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Abstract. This paper examines how uncertainty in demographic and health trajectories shapes future 
long‑term care (LTC) needs in the European Union. While populations continue to age and life expectancy rises, 
recent evidence suggests that long‑term improvements in health may be slowing, increasing the likelihood that 
individuals spend more years living with functional impairments. This paper discusses the three demographic 
and three health scenarios in Börsch-Supan and Rausch (2024), constructed using Eurostat data, SHARE data 
and the MEA-SOCSIM simulation model of Börsch-Supan and Rausch (2023). Across all scenarios, the 
population aged 85 and over expands markedly, with roughly 42% projected to experience mild‑to‑severe 
functional limitations. The findings show that future health trajectories exert a stronger influence on LTC 
demand than demographic ageing alone. Under optimistic health assumptions, the negative impact of the 
most pessimistic demographic scenario can be curbed, this mitigating the increase in the share of individuals 
requiring care. The paper highlights several modifiable determinants of impairment, such as chronic disease, 
multimorbidity, frailty and physical inactivity, and concludes that prevention and healthy‑ageing policies could 
substantially mitigate future LTC pressures. 
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1. Introduction 
One of the most remarkable achievements of the past century is the prospect of living longer than 

previous generations. This progress reflects major technological advances in health as well as 

broader economic and social developments that have reduced mortality, particularly among older 

people. According to the World Health Organization (WHO), global life expectancy at birth reached 

73.3 years in 2024, an increase of 8.4 years since 1995. Between 2015 and 2050, the WHO projects 

that the share of the world’s population aged 60 and above will nearly double from 12% to 22%. Such 

a demographic shift has profound implications for public health, as maintaining good health is 

essential for older people to remain independent and active members of society. 

In response to these challenges, the United Nations launched the UN Decade of Healthy Ageing 

(2021–2030), aimed at improving the lives of older people, their families and their communities. 

Ensuring access to long‑term care5 (LTC) for those who need it is one of its four central action areas. 

The European Union (EU) has similarly emphasized the importance of high‑quality, affordable LTC 

through Principle 18 of the European Pillar of Social Rights. The 2022 European Care Strategy and 

the accompanying Council Recommendation further highlight the need to support healthy ageing to 

preserve independence and dignity. This challenge is particularly pressing for the EU: by 2070, the 

share of people with LTC needs is expected to rise from 11.6% in 2020 to 14.1% (Belmonte et al., 

2023). 

This paper examines how different scenarios for population ageing and health trajectories shape 

the uncertainty surrounding projections of individuals requiring long‑term care (LTC). It also 

considers how policies aimed at improving population health may alter these projections. The focus 

is therefore on the demand side of LTC, in contrast to Jensen, Pinkus and Ruer (2024), who 

emphasize initiatives to expand the supply of LTC. 

A key policy concern is that people are living longer but not necessarily spending these additional 

years in good health. While life expectancy continues to rise in most countries, improvements in 

health appear to be slowing. According to recent Eurostat data, the gap between life expectancy and 

 
5 According to the European Commission, long-term care comprises a range of services and assistance for individuals 
who, as a result of mental and/or physical frailty and/or disability over an extended period of time, depend on help with 
daily living activities and/or are in need of some permanent nursing care. 



healthy life expectancy at the age of 65 stood at approximately 9.9 years in 2024, one year more than 

in 20046.20077 This combination of rising longevity and stagnating healthy life expectancy suggests 

a potential expansion of morbidity (Robine and Michel, 2004), which could substantially increase 

future care needs. 

The scenario analysis carried out in this paper shows that population ageing alone would already 

produce a significant increase in the number of very old individuals across all five countries studied, 

with the group of individuals aged 85 years and above growing faster than the population as a whole. 

However, the health trajectory these individuals follow matters more for future LTC demand than 

demographic change itself, as the share of people projected to experience mild-to-severe functional 

impairment is projected to rise substantially under pessimistic assumptions about future health. 

This suggests that while population ageing is largely unavoidable, the pace at which LTC needs grow 

is not predetermined.  

This paper contributes to the growing literature on long-term care needs and population ageing in 

several ways. First, whereas much of the existing literature focuses primarily on demographic 

projections, we explicitly incorporate uncertainty regarding future health trajectories. This 

distinction is important because increases in longevity do not necessarily translate into equivalent 

improvements in healthy life expectancy. By combining alternative demographic and health 

scenarios, we show that future LTC demand is often more sensitive to assumptions about health 

outcomes than to assumptions about population ageing itself. 

Second, the paper adopts a comparative perspective by analysing five European countries that 

differ markedly in their demographic outlooks and long-term care systems. France, Germany, Italy, 

Poland and Sweden were selected to capture a broad range of institutional arrangements, financing 

models and levels of LTC generosity. This allows us to examine how common demographic and 

health trends may generate different long-term care challenges across countries. Finally, the paper 

moves beyond projections of future care needs by identifying policy-relevant determinants of 

functional impairment and discussing how prevention and healthy-ageing policies can influence 

future LTC demand. In doing so, it links the projection literature with the policy debate on the 

sustainability of European long-term care systems 

 
 

7 Check Figure 6. 



Our results point to several modifiable levers that could meaningfully slow the growth in care needs, 

such as: i) promoting physical activity and frailty prevention; ii) managing chronic disease and 

multimorbidity; and iii) reducing the extent to which functional impairment translates into 

dependency (for example, through housing adaptations and assistive technologies). Based on these, 

we argue that healthy-ageing and prevention policies should be treated as a core pillar of LTC 

strategy, alongside efforts to expand the supply of formal and informal care. 

The remainder of the paper is structured as follows. Section 2 presents the demographic and health 

scenarios and discusses the uncertainty surrounding these projections. Section 3 examines how 

healthy‑ageing policies can improve health outcomes and reduce functional impairment and offers 

policy recommendations to help contain future LTC demand. Section 4 concludes. 

2. Demographic and health scenarios 
To address the uncertainty inherent in long‑term projections, the analysis relies on different 

assumptions about the future demographic structure of the EU. These projections use Eurostat data 

and are generated with the simulation model MEA‑SOCSIM (Börsch‑Supan and Rausch, 2023). They 

are carried out under three demographic scenarios (Baseline, Young, and Old), each based on 

different assumptions regarding future fertility rates, net migration, and life expectancy. For each 

scenario, the model provides projections of total population size and age distribution, allowing us to 

distinguish between individuals of working age (20–64), old individuals (65+), and very old individuals 

(85+). 

In addition to demographic trends, research on long‑term care (LTC) must also consider future 

health trends. Understanding how healthy people will be in old age is essential for anticipating future 

care needs. According to Eurostat, in 2019 almost half of the EU population aged 65 and above 

reported difficulties with at least one personal care or household activity (Eurostat, 2022). With 

population ageing, this share is expected to rise. The analysis therefore incorporates three scenarios 

of healthy ageing (No Expansion, Mild Expansion, and Strong Expansion), based on detailed health 

data from the Survey of Health, Ageing and Retirement in Europe (SHARE) (Börsch‑Supan et al., 2013). 

These health scenarios help estimate the probability of developing conditions requiring care. Like 

the demographic scenarios, they do not evaluate specific policies but instead illustrate how 

uncertainty affects estimates of future LTC needs. 



Overall, the aim is to understand how projected LTC needs vary depending on different 

demographic and health trajectories, and on the interaction between the two. 

2.1. Demographic Scenarios 
The projections are carried out for France, Germany, Italy, Poland, and Sweden, five EU countries 

selected to capture geographical and economic diversity, as well as a broad range of social security 

systems. Germany and France both rely on social-insurance financing but differ in scope and 

generosity: whereas Germany’s dedicated LTC insurance offers partial coverage with defined benefit 

levels, France’s system is more tax-financed and means-tested. Sweden represents a universal, tax-

funded model with extensive public provision and comparatively low reliance on family care. Italy, 

by contrast, is representative of Southern European systems, which rely heavily on cash allowances 

and informal family or migrant care rather than public services. Poland represents the Central and 

Eastern European systems, where formal LTC structures remain underdeveloped and informal 

family care continues to dominate. Focusing on the generosity of the LTC systems, Sweden 

represents high-generosity systems, France and Germany represent middle-generosity systems, 

and Italy and Poland represent low-generosity systems (Barczyk et al, forthcoming). This selection 

allows the analysis to capture how these differing institutional starting points, in terms of financing, 

coverage and the balance between formal and informal care, shape the fiscal and demographic 

pressures each country will face8. 

The demographic projections are generated using the MEA‑SOCSIM model (Börsch‑Supan and 

Rausch, 2023, 2024), following the EUROPOP2023 assumptions as closely as possible9. This model 

projects future contribution rates and expenditures for statutory pension, health, and long-term care 

insurance based on demographic and labour market trends. These projections are deterministic, as 

they rely on predefined assumptions about future fertility rates, net migration, and life expectancy. 

The scenarios are built on the idea of socio‑economic convergence within the EU, which is expected 

to drive convergence in the demographic determinants themselves. However, as emphasised by the 

 
8 While these considerations are outside the scope of this paper, they are discussed in other Deliverables and papers 
from the BB-Future project.  
9 Please refer to https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Population_projections_in_the_EU_-
_methodology for a detailed description of the EUROPOP2023 methodology and assumptions. This dataset consists of a 
baseline demographic projection together with five sensitivity tests, focused on interactions of migration, mortality and 
fertility scenarios. 

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Population_projections_in_the_EU_-_methodology
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Population_projections_in_the_EU_-_methodology


Eurostat, population projections are not forecasts and do not incorporate current or future policy 

changes in Member States. 

Table 1 summarises the three demographic scenarios used in the analysis. For each country, the (i) 

Baseline scenario reflects Eurostat and national demographic projections; the (ii) Young scenario 

assumes higher fertility, higher net immigration, and higher mortality relative to the baseline; and the 

(iii) Old scenario assumes lower fertility, lower net immigration, and lower mortality. While 

EUROPOP2023 includes five separate sensitivity tests around the baseline, the scenarios developed 

by Börsch-Supan and Rausch (2024) are more comprehensive, as they combine the five Eurostat 

sensitivity tests on fertility, migration, and life expectancy simultaneously10. 

Table 1: Demographic scenarios. 

 

Source: Börsch-Supan and Rausch (2024). 

Based on these scenarios, Figure 1 shows the projected population growth for each country relative 

to 2023. The results reveal substantial cross‑country differences. In France, the Baseline scenario 

suggests moderate population growth in the medium term, followed by a decline beginning in the 

mid‑2040s, resulting in a net increase of around 1% by 2070 11 . Under the Old scenario, the 

 
10 Please refer to Section 4 in Börsch-Supan and Rausch (2024) for a detailed discussion on how the different 
assumptions are used to construct the demographic scenarios, and how they deviate from the EUROPOP2023 
assumptions. 

11 Notice that the projections reported in this paper may differ from those produced by other providers, such as the UN 
World Population Prospects, because the assumptions and methodologies used to construct the baseline demographic 

Scenario Fertility Migration Mortality / Life Expectancy 

Young  Fertility rates 20% 
above the baseline 

Net migration 33.3% 
above the baseline 

Mortality adjusted such that life 
expectancy is approximately 2 
years lower than the baseline 

Baseline  Baseline fertility path Baseline net migration 
path 

Baseline mortality and life-
expectancy path 

Old Fertility rates 20% 
below the baseline 

Net migration 33.3% 
below the baseline 

Mortality adjusted such that life 
expectancy is approximately 2 
years higher than the baseline 



population also rises initially but then declines more sharply, ending about 3% below its 2023 level. 

In contrast, the Young scenario leads to sustained growth, with the population increasing by roughly 

5% by 2070. 

Germany is projected to experience a slight population decline of about 1.8% under the Baseline 

scenario. The Young scenario yields a positive growth of 4.5%, while the Old scenario results in a 

more pronounced decline of around 8%. Italy, which already faces significant demographic 

pressures, shows negative population growth under all scenarios (despite a short‑term increase 

under the Young scenario), ranging from –4.8% to –15.8%. 

Poland is projected to undergo the steepest population decline among the five countries, with 

reductions between –18% and –22% across scenarios. By contrast, Sweden stands out as the only 

 
trajectory are not identical. In particular, projection frameworks may adopt different assumptions regarding future fertility, 
mortality and life expectancy, and migration, resulting in different estimates of population growth. 

 



country with positive population growth in all scenarios, ranging from 6.3% to 19%. Table 4 in the 

Appendix provides the detailed projected growth rates for each country and scenario. 

Figure 1: Population growth by country and demographic scenario, relative to 2023. 

 

Note: The solid black line represents the Baseline population scenario, the dashed blue line depicts the Young 
population scenario, and the dashed-dotted red line depicts the Old population scenario.  

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

Despite the differences in overall population growth, all scenarios share a common pattern: a 

substantial increase in the population aged 65 and above (65+), and an even more pronounced rise 

in the population aged 85 and above (85+) between 2023 and 2070. Figures 2 and 3 illustrate the 

projected growth of these two age groups for each country and demographic scenario. 

Focusing on Figure 2, France and Sweden are projected to experience the largest increases in the 

65+ population. Italy and Poland also see growth in this age group until the mid‑2040s, after which 

the pace of growth slows or reverses. Germany shows a medium‑term increase, with the size of the 

65+ population stabilising at around 25% above its 2023 level. As expected, the Old scenario 

produces the highest growth in this age group across all countries. The patterns for the 85+ 

population, shown in Figure 3, are broadly similar, but with one notable difference: Poland is 

projected to experience the strongest increase in this age group, followed by Sweden, France, Italy, 



and Germany. This highlights the particularly rapid ageing expected in Poland at the upper end of the 

age distribution. 

Figure 2: Growth of the population aged 65 and above by country and demographic scenario, relative 

to 2023. 

 

Note: The solid black line represents the Baseline population scenario, the dashed blue line depicts the Young 
population scenario, and the dashed-dotted red line depicts the Old population scenario.  

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

  



Figure 3: Growth of the population aged 85 and above by country and demographic scenario, relative 
to 2023. 

 

Note: The solid black line represents the Baseline population scenario, the dashed blue line depicts the Young 
population scenario, and the dashed-dotted red line depicts the Old population scenario.  

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

Overall, despite the uncertainty surrounding long‑term projections, all scenarios point to a 

substantial increase in the number of people leaving the labour market and entering retirement (the 

old, aged 65+), as well as those with a higher likelihood of requiring care (the very old, aged 85+). In 

several countries, population decline is projected to occur alongside growth in the older population, 

with Poland being a notable example, thereby intensifying demographic pressures. 

In addition, the fact that the old population is projected to grow faster than the total population 

implies a rising old-age to working-age population ratio12. Figure 4 illustrates this trend, showing a 

marked increase in this ratio across all countries and scenarios. This ratio matters because the 

working-age population represents the primary contributor to the tax revenues and social insurance 

 
12 The old-age to working-age ratio is the number of individuals aged 65 years and above (old-age) by 100 individuals aged 
between 20 and 64 years old (working-age). This metric gives an idea about the relative shift between potential retirees 
and potential workers, and thus of how an ageing population alters the balance between beneficiaries and contributors. 



systems that fund pensions and health-related expenditures. As the balance between contributors 

and beneficiaries shifts, sustaining existing levels of public support becomes increasingly fiscally 

challenging, placing pressure on governments to either adjust benefit levels, raise contributions, or 

pursue structural reforms (Darvas et al., forthcoming). 

Figure 4: Old-age to working-age ratio by country and demographic scenario, relative to 2023. 

 

Note: The solid black line represents the Baseline population scenario, the dashed blue line depicts the Young 
population scenario, and the dashed-dotted red line depicts the Old population scenario.  

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

However, because our focus is on individuals likely to require care, and because functional 

limitations become increasingly prevalent at older ages13, the more relevant indicator is the ratio of 

the very old individuals relative to the working‑age population, shown in Figure 5. This ratio is 

projected to rise sharply across all countries and scenarios, in some cases nearly quadrupling 

between 2023 and 2070. The significance of this indicator goes beyond a simple demographic 

accounting exercise. As discussed in Section 3, the very old are disproportionately likely to suffer 

from chronic conditions, cognitive decline, and mobility impairments that give rise to substantial 

 
13 Please refer to Figure 7. 



long-term care needs. At the same time, the working-age population constitutes not only the fiscal 

base for publicly funded care systems, as previously discussed, but also the primary pool from 

which formal and informal caregivers are drawn. A sharp rise in this ratio therefore signals a potential 

double strain: growing demand for long-term care services on one side, and a shrinking relative 

supply of both financial resources and caregiving capacity on the other. However, as reported by the 

OECD (2025a), more than 13% of people aged 50 years and above across OECD countries have 

provided informal care. While these ratios implicitly assume that care is provided by individuals of 

working-age, it is important to emphasise that individuals in the 65+ and 85+ age ranges may be 

providing informal care themselves. 

Figure 5: Very-old-age to working-age ratio by country and demographic scenario, relative to 2023. 

 

Note: Figure 5: Very-old-age to working-age ratio by country and demographic scenario, relative to 2023. The 
solid black line represents the Baseline population scenario, the dashed blue line depicts the Young 
population scenario, and the dashed-dotted red line depicts the Old population scenario.  

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

The projections reflect the well‑documented trend of rising life expectancy and the resulting ageing 

of the population. As shown in Figure 6, life expectancy at age 65 increased by 1.9 years in the 

European Union between 2004 and 2024. However, these gains have not been matched by 



equivalent improvements in healthy life years as half of the additional years are expected to be lived 

in poor health. Although the proportion of life spent in poor health remained virtually unchanged, the 

absolute number of years lived in poor health, i.e., years that the person will potentially need 

healthcare and LTC, increased from 8.9 to 9.9 years..  

The COVID-19 pandemic had a significant effect on life expectancy, as between 2019 and 2021, life 

expectancy at age 65 declined by an average of 6 months across all OECD countries (OECD, 2023). 

Moreover, by April 2022, on average 90% of all cumulative COVID-19 deaths were among people 

aged 60 and above, and more than 50% were among those aged 80 and above. As illustrated by this 

example, as some health challenges disproportionately affect older people, it becomes crucial for 

policymakers to develop measures to accommodate for population ageing. 

When increases in longevity are accompanied by additional years lived in poor health, the 

implications for healthcare utilisation and long‑term care needs become more significant. For this 

reason, demographic projections alone are insufficient and must be complemented by alternative 

health scenarios, which we introduce in the following section. 

Figure 6: Life expectancy at age 65   

 
Source: Eurostat (hlth_hlye). 

 



2.2. Health Scenarios 
As discussed in the previous section, the fraction of the population aged 65 and above and 85 and 

above are projected to increase across all countries and scenarios. Understanding how healthy 

these individuals will be is therefore crucial for policymaking. In this section, we complement the 

demographic projections with projections of age‑impairment profiles, in order to assess how healthy 

the future older population is expected to be. 

2.2.1. Defining Functional Impairment 
Within the health literature, an individual is considered functionally impaired when experiencing 

limitations in either (i) basic Activities of Daily Living (ADLs), such as eating, walking, or bathing, or (ii) 

more complex Instrumental Activities of Daily Living (IADLs), such as performing housework or 

managing financial matters (Amlak et al., 2025, Katz et al., 1963; Lawton and Brody, 1969, OECD 

2025a). ADL and IADL limitations are strong predictors of institutionalisation, formal care use, and 

mortality (Chatterji et al., 2015; Halonen et al., 2019). Consequently, when estimating long‑term care 

demand, functional limitation provides a more policy‑relevant metric than disease prevalence alone. 

Based on these definitions, the SHARE data is used to construct a hierarchical and cumulative 

measure of functional impairment with three levels. An individual is classified as having low 

impairment if they report basic mobility or light functional limitations. individuals are classified as 

having mild impairment if, on top of low impairment, they also report limitations in IADLs. Finally, an 

individual is classified as having high impairment if, besides reporting mild impairment, they also 

experience limitations in ADLs. These definitions are summarised in Table 2. 

Table 2: Definition of the different levels of functional impairment. 

Level Components (SHARE-
based) Definition (difficulties in): 

Low Mobility / light limitations Walking stairs, climbing several flights, doing work around the 
house 

Mild Mobility + IADL Independent living tasks (shopping, cooking, managing money, 
taking medication) 

Severe Mobility + IADL + ADL Basic self-care tasks (dressing, bathing, eating, using the toilet) 

Note: This paper focuses on individuals with mild and severe limitations. Individuals with "only" low level of 
functional limitations are excluded. 

Source: This definition was developed by Börsch-Supan and Rausch (2025). 



Figure 7 shows the distribution of functional limitations by age group. It is striking that the share of 

individuals with severe (mild) impairment more than quadruples (quintuples) when comparing the 

population aged 85 and above with those aged 65 and above. By contrast, the share of individuals 

with low functional impairment remains somewhat constant. This once again motivates the need for 

policy intervention targeted at older ages, either to reduce the prevalence of severe impairments or 

delay their onset. 

Figure 7: Distribution of functional impairment levels by age group. 

 

  
Source: Authors’ calculations based on SHARE Wave 9 data. 

 

In what follows, we focus on individuals who have progressed beyond initial mobility limitations to 

more substantial losses in independent living, namely those with mild or severe functional 

impairment. Based on this definition, we find that nearly 10% of people aged 65 and above are 

functionally impaired, compared with approximately 43% among those aged 85 and above. 

 



2.2.2. Projecting Functional Impairment 
Using SHARE data and applying our definition of impairment, we project age‑ and sex‑specific 

impairment profiles for each country14. To account for uncertainty in future health developments, 

the analysis incorporates two alternative health scenarios in addition to a neutral baseline. In the 

baseline, referred to as the No Expansion scenario, age‑specific impairment probabilities are shifted 

by the same number of years as the increase in life expectancy. For instance, if life expectancy 

increases by 5 years, the impairment profile shifts also by 5 years, so that the probability of 

impairment at age 70 equals the previous probability at age 65. This represents a neutral middle 

ground between morbidity compression (Fries, 1980), which would imply a shrinking period of end-

of-life illness, and morbidity expansion (Gruenberg, 1977; Kramer, 1980), under which additional 

years of life are disproportionately spent in poor health. Under the No Expansion scenario, increasing 

life expectancy simply implies additional healthy years gained at younger ages. 

Both alternative health scenarios are based on the theory of morbidity expansion (Gruenberg, 1977; 

Kramer, 1980), under which a longer life means more years spent in poor health, increasing the 

overall prevalence of disease in society. The Mild Expansion scenario is slightly more pessimistic 

than the No Expansion scenario, assuming that increases in longevity are only partially accompanied 

by improvements in health: impairment probabilities are shifted by half of the increase in life 

expectancy. The Strong Expansion scenario is the most pessimistic, assuming no shift in impairment 

probabilities as life expectancy rises, meaning that the additional life years are spent in impaired 

health at the end of life. 

We consider these three scenarios because recent health developments do not provide clear 

evidence of morbidity compression (Börsch-Supan and Rausch, 2025). As shown in Figure 6, life 

expectancy at age 65 increased by 1.9 years between 2004 and 2024, of which 0.9 years were spent 

in good health and 1.0 year in poor health. The observed pattern is therefore more consistent with 

our Mild Expansion scenario, in which improvements in health accompany only part of the increase 

in longevity. We therefore consider the Mild Expansion as the baseline health scenario, with the No 

 
14 The age-impairment profiles for each country and health scenario can be found in Figure A1 in the Appendix. 



Expansion scenario representing a more optimistic evolution of health and the Strong Expansion 

scenario a more pessimistic one. 

Combining these health scenarios with the demographic scenarios produces a range of outcomes 

regarding the share of individuals in need of care relative to the population potentially able to provide 

it, namely, the healthy, predominantly working‑age population. Figure 9 illustrates the evolution of 

the ratio of individuals with moderate‑to‑severe care needs relative to the working‑age population, 

for each country and for each combination of health and demographic assumptions. A common 

pattern emerges across all countries: even under the least pessimistic health scenario, this ratio is 

projected to initially rise, as more individuals survive to ages at which the probability of impairment 

is highest. 

Figure 8: Share of the population with Moderate-to-Severe Care Needs, relative to the working-age 
population. 

 

Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 

 

However, the magnitude of these increases varies substantially across health scenarios. Under the 

No Expansion scenario, the rise in the ratio is relatively modest, with the trend stabilising or even 

slightly declining over time, reflecting the long-run stabilisation of the demographic structure. This 



scenario corresponds to a situation in which gains in longevity are fully matched by improvements 

in health, effectively postponing the onset of impairment to later ages. 

In contrast, under the Mild Expansion scenario, the increase becomes more pronounced, as only 

part of the additional years of life are spent in good health. Differences across demographic 

scenarios also become more visible. Naturally, the most pessimistic dynamics emerge under the 

Strong Expansion scenario, where age-specific impairment probabilities remain unchanged. In this 

case, the ratio rises sharply in all countries, indicating a substantial increase in the number of 

individuals requiring care relative to those who can potentially provide it. 

Cross-country differences are also noteworthy. Italy and Poland are projected to experience the 

steepest increases in the number of individuals in need of care per 100 working-age individuals, 

particularly under the Strong Expansion scenario, reflecting their more advanced ageing profiles and 

less favourable demographic structures. Under this scenario, uncertainty about demographic 

developments generates a range of roughly 4 percentage points in the ratio. France, Sweden, and 

Germany exhibit a similar pattern but with more moderate increases, with Germany showing the 

smallest rise. These differences highlight how initial demographic conditions and projected ageing 

trajectories shape future care needs and influence the urgency and scale of required policy 

adjustments. 

The impact of demographic scenarios is relatively limited under the No Expansion scenario, 

becoming more pronounced as health outcomes deteriorate. However, under the Strong Expansion 

scenario, the Old population scenario significantly amplifies the increase in the ratio, while the 

Young scenario mitigates it. This interaction suggests that demographic dynamics matter most when 

health improvements fail to keep pace with rising life expectancy. 

Overall, the scenarios indicate that although population ageing is a key driver of future care needs, 

the evolution of health at older ages plays a central role in determining their magnitude. This 

underscores that while demographic trends are largely exogenous, health trajectories are more 

responsive to policy, particularly through measures that promote healthy ageing. 

3. Healthy ageing as a lever for reducing future long-term care demand 
Overall, the scenarios analysed in the previous section indicate that, although population ageing is 

inevitable and consistent across all scenarios, health projections reveal substantial variation in the 

resulting pressure on long‑term care (LTC) systems. We find that functional impairment appears to 



be far more responsive to changes in health trajectories than to demographic trends themselves. 

This implies that, while the rise in LTC needs driven by demographic ageing is largely unavoidable, 

health trajectories remain at least partly amenable to policy intervention from a demand-side 

perspective 

To explore these opportunities, we draw on the geriatric literature to identify the primary 

determinants of functional impairment. We then examine policy levers capable of shifting health 

trajectories from morbidity expansion toward morbidity compression (moving closer to the No 

Expansion scenario), by delaying the onset or reducing the severity of the most common functional 

limitations. Such interventions could meaningfully slow the growth of LTC demand. 

From a LTC policy perspective, not all determinants of health are equally important. The most 

relevant factors are those that directly affect functional capacity and independent living. The 

geriatric literature identifies several drivers of functional decline, including chronic diseases, 

multimorbidity, frailty, falls, cognitive impairment and environmental barriers (Chatterji et al., 2015: 

World Health Organization, 2015). However, these factors differ considerably in the extent to which 

they can be modified through policy intervention. Some, such as ageing itself, are largely 

unavoidable. Others, including physical inactivity, frailty progression and the management of 

chronic diseases, are substantially more responsive to preventive policies and therefore represent 

promising levers for reducing future LTC demand. 

3.1. Physical activity, frailty and fall prevention 

Physical activity  

Lack of physical activity influences multiple pathways associated with care dependency (Sowa et., 

2016; Pinheiro et al., 2022). Unlike many determinants of ageing, physical activity can be influenced 

by preventive interventions, making it an important policy lever. 

Furthermore, the scope for improvement is substantial. According to Eurostat (2020), only 44.5% of 

individuals aged between 65 and 74 years report engaging in at least three hours of physical activity 

per week, while participation falls to 33.4% among those aged 75 and above. This suggests that a 

large share of older Europeans is not adopting activity levels associated with healthy ageing 

standards. The importance of this channel is reflected in SHARE data. Figure 10 shows that 

functional impairment among individuals aged 85 and above is more than three times higher among 



those reporting no moderate or vigorous physical activity. Although this relationship should not be 

interpreted as causal, it highlights the close association between physical inactivity and the loss of 

independent living capacity. Given that long-term care needs arise precisely when individuals can 

no longer perform activities of daily living independently, physical activity appears particularly 

relevant from a LTC perspective. 

Figure 10: Functional impairment by age group and activity 

 

 

Note: Physical-activity status is based on SHARE’s generated phactiv variable: “inactive” identifies 
respondents reporting never engaging in either vigorous or moderate physical activity, while “active” 
comprises all other substantive responses.  

Source: Authors’ calculations based on SHARE Wave 9 data.   

 

To be specific, physical inactivity contributes to LTC demand through several mechanisms. First, it 

accelerates frailty, a geriatric syndrome characterised by reduced physiological reserves and 

increased vulnerability to adverse health outcomes. Frailty is a strong predictor of disability, 

hospitalisation, institutionalisation and mortality (Clegg et al., 2013). Second, inactivity weakens 

muscles and balance, thereby increasing the likelihood of falls, which frequently represent turning 
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losses in mobility and independence, thereby increasing demand for both formal and informal care 

(Deandrea et al., 2010; Gill et al., 2013; Dyer et al., 2016). 

Importantly, both frailty progression and fall risk are among the most modifiable drivers of 

impairment. A large body of evidence shows that structured exercise interventions can improve 

mobility and physical functioning among older adults, thereby helping to preserve their capacity to 

perform everyday activities independently (Pahor et al., 2014; Treacy et al., 2022). Randomized 

control trials provide further evidence that such interventions can delay mobility loss of these 

interventions. In the LIFE trial, an intervention combining walking, strength, balance and flexibility 

training reduced the hazard of major mobility disability by 18% among sedentary older adults at risk 

of mobility limitations, compared with health education alone (Pahor et al., 2014). The SPRINTT trial 

followed a similar framework but broadened the intervention by combining structured physical 

activity with nutritional counselling and activity monitoring. Among frail older adults with sarcopenia 

and more severe functional limitations, the intervention reduced the hazard of mobility disability by 

22% compared with a healthy ageing education programme alone (Bernabei et al., 2022). Evidence 

on falls points in the same direction: strength and balance programmes have been shown to reduce 

fall rates by approximately 20–25% among community-dwelling older individuals (Sherrington et al., 

2019).  

Several policy approaches have proven effective. Physical-activity promotion can be integrated into 

primary healthcare through brief counselling interventions, exercise prescriptions and referral 

schemes can be delivered at relatively low cost and reach large populations (World Health 

Organization, 2023). Community-based programmes, including walking groups, adapted sports 

activities and exercise classes designed for older adults, can further increase participation by 

combining physical activity with social engagement. At a broader level, urban design and transport 

policies can also influence activity levels. Age-friendly environments characterised by safe 

pavements, accessible public transport, green spaces and walkable neighbourhoods encourage 

older adults to remain active as part of their daily routines (Barnett et al., 2017). Although these 

interventions are often not considered part of traditional health policy, they can influence health 

trajectories over long periods and therefore contribute indirectly to reducing future LTC demand. 

Taken together, the evidence suggests that physical activity promotion represents one of the 

highest-leverage interventions available to policymakers. Unlike many determinants of ageing, 

physical activity affects multiple pathways leading to impairment simultaneously and can be 



influenced through relatively inexpensive interventions. As a result, policies promoting active ageing 

may generate substantial benefits both in terms of population health and future LTC sustainability. 

3.2. Preventing chronic disease and multimorbidity 

A second important channel operates through chronic disease prevention and management. Non-

communicable diseases (NCDs), including cardiovascular diseases, diabetes, chronic respiratory 

diseases, cancer and dementia, account for a large share of disability and mortality at older ages, 

therefore being closely associated with determinants of LTC. Although these conditions do not 

automatically result in care dependency, they significantly increase the likelihood of functional 

limitations, particularly when multiple conditions coexist (Ryan et al., 2015; Calderón-Larrañaga et 

al., 2019). 

The coexistence of several chronic conditions often accelerates functional decline, increases 

healthcare utilisation and raises the probability of requiring assistance with daily activities (Academy 

of Medical Sciences, 2018). Many chronic diseases are linked to modifiable behavioural risk factors. 

According to the World Health Organization (2014), around 80% of premature cardiovascular 

disease, stroke and type 2 diabetes cases, and approximately 40% of cancers, could be prevented 

through reductions in smoking, harmful alcohol consumption, physical inactivity and unhealthy 

diets. Similarly, the Lancet Commission on Dementia estimates that up to 40% of dementia cases 

may be attributable to modifiable risk factors across the life course (Livingston et al., 2020). 

From a LTC perspective, the relevance of prevention lies not only in extending life expectancy but in 

delaying the onset of disability. Policies that reduce cardiovascular disease, improve diabetes 

management or postpone cognitive decline can extend the period during which individuals remain 

independent and therefore reduce future care needs. Prevention measures may therefore contribute 

simultaneously to better health outcomes and lower long-term care expenditure. 

Effective interventions include smoking cessation programmes, alcohol reduction strategies, 

cardiovascular screening, hypertension management and obesity prevention initiatives. Evidence 

from several OECD countries suggests that sustained public health campaigns, particularly when 

combined with regulatory measures and healthcare interventions, can significantly influence 

behavioural risk factors and improve population health outcomes (OECD, 2021; OECD, 2024). While 

the effects of such interventions often materialise gradually, their cumulative impact on disability 

prevalence may be substantial over the long run. 



3.3. Reducing the translation of impairment into dependency 

While prevention policies seek to delay the onset of impairment, a complementary policy objective 

is to reduce the extent to which impairments translate into dependency. Not all individuals 

experiencing functional limitations require the same level of care. The degree of dependence 

depends not only on health status, but also on the environment in which individuals live. As 

emphasised by the WHO Healthy Ageing framework, disability arises from the interaction between 

an individual's intrinsic capacity and the physical and social environment surrounding them (World 

Health Organization, 2015). 

This distinction is particularly important in ageing societies. Even under optimistic health scenarios, 

the number of older individuals living with some degree of functional limitation is likely to increase. 

Policies that enable these individuals to maintain independence for longer can therefore reduce 

pressure on long-term care systems even when underlying health conditions cannot be fully 

prevented. 

Housing adaptations represent one of the most direct examples of such interventions. Modifications 

including handrails, stair lifts, accessible bathrooms, improved lighting and step-free access can 

substantially improve the ability of older adults to perform daily activities independently. Recent 

evidence suggests that housing adaptations can slow health deterioration and help older adults 

maintain functional capacity, particularly among those already experiencing health limitations (Wu 

and Grundy, 2025). These interventions may also reduce fall risk, thereby preventing further 

deterioration and subsequent care dependency. 

Assistive technologies provide a second important policy avenue. Hearing aids, visual aids, mobility 

devices and digital monitoring technologies can help compensate for declining physical or sensory 

capacity and support independent living. Untreated hearing and vision impairments are strongly 

associated with reduced participation in daily activities, social isolation and accelerated functional 

decline (Livingston et al., 2020). Improving access to assistive technologies therefore represents a 

relatively direct way of maintaining independence among older populations. 

Taken together, these interventions highlight an important distinction for LTC policy. Reducing future 

care needs does not require eliminating impairment entirely. In many cases, substantial gains can 

be achieved by enabling individuals to live independently despite physical or cognitive limitations. 



As a result, investments in housing, accessibility and assistive technologies should be viewed as 

complements to traditional prevention policies. 

3.4. Prevention expenditure and targeting 

The importance of health trajectories for future LTC demand raises two interconnected questions: 

how much governments invest in prevention and how those resources are allocated.  Across OECD 

countries, preventive care expenditure varies substantially in both level and composition. Figure 11 

illustrates these differences for the countries included in this analysis. 

Figure 11: Preventive care expenditure and composition across selected OECD countries (2024).  
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Note: Panel (a) shows total preventive care expenditure as a percentage of GDP. Panel (b) shows the 
breakdown of preventive care expenditure by preventive care sub-function. The values are for all financing 
schemes and all providers are measured as current expenditure on health in percentage of GDP. When the 
sub-function is not reported it does not appear on the data, as can be seen in the case for Italy. 

Source: OECD Health expenditure and financing 

Among the five countries selected to capture a range of regional and institutional settings, Panel (a) 

shows substantial differences in the overall level of preventive care expenditure. Germany spends 

the most among the countries considered, at approximately 0.5% of GDP, followed by Italy at 0.4%, 

Sweden at 0.3% and France at 0.3.%. Poland spends considerably less, at approximately 0.1% of 

GDP.  

The contrast is particularly relevant for Poland. As outlined in the introduction, Poland combines 

comparatively limited formal LTC provision with a high reliance on informal family care. It also 
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records the lowest level of preventive expenditure among the countries shown in Panel (a), while 

being projected to experience some of the largest increases in the number of individuals requiring 

care relative to the working-age population. Although expenditure levels alone do not determine 

outcomes, this combination suggests that Poland faces future care pressures from a comparatively 

constrained institutional and preventive starting point. 

From a LTC perspective, the effectiveness of prevention spending depends not only on how much is 

spent, but also on where resources are directed. Prevention encompasses a broad range of activities 

that differ considerably in their potential impact on future disability and care dependency. Panel (b) 

of Figure 11 illustrates these differences in allocation: healthy-condition monitoring accounts for a 

particularly large share of preventive expenditure in France, Poland and Sweden, while Sweden also 

allocates a comparatively large share to information, education and counselling programmes. 

Germany, by contrast, devotes relatively more of its preventive expenditure to immunisation and 

epidemiological surveillance and disease-control programmes. Some of these preventive functions 

may be more closely connected to the modifiable drivers of functional declined discussed in the 

preceding sections, including physical inactivity, frailty and chronic disease. However, the OECD 

data does not allow us to determine whether expenditure within these categories is specifically 

targeted at older people or at reducing future LTC needs. At the aggregate level, OECD estimates 

indicate that a 10% increase in preventive expenditure is associated with a reduction in the share of 

older individuals living with chronic conditions and a subsequent reduction in overall health 

expenditure after five years (OECD, 2025b). While these estimates focus primarily on healthcare 

expenditure, the underlying mechanisms are also relevant for long-term care systems because 

delaying disability reduces future care needs. 

The projections from the BB-Future project provide a more direct illustration of the potential 

implications for LTC. Drawing on evidence on campaign effectiveness, the projections suggest that 

improvements in health literacy, physical activity and age-friendly housing could reduce future care 

needs. In Poland, these interventions are estimated to reduce the care gap by approximately 1 to 1.6 

monthly hours per person by 2070, depending on the morbidity scenario.15 

 
15 See BB-Future’s Digest #7, available at https://www.bb-future.eu/wp-content/uploads/2026/07/BB-Future-Digest-
7_03072026.pdf  

https://www.bb-future.eu/wp-content/uploads/2026/07/BB-Future-Digest-7_03072026.pdf
https://www.bb-future.eu/wp-content/uploads/2026/07/BB-Future-Digest-7_03072026.pdf


More generally, prevention should not be viewed solely as a healthcare expenditure. By delaying 

impairment and extending healthy life expectancy, preventive policies may generate fiscal benefits 

through multiple channels, including reduced healthcare utilisation, lower LTC expenditure and 

greater labour market participation among both older individuals and informal caregivers. In ageing 

societies, prevention can therefore be understood as an investment in the long-term sustainability 

of social protection systems rather than simply a component of health spending. 

3.5. Socioeconomic inequalities and future care needs 

Health and impairment are not evenly distributed across the population. A substantial body of 

research shows that individuals with lower levels of education, income and occupational status 

experience worse health outcomes throughout the life course and are more likely to develop 

functional limitations in later life (Kawachi, Adler and Dow, 2010; Hajek and König, 2016; Ye et al., 

2026). 

The SHARE data used in this paper reveal similar patterns. Figures 12 and 13 show that functional 

impairment is considerably more prevalent among individuals with lower educational attainment 

and lower incomes. These gradients are evident across countries and become particularly 

pronounced at older ages. Such findings imply that future LTC demand is likely to be concentrated 

disproportionately among more disadvantaged groups. 



Figure 12: Functional impairment by age group and education level. 

 

 

 

Source: Authors’ calculations based on SHARE Wave 9 data.  

Note: Education groups are based on ISCED-97 classifications: low education (ISCED 0–2) includes early 
childhood, primary, and lower secondary education; medium education (ISCED 3–4) includes upper 
secondary and post-secondary non-tertiary education; high education (ISCED 5–6) includes tertiary education. 
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Figure 13: Functional impairment by income quintile 

 

 

Source: Authors’ calculations based on SHARE Wave 9 data. 

These inequalities have important implications for policy design. Universal prevention programmes 

remain important, but targeted interventions may generate particularly large returns when directed 

towards populations facing elevated risks of disability. Lower-income groups often face greater 

barriers to healthy lifestyles, preventive healthcare and social participation, increasing the likelihood 

of functional decline later in life. 

Targeted prevention strategies may therefore improve both efficiency and equity. Programmes 

focusing on disadvantaged populations can help reduce future care needs while simultaneously 

addressing health inequalities. Examples include targeted physical activity initiatives, improved 

access to preventive healthcare, community-based programmes in deprived areas and 

interventions designed to reduce social isolation among vulnerable older adults. 

Recognising these socioeconomic gradients is particularly important because improvements in 

average population health may otherwise mask persistent inequalities in care needs. Future LTC 
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planning should therefore account not only for aggregate demographic and health trends, but also 

for how risks are distributed across different population groups. 

4. Policy implication and concluding remarks 

This paper has examined how demographic and health developments are likely to shape future long-

term care (LTC) needs in Europe, drawing on detailed projections for France, Germany, Italy, Poland 

and Sweden. Across all scenarios, a consistent picture emerges: population ageing will continue to 

intensify, with particularly rapid growth in the number of individuals aged 85 and above, which is the 

age group most likely to require long-term care. Even in countries where total population size is 

projected to stabilise or decline, the number of very old individuals is projected to increase 

substantially, placing upward pressure on LTC systems. However, demographic change alone does 

not determine the scale of future care needs. The evolution of health at older ages plays an equally 

central role, and unlike population ageing, remains at least partly responsive to policy intervention.  

A central finding of the paper is that uncertainty regarding future health trajectories may be at least 

as important as uncertainty regarding demographic developments. Across all countries considered, 

variations in health assumptions generate larger differences in projected LTC needs than variations 

in demographic assumptions alone. Under favourable health trajectories, the increase in the 

number of individuals requiring care is considerably more contained, even when population ageing 

remains substantial. By contrast, under pessimistic assumptions, the ratio of individuals with care 

needs relative to the working-age population rises sharply. Future LTC demand is therefore not 

predetermined by demographic ageing. Instead, it depends critically on whether gains in life 

expectancy are accompanied by equivalent improvements in health and functional capacity. 

Policymakers should therefore devote at least as much attention to monitoring and improving 

healthy ageing outcomes as they do to tracking demographic trends.  

This finding has important implications for the way LTC policy is designed. Given the considerable 

uncertainty surrounding future demographic and health developments, policymakers should be 

cautious when relying on single central projections. Instead, LTC planning should be based on a 

range of scenarios that reflect alternative health and demographic futures. Designing systems that 

perform well under different outcomes may prove more valuable than optimising policies for a single 

expected trajectory. In practice, this calls for flexible and adaptive LTC strategies that can respond 

to changing patterns of longevity, disability and care needs as new information becomes available. 



The analysis also highlights the importance of viewing healthy-ageing policies as a core component 

of LTC strategy rather than as a separate public-health objective. Among the policy options 

examined, interventions that promote physical activity, prevent frailty and falls, improve chronic-

disease management, and reduce the translation of impairment into dependency appear 

particularly promising. Such measures cannot eliminate the effects of population ageing, but they 

can delay the onset of disability, extend the number of years lived independently and reduce the 

intensity of future care needs. Healthy-ageing policies should therefore be regarded as demand-side 

LTC policies, complementing more traditional efforts to expand the supply of formal and informal 

care services. 

This complementarity deserves particular emphasis. Much of the policy debate on long-term care 

focuses on supply-side challenges, including workforce shortages, financing pressures and the 

availability of formal and informal caregivers. These challenges will undoubtedly become more 

pronounced as European populations age. However, the results of this paper suggest that expanding 

care supply alone may not be sufficient if future health trajectories deteriorate. Sustainable LTC 

systems will require a combination of policies that increase care provision and policies that reduce 

or postpone the need for care. Demand-side and supply-side reforms should therefore be viewed as 

mutually reinforcing rather than as alternative approaches. 

The implications extend beyond long-term care systems themselves. Population ageing 

simultaneously affects pensions, healthcare expenditure and public finances more broadly. Policies 

that delay disability and preserve functional capacity may therefore generate benefits across 

multiple areas of social protection. In addition to lowering future LTC needs, successful prevention 

strategies may reduce healthcare utilisation, support longer labour-market participation and 

diminish the caregiving burden placed on families. Prevention expenditure should therefore be 

viewed not only as a health investment but also as an investment in the long-term sustainability of 

welfare systems. 

The results further suggest that future LTC needs are likely to be distributed unevenly across the 

population. Functional impairment is significantly more prevalent among individuals with lower 

levels of education and income, implying that the burden of future care needs may fall 

disproportionately on more disadvantaged groups. This highlights the importance of considering 

socioeconomic inequalities when designing healthy-ageing strategies. While universal prevention 

policies remain important, targeted interventions aimed at vulnerable populations may produce 



particularly large benefits, both in terms of reducing future care dependency and improving health 

equity. 

Although the five countries examined in this paper differ substantially in their demographic profiles 

and LTC institutions, they face a common challenge: a growing share of very old individuals and 

increasing pressure on the resources available to support them. The results therefore point to 

healthy ageing as a shared European policy priority. Initiatives such as the European Care Strategy, 

the Council Recommendation on long-term care and the UN Decade of Healthy Ageing provide an 

important framework for addressing these challenges. Our findings reinforce these initiatives by 

highlighting the extent to which future LTC pressures depend not only on demographic trends but 

also on health outcomes that can, at least in part, be influenced through policy.  

Finally, several important questions remain for future research. The analysis has focused primarily 

on the demand side of long-term care and has abstracted from supply constraints, technological 

change, evolving patterns of informal caregiving and alternative approaches to LTC financing. Better 

understanding how these factors interact with demographic and health trajectories represents an 

important avenue for future work. Nevertheless, the evidence presented here points to a clear 

conclusion. While population ageing is largely unavoidable, the resulting growth in long-term care 

needs is not. Policies that promote healthy ageing, prevent disability and support independent living 

have the potential to move outcomes closer to the more favourable scenarios explored in this paper, 

thereby reducing future care burdens and strengthening the sustainability of long-term care systems 

across an ageing Europe.  

 

 

 

 

 

 

 



Endnotes 

The SHARE data collection has been funded by the European Commission, DG RTD through FP5 

(QLK6-CT-2001-00360), FP6 (SHARE-I3: RII-CT-2006-062193, COMPARE: CIT5-CT-2005-028857, 

SHARELIFE: CIT4-CT-2006-028812), FP7 (SHARE-PREP: GA N°211909, SHARE-LEAP: GA N°227822, 

SHARE M4: GA N°261982, DASISH: GA N°283646) and Horizon 2020 (SHARE-DEV3: GA N°676536, 

SHARE-COHESION: GA N°870628, SERISS: GA N°654221, SSHOC: GA N°823782, SHARE-COVID19: 

GA N°101015924) and by DG Employment, Social Affairs & Inclusion through VS 2015/0195, VS 

2016/0135, VS 2018/0285, VS 2019/0332, VS 2020/0313, SHARE-EUCOV: GA N°101052589 and 

EUCOVII: GA N°101102412. Additional funding from the German Federal Ministry of Research, 

Technology and Space (01UW1301, 01UW1801, 01UW2202), the Max Planck Society for the 

Advancement of Science, the U.S. National Institute on Aging (U01_AG09740-13S2, P01_AG005842, 

P01_AG08291, P30_AG12815, R21_AG025169, Y1-AG-4553-01, IAG_BSR06-11, OGHA_04-064, 

BSR12-04, R01_AG052527-02, R01_AG056329-02, R01_AG063944, HHSN271201300071C, 

RAG052527A) and from various national funding sources is gratefully acknowledged (see 

www.share-eric.eu). 

  



 

References 

Academy of Medical Sciences (2018) Multimorbidity: a priority for global health research, Academy 
of Medical Sciences 

Amlak, B.T., M. Getinet, A. Getie, W.M. Kebede, T.T. Tarekegn and D.G. Belay (2025) ‘Functional 
disability in basic and instrumental activities of daily living among older adults globally: a 
systematic review and meta-analysis’, BMC Geriatrics 25(1): 413, available at 
https://doi.org/10.1186/s12877-025-06056-8 

Barczyk, D., Y. Koh and M. Kredler (2026) ‘Preference heterogeneity versus economic incentives: 
what determines long-term care arrangements in Europe?’, SSRN working paper, available at 
https://doi.org/10.2139/ssrn.7126885 

Bannenberg, N., O. Førland, T. Iversen, M. Karlsson and H. Øien (2021) ‘Preventive home visits’, 
American Journal of Health Economics 7(4): 457-496 

Belmonte, M., S. Grubanov-Boskovic, F. Natale, A. Conte, A. Belanger and P. Sabourin (2023) 
Demographic microsimulation of long-term care needs in the European Union, JRC Science for 
Policy Report EUR 31739 EN, JRC135303, Publications Office of the European Union, available at 
https://doi.org/10.2760/941182 

Bernabei, R., F. Landi, R. Calvani, M. Cesari, S. Del Signore, S.D. Anker ... E. Marzetti (2022) 
‘Multicomponent intervention to prevent mobility disability in frail older adults: randomised 
controlled trial (SPRINTT project)’, BMJ 377: e068788, available at https://doi.org/10.1136/bmj-
2021-068788 

Börsch-Supan, A. and J. Rausch (2023) The social insurance model, BB-Future Project Deliverable 
D5.1, Munich Center for the Economics of Aging (MEA), available at https://www.mea-
share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.1-The-
Simulation-Model-MEA_final.pdf 

Börsch-Supan, A. and J. Rausch (2024) Estimating the size of the care gap in selected European 
countries: an employment balance, BB-Future Project Deliverable D5.2, Munich Center for the 
Economics of Aging (MEA), available at https://www.mea-share.eu/bbfuturepreview/wp-
content/uploads/2025/08/BB-Future_deliverable_D5.2_EmploymentBalance.pdf 

Börsch-Supan, A. and J. Rausch (2025), Estimating the size of the care gap in selected European 
countries: an employment balance, MEA-Discussion Paper 3-2025. 

Börsch-Supan, A.H., M. Brandt, C. Hunkler, T. Kneip, J. Korbmacher, F. Malter ... S. Zuber (2013) 
‘Data resource profile: the Survey of Health, Ageing and Retirement in Europe (SHARE)’, 
International Journal of Epidemiology 42(4): 992-1001, available at 
https://doi.org/10.1093/ije/dyt088 

https://doi.org/10.1186/s12877-025-06056-8
https://doi.org/10.2139/ssrn.7126885
https://doi.org/10.2760/941182
https://doi.org/10.1136/bmj-2021-068788
https://doi.org/10.1136/bmj-2021-068788
https://www.mea-share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf
https://www.mea-share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf
https://www.mea-share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf
https://www.mea-share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.2_EmploymentBalance.pdf
https://www.mea-share.eu/bbfuturepreview/wp-content/uploads/2025/08/BB-Future_deliverable_D5.2_EmploymentBalance.pdf
https://doi.org/10.1093/ije/dyt088


Chatterji, S., J. Byles, D. Cutler, T. Seeman and E. Verdes (2015) ‘Health, functioning, and disability 
in older adults: present status and future implications’, The Lancet 385(9967): 563-575 

Clegg, A., J. Young, S. Iliffe, M. Olde Rikkert and K. Rockwood (2013) ‘Frailty in elderly people’, The 
Lancet 381(9868): 752-762 

Conti, G., J. Heckman and S. Urzua (2010) ‘The education-health gradient’, American Economic 
Review 100(2): 234-238, available at https://doi.org/10.1257/aer.100.2.234 

Council of the European Union (2022) Council recommendation of 8 December 2022 on access to 
affordable high-quality long-term care, Council Recommendation 2022/C 476/01, Official Journal 
of the European Union C 476, 15 December 2022: 1-11, available at https://eur-
lex.europa.eu/legal-content/EN/TXT/?uri=uriserv:OJ.C_.2022.476.01.0001.01.ENG 

Darvas, Z., J. Kirkegaard, A. Mendonça and B. Sangers (forthcoming) ‘National pension reforms: a 
historical perspective’, forthcoming Bruegel publication 

Devaux, M., A. Aldea, A. Lerouge, M. Dorfmuller Ciampi and M. Cecchini (2023) Évaluation du 
programme national de lutte contre le tabagisme en France, OECD Health Working Papers No. 155, 
OECD Publishing, Paris, available at https://doi.org/10.1787/b656e9ac-fr 

Eurostat (2020) Ageing Europe: looking at the lives of older people in the EU, Publications Office of 
the European Union, Luxembourg, available at https://doi.org/10.2785/628105 

Fries, J.F. (1980) ‘Aging, natural death, and the compression of morbidity’, New England Journal of 
Medicine 303(3): 130-135, available at https://doi.org/10.1056/NEJM198007173030304 

Gruenberg, E.M. (1977) ‘The failures of success’, The Milbank Memorial Fund Quarterly. Health and 
Society 55(1): 3-24 

Hajek, A. and H.-H. König (2016) ‘Longitudinal predictors of functional impairment in older adults in 
Europe – evidence from the Survey of Health, Ageing and Retirement in Europe’, PLoS ONE 11(1): 
e0146967 

Halonen, P., J. Raitanen, E. Jämsen, L. Enroth and M. Jylhä (2019) ‘Chronic conditions and 
multimorbidity in population aged 90 years and over: associations with mortality and long-term 
care admission’, Age and Ageing 48(4): 564-570 

Hartman, C.W. and G.D. Squires (editors) (2006) There is no such thing as a natural disaster: race, 
class, and Hurricane Katrina, Routledge 

Hougaard Jensen, S.E., D. Pinkus and N. Ruer (2024) ‘Long-term care policies in practice: a 
European perspective’, Working Paper 21/2024, Bruegel 

Kawachi, I., N.E. Adler and W.H. Dow (2010) ‘Money, schooling, and health: mechanisms and 
causal evidence’, Annals of the New York Academy of Sciences 1186(1): 56-68, available at 
https://doi.org/10.1111/j.1749-6632.2009.05340.x 

https://doi.org/10.1257/aer.100.2.234
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv:OJ.C_.2022.476.01.0001.01.ENG
https://eur-lex.europa.eu/legal-content/EN/TXT/?uri=uriserv:OJ.C_.2022.476.01.0001.01.ENG
https://doi.org/10.1787/b656e9ac-fr
https://doi.org/10.2785/628105
https://doi.org/10.1056/NEJM198007173030304
https://doi.org/10.1111/j.1749-6632.2009.05340.x


Kramer, M. (1980) ‘The rising pandemic of mental disorders and associated chronic diseases and 
disabilities’, Acta Psychiatrica Scandinavica 62(S285): 382-397 

Livingston, G., J. Huntley, A. Sommerlad, D. Ames, C. Ballard, S. Banerjee ... N. Mukadam (2020) 
‘Dementia prevention, intervention, and care: 2020 report of the Lancet Commission’, The Lancet 
396(10248): 413-446 

Muttarak, R. and W. Lutz (2014) ‘Is education a key to reducing vulnerability to natural disasters 
and hence unavoidable climate change?’, Ecology and Society 19(1): 42 

Nicholas, P.K., S. Breakey and P. Blank (2020) ‘Roles of nurse practitioners: health consequences 
of climate change in vulnerable older adults’, The Journal for Nurse Practitioners 16(6): 433-437 

OECD (2021) Preventing harmful alcohol use, OECD Publishing, Paris, available at 
https://doi.org/10.1787/6e4b4ffb-en 

OECD (2023) Ready for the next crisis? Investing in health system resilience, OECD Health Policy 
Studies, OECD Publishing, Paris, available at https://doi.org/10.1787/1e53cf80-en 

OECD (2025a) Health at a glance 2025: OECD indicators, OECD Publishing, Paris, available at 
https://doi.org/10.1787/8f9e3f98-en 

OECD (2025b) The economic benefit of promoting healthy ageing and community care, OECD 
Health Policy Studies, OECD Publishing, Paris, available at https://doi.org/10.1787/0f7bc62b-en 

OECD/European Commission (2024) Health at a glance: Europe 2024: state of health in the EU 
cycle, OECD Publishing, Paris, available at https://doi.org/10.1787/b3704e14-en 

OECD and World Health Organization (2023) Step up! Tackling the burden of insufficient physical 
activity in Europe, OECD Publishing, Paris, available at https://doi.org/10.1787/500a9601-en 

Pahor, M., J.M. Guralnik, W.T. Ambrosius, S. Blair, D.E. Bonds, T.S. Church ... J.D. Williamson 
(2014) ‘Effect of structured physical activity on prevention of major mobility disability in older 
adults: the LIFE study randomized clinical trial’, JAMA 311(23): 2387-2396, available at 
https://doi.org/10.1001/jama.2014.5616 

Pinheiro, M.B., J.S. Oliveira, J.N. Baldwin, L. Hassett, N. Costa, H. Gilchrist ... A. Tiedemann (2022) 
‘Impact of physical activity programs and services for older adults: a rapid review’, International 
Journal of Behavioral Nutrition and Physical Activity 19(1): 87 

Prina, M., N. Khan, S.A. Khan, J.C. Caicedo, A. Peycheva, V. Seo ... R. Sadana (2024) ‘Climate 
change and healthy ageing: an assessment of the impact of climate hazards on older people’, 
Journal of Global Health 14: 04101 

Rausch, J. (2023) Social insurance model, BB-Future Project Deliverable D5.1, Munich Center for 
the Economics of Aging (MEA), available at https://www.mea-share.eu/wp-
content/uploads/2024/01/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf 

https://doi.org/10.1787/6e4b4ffb-en
https://doi.org/10.1787/1e53cf80-en
https://doi.org/10.1787/8f9e3f98-en
https://doi.org/10.1787/0f7bc62b-en
https://doi.org/10.1787/b3704e14-en
https://doi.org/10.1787/500a9601-en
https://doi.org/10.1001/jama.2014.5616
https://www.mea-share.eu/wp-content/uploads/2024/01/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf
https://www.mea-share.eu/wp-content/uploads/2024/01/BB-Future_deliverable_D5.1-The-Simulation-Model-MEA_final.pdf


Robine, J.-M. and J.-P. Michel (2004) ‘Looking forward to a general theory on population aging’, The 
Journals of Gerontology: Series A 59(6): M590-M597, available at 
https://doi.org/10.1093/gerona/59.6.m590 

Sherrington, C., N.J. Fairhall, G.K. Wallbank, A. Tiedemann, Z.A. Michaleff, K. Howard ... S.E. Lamb 
(2019) ‘Exercise for preventing falls in older people living in the community’, Cochrane Database of 
Systematic Reviews 2019(1): CD012424, available at 
https://doi.org/10.1002/14651858.CD012424.pub2 

Sowa, A., B. Tobiasz-Adamczyk, R. Topór-Mądry, A. Poscia and D.I. La Milia (2016) ‘Predictors of 
healthy ageing: public health policy targets’, BMC Health Services Research 16(Suppl 5): 289 

World Health Organization (2014) Global status report on noncommunicable diseases 2014, World 
Health Organization, Geneva 

World Health Organization (2015) World report on ageing and health, World Health Organization, 
Geneva, available at https://www.who.int/publications/i/item/9789240694811 

World Health Organization (2021) WHO report on the global tobacco epidemic 2021, World Health 
Organization, Geneva 

World Health Organization (2023) Promoting physical activity for older people: a toolkit for action, 
World Health Organization, Geneva, available at 
https://www.who.int/publications/i/item/9789240076648 

Wu, J. and E.M. Grundy (2025) ‘Housing adaptations and older adults’ health trajectories by level of 
initial health: evidence from the English Longitudinal Study of Ageing’, Age and Ageing 54(2): 
afaf023, available at https://doi.org/10.1093/ageing/afaf023 

Ye, Y., C. Long, K.-C. Chua, D. Moreno-Agostino and M. Prina (2026) ‘Socio-economic position and 
healthy ageing across the life course: a systematic review of longitudinal studies’, GeroScience, 
advance online publication, available at https://doi.org/10.1007/s11357-026-02137-7 

Yusuf, S., S. Hawken, S. Ounpuu, T. Dans, A. Avezum, F. Lanas ... L. Lisheng (2004) ‘Effect of 
potentially modifiable risk factors associated with myocardial infarction in 52 countries (the 
INTERHEART study): case-control study’, The Lancet 364(9438): 937-952, available at 
https://doi.org/10.1016/S0140-6736(04)17018-9 

Zingmark, M., F. Norström, L. Lindholm, S. Dahlin-Ivanoff and S. Gustafsson (2019) ‘Modelling long-
term cost-effectiveness of health promotion for community-dwelling older people’, European 
Journal of Ageing 16(4): 395-404, available at https://doi.org/10.1007/s10433-019-00505-1 

  

https://doi.org/10.1093/gerona/59.6.m590
https://doi.org/10.1002/14651858.CD012424.pub2
https://www.who.int/publications/i/item/9789240694811
https://www.who.int/publications/i/item/9789240076648
https://doi.org/10.1093/ageing/afaf023
https://doi.org/10.1007/s11357-026-02137-7
https://doi.org/10.1016/S0140-6736(04)17018-9
https://doi.org/10.1007/s10433-019-00505-1


 

Appendix 

 

Table A1: Population growth by country and demographic scenario, relative to 2023. 

Country Year Baseline Old Young 
France 2030 1.46 0.83 2.14 

2050 2.69 0.48 4.94 
2070 1.03 -3.17 5.01 

Germany 2030 0.08 -1.02 1.19 
2050 -0.97 -4.71 2.86 
2070 -1.76 -7.92 4.48 

Italy 2030 -0.54 -1.43 0.36 
2050 -3.11 -6.26 0.04 
2070 -10.25 -15.76 -4.79 

Poland 2030 -2.83 -2.73 -2.92 
2050 -12.75 -11.75 -13.75 
2070 -24.37 -22.30 -26.40 

Sweden 2030 2.98 1.94 4.02 
2050 9.46 5.56 13.36 
2070 12.65 6.27 19.09 

 

Table A2: Growth of population aged 65 and above, by country and demographic scenario, relative 
to 2023. 

Country Year Baseline Old Young 
France 2030 12.30 12.37 11.99 

2050 31.72 34.85 29.46 
2070 39.46 42.69 35.78 

Germany 2030 12.53 13.21 11.86 
2050 21.41 25.01 17.79 
2070 26.43 28.51 23.94 

Italy 2030 12.98 13.20 12.75 
2050 34.44 37.17 31.69 
2070 25.03 27.35 22.62 

Poland 2030 7.50 7.87 7.13 



Country Year Baseline Old Young 
2050 31.25 35.48 27.03 
2070 26.42 35.63 17.47 

Sweden 2030 9.04 9.49 8.59 
2050 30.20 33.32 27.08 
2070 53.21 56.60 49.63 

 

Table A3: Growth of population aged 85 and above, by country and demographic scenario, relative 
to 2023. 

Country Year Baseline Old Young 
France 2030 5.00 4.82 3.42 

2050 92.51 105.77 81.46 
2070 130.52 160.99 105.50 

Germany 2030 7.84 9.21 6.49 
2050 81.37 96.65 66.83 
2070 94.66 123.40 68.17 

Italy 2030 10.86 11.94 9.80 
2050 86.34 100.03 73.22 
2070 109.60 140.75 81.24 

Poland 2030 2.60 3.45 1.75 
2050 115.02 132.10 98.80 
2070 239.38 289.99 193.32 

Sweden 2030 37.73 39.17 36.29 
2050 103.27 120.06 87.31 
2070 172.43 213.44 134.84 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

Figure A1: Age-impairment profiles, for each country and health scenario. 

 
Source: Own calculations with data provided by Börsch-Supan and Rausch (2024). 
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