatdd ideological,
political, economic and (partly) military systensolated from thefree
capitalist Europeby theiron curtain’. But beyond the curtain, despite all
efforts for homogenisation, the extremely diverbmatic and geographical
conditions, deep historical roots, complex cultunesmerous languages,
ethnicities, religions, a wide range of local prees in production,
distribution, consumption, teaching and heeling. dtave all left their
imprints, now openly and widely perceptible, also demographic

! This research was supported by the UN Populatiuisibn. An earlier version of the present paper
has been published in the Proceedings of the Umisibns Expert Group Meeting on Social and
Economic Implications of Changing Population Ageu&ures, Mexico City, 31 August-2 September
2005, pp221-251.
http://www.un.org/esa/population/meetings/ProcegsliiEGM_Mex_2005/darozci.pic!)

2 The group of transition countries of Europe inesidhe following states (in alphabetical order):

Country 1SO2 Country 1ISO2

1 Albania AL 15 Lithuania LT

2 Armenia AM 16 Poland PL

3 Azerbaijan AZ 17 Republic of Moldova MD

4 Belarus BY 18 Romania RO

5 Bosnia and Herzegovina BA 19 Russian Federation U R

6 Bulgaria BG 20 Serbia and Montenegro YU

7 Croatia HR 21 Slovakia SK

8 Czech Republic CZ 22 Slovenia Sl

9 Estonia EE 23 Tajikistan TJ
10 Georgia GE 24 The former Yugoslav Republic otbtionia MK
11 Hungary HU 25 Turkmenistan ™
12 Kazakhstan KZ 26 Ukraine UA
13  Kyrgyzstan KG 27 Uzbekistan uz
14 Latvia LV

® The Soviet Union was established in 1922, firstaafederation of Soviet Russia, Soviet
Ukraine, Soviet Belarus, and the Soviet TranscaanaRiepublic (made of Azerbaijan, Georgia and
Armenia each of which obtained Soviet Socialist Raigustatus in 1936). In 1924 Soviet
Turkmenistan and Soviet Uzbekistan, in 1929 SoVagikistan joined the Soviet Union. After the
Russian—Finnish War of 1939-1940, the Soviet Unieizesl the greater part of Finnish Karelia,
invaded and annexed Lithuania, Latvia and Estdniak possession of parts of Romania where the
Moldavian Soviet Socialist Republic was created. r8@uMagyar Nagylexikon (Hungarian Great
Lexicon),Vol. 16. Budapest: Magyar Nagylexikon Kiad6, 20084—07.

4 “From Stettin in the Baltic to Trieste in the Adi@an iron curtain has descended across the
Continent.” W.S. Churchill's speach at Westminsterl€m, Fulton, Missouri, March 5, 1946. The
‘iron curtain’ previously had been applied by othéw the Soviet Union or her sphere of influence,
e.g. Ethel Snowdeifhrough Bolshevik Russ{d920), Dr Goebbel®as Reich(25 February 1945).
Source:The Oxford Dictionary oQUOTATIONS The Oxford Pop-up English Language Reference
Shelf on CD-ROM. Oxford University Press, 2000.
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behaviour, family and community life. Simultaneitythe second change of
political regimes did not mean uniform charact@sstor consequences
either. Pre-communist differences, varying politieaperience in the state-
socialist period, the strictness of the borders,wad as other national
characteristics coloured the pictdre.

It is therefore not surprising that features andges$ of the (first)
demographic transition have been largely diverghiwithe ‘group of 27’
transition countries. Fertility decrease has bemnmon but there has been
much variety in the timing, the length and the speé decline. In 2003,
levels of total fertility rates ranged between &l 1,1 (Tajikistan versus
Armenia, Bulgaria, Latvia, Russia, and Sloveniajlevhife expectancies at
birth ranged between 56 and 73 years in the magbeilpbon (Kazakhstan
and Turkmenistan versus Slovenia) or between 63 &ngears among
females (Tajikistan versus Slovenia) in 2002 (WH®®hta). During the
second half of the last century, increases indipectancies at birth were
almost exclusively gained by improving infant artdld mortality and by
controlling infectious diseases. For about 30 ydmtsveen the late 1960s
and 1990s, hardly any improvements were achieveldearife expectancies
of adults. Poor and even worsening survival prdiiss of the middle aged
(particularly males) during the 1970s and 1980sfarttier drops following
the change of political systems have been extelysitieough belatedly,
documented — largely from the 1990s (among othgrsMatson 1995,
Bobak and Marmot 1996; Velkova, Wollesswinkel-vaendBosch and
Mackenbach 1997; Carlson 1998; Marmot and Bobal0200cKee and
Shkolnikov 2001; Meslé 2002; EC and WHO 2002; NolcKee and
Gilmore 2004). No particular attention has beenl paowever, to the health
of the elderly living in Central and Eastern Europaternational
comparative studies focusing on the health of fbderly seldom included
ex-communist countries and studies concentratindheaith in transition
countries did not show much interest in the agegufadion (see for
example: Caselli and Lopez 1996; Arnaudova and [zhkar2004).
Longevity is a relatively new component of demodpapageing in
transition countries. Recent improvements in I¥pextancies at higher ages
gave a new impetus to the ageing process whichbbad set in motion by
fertility decline, starting several decades, omeaeentury earlier.

Demographic ageing is a tremendous challenge & ahe world.
Emerging new tasks and tensions thereof are phatigwifficult to manage
in countries which have — at least by Europeandstals — modest means.
Their relatively weak economic bases were furtmeded during the critical
years of transition. Masses of people who had besed to low but
acceptable living standards had to count every ypeorcover day-to-day
expenses or were overwhelmed by the problems tlaelytt face. Their
situation has been aggravated by the fact thabniyt the former political

5 “The same social transformations have been registen the whole post-communist world,
however, we think, that the post-communist tramefiions of social institutions in the countries of
the former ‘socialistic camp’ differ from the pastviet ones. ... Lastly, only in the post-sovietesat
of the whole post-communist world (apart from Balticuntries), all generations had almost no
experience of social life under political democraamyd market economy. Therefore the social
integration and stability maintained in Poland, gary, Czech Republic and other countries of ‘late
communisation’, have other institutional foundasiothan in Russia and Ukraine, which made it
possible for them to perform quick and effectiiedsk therapy’ and achieve positive socio-economic
results, while economies of post-soviet statesapskd and political life was characterised by the
[communist] restoration processes that developgidilsa” (Golovakha—Panina 2003: 24-25.)
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regimes and the economies collapsed but the alragimly social and
medical systems have also crumbled. The prodigmu®f creating a new,
acceptable, professionally and economically effiiesocial security and
health system is ahead of these countries (seexBimple: Arnaudova and
Charpak 2004; Figueras, McKee, Cain and Lessof 2004

2 Objectives, Methods and Data

The purpose of the present review is twofold. Tifst is to describe the
state of the art in studies on population ageirg lagalth at higher ages in
selected European countries in a cross-nationappetive. Ten transition
countries and three non-transition countries ofoarare included in the
comparison. The selection was not random. From gntio& ex-communist
countries Estonia (EE), Latvia (LV), Lithuania (L Boland (PL), the Czech
Republic (CZ), Slovakia (SK), Hungary (HU), Slovan{Sl), Romania
(RO), and Bulgaria (BG) have been chosen applyivgy grinciple of the
‘closest neighbour’. These countries (listed fromrtN to South and from
West to East) cover a contiguous area stretchiom fthe Baltic to the
Adriatic and the Black sea, and share similar hisdband cultural heritage.
Their transition from socialism to capitalism wasapeful and — with the
exception of Romania — bloodless. Their economiagehmore or less
recovered from the deep crises experienced aferctillapse of state-
socialism. From the point of view of demographiansition, they form a
relatively homogeneous group in contrast to most Eairopean or Central
Asian post-soviet republics. The selection of thmea-transition countries:
Finland (FI), Austria (AT) and Portugal (PT) folled similar lines of
reasoning. Both Finland and Austria are immediaighbours, historical,
cultural and economic partners of at least onesttian country. Portugal
represents a ‘virtual closest neighbour’ with regtr the post-war levels of
economic development, her enclosure and isolatiothe fascist era, and
belated improvements in mortality.

Data used for cross-national comparison have kekan from two
international databases. One major source was thencll of Europe’s
demographic yearboolRkecent demographic developments in Europis)
available on CD. The other, very rich, source ébrimation accumulated by
the World Health Organisation Regional Office four&pe (European
Health for all database, Mortality by leading cassaf death, sex and age)
could be accessed online (www.euro.who.int).

The complexity of the notion of health, howevenesd not lend itself to
straightforward statistical description. There damgo direct ways of
approaching it. One is evaluating subjective orcemed health by
collecting people’s opinion of their own well-beinghe other is an
objective picture gained by measuring various healticators: physical,
mental, functional, etc. parameters. Both methoeguire standardised
surveys when international comparison is aimed Tdite second-best
approach is an indirect one. In this case not hew@elf is qualified, but the
lack of certain ‘elements of health’, and therebynmerbid state is
ascertained. Such data are commonly collected mitte health sector. This
information is not representative of the total pagian, since only those are
covered who attend a physician or use some mediealices. The
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elaboration of internationally comparable morbidiiglicators is an ongoing
process the fruits of which cannot yet be harvesteda last resort, public
health can be characterised by consolidated miyrtstiatistics, which are
available in the above-mentioned international lofases.

Due to these constraints, our cross-national coativa review had to be
restricted to the presentation of

demographic ageing;

underlying fertility and mortality trends;

total and healthy life expectancies at birth andgzt 60;
selected causes of death at age 65 and above.

Thesecond purpose of the paperto provide a comprehensive picture of
the health status of the elderly population in HamggThis country had gone
through a deep and dragging epidemiological ctgginning in the mid
1960s (Daro6czi 1988, 2000, 2003 and Jozan 19941)2G0wvas only three
decades later that a slow and continuous progiadsl e noticed in both
female and male life expectancies. The questioeaoanswered is the
following: to what extent and in what ways have #pedemiological crisis
and subsequent improvements affected the elderly?

Detailed Hungarian data are taken from nationatcasu Most of them
are regularly collected and published by the HuiagaCentral Statistical
Office, like census data, vital events and indicgtovhile others are
provided by outpatient and inpatient services, elisaries, registers of
specific diseases, etc.

Besides regular statistics, relevant results of teaent surveys will also
be incorporated. The first is tidational Health Interview Survey (NHIS),
series of cross sectional data collection laundhe®000 and repeated in
2003. Both samples included 7,000 individuals re@néing Hungarian non-
institutionalized population aged 18 and ovBIHIS is included in the
National Public Health Program of the Hungarian istiy of Health.
Surveys have been conducted under the supervi§iBéla Johan National
Centre for Epidemiologywww.oek.hy.

The second sample survey is tHeingarian Generation and Gender
Survey (HGGS) a follow-up survey,named Turning Points of the Life-
Course,initiated and co-ordinated by the Demographic Bede Institute
(DRI) of the Hungarian Central Statistical Officeww.dpa.demografia.hu
The first wave ofHGGS survey took place during November—February
2001/2002 on a sample of more than 16,000 indivsduapresenting
Hungarian non-institutionalized population aged 28-at the time of the
first wave. The second wave followed in the wintesnths of 2004/2005.
This program forms part of the internation@enerations and Gender
Program (GGP).

None of the above surveys focuses explicitly onelderly, and only the
first is actually a health survey. Nevertheleks, iesults available by broad
age categories give some insight into the headttustof Hungarian women
and men over the age of 60 or 65.

10



transition d amon-transition

countries: both the youngest and the oldest agetstes appear in post-
communist states. Slovakia has far the smallestgotion of both elderly
women and men, while the largest shares of peqd 65 and over can be

found in Bulgaria among men and in Latvia among won+ closely

The population of each country included in our egviportrays a rathe Single
differences between

old age composition as of January 1, 2002. Thegtimm of women agec Ageing

65 and over varies between 14 and 20 percent amtasratios for the male
population are found between 9 and 15 percenthifrespect there are no

3 Age Composition in a Comparative Perspective
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Figure 2
Total Fertility Rates, 1960-2001

Data from Recent Demographic Developments 2002, GloofEurope.

There were significant differences in total fetyilrates among countries
at the beginning of the 40 year period which haenbdor the most part,
established much earlier (Andorka 1978; Tekse 2@@sint). Past fertility
levels are reflected in the present proportionsaien aged 65+. There is a
clear correlation, for example, between TFRs in0L@®d the shares of
elderly women in 2002 (R = —0.48). In 1960 feniltas just at, or below
replacement level (2.1) in the present states bfibaEstonia, Hungary and
the Czech Republic, and the same countries, exoefite Czech Republic,
had the largest share of elderly women in 2002foAsnen, the correlation
between fertility and ageing is less salient beeaosle probabilities of
dying are higher and vary more among countries tbarale mortality rates
do.

Within the mainstream downward secular trends dflity, there are
periodic, mild fluctuations, as well as some pikes dikes (Figure 2). Steep
upward changes in transition countries indicateitmgacts of either direct
or indirect pro-natalist state interventions. R@os ban on abortion and
contraceptives in Romania (1967-1968, 1973, 19&®)] pro-natalist
financial incentives in Hungary (around 1968 and@3,91986) resulted in
sudden rises in the number of birth&ut these regulations could only
produce transient increases in the values of pefatlity. Completed
fertility levels have remained almost untouchedsufant dramatic changes
in the number of subsequent newborn generationgever, have long-term
repercussions, which are going to manifest theraselwvidly when ‘pike’
cohorts enter retirement age.

5 Transition countries did not experience post-wamybbooms. This was one of the reasons why
pro-natalist policies were widely applied. In 1938ngary introduced strict anti-abortion regulations
which resulted in an increased number of birthise 'Ratkd children’ — named after Anna Ratka,
minister of health of the time — in 1954—1955. Thesgulations were practically abolished in 1956.
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By the end of the 20 century, cross-country variations became much
smaller in fertility levels. Convergence was laygélie to general changes in
norms and values (referred to as the second deplugréransition) and
partly to the negative impacts of political and m@mmic crises on births in
transition countries. Total fertility rates in Famd, Austria and Portugal
were almost the same in 2001 as in 1988, whilestirvare significant drops
in each post-communist country included in thiseev The smallest post-
transition change in the TFR occurred in Slove®&Z less children per
woman), the largest in Romania (a drop of more tiva child per woman).
In 2001 only Finland and Portugal had a total ligytrate around, or over
1.50 children per women. The other countries rard&tsveen 1.14 (Czech
Republic) and 1.34 (Estonia), just above, or welller the acknowledged
limit for the lowest low fertility (1.30).

The presentold-age ‘burden’ can be assessed by referringhéofirst
column of dependency ratios displayed below (TdBleOnly Slovakia and
Poland have a ratio of population aged 65+ oveulajpn aged 15—-64 well
under 20% while seven countries have ratios ab@9&, 2vith Portugal and
Bulgaria close to one quarter. Expectedthcoming changes in old-age
dependency are shown by the ratios of those egtetthage (60—64) related
to the group which enters active age (15-1Bpsides dissimilar national
mortality levels, these figures are also affectgdlifferent sizes of cohorts
born in 1938-1942 and 1983-1987. The combined teestdilthese factors
vary extensively from country to country. The Balstates and Slovenia
seem to experience little progression in ageingnduthe first years of the
21% century. Ageing on the long run (indicated by tiegendency ratio of
elderly over children in the third column) wouldcoene particularly swift in
Portugal and Bulgaria, while Slovakia and Polarel going to experience a
much slower change in age composition.

Table 1
Dependency Ratios, % January 1, 2002

(countries are listed in increasing order of thegpective ratios)

|  65+per15-64 | 60-64 per 15-19 65+ per 0—14
SK 16.49 LV 4962  SK 60.16
PL 18.04 FI 4981 PL 68.84
RO* 19.63 EE 67.26  RO* 74.54
cz 19.68 LT 72.61 LT 75.08
Sl 20.63  SI 74.16  FI 84.52
LT 21.34 RO* 7810 Cz 87.04
HU 2229 BG 79.08 EE 90.10
FI 2265 CZ 80.70 LV 93.19
LV 22.87  SK 80.89  HU 93.48
AT 2291 PT 81.08  SI 94.08
EE 2299 PL 82.36 AT 94.90
PT 24.49 AT 83.25 PT 103.64
BG 24.85 HU 99.89 BG 113.05

* January 1, 2001
Source Recent Demographic Developments 2002, Council obj1

Since the present proportion of elderly (definedrasage group 65+) is Double
largely dependent on the relative size of previoiuh cohorts, it is not too Ageing

" With regard to increasing duration of educatidnyduld seem more reasonable to calculate
with the 20-24 or the 25-29 age groups.
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informative of longevity. The internal age compmsit of the group of
elderly is gaining increasing importance since delpacy — in a real sense —
involves the need for care or support in dailyrigei The age, from which a
person needs help, is shifting upward. This isufmate both for the
individual and the community because the real ‘batdf ageing depends
on the health status of the elderly. The increapirggortion of the ‘oldest
old’ (however it is defined) within the group ofquée 60+ or 65+ is called
double ageing.

The question whether double ageing (longevity) sseradvanced in non-
transition countries than in transition ones isapptly easy to answer: ‘yes,
it is’. There are, however, at least two pointdeoconsidered. The first is
obviously the higher living standards, better sloared medical services in
Finland, Austria and Portugal than in transitionumivies, presumably
independent of age. This seems to corroborateitiygoanswer. The second
is the fact that most transition countries havey vegh middle-age mortality
for such a long time that suggests the presencselgictivity. It can be
presumed that the elderly living in ex-communisumbies have more
stamina. This represents a counter-argument.

A correct answer could only be given by analysinggl time series,
preferably by cohorts. Instead, a one-year crossicp comparison will
illustrate the present extent of double ageing. ustconsider the ratio of
people aged 85+ within the group of people 65 arat.o

Figure 3
Age Composition of the Female Population Aged 65+
January 1, 2002

W 95+
@ 90-94
B 85-89
i@ 80-84
m 75-79
30 1 ____ || e B B B —— | | O 70-74
b - O 65-69
20 H H H A M M N
101 H H H A M M N
0 T T T T
FIl EE LV LT PL AT CZ SK HU PT SI RO* BG
© EDar6czi

*January 1, 2001
Data from Recent Demographic Developments 2002, GloofEurope.
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Figure 4
Age Composition of the Male Population Aged 65+
January 1, 2002
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*January 1, 2001
Data from Recent Demographic Developments 2002, GoofEurope.

Table 2
Double Ageing Ratios, % January 1, 2002

(countries are listed in increasing order of thegpective ratios)

Male population Female population
85+ per 65+ 85+ per 65+
BG 4.50 BG 5.92
EE 5.03 RO* 6.56
RO* 5.09 SK 7.71
LV 5.12 PL 8.18
Sl 5.12 LT 8.45
PL 5.17 HU 8.70
Ccz 5.23 LV 9.03
SK 5.38 Sl 9.05
LT 5.83 Ccz 9.05
HU 5.86 EE 9.38
FI 6.23 PT 10.09
PT 7.06 FI 12.58
AT 7.63 AT 13.48

* January 1, 2001
Source Recent Demographic Developments 2002, Council obj1

While indicators of single ageing (proportion of+6%vithin the total
population) did not reveal any systematic diffeendetween the two
groups of countries, double ageing is clearly madvanced in non-
transition countries and better-off transition ci@s, particularly among
females. Therefore the ‘selection” argument carlligdve supported by the
figures of age composition. Nevertheless, a corspardf male and female
age compositions reveals that single ageing seerhavie a stronger gender
bias than double ageing. This is indirectly shown tbe fact that the
correlation between male and female ratios of 88+ @b+ is stronger
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Life
Expectancies
at Birth

(R=+0.80) than the correlation between male andaferpercentages of 65+
within the total population (R=+0.62).

4 Life Prospects

Spectacular decreases in infant mortality duringg0+2001 in each
transition and non-transition country have littlexpknatory value
concerning variations in the process of ageingthedpresent health status
of the elderly. They have, however, made large rdaution to changes in
life expectancies at birth. It is interesting totendhat in 1960 the lowest
infant mortality rates were recorded in the preseméch Republic (20.1)
and Finland (21.0) while the highest ones in Romdid4.5) and Portugal
(81.5). By 2001 IMRs have been reduced to 3.2 @Ae) and 15.1
(Romaniaj. Coefficients of variancgin infant mortality rates among the 13
countries followed a U shape during the period erath It was relatively
high in 1960 (43.9%), reduced to about 30% durhmy 1970s-1980s then
increased over and above the initial levels reagchime highest value
(49.4%) in 1999. Since then it indicates a sligkduction of differences
among the countries involved.

First converging and subsequently diverging trema®ng the countries
examined are very distinct in time series of mdke éxpectancies at birth.
In 1960 nine countries ranged within a narrow margetween 64 and 68
years, with transition countries like Bulgaria, Cze€Republic and Slovakia
ranking the highest Austria, Hungary, Finland and Slovenia formedgétti
group while Portugal (61.2 years) was yet overryrPbland and Romania
(64.9 and 64.1 respectively). By the end of theOEQPortugal caught up
with the others and soon left all transition coig®trbehind. By 1989 she
was very close to crossing over Finland. Duringltte 1980s Estonia and
Lithuania progressed remarkably and Hungary madesome of her
previous losses.

The turbulent years of transition around 1990, h@wreregenerated the
process of divergence. Some temporary drops in iifal@xpectancies at
birth happened in each country from Poland to Si@eeaching various
depths and occurring at various points in time. Bagoveries followed
soon. Long term stagnation in Bulgaria and Romamaayever, continued
until about 1997. From among the 13 countries stlidihe ex-soviet Baltic
republics were the major losers of the post-trasiperiod. Their male life
expectancies at birth decreased by 4 to 6 yeaisgisix calendar years and
the recovery from the deepest pit in 1994 was tapgl than the previous
fall. By 2001 they could not regain their 1988 lsveof male life
expectancies. Lithuania could only catch up withnglary and Romania
showing rather short life expectancies at birth.

The range of male life expectancies at births witthie 13 countries
amounted to 5.3 years in 1985 between Austria amuggiry), and reached
11.0 years in 2001 (between Austria and Estonia).

8 Recent Demographic Developments 200@uncil of Europe.

9 Standard deviation expressed in percentage afileightedaverage of infant mortality rates
in 13 countries.

19 Data from the 1960s are incomplete for the Battites.
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Trends of female life expectancies at birth appess dramatic. For 1960
no data are available for Estonia, Lithuania, aatlvia. From among the
remaining ten countries eight situated within 7&m@ 73.5 years (Hungary
versus the present Czech Republic) while Romania6)6and especially
Portugal (66.7) lagged far behind. By 1980 ten toes clustered together
within a narrow range of 73.8-76.0 (Bulgaria verstigstria). There
remained three outsiders, Finland at the uppeB)/Aungary and Romania
at the lower ends (72.7 and 71.8). The 2.4 yeadsff#rence in female life
expectancies at birth between Finland and Hungarl960 more than
doubled by 1980. Bulgaria and Romania proceedetygbarallel lines with
Hungary characterised by no, or very slow improveisie But the
Portuguese trend of female life expectancy at budl rocketing and caught
up with Slovenia. They were followed at some distaby the Czech and
Slovak Republics.

The period of transition had much less impact ondie life expectancies
at birth than what was experienced with men. Thie atands for the Baltic
states, though their divergence from the rest arfidition countries is still
salient. Between 1987/1988 and 1994 they experieabeut 2.5 year loss
in female life expectancies at birth but by 200&heaf them surpassed their
relevant pre-transition levels. Milder fluctuatiod&l appear in the case of
other transition countries. Their overall trendswhkver, were mounting
upward, parallel with flagship countries like Auatand Finland, at lower
heights. As a pair Slovenia and Portugal fell sohwbehind the leading
countries. Poland, Lithuania, the Czech and Slowdpublics were
following them in a solid cluster at about one ye&tance. Women in
Estonia, Hungary and Latvia reached the same lev@s1-76.6) of life
expectancies by 2001. Bulgaria and Romania areraesl.5 years behind,
but their upward trends are promising.

The range of female life expectancies at birthsiwithe 13 countries
varied between 5.5 (1979) and 7.8 years (in 199Ghowt any clear
direction of change over time. Finland took over kbad in the 1970s, only
Austria could challenge her position in the lat8d€ Portugal caught up
with Romania in the second half of the 1960s. Ftbat time until early
1990s Romanian and Hungarian women’s life expeaanevere the
smallest. More recent years indicate parallel impnoents without
significant changes in the order of countries.
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Growing Old

Figure 5
Female Life Expectancy at Birth, 19&D01
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Data from Recent Demographic Developments 2002, GloofEurope.

Figure 6
Male Life Expectancy at Birth, 1960-2001

EDar6czi

Data from Recent Demographic Developments 2002, GoofEurope.

Old-age survival data bring us closer to our dpesubject: the health of
the elderly. Trends in life expectancies at the @igé5 show characteristic
differences from those in life expectancies athbirt the sense that they
were moving along a zigzag course, especiallyeab#yginning of the period
studied, and because improvements were delayedrdsi@ and 8).
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As far as elderly women are concerned, changdsein life expectancies
did not show any particular pattern during the @tgure 7). Time series
of transition and non-transition countries crosseer each other disorderly.
Improvements in old-age life expectancy startediezammong women than
among men. Austria, Finland and Slovenia progreszgeidly already in the
1970s. Poland and Slovenia experienced a negdisege during the early
1980s. Three distinct groups of countries emergedral the mid-1980s:
Finland, Lithuania, Austria and Portugal were & tranguard; Slovenia,
Latvia, Poland and Slovakia in the middle; whilelgawia, Hungary, the
Czech Republic, and Romania at the bottom. Theakiyears around 1990
made little or no impact on elderly women’s lifepextancies. Again the
Baltic states were hit the most, Lithuania droppedk into the medium
group. Some negative changes could also be noitic&lovenia, Bulgaria
and Romania while the Czech, Hungarian, Polish,&logak trends do not
seem to have been affected.

Looking now at men aged 65, their life expectanogsained within the
limits of 11-14 years in each country right from6@9up to the late 1980s
(Figure 8). But the order of countries mixed up.dawmia, Romania and
Slovakia lost their leading positions and Austianland, Portugal and
Slovenia moved ahead. Downward moves and lengdgnations in most
transition countries clearly indicate that the epniblogical crisis was not
confined to middle-aged men. The early years ofsiteon also affected old-
age mortality. Between 1987/89 and 1991/94 lifeeexgncies of men aged
65 decreased by 0.6—1.6 years in Romania, HunBatgnia, Lithuania, and
Latvia. Elderly men living in Bulgaria, Slovakia ¢toland suffered less
degradation, while in the Czech Republic there avabght improvement.

In non-transition countries and Slovenia old-agevisal of men started
to ameliorate rapidly in the 1980s and the trenckkerated in the 1990s.
Other transition countries included in the presmper seem to be catching
up recently. Progress achieved in Slovakia, Poland Lithuania is
outstanding.

Recent trends point to a new stage in the mortphtyerns of transition
countries. It is more than indicative that the gapnveen absolute increases
in female life expectancy at birth and at age 6&oistracting. Between 1990
and 2001 improvements in female life expectancggat 65 made up over
two-thirds of those at birth in each non-transitioountry and Slovenia,
around 50% in all others, with the exception of Rom. The situation is
somewhat different with men where these ratios oabch two-thirds in
Finland, Austria and the Czech Republic, and arsvden 50-60% in
Poland, Portugal, and Bulgaria. At this point itoshl be, however,
emphasised that middle-aged men’s mortality coesnio be very high in
most transition countries so it is even desiraldehve a more rapid
progress under 65 years of age.

Proportions of survivors up to high ages reveallaoaspect of growing
old. These ratios can be obtained from life tablés.examined percentages
of women and men reaching 50, 65, 75, and 85 ydaage from life tables
of 2001 (www.who.int/countries) (Figures 9 and 1)was assumed that
cross-country variations in these ratios would lghér in male than in
female population and will increase with age. Naoirpsisingly, both
assumptions proved to be correct when coefficienadance was used as a
measure (Table 3). Nonetheless, absolute diffesencepercentages of
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people surviving to high ages between transitiord aron-transition
countries may be of more interest. Ranges betweemtdes with the
highest and the lowest ratios are therefore alssgmted in the table.
Although the higher the age, the lower the pergmniaf survivors, ranges
still increase with age, expressing growing crassatry mortality
differences in older age groups.

Figure 7
Female Life Expectancy at Age 65, 1960-2001
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Data from Recent Demographic Developments 2002, GoofEurope.

Figure 8
Male Life Expectancy at Age 65, 1960-2001

Data from Recent Demographic Developments 2002, GloofEurope.

20



Figure 9
Proportion of Female Survivors up to Ages 50, &baid 85
from Life Tables of 2001
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Data from www.who.int/countries.

Figure 10
Proportion of Male Survivors up to Ages 50, 65an8 85
from Life Tables of 2001
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Data from www.who.int/countries.

21



Health
in Old
Age

Table 3
Variation among 13 Countries in the PercentageSlen and Women
Reaching 50, 65, 75, and 85 Years of Age in 2001

| Years of age | 50 | 65 | 75 | 85 |
STD %, Females 4.2 10.7 25.2 72.4
STD %, Males 12.9 36.0 64.6 111.9
Range in percentage points, Females 4.0 9.2 175 5 25.
Range in percentage points, Males 11.4 24.6 28.8 6 18.

Source Life tables from: www.who.in/countries.

There is, however, one exception. While the rangege 75 is 28.8
percentage points among males (61.7% in AustriaugeB2.9% in Latvia),
it drops to 18.6 percentage points at age 85 (296&ustria versus 11.1%
in Latvia). No similar decrease can be found amwoagnen. A plausible
explanation is the excess premature male mortalityansition countries,
the already mentioned selection effect. It seerasttie stamina of men who
survived up to 75 years of age in transition cdestdoes not lag so much
behind the health status of their counterpartsustAa, Finland or Portugal
— compared to those aged 65.

In the last section of this cross-national reviésstfthe portion of time
spent in ill health and good health will be examlinehen people grow old.
For this purpose total and healthy life expectasci¢ age 60 will be
compared. Data are taken frobife Tables for 191 countries for 2000
(calculated by Lopez et al. 2001) aHdalthy life expectancy (HALE) in all
Member States, estimates for 2000 and 20@8¢w.who.int/countrie¥).

The major question is: does longevity involve mgears to live in
similar, better or worse conditions? A single-yeaoss-country comparison
cannot give a satisfactory answer but could indigdd@usible directions.

The ecological correlation between the totalmber of years to be
expected at age 60 and tpertion to be spent in good health was found
positive. The longer the life over 60, the largsrshare in good health. But
the correlation is not very strong: R=+0.4624 amofegnales and
R=+0.6032 among males. And this finding only seem$e valid across
countries within the same sex. Though healthydXpectancies of men at
age 60 are shorter than female ones in each costuitiyed (the unweighted
averages are 12.2 and 15.4 years respectivelg),ighnot necessarily the
case for their portion of healthy life expectancikgshree percentage point
difference between female and male values can h&idered as significant,
aged men seem to be healthier than elderly womehiritand, Austria,
Bulgaria and Poland. The contrary is the case imdduwy, Lithuania and
Latvia. It is unknown to what extent these variasiageflect reality and to
what extent they show uncertainties in measuremmedtestimates of health
(see footnote 11). In any case, unweighted averaigiee relative lengths of
healthy life expectancies at age 60 in the 13 c@s(72.7% in men and
72.2% in women) conceal important cross-countryfeddéinces. Some

1 n the explanatory notes WHO warns the users teao¢ious: “HALE uncertainty is a function
of the uncertainty in age-specific mortality measoent for each country, of the uncertainty in
burden of disease based estimates of country-igability prevalence, and of uncertainty in the
health state prevalences derived from health ssrvey
www3.who.int/whosis/hale/hale.cfm?path=whosis,bardsatistics,hale&language=english).
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surveys on health report that women not only compiaore than men, but
are actually less healthy, particularly if not orphysiological but also
psychological conditions are taken into account rggaan Opinion
Research Group 2003a and 2003b). Details will bsgnted for Hungary in
the second part of this paper.

Table 4
Total and Healthy Life Expectancies at Age 60 62001
Males Females
c €50 Healthy No of years| Healthy €50 Healthy No of years| Healthy
Ountry €50 .. S50 ..
years years in ill health €50 years years in ill health €50
* 0, * 0,
(2000) (2001)* over 60 % (2000) (2001)* over 60 %
Fl 18.7 15.2 35 81.3 235 18.1 5.4 77.0
EE 15.3 11.1 4.2 72.5 21.0 15.0 6.0 71.4
LV 15.8 10.0 5.8 63.3 20.8 14.4 6.4 69.2
LT 17.1 11.0 6.1 64.3 22.0 14.8 7.2 67.3
PL 16.8 11.9 4.9 70.8 215 14.6 6.9 67.9
AT 19.4 15.7 3.7 80.9 23.9 18.5 5.4 77.4
Ccz 17.0 12.8 4.2 75.3 21.2 16.0 5.2 75.5
SK 16.0 11.5 4.5 71.9 20.9 14.6 6.3 69.9
HU 14.9 10.4 4.5 69.8 19.6 14.4 5.2 73.5
PT 18.0 13.4 4.6 74.4 22.3 16.2 6.1 72.6
SI 18.0 13.3 4.7 73.9 22.3 16.6 5.7 74.4
RO 15.4 11.1 4.3 72.1 18.9 13.5 5.4 71.4
BG 155 115 4.0 74.2 19.6 13.9 5.7 70.9

Source *Lopez et al. 2001, and **Healthy life expectan@yALE) in all Member States,
estimates for 2000 and 2004&ww.who.int/countries).

Another, indirect, way to review health in old aigea cross-national
perspective is to look at cause-specific, standatlideath rates. It can be
presumed that SDRs, on the whole, are less affelojeaneasurement
uncertainties than it can be the case with HALEagDbses practices,
however, do change over time and vary across cpuitrd unreliability of
cause-specific mortality data increases with agetdunultiple pathologies,
routine diagnoses, etc. In order to minimise thipact cause-specific SDRs
will only be examined for two leading groups of sas (diseases of the
circulatory system and malignant neoplasms), aod,different reasons,
external causes. Age-standardised death rates eofnthle and female
population aged 65+ will be compared over timecnair1985 to 2002 — and
across space. Three-year averages of annual SR&s fram the European
Health for All database will be used to smooth tihations.

Let us consider SDR for all causes first. Male ajg mortality decreased
in each country between 1985-87 and 1990-92 asamdietween 1995-97
and 2000-02. Improvements were, as a rule, actielgréeing much more
significant in the latter period when even certhigh mortality transition
countries (like Latvia, Poland, and Hungary) achteonsiderable results.
Nevertheless, regional variations have not beewncest because old age
mortality continued to fall in better-off countri¢igke Finland, Austria, and
Portugal). Changes in male old age mortality betwkE#90-92 and 1995-97
were more variable. One can see both important sd{gnland, Czech
Republic, and Poland) and significant growths (latLithuania, Romania,
and Bulgaria). The split of transition countrietoithese two groups reflects
the health consequences of early stages of transitithe respective states.
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Table 5
Three-year Unweighted Averages of SDR, All Causes,
65+, per 100,000, Male Population

| | 198587 | 1990-92 | 1995-97 200002
Fl 7587 7066 6422 5787
EE 8961 8844 8629 8213
LV 8699 8586 8995 8152
LT 7484 7396 7637 7281
PL 8851 8411 7802 7010
AT 7252 6567 6006 5281
cz 9592 9047 7840 7166
SK 8180 8159 7921 7713
HU 9030 8886 8411 7630
PT 7626 7043 6581 5897
Sl 7979 7564 7089 6657
RO 8373 7969 8292 7626
BG 8627 8216 8720 8122
Max 9592 9047 8995 8213
Min 7252 6567 6006 5281
Range 2340 2480 2989 2932
STD 682 763 905 922
STD% 8.19 9.56 11.72 12.95

Source European Health for all database (www.euro.whp.in

Table 6
Three-year Unweighted Averages of SDR, All Causes,
65+, per 100,000, Female Population

| | 198587 | 1990-92 | 1995-97 200002
Fl 4 654 4380 3981 3612
EE 5958 5693 5320 4 885
LV 5897 5594 5507 5044
LT 5131 4834 4906 4 464
PL 5820 5501 5225 4558
AT 4879 4352 3938 3549
cz 6 480 5 869 5297 4842
SK 5561 5425 5258 5070
HU 6 190 5957 5541 4 999
PT 5118 4822 4374 3911
Sl 5339 4913 4 468 3958
RO 7032 6 415 6317 5 756
BG 6 786 6 240 6 615 6 104
Max 7032 6415 6615 6104
Min 4654 4352 3938 3549
Range 2378 2062 2677 2555
STD 705 646 775 746
STD% 12.24 12.00 15.10 15.96

Source European Health for all database (www.euro.whip.in

Changes in female old age mortality are more coxaplehere are
similarities to those among males insofar each wgusxperienced drops
between 1985-87 and 1990-92 as well as between-29%nd 2000-02.
Acceleration in improvements was not a universatess. It was noticeable
in Estonia, Poland, Slovakia, Hungary, and SloveBi# in Austria and the
Czech Republic improvements gradually decelerddeding the late 1990s
several high mortality countries (like the Baltiates, Poland, the Czech
Republic, Hungary, Romania, and Bulgaria) reporfadger absolute
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reductions in female old age SDRs than Finland astAa. In more
advanced transition countries (the Czech RepuHlimgary, and Slovenia)
this was the case already during the early 1990k whless fortunate states
female old age mortality showed little improvemeg&tovakia), no change
(Latvia, Lithuania, and Romania), or increase (Bulg). Regional
differences increased during the early 1990s, salilised.

Diseases of the circulatory system represent tigesa group of causes of
death at high ages. In 2000—-02 their relative weighged between 40-46%
(Finland, Portugal, and Slovenia) and over 70% (Baia and Bulgaria)
within all male causes of death 65+. The contrdoutf circulatory diseases
to elderly women’s mortality represented 47-50%-imland, Portugal and
Slovenia, while 70% or more in Latvia, Lithuanidpwkia, Romania, and
Bulgaria during the same years. Some of these ti@rga may reflect
dissimilarities in coding practices, but systematioss-country differences
and characteristic secular changes in old age $W&d due to this leading
cause of death shall be taken as valid.

Male old age mortality levels due to diseases ef dinculatory system
(Figure 12) exhibit a clear-cut welfare divide: Ampansition countries and
Slovenia have low levels and stepwise secular dstrg trends while all
other transition countries have high levels. Theetagroup can be further
split into: (a) countries with significant advancesth regard to the
cardiovascular revolution and the command of hgmsibn (Estonia,
Poland, Hungary, and the Czech Republic); and ¢bophties with modest
improvements (Latvia, Lithuania, Slovakia, Romardéad Bulgaria). No
surprise that one subgroup eventually comprisesntwe and the other the
less developed transition economies.

As for elderly women’s circulatory SDR (Figure 1Binland, Austria,
Slovenia, and Portugal form again a separate gfoupeasons mentioned
above. The remaining nine countries include fivet@gia, Latvia, Poland,
the Czech Republic and Hungary) with high or motetaut decreasing
levels, and four (Lithuania, Slovakia, Romania, &wgaria) with high or
moderate and hardly improving levels.

Regional variations (among the 13 countries invdjven SDR 65+,
diseases of the circulatory system, increased fagnily both in men (a)
and women (b):

(a) from 839 STD, per 100,000 in 1985-87 to 1103 in(2@2 or from

16.2 to 27.0 STD%;
(b) from 840 STD, per 100,000 in 1985-87 to 923 in 2@Xor from
21.0 and 30.2 STD%.

Malignant neoplasms represent the second majopgrboauses reviewed
(Figures 13 and 14). Cross-country differencesTid $vels for this group
of causes are smaller than in the case of ciraylatiiseases but still
significant. Bulgaria and Romania show surprisinfgiw old age cancer
mortality levels both among women and men: diagnggsiactice is
suspected to be the main reason. During the petiodied, no medical,
behavioural or environmental breakthrough can bponted to have
influenced the risk of dying in malignant neoplasidevertheless, the most
advanced countries (in our sample Finland and Ag)sitan boast sustained
improvements in both female and male old age mtytdue to this group
of causes. The other extreme is illustrated by Bladic states, Poland,
Slovakia, and Romania where both female and maleage STDs due to
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cancer have been increasing, more among men thamgamvomen. In

Slovenia cancer mortality has only been rising agnelderly males, while

stagnating among elderly females. Stagnation te lthange can be noticed
in both men and women in the Czech Republic, Hungaortugal, and

Bulgaria.

Figure 11
SDR Annual Averages, Diseases of Circulatory System
65+, per 100,000, Female Population
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Figure 12
SDR Annual Averages, Diseases of Circulatory System
65+, per 100,000, Male Population
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Figure 13
SDR Annual Averages, Malignant Neoplasms,
65+, per 100,000, Female Population

2000

1800

1600

1400

1200

1000

800

600

400 -
FI. EE LV LT PL* AT CZ SK HU PT SI RO BG

‘ 0 1985-870@ 1990-92& 1995-97* @ 2000-02 © EDaroczi

* Poland 1995-96
Data from European Health for All Database; wwwoewho.int.

Figure 14
SDR Annual Averages, Malignant Neoplasms,
65+, per 100,000, Male Population
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Regional variations (among the 13 countries invd)ven SDR 65+,
malignant neoplasms, increased over time, somewbat in men (a) than
in women (b):

(a) from 682 STD, per 100,000 in 1985-87 to 922 in 2@Xor from 8.2

to 13.0 STD%;

(b) from 705 STD, per 100,000 in 1985-87 to 746 in 2@Xor from

12.20 and 16.0 STD%.

Deaths due to external causes make up a smaliloinaat all deaths. They
have been included in this cross-country reviewahse significant changes
in their levels are hypothesised to reflect dramatcial changes (abrupt
increase) or stability (steady decrease). It isetioee of interest to see in
what way unnatural mortality changed following tinansition among the
elderly.

The relative weight of external causes within aflaths 65+ ranged
between 2-5.5% among men and 1-5.9% among womesideong the
four time periods in the analysis. The lowest matmpuld be found in
Poland, Portugal, Bulgaria, and Romania while tigiaédst ones in Finland,
the Baltic states, Hungary, and Slovenia. The digdine between these
two groups of countries does not seem to be egb@nomic or political, but
rather cultural-geographical.

Let us now look at changes over time. The geneealdt is decrease or
stagnation in the SDR levels 65+ due to exterredoas. From among non-
transition countries Austria and Portugal reinfortieeir favourable position
while very little improvement happened in Finlanbiportant drops
occurred in each transition country where both naald female old age
mortality for external causes was outstandinglyhhithe Czech Republic,
Hungary and Slovenia) during the 1980s. In theetlBaltic states, however,
we can witness an opposite change: the 2000—-02agdadmortality levels
due to unnatural reasons were much higher thare timo$985-87, but only
in men. Thus gender differences increased condijeraMale excess
mortality 65+ for external causes — in spite of saecrease — has remained
large in Finland and Slovenia, moderate in Slovaliangary, Portugal and
Bulgaria while relatively small in Poland, Austritne Czech Republic and
Romania.

There was only a slight increase in regional vemmst (among the 13
countries involved) in SDR 65+, external causesmen (a) and some
decrease among women (b):

(@) from 88 STD per 100,000 in 1985-87 to 90 in 2000ef&om 31.0

to 34.8 STD%;

(b) from 90 STD, per 100,000 in 1985-87 to 46 in 20MeHfrom 47.9

and 41.2 STD%.
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Figure 15
SDR Annual Averages, External Cause, Injury andg®i
65+, per 100,000, Female Population
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Figure 16
SDR Annual Averages, External Cause, Injury andgétui
65+, per 100,000, Male Population

Fl EE LV LT PL* AT CZ SK HU PT SI RO BG
0 1985-87E 1990-92@ 1995-97* M@ 2000-02‘ © EDaréczi

* Poland 1995-96
Data from European Health for All Database; wwwoewho.int.

Having finished the section on comparative analgdihealth status and
ageing in selected European countries, now we #dke specific situation
in Hungary.
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Lessons from
the Census

5 Health Status of the Elderly Population in Hungay

Since 1981 the total population of Hungary haststeadily decreasing
(from 10,709,463 in 1980 to 10,097,549 in 2005) thet elderly population
(people 60 and over in Hungarian statistics) hag k&panding. The 2001
censu¥ found more than two million old people (805,000 nmand
1,277,000 women) in Hungary. Between 2001 and 20@5 group of
younger elderly people (60—74) increased by a reeepercent while in the
group of 75+ there were 8.6% more men and 10.1% mamen in 2005
than in 2001. Particularly the number of peopleda§é—84 increased, by
almost 50% (Figure 17). This essentially resultsrfra generation effect,
postponement of births during the First World Wiad @ baby boom during
the 1920s. Thus the increase is not due to therbk#alth among these
people. On January 1, 2005, Hungarian people ageddpresented 18.9%
among females and 12.0% among males and the depmsndatios
amounted to 22.7% and 99.9% (65+ over 15-64 and ®&r 0-14
respectively)®

Figure 17
Population Aged 60+ by Age and Sex in Hungary,
1990, 1995, 2001 and 2005
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© EDar6czi

Data from Demographic yearbooks 2000 and 2005. Besta@SO.

12 For further details consultww.nepszamlalas.hu
13 Demographic Yearbook 20p@entral Statistical Office, Budapest: 2005.
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The last two Hungarian censuses had one singleatehealth relating to
disability and impairment. In 1990 this item wakex$in a 20% random
sample of the total population, while in 2001 itsagenerally asked as an
optional question (like nationality, cultural idégt religion)}* Data
concerning health were collected in personal inésvs, based on self-
assessment, no medical cheque was made or ceetifiegquested. The
refusal rate was altogether 2%. The extremely lugimpliance ratio was
achieved with the co-operation of civil organisaioof people with
disability, which communicated the importance oflexding such data. In
case of the elderly, however, it should be remeptbérat:

»It has remained unsolved whether old people shaualther define
themselves as old or should regard their locomdisorders, hearing and
vision impairments accompanying their age as diiiaisi"*®

The apparent significant increase in the numberpogortion of people
with disability from 1990 to 2001 should therefdre handled with caution
In 2001 577,000 people or 5.7% of the total popatateported some kind
of disability. 69.4% among them lived in family, .580 in single
households?7.9% in institutions and 4.2% in some other waym@ared to
the previous census, a larger portion of disabkd@dgns lived alone, and a
smaller one in institutions. In 2001 the number6&®+ with disability
amounted to 259,000 or 12.4% of this age groupurkigl8 displays
disability prevalence rates among the elderly bg, agpx and aggregate
groups of disability.

14 Excerpt from the 2001 Census Questionnainev.nepszamlalas.hu

1 Hungarian Census 2001, Volume 12: DisabledHungarianNépszamlalas 2001: 12. kétet, A
fogyatékosok helyzgt&K SH, Budapesivww.nepszamlalas.hu
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Figure 18
Disability Prevalence Rates in Elderly Female anal&Population
Hungary, 2001
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Calculated from Hungarian Census data.

Corporal impairment, including locomotor disordampunting to 80—
90% of this group of disability), is the most wigesad. Its frequency
increases rapidly between 60 and 80 years of agie wision and hearing
impairments have steep gradients above 80.

Quality of life of the elderly also depends on theiing arrangements.
Census data on household composition can giveras stue. In 2001 40%
of the 3.1 million Hungarian households included ledst one elderly
person, either living alone, or with young, middiged or (an)other old
person(s). 934,000 households only had aged mersbarging 1,232,000
people. In more than half of such households (3%5,0lder people lived
on their own. The age composition of the elderlgde living alone was as
follows: 37.3% aged 60-69, 44.9% aged 70-79, an8%aged 80+. The
number of elderly living in institutions is not @, representing 8.4% of
those living alone. In 2001 the total number oftitnsonalised elderly
amounted to 14,000 men and 30,000 women. 82% eétimeen and 85% of
these women lived in long care social (communitginkes. Most elderly
people living in such homes are at least 80 yed(28.0%), or between 70
and 80 (37.3%), and about one quarter of themgad 60—69.

As for informal support, people living with a speusr a partner and
those having children are in a favourable situatidmey are the most likely
to have somebody to rely on in case of disabilitpess, psychological
problems or when emotional support is needed. Aliogrto the 2001
census, 22.5% of men and 62.7% of women aged 6@# lwithout a
spouse or a partner. Their number of living chitdie unknown. We can
only tell that more than one third (38%) of theezlg have none or only one
child born during their lifetime. This ratio is aively stable in each elderly
age group (Figure 19), but it will substantiallgiease in the future.
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Figure 19
Proportion of Elderly (a) Living without a SpouseaoPartner
(b) Having None or Only One Child Born during Life¢, Hungary, 2001
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Calculated from Hungarian Census data.

Table 7 displays the number and percentage of reevaible group, those
who live without a spouse/partnendhave maximum one child born during
lifetime. Due to excess male mortality, almost gfeurth woman aged 60+
belongs to this group while only about every nietderly man is in this
situation. And since aged women outnumber aged thisninvolves that
about 80% of elderly in need of external protecteme women.

Table 7
Living without a Spouse or a PartnendHaving No or Only One Child
Born during Life Time, Hungary, 2001

Age group Men Women Men Women
(persons) | (persons)| (percentage)| (percentage)

60-64 22,238 53,457 9.7 17.5
65-69 18,848 59,583 9.3 20.7
70-74 17,860 66,724 10.6 24.8
75-79 15,144 65,773 12.8 29.9
80-84 7,419 35,816 15.0 34.2
85-89 5,258 24,460 20.2 38.6
90-94 1,911 8,668 25.2 40.1
95-99 467 1,583 27.1 37.1
100—x 129 198 35.9 34.7

Total 89,274 316,262 11.1 24.8

Calculated from Hungarian Census data.

Another group of old persons facing particularidiffties are those who
live in small settlements. Villages with less th2@0 inhabitants have no
local general practitioner and only 8% of villageish 200-499 people and
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44.5% of those with 500-999 population do have etatd® In the census
year of 2001, 9% of the elderly lived in small ®Q0Q inhabitants)
settlements where they made up 24% of the totalbeuraf local residents
on average. This involves 131,000 persons aged46@nd 55,000 aged
75+,

Educated people’s health is usually better, foessmweasons. They have
higher living standards, are less exposed to enmental risks at home and
work, are better informed about healthy lifestyleaye easier access to
health services and have stronger self-assertida.therefore not without
interest what educational profile elderly have. Tinember of illiterate
persons in Hungary is insignificant. In 2001 thepartion of those who had
not attended school was around 1% among the peqgelé 75+. Towards
younger generations the share of elderly who hadessfully completed at
least eight classes (general or maternal schoobppsdly increasing. It
reaches 89% among men and 85% among women aged.60kére is,
however, a large gap in the number of old persortis secondary school
certificate. Their proportion is only about 30% e\emong the 60—-64 with
little difference between men and women. And thenber of aged people
who have a college or university degree is pamidylsmall even in the
younger age groups of the elderly population ared gander gap is wide
(Figure 20). Since college and university enrolmatés have suddenly and
significantly increased from the 1990s, educatiamahposition of the aged
(particularly that of females) will dramaticallyahge in the future.

Figure 20
Distribution of Elderly Female and Male Population
by Education, Hungary, 2001

60-64 65—-69 70-74 75-79 80-X
© EDaroczi
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Calculated from Hungarian Census data.

In Hungary the health (mortality) gap is particlydarge between people
with an elementary, or lower, educational level dndse with secondary

18 Data from 2003. Sourcetungarian Statistical Yearbod003, Budapest, KSH, 2004: 191.
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school certificate (Klinger 2001; Kovacs 2003; D=mi62005). Health of
less educated older people had been underminedhfittseir childhood, due
to their parents’ poverty, lack of knowledge andheathy lifestyle, and by
the inherited difficult living circumstances, acculated and late effects of
hardships and risks at work. This has been exaetbay the negative
effects of modest earnings and small pensiormsd, in many cases, by the
lack of family and community support. Furthermotke post-transition
period has not brought any progress in the acaessotial and health
sectors, rather the contrary. Medical servicesioaatto be the stepchildren
of government policies, very little financial meaardd intellectual capacities
are mobilised for saving and restoring people’sithealhis intolerable
situation puts all ages at risk but old peoplepaicularly affected.

Most information on health and morbidity are praddby the staff ¢ Elderly in GP
medical institutions (general practitioners, spksis, dispensarie Database
hospitals, etc.) as required by the National Stesis Data Collectiol.

Program (in HungarianOSAB. From among all regulaNSDCP health
data, those provided by general practitioners esecpnd year are the most
valuable when reporting on the health status ofellderly The latest data
available enable us to review diseases of one @qldsind two elderly age
groups (55—64; 65—74; 75+) as registered by GRO032

The review will be restricted to the top ten categg of diseases among
the oldest (75+). In this age group, the ten mosquent diseases are the
same for both sexes, only their order of signifam is different. In this
section diseases will be listed following theirkarder amongvomenaged
75+:

1 Hypertensive diseases: 110-115
2 Ischaemic heart diseases: 120-125
3 Disorders of bone density and structure: M80-M85
4 Spondylopathies: M45-M49
5 Diabetes mellitus: E10-E14
6 Cerebrovascular diseases: 160-169
7 Disorders of lipoprotein metabolism and otherdgemias: E78
8 Chronic lower respiratory diseases: J40-J44
9 Malignant neoplasms: C00-C97
10 Transient cerebral ischaemic attacks and relagudromes: G45-G46

Because GP data are far from being petfeit would not be wise to
evaluate prevalence ratios calculated from thertheim own, or to use them
for cross-national comparison. Instead, emphadiso@ilaid on the relative
importance (order, difference and ratio) of premageindicators for certain
diseases, by gender and age group.

It follows from our way of selecting the top terselases that the relative
frequency of almost each of them increases with &be exceptions are:

7 In 2003 the monthly nominal pension (including i&m provisions) was 50,428 HUF per
person amounting to 56.8% of the average net ndneiaanings in Hungary. 30.2% of the total
population benefited and the total amount of pengi@yments amounted to 10% of Hungarian GDP.
In January 2004, the minimal pension was 23,200 hHgF month (less than EUR 100). Source:
Hungarian Statistical Yearbook 200Budapest, KSH, 2004: 156, 161.

18 Egészségiigyi statisztikai évkonyv. (Yearbook oftiti&satistics.2003. KSH, Budapest, 2004.

19 Data providers are not motivated in supplyinguate data. This is likely to have adverse
effect on the quality of the database.” Hoffer 200411.
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diabetes mellitus and disorders of lipoprotein roeliam and other
lipidaemias. Their prevalence is smaller among#&e than in the 65-74
age bracket, and this holds for women and men.alike

Hypertensive disease is the most frequent ailmeaing those who visit
GPs. It occurs two-three times more often thanaeofic heart disease
which ranks second. Prevalence rates of these wgh widespread illnesses
in the 55-64 and 6574 age groups will be comptodtie results derived
from a more recent sourcite network of sentinel stations based in primary
care facilities(Hungarian abbreviatioiIMAP). HMAP was established in
1998 in four Hungarian counties and extended tortweoe counties in 2001.
The great advantage of the network is the useamidstrdised protocols and
methodology and therefore the possibility of vakdd internationally
comparable morbidity analyses by particular disedSeéles et al. 2003 and
2005,www.publichealth.hj

Comparing data obtained frofNSDCP and HMAP, most male
prevalence rates of hypertension look higher wfeimale rates lower in
NSDCPthanHMAP estimates in all but one of the six counties. &#hces
vary by age, sex and the region concerned. Lalg88ICPsurplus (+30%)
was found in male prevalence in county Bacs-Kiskwith regard to both
age groups studiediSDCPshortfalls were smaller (down to —15%) without
any specific regional or age bias discernable. wilar comparison for
ischaemic heart diseases revealed overall and hauggrNSDCPexcesses.
No underestimation was found, and overrates fefjelly within +20% and
+80%.

Figure 21
Prevalence Rates of Major Diseases Registered sy GP

by Age and Sex, Hungary, 2003 (a)
(M = Male, F = Female)
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Data from Health Statistical Yearbook 2003. Buda@s0.
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Figure 22
Prevalence Rates of Major Diseases Registered ks GP

by Age and Sex, Hungary, 2003 (b)
(M = Male, F = Female)
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Data from Health Statistical Yearbook 2003. Buda@s0.

The above results can by no means be projectedhaoother eight
diseases studied but underline the caution by wihielz should be handled.
In the next sections all data are taken fri®@DCPand refer to national
averages.

Just like in the case of excess male mortality,eescmale morbidity Male/Female
prevails in several diseases and age groups peesé@rigures 21 and 22’ Ratio
This is conspicuously evident in the highest agrigr Menaged 75+seem
to be more affected than women of the same ageiri®/ out of the ten
diseases, in spite of the fact that the averageohgeen in this age group is
lower than that of women. Male/female ratios amthay 5+ range between
2.25 (chronic lower respiratory diseases) and Qd#sorders of bone density
and structure). The latter is the only diseaseh& dase of which women
show worse figures. Male/female ratio of bone disorprevalence goes
down to 0.31 and 0.24 iages 65-74 and 55-6rkespectively. The next
smallest male/female ratios can be found amongetterly aged55-64
0.85 and 0.86, represented by spondylopathies adymant neoplasms.
Besides chronic lower respiratory diseases, cevelBoular disorders
display considerably larger (at least +25%) malentifiemale prevalence
rates inall three age groups represented.

For most diseases not mentioned so far, male/femaldbidity ratios
remain within a narrow margin in tHg5—64 and 65—-74 age groupBhey
range between 0.91 (hypertensive diseases) and (di@Betes mellitus),
indicating no excess male morbidity. Ischaemic hdmseases and transient
cerebral ischaemic attacks occur, neverthelessarkably more frequently
among men than women, not only among the oldestlsot in the65—-74
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Age Gradient

National Health
Interview Surveys
(NHIS)

age groupwhere male/female ratios are 1.22 and 1.33 reispéct The
least difference between elderly men and womenearonogy the prevalence
of the ten diseases can be found in pre-retiremgaic5-64).

Age gradients — understood as the ratio of precalerates in two
neighbouring age groups, the older being dividedth®y younger — vary
widely by gender and type of disease. Not surpglginage gradients are
steeper among men than among women in almostsgsc#orbidity rates
of cerebrovascular diseases are more than twideghsamong meraged
65—-74 than among their younger counterparts (55y@€drs of age).
Multipliers over 1.50 apply between these two nagje groups in five more
diseases (in decreasing order: transient cerebchlaemic attacks, bone
density and structure, ischaemic heart diseaselgmaat neoplasms, and
chronic lower respiratory diseases). Somewhat millgeases (1.30-1.37)
appear in spondylopathies, hypertensive diseases, deabetes mellitus
while the ratio is as low as 1.07 in lipidaemias.

Comparingfemale morbidity levels iage groups 65—-74 and 55—Ge
order of diseases ranked by age gradient is similar hat tof men.
Cerebrovascular diseases lead the line (1.77pvieldl by ischaemic heart
diseases (1.60). Ratios of five other diseasey Agtaveen 1.25 and 1.44 (in
decreasing order: transient cerebral ischaemiclkattabone density and
structure, diabetes, chronic lower respiratory akss, and hypertension).
Malignant neoplasms and spondylopathies are 1.20D1at4 times more
frequent in womemged 65—74han among thoseetween 55 and 64.

Relative differences in morbidity levels betweer tivo highest age
groups (75+ over 65-74re smaller than between th@d56—64 and 65-74)
discussed above. Nevertheless, the prevalencerelbrowascular diseases
continues to increase rapidly in both sexes fronoiiwards, reaching 1.66
times higher frequency than among the 65-74 yedhrroimales and 1.61
times in females. As for ischaemic heart diseag®srelevant figures are
1.44 in men and 1.37 in women. Male gradients athighest ages are
steeper than female slopes in malignant neoplasragsient cerebral
ischaemic attacks, and chronic lower respiratorseaes. The relevant
figures are: 1.44 versus 1.11; 1.47 versus and; L2® versus 1.27. As
already mentioned, diabetes and lipidaemias am® flegjuent in the 75+
than in the next younger age group. Declines agetan women than in
men.

During the post-transition period, as a preparatiwrEU membership, a
new health survey program (in Hungarian: Orszagoakoksagi
EgészségfelméréLEFR)?® was commissioned by the Hungarian Ministry
of Health, Social and Family Affairs (now Ministryof Health,
www.eum.hy within the framework of the National Public HéaRrogram.
This survey follows international standards in Healmonitoring
methodology, has the explicit aim to introduce aiese of regular,
periodically repeated health surveys in this coynand to foster the

20 The analysis oRNHIS 2003survey data is still in process. | wish to than& wholeNHIS 2003
team and particularly Julianna Boros, Krisztian @&jrNora Hermann, Zsuzsanna Kéki and Renata
Németh for their permission to use, for the purposkthe present paper, all materials included in
their presentations at the Health Information For(Badapest, November 17, 2005), now also
available atvww.oek.hu
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practical use of the results thereof (Boros, Nénaetth Vitrai 2002). So far
two rounds have been realisedHIS 2000andNHIS 2003, designed and
supervised initially by the Health Development Resk Institute
(Egészseégfejlesztési Kutatdintézet) and from 20@1the Béla Johan
National Center for Epidemiology (Johan Béla Orszagpidemioldgiali
Kdzpont,www.oek.hy.

Both surveys were based on random samples of 7j08@ons
representing non-institutionalized adult (18+) pagon by age, sex, region,
and settlement size (cross-section samples). Buothds were made during
the last two-three months of the given year. In@R@tierviews and self-
administered questionnaires were completed with3j&dividuals in 440
settlements while in 2003 with 5,072 persons in 4éi#tlements (Boros,
Németh and Vitrai 2002; Boros, Csizmadia et al.400

The following section is restricted to a few fuocts and diseases
included in NHIS which are particularly relevant for the health tbie
elderly. Since data processingMifllS 2003has not yet been completed, we
can only occasionally refer to changes betweei® 20@ 2003.

In NHIS 2000questionnaire items 12—-13 asked about vision impait  Vision and
and item 11 about hearing impairment on scalestof3 Hearing

Vision problems

None:Can recognise a person he/she knows across tthe roa

Mild: Can only recognise a person he/she knows acrasgodd if
wearing glasses or contact lenses.

Moderate:Can only recognise a person he/she knows at demjsh.

SeverelUnable to recognise a person he/she knows at dengsh.

Hearing problems

None:Can listen to the TV or radio at normal volume.

Mild: Can only listen to the TV or radio at high volume.
Moderate:Can only listen to the TV or radio with hearing.ali
SevereUnable to listen to the TV or radio due to headliffjculties.

The following figures display population estimatesithin 95%
confidence intervals of vision and hearing impainin@revalence rates
among the elderly as defined and measureldHhs 2000

Vision difficulties are more frequent than hearipgpblems and gender
gap is larger in visual than in audio capacity. Véors vision problems
emerge earlier and increase more rapidly with hga then’s. Age gradient
of hearing impairment is, however, even steepen thi@at of vision,
particularly among women.

The prevalence of moderate and severe cases dil\psoblems taken
together amounts to 10.6% in men and 14.5% in woagsad 65+. It is
worth recalling that the 2001 census recorded meslaverage of 2.2%
male and 2.6% female population 65+ with visual amment (Figure 18).
These percentages seem to correspond to the prmegatd severe visual
difficulties registered byNHIS 2000 But while the census was less
sophisticated concerning degrees of impairment seenote 14), ilNHIS
it is correctly defined what mild, moderate, ore@vimpairments cover.
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Figure 23
Vision Impairment in the Elderly Population,

NHIS 2000, Hungary
(M = Male, F = Female)
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Data from Voké 2002a.

Figure 24
Hearing Impairment in the Elderly Population,

NHIS 2000, Hungary
(M = Male, F = Female)
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Data from Voké 2002a.

Moderate and severe hearing impairment combinedugdtb 3.1% in
men and 3.3% in women aged 65+ accordingkdS 2000 These ratios are
also higher than the 2001 census results whiclcateli— including speech
difficulties — 2.4% among elderly (65+) male and%. among elderly
female population (Figure 18) but are not so myg&rtaas it was the case
with regard to vision.
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Items 9-10 iNHIS 2000questionnaire use the following definitions 1 Functional
describing functional impediment: Impediment

Severe impedimen&nother person’s help is needed to get up from be

Moderate impedimentnother person’s help is needed in self-care or in
communal activity but can get up from bed on histven.

Mild impedimentLasting impediment but no help from another peilison
needed.

Impediment: No restriction but difficulties in self-care or mntally
handicapped.

No impediment, no restriction.

Figure 25
Functional Impediment by Age and Sex,

NHIS 2000, Hungary
(M = Male, F = Female)
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Data from Voké 2002a.

Moderate and severe functional impediments weredoun 10.0% of
elderly (65+) men and 9.4% of women but severescagge more frequent
in the elderly male (3.2%) than in elderly fem&el@o) population.

In the Executive Report oNHIS 2003 Boros, Csizmadia et al. (2004)
demonstrated an increase in loss of functional @apa of older male and
female population alike between 2000 and 2003. dutbors found almost
4% prevalence of severe functional impediment ammoag and close to 3%
among women in 2003.

Gorog (2005) coined a complex indicator of scoremsnred in various
functional capacities such as walking, going to getting up from bed,
sitting down and standing up, dressing and undrgssivashing hands,
eating, toileting, hearing, seeing and continence.

Respondents were classified into three categocesrding to their scores:

Retained functional capacitgid everything without difficulty);

Moderate functional restrictiofat least one activity was found difficult);

Severe functional restrictiofneeded another person’s help at least in one

activity).
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Chronic
Diseases

It follows from the methodology used that Gorég swad higher
functional impediment prevalence rates among thddhai aged and the
elderly inNHIS 2003than what was presented above fidkilS 2000

Table 8
Functional Restriction by Age and Sex, NHIS 2003,
Hungary (percentages)

Men Women
Degree/Age | 35-64 | 65+ 35-64] 65+
None 67 34 66 25
Moderate 28 44 28 50
Severe 5 22 6 25
Total 100 100 100 100

Data from Gordg 2005.

It is worth noting that while middle-aged men andmen have almost
exactly the same distribution by functional capasitwomen score worse
among the elderly. This can be, at least in paplagned by structural
differences among women 65+ (the more advanced tdvaouble ageing
and smaller selection effect among women). Nevlr$ise it is rather
alarming that every fifth man and every fourth worneged 65 and above
needs assistance at least in one basic function.

In NHIS 2000questionnaire, item 16 named eight chronic disedse
Respondents were to mark those which applied iir ttzse either in the
past or at present, provided that the disease ooedtédrad been diagnosed
by a medical doctor (according to self-declaratidnjvas indifferent if the
respondent was actually treated or not for theadiseconcerned at the time
of the interview.

Chronic diseases were listed in the following order

1 High blood pressure

2 Heart attack or MCI

3 Any other heart disease

4 Cerebral haemorrhage, stroke, cerebral spasm lektg cerebral
sclerosis)

5 High cholesterol level

6 Diabetes

7 Asthma (only lung asthma)

8 Allergic diseases

From among circulatory diseases, Figure 26 showpsilption estimates
(within 95% confidence intervals) of high blood gsare and stroke
prevalence rates in the middle and old ages medsoyeNHIS 2000.
Hypertension is more frequent among women and stankong men in both
age groups. Age gradient of high blood pressurggsper among women

2! ltems 17-18 inquired about injuries and poisonitem 22 about liver diseases, items 23-24
about pains in the neck, back and waist, item 2Rigjpint gout, and item 27 about the state of mind
and spirit.
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than men (1.83 versus 1.59) while in the caserokstit is the other way
round (4.13 for men and 3.21 for women).

NHIS 2000found high cholesterol level in 18.2% of eldebp¢) female
and 12.1% of elderly male population. It is morarthappalling that life-
prevalence rates of at least one MCI are not muachller: 11.1% among
women and 14.2% among men aged 65+.

Population estimates of combined prevalence ratesng the middle
aged and the elderly of all circulatory diseasesunhed in theNHIS 2000
questionnaire (AMI, stroke, other heart diseasés) blood pressure) and
those of diabetes are presented in Figure 27. Beseaf the circulatory
system are more frequent among women than amongimdoth age
groups while female prevalence of diabetes is dmlyher than male
prevalence in the oldest age group. Age gradientimulatory disease
prevalence is practically the same among womemeard(1.73 versus 1.80)
but the frequency of diabetes increases more rapidth age among
females (2.76 versus 1.77 in elderly males).

Figure 26
Prevalence of Hypertensive Diseases and Stroke

by Age and Sex, NHIS 2000, Hungary
(M = Male, F = Female)
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Data from Széles 2002.
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Figure 27
Prevalence of Circular Diseases and Diabetes

by Age and Sex, NHIS 2000, Hungary
(M = Male, F = Female)
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Data from Széles 2002.

Item 11 inNHIS 2003questionnaire inquired about the life-prevalentce o
15 chronic illnesses or states. The formulationtlu§ item was more
elaborate than itNHIS 2000 “Do you have or have you ever had such a
disease? Was it a medical doctor who diagnosedlibémse? Have you had
this disease during the last 12 months? Have ykentanedication or have
you received treatment for this disease duringldlse 12 months?” It was
also possible to indicate any other disease or tanipbesides the ones
listed by name.

Table 9 includes a sketchy outline of the frequerank of 15 chronic
diseases included iNHIS 2003questionnaire based on a diagram taken
from Hermann’s presentation (2005) on the elddbigeases are listed in
decreasing order of their prevalence among women.

Table 9
Prevalence Rates of Chronic Diseases or States

within Population Aged 65+, Based on NHIS 2003
(Ranked by Female Values)

Women | Men
Approximate values (%)
1 Hiah blood pressie 60 45
2 Arthritis, rheumatoid arthriti 51 37
3 Anv other heart disea 36 19
4 Disorders of bone dens 25 5
5 Hiah cholesterol lev 21 10
6 Diabete 17 18
7 Anxietv or depressit 15 5
8 Miaraine or freauent headac 11 2
9 Alleraic diseaseshayv fever, eczemr 11 4
10 Gastric or duodenal ulc 6 6
11 Asthm 6 7
12 Chronic bronchitis, luna emphyse 6 10
13 Heart attack, MC 5 5
14 Cerebral haemorrhaae, stroke, cerebral st 4 5
15 Malianant neoplas 2 3

After Hermann 2005.
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Comparing frequencies reported B§HIS 2000and NHIS 2003of the
few diseases selected for the purposes of the mirgeger, one can find
surprising improvements in the prevalence of strekel hypertension.
Within this short period of time, population estiems of stroke prevalence
decreased to one third among men aged 65+ ane toathin women of the
same age group. This sudden fall may result fronanghs in the
composition of the elderly, differences in williregs to provide correct
answers but the direction of change is very claarfor high blood pressure,
a notable five percentage point decrease can leetddt In case of diabetes,
some improvements can be revealed in the femadglglpdopulation but the
situation among men aged 65+ has not changed.juisidied to presume
that these processes started prior to 2000 anelyazgntributed to increases
in life expectancies at high ages around the mmilem (Dar6czi 2000,
2003; Daroczi and Kovacs 2004).

In cross-section surveys the composition of samplesges over time Turning Points of
and causal relationships cannot be establishedgituminal or panel the Life-course, the
surveys can provide more valuable information,thay also cost a lot more Hungarian
in terms of money, time and effort. Continuous eenhtwith panel Generation and
participants is essential. This is why the Hungafieurning Points in Life- Gender Survey
Course?? (in Hungarian:Eletiink fordulépontjai' tarsadalmi demogréafia (HGGS)
panelfelvétdl — presently the most significant in its genreHangary —
deserves particular attention. It was initiated &ad been co-ordinated by
the Demographic Research Institutenrv.demografia.hpof the Hungarian
Central Statistical Office with the aim of explagimngoing demographic
changes and motivations behind them.

The first wave was realised in the winter months2601/200% The
questionnaire was completed with 16,363 individwaied 18-75, 20% of
whom were at least 60 year old at the time (Sp2062; Kapitany 2003;

Dobossy, S. Molnar and Viragh 2002, 2003). The toesaire covered 12
topics:

1 Family and household;
2 School and work;
3 Personal opinions and attitude;
4 Childhood;
5 Marriage and partnership;
6 Satisfaction and worries;
7 Family policy, family planning and raising chigar;
8 Planning retirement (only from the middle aged);
9 Life in retirement (only from the retired),
10 Support to and from family and friends;
11 Financial situation and housing;
12 Health.

The section on health included six items. For thgpses of the present
paper three of them will be reviewed:
Q. 138 Are you restricted in your daily activitieg any health problem,
illness, or disability?

22 For further details consultww.dpa.demografia.hu
2 Data analysis of the second wave (2004/2005) fségress.
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Yes/No. If yes, to what extent (Seriously, Modelsatk Depends/Varies,
Does not know)

Q. 139 Do you regularly take any medicament prbscdrby a doctor due
to illness? (Yes/No, Does not know)

Q. 140 Please indicate on a scale from 0 to 10rhoeh you are satisfied
with your health status (0 = Not at all; 10 = Fully

Figure 28
Percentage of People Restricted in Daily ActivitiysHealth Problems

by Age and Sex, DPA 2001/2002 Hungary
(F = Female, M = Male)
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Data from Dobossy, S. Molnar and Viragh 2003.

Prevalence of functional restrictions is similarag women and men
aged 40-49 and 50-59, though serious restrictionsnare frequent in the
group of males. From age 60 onwards women’s heaims to deteriorate
more rapidly than men’s. Ratios of moderate retbricstart to increase
earlier (in the age group of 70-74) than that ekse restriction. This is in
line with the process of vision impairment discussdédove: female visual
difficulties start at younger ages (though lessndtically) and progress
more rapidly with age than it is the case with nf&milar conclusion could
be drawn from data included in Table 8. Furthermprevalence ratios of
severe restrictions at 65+ presented in Table 822%) are comparable
with those of Figure 28.
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Figure 29
Percentage of People (a) Regularly Taking Presdribkdicaments and
(b) Scores of Perceived Health by Age and Sex, BIA/2002, Hungary
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Data from Dobossy, S. Molnar and Viragh 2003.

Subjective health evaluations support the abovéersents. In their
fifties, men and women have similar perceptionheifit own health but from
age 60 onwards the gender gap increases (Figuren2®) score their health
higher. The figure also touches upon another aspleageing and health,
medication. High percentages of elderly who redyléake medicaments
prescribed by doctor not only indicate their illaltb but also the heavy
financial burden on elderly people. Transition ilwea large-scale
privatisation and market prices have been introduakso in the health
sector. At the same time the relative contributidrinealth insurance to the
rocketing prices has drastically decreased. Penamjuostments lag far
behind and an increasing number of old people daaiifard efficient drugs
or only to the detriment of other vital needs.

Besides the items included in section 12H&GS questionnaire on
health, items concerning worries about the future getting old (item 96 in
Section 8 and item 110 in Section 9) perfectly suitsubject (Table 10).

It is very clear that concerns about health arentibst often mentioned,
preceding those about material situation, lonetireesd particularly family
relationships. This is perhaps not surprising @ c¢hse of elderly people but
the authors compared these results with worrigeeofmiddle aged (46and
economically active). They have found that ratioe aot significantly
different. Both groups are most worried about theile and health of their
children, their own health and subsistence. “It irgeresting that
economically active respondents aged 45+ are ngd Bnxious about
subsistence than those who are retired. The difteras also small (6
percentage points) between the two groups of relpda concerning their
worries about their own health, though the majootyactive middle aged
worry ‘a little’ and most retired people worry ‘atl.” (Op. cit. p. 91)
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Table 10
Worries among the Retired in Hungary (DPA 2001/2002

. . Does
Thinking of your future and getting old, how much Alot | Alittle Not at ot Total
do you worry ... all K

now

About your own health? 47.7 38.3 13.7 0.3 100.0
If you have a family: about the healif your

family? 452 345 10.3 10.0 100.0
If you have child/ren: about the life, subsistence,

security of your child/ren? 47.8 30.0 9.5 12.7 100.0
About subsistence? 36.1 40.8 22.7 0.4 100.0
About your mental degradation? 23.6 44.0 315 0.9 100.0
About widowhood, remaining alone? 26.9 21.2 175 34.4 100.0
About lack of activities, feeling idle? 9.2 24.2 65.8 0.8 100.0
If you have child/ren, grandchild/ren: about your

weakening relationship with them? 12.6 18.4 55.3 13.7 100.0
If you have a spouse/partner: about future problems

in your relationship? 42 84 52.3 35.1 100.0

Data from Dobossy, S. Molnar and Viragh (2002: 92).

6 Conclusions

Population ageing appears to be at an advanced stathe transition
countries of Europe when all people aged 65+ alateet to the total
population. But double ageing, the proportion of tiidest old within the
group of elderly, lags behind the three non-tramsitountries selected for
comparative purposes, particularly in the case eifndles. Smaller
differences in men’s double ageing between thegmaoips of countries are
supposed to be the consequence of very high ntgrialithe middle age
groups, i.e. selectivity, among the male population

In contrast with the long-standing fertility dedin falling old-age
mortality is a more recent component of demographgeing in the
transition countries of Europe. The decline in atge mortality became
evident first among females, as in other countridge calendar year from
which female life expectancy at age 65 constanilpassed its 1960 level
by at least one year was 1972 in Finland, 1976lavedia, and 1977 in
Austria and Portugal. In Poland, the Czech RepuBliavakia and Hungary,
this moment was deferred to dates between 1981991, and in Romania,
to 2001; in Bulgaria, it is yet to come. The tingries available for the
Baltic countries are shorter. From 1986 onward€stonia and Latvia the
absolute changes in female life expectancy at agea® similar to
developments in Slovakia and Hungary, while théudainian trend is closer
to Romania’s and Bulgaria’s.

Male old-age mortality has shown less improvem8idvenia surpassed
its 1960 level of male life expectancy at age 6@ableast one year as late as
1988, the Czech Republic in 1998 and Poland in 20Bds has still not
occurred in Slovakia, Hungary, Bulgaria and Romamigto judge from
their post-1986 trends) in the Baltic States.

The figures presented above show that the dedtiridei expectancy at
birth during the turbulent years of the early 199@ss not solely due to
increased mortality levels during the working ade#e;prospects in old age
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were also affected. The downturns were more proceaim the post-Soviet
States than in other transition countries and wsesper for men than
women. However, improvements from the mid- or [E80s onwards also
point to a new, swifter process of demographicragei

Healthy life expectancy at age 60 could be examateaxhe point in time,
specifically 2000-2001, when the East—West divides wo longer definite.
In Austria, Finland, Portugal, Slovenia and the €@z&epublic, men and
women can expect to live longer in good healthhveih average of 12.8—
15.7 years for men and 16.0-18.5 years for womrenohtrast, in the other
eight transition countries, healthy life expectaatyge 60 was in the range
of 10.0-11.9 years for men and 13.5-15.0 yearsvfimen. There was a
positive correlation cross-nationally between thgltnumber of additional
years to be expected at age 60 and the percentpgeted to be spent in
good health. In several countries elderly men sparger portions of their
total life expectancies in good health than womérlenmn several others it
is the reverse.

In the post-transition group, only Slovenia seemfdve completed the
cardio- and cerebro-vascular revolution. In Estpriatvia, Poland, the
Czech Republic and Hungary, the levels of SDR dueirculatory system
diseases have improved but remain high. Little orpmogress has been
made in Lithuania, Slovakia, Romania and BulgaAa. for malignant
neoplasms, only Finland and Austria achieved sakistamprovements in
old-age mortality for both males and females. Ih @her countries,
including Portugal, the levels either stagnatethoreased.

In the Baltic States for older males, particulanyEstonia, SDRs due to
external causes rose sharply between 1985-198thanaid- or late 1990s,
and then stagnated. In the Czech Republic, Hungady Slovenia, on the
contrary, the previously high levels of old-age tality due to external
causes were significantly reduced for both menvaoichen.

In summary, abrupt changes in old-age mortalityeappo be over in the
transition countries of Europe, where recent imprognts in the health of
the older population are likely to continue. Howebe pace and rhythm of
the process may vary in ways that are hard to grediepending on
underlying socio-economic, cultural and politicattors.

Ageing in Hungary has reached an advanced levelvalhgrogress in
the future. Several circumstances point in thigaion, including the low
and stagnating levels of fertility, the relativédyge cohorts born in the mid-
1950s who will soon enter old age, the low levehef in-migration, and the
increases in life expectancy.

In spite of recent improvements, mortality and niditip conditions of
the older (and also the middle-aged) population fareworse than they
should be at the actual level of Hungarian livingnslards, expressed in
GDP per capita. In this sense, policies should tnsyged with the aim of
optimising human and financial resource allocationreasing efficiency in
education and health management, expanding acoe$®edlth services,
improving environmental conditions and changingdif/les.

There have been some positive developments. Thensign of
preventive measures (measuring blood pressure,l lefrecholesterol,
diabetes, weight control and mobility, and anti-&mg measures) has
brought results. It is promising that those entgiid age in the future will
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have more education, and that the number of the p@or can be expected
to decline.

However, while the political and economic trangitigrovided an
impetus to civil, charitable and religious orgatimas to help the needy, the
prospects for the older population, particularlgasling their health, have
been of increasing concern. The health sector kperienced extremely
difficult situations wherein medical and paramebtmarsonnel are generally
overburdened yet underpaid. Formal care is not ilseatcessible to
everyone due to spatial, temporal or financial t@ansts. In particular,
financing long-term care either from private ornfrggovernment resources
seems problematic. At the same time, fewer relatimee expected to be
available to older people in the future to provifermal care.

Documented scientific knowledge about health andbiddy of the
population has been increasing in Hungary, and rtapb steps have been
made to raise awareness of these problems. Witliirnits of the present
paper, which was restricted to regular statistivd # a selected group of
nationally representative studies containing infation on the health of
older people, it was possible to portray a reaslynamprehensive picture
of the distressing health conditions of the ageldungary.
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