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and medical care... Broad international

In the Next Edition of The Journal: Summer 2010

contacts are not a novelty. What is new is

The theme of the Summer 2010 edition will be the ‘livable community’ – one that
has affordable and accessible housing, supportive community features and ser-

the pace and range of integration.”

vices, and mobility options which together create personal independence and
broad civic engagement. AARP leadership will discuss our efforts in two key
areas of livable communities—housing and transportation—and share success
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stories from strategic partnerships at the national, state, and local levels. We
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will also highlight global ‘age friendly cities’—initiatives that promote active
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aging in four areas: community and civic participation; housing; public spaces
and transportation; and health and social services.
In early February, AARP and the UN will co-host the fourth annual Briefing
Series on Global Aging. The Summer 2010 edition of The Journal will include
proceedings from this high level forum, focusing on global health and human
rights of older persons in particular, access and barriers to health services, reform of health systems, and health care expenditure; and strengthening the
human rights of older persons, empowering them to be agents of change in
their societies.
Continuing our collaboration with the European Commission in 2010 we will
highlight priorities of Belgium as it assumes the EU Presidency on July 1, 2010.
As always, please visit us online at www.aarpinternational.org to keep up-todate on the latest trends on global aging.
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from the Editor

A recent survey found that AARP is the most
trusted institution to look after the interests
of older Americans in the health care reform
process. One of the chief reasons we have
earned such high regard is our efforts to reach
out, not just to our nearly 40 million members,
but to work with a variety of other groups to
build coalitions seeking similar progressive
and innovative reforms. In her article on page
48, our colleague, Cheryl Matheis, demonstrates how a multi-stakeholder approach has
helped AARP lead efforts to expand and sustain social welfare in the US related to Social
Security, Medicare, and now fundamental
health care reform. Another colleague, Lynn
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Nonnemaker, reviews the different proposals
for physician payment reform in the United
States and how we can learn from international
experiences, including pay-for-performance
and medical homes. (See page 52)
In our cover story, Dr. Androulla Vassiliou, the
European Union Health Commissioner, reveals
the disparities in health and longevity across
the EU due to socio-economic inequalities and
health-related behaviors (page 14). For, while
most European countries provide affordable
and universal health care to all their citizens,
significant disparities and obstacles to care
provision persist. New EU initiatives are being
mirrored in other parts of the world, where
greater recognition is being placed on healthy
life years or health expectancy vs. chronological
life expectancy, which often can include years
of chronic health problems and dependency.
Further, a stated objective of the New Zealand
Government, for example, is to narrow the gap
between health expectancy and life expectancy
to lengthen, as much as possible, the portion of
life spent in good health.
<

This edition of The Journal was prepared during a critical period in the health care reform
process in the United States and while AARP,
as the leading advocate for people age 50+ in
our country, is playing a strong role in leading the national debate and separating fact
from fiction. Therefore, it seems fitting and
relevant that most of our contributors offer
insight into two main themes: the challenges
and complexities of health care provision for
older people in their countries or regions,
and also the important role of civil society
and multi-stakeholder coordination in driving positive social change, not just for older
generations, but for societies as a whole.

In reviewing the recent elections in Japan, which
brought a new party to power after decades of
dominance by the Liberal Democratic Party,
on page 94, Dr. John Campbell highlights the
key role of pension and health care policies in

FrOM The eDiTOr

the political changes. Universal long-term
care insurance has transformed care-giving in
Japan—over 1.5 million people, 6 percent of the
65+ population, are now attending adult daycare. Campbell notes that the US can learn from
Japan on health care, but Japan can learn from
the US on pensions, since recent scandals and
bureaucratic mishaps in Tokyo have endangered
pension payments for millions.
On page 98, Sheilu Sreenivasan of Dignity
Foundation discusses the unmet promises of
India towards providing health care for its more
than 100 million people aged 60 and older. The
country, still poor but with one of the fastest
growing economies in the world, must take
advantage of its “demographic dividend” (relatively low dependency ratio of workers to dependent children and elderly) in the short time it will
last. Ageism is one cause for the social disparities
in India, and Constantina Safiliou-Rothschild, a
world expert on age discrimination, exposes the
stark reality of ageism in medical care by demonstrating that older people are rarely included
in medical research and are less likely to receive
life-saving or life-extending treatments and
procedures, even in countries lauded for having
“universal health care.” (See page 56)
Conchy Bretos, who created an assisted living
facility capable of caring for the needs of ethnic
seniors in Miami, discusses different forms of
discrimination based on ethnicity and nationality on page 76. AARP recently committed
itself to improving its outreach, service, and
relevance to these ethnic communities, some
of whom are growing much faster than the
overall population. For example, the number of
Asian Americans age 60+ will increase by 900
percent by 2050.
Beyond health care, we devote part of this
issue to developments in financial security and

KiwiSaver is the world’s first
national auto-enrollment
retirement savings scheme,
and it deals with people’s
natural inclinations
to procrastinate and
underestimate their needs
for retirement income.

employment for older persons. On page 26,
Diana Crossan, Retirement Commissioner
of New Zealand, notes how her country has
become a world leader in many aspects of social
security. KiwiSaver is the world’s first national
auto-enrollment retirement savings scheme,
and it deals with people’s natural inclinations
to procrastinate and underestimate their needs
for retirement income. AARP has advocated
some of the same innovation for US retirement
savings, especially for employers providing
401(k) plans and to expand retirement savings
of those without employer provided pensions.
We are proud to feature the winners of the 2009
International Innovative Employer Award. Our
second year of the program recognized companies big and small, from BMW in Germany
with more than 70,000 employees to Royal
Plaza on Scotts, a Singapore hotel with 393
employees, for their progressive and innovative
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It is a primary goal of all of us, here at AARP and among our
valued readers, to maximize the benefits of this international
exchange as we seek solutions to many of the challenges of global
aging and strive for more equitable and compassionate societies.

employment policies that help recruit and
attract older workers. Going forward into 2010,
AARP and our valued collaborating organizations plan to expand the program to more
countries and more business sectors. You will
find a special section dedicated to the Employer
Award starting on page 36.
Continuing our close cooperation with the
European Union, we are honored to feature an
article by Trinidad Jiménez García-Herrera, the
Minister of Health and Social Policy of Spain,
which holds the EU Presidency for the first
half of 2010 (page 86). The Spanish Presidency
supports the European Commission’s proposal
to declare 2012 the European Year for Active
Aging and Intergenerational Solidarity. Ms.
Jiménez notes that the Spanish Presidency
will significantly contribute to the integration,
solidarity, innovation, and training of older persons. Similar goals towards intergenerational
solidarity are highlighted by Anne-Sophie
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Parent, Director of AGE–The European Older
People’s Platform (page 90).
Finally, on page 19, Dr. Julio Frenk, Dean of the
Harvard University School of Public Health,
notes that the rapidly growing global trade in
health services, including labor and technology,
is offering opportunities both for exporting
developing countries and importing developed
nations. Some of these migrations and transfers
have their challenges, but it is a primary goal of
all of us, here at AARP and among our valued
readers, to maximize the benefits of this international exchange as we seek solutions to many
of the challenges of global aging and strive for
more equitable and compassionate societies.

Josh Collett
Vice President for international Affairs
AArP
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From the CEO

AARP has been a strong advocate for health care
reform for over 50 years—ever since our founder discovered a fellow retired teacher living in a chicken coop,
squeezing out an existence on a meager pension, with
no access to health care or insurance.
As of this writing, we are headed into the final stretch of
the health care debate. After endorsing the Affordable
Health Care for America Act passed by the US House of
Representatives, we have turned our attention to action
in the US Senate. We continue fighting to ensure that the
priorities of older Americans are included in any final bill
that goes to the president to sign.
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We know that the Washington debate is
just one part of the challenge. Health care
providers, government regulators, insurance
companies and, importantly, individuals, all
have roles to play in improving our health
care system.

AARP believes that health reform will lead to
better health outcomes in America and produce
a system in which everyone can receive quality
care. To achieve these important gains, we have
been urging Congress to respect certain priorities as it crafts new legislation:

To us, health care reform means fixing what’s
wrong and preserving what’s right. It also
means improving care for all Americans and
getting more value for every health care dollar we spend.

first, do no harm

While AARP supports a uniquely American
solution to our health care problems, we recognize that other advanced nations often get a
better return on their health care outlays. The
United States spends about twice the amount
per individual on health care as other developed nations, according to 2008 data from
the Organisation for Economic Co-operation
and Development. Yet the results are decidedly mixed.
The US is home to world-leading providers
of care, and our universities produce stateof-the-art medical research. Yet the US must
contend with uneven quality and barriers to
access. Life expectancy in the US ranked 50th
in an international comparison.

To us, this means no cuts to guaranteed benefits for
people in Medicare, our health insurance program for
older persons. It also means protecting existing
employer-sponsored insurance and protecting
an individual’s right to choose his or her plan
and doctor. Health reform must ensure that
health decisions are made by patients and their
doctors, not by insurance companies or by the
government. Finally, do no harm means that
health reform should not include any measures
that would lead to the rationing of care.

Protect and strengthen medicare
Seniors today and in the future must have the
health coverage they need, and they must be
able to afford it. In order to make health care
affordable for everyone, we have to lower drug
costs, provide free preventive care, and help lowincome people afford Medicare.
Closing the coverage gap in the prescription
drug coverage for Medicare, known as the
“doughnut hole,” will help lower drug costs
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for millions of seniors. We support a provision
that closes the doughnut hole over time and
offers an immediate 50 percent discount for
brand-name drugs for those who fall into the
doughnut hole. We also support provisions
that allow the Secretary of Health and Human
Services to negotiate drug prices with pharmaceutical companies.
In addition, AARP favors providing free prevention services to help people maintain good
health, including regular checkups and screenings for conditions such as cancer, osteoporosis,
and diabetes.

Having quality, affordable
health insurance should no
longer be a matter of wealth
or luck.

We support improved protections for lowincome beneficiaries, and the bill we endorsed
contains provisions that expand assistance for
low-income Medicare populations.
A critical issue for all people on Medicare is to
ensure that they have access to their doctor. We
support a change in the physician payment formula so that doctors treating Medicare patients
will be paid more fairly. Paying doctors fairly
keeps them in the program and promotes choice,
something we believe is critical for reform.
Finally, health care reform can lower costs
for Medicare overall by focusing on wasteful
spending, including: preventing over-billing
by providers, eliminating excess subsidies to
private insurers and drug companies, cutting out
duplicative paper work and tests, focusing on the
quality rather than the quantity of care provided,
and preventing dangerous hospital readmissions.

affordable coverage options for
people under 65
No one should be denied affordable insurance coverage because of their age or health
status. Insurance companies should not be
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able to reject you, or charge you an outrageous
premium because you got sick once, might get
sick again, lost your job, are over 50 years old,
or because your employer dropped your coverage. That’s why we support strict limits on
insurance companies charging Americans age
50+ higher premiums because of their age—no
more than twice what they charge a younger
person for the same insurance. Currently,
insurers can charge ten times more—and in
some cases much higher—for an older person.
And that just isn’t right.

us on a path to improving our long-term care
system. What we have endorsed adds not a dime
to the national debt.

We also support providing subsidies to low- and
moderate-income individuals to help them
afford coverage and the cost-sharing for covered
care. Having quality, affordable health insurance
should no longer be a matter of wealth or luck.

affordable insurance coverage because
of their age or a preexisting condition.

long-term Services and Supports
We support provisions to improve long-term
care, including the creation of a voluntary
public insurance program designed to provide
assistance for long-term care services and supports. Such a measure would help people prepare
for their long-term care needs and remain
independent in their own homes as they grow
older or face a moderate disability. We also favor
including provisions that support home- and
community-based care.
This is where we stand and what we are fighting
for. This is what our members have told us they
want from health care reform. Not all of these
elements are in any one bill, but different pieces
are contained separately in the bills currently
being debated in the Congress.
AARP wants reform that will: ensure quality, affordable health coverage options for all
Americans; protect and strengthen Medicare for
today’s seniors and future generations; and put

Our hope is that:

> Never again will anyone be forced into
bankruptcy because of high medical
expenses.

> Never again will anyone be forced to
choose between buying food and prescription drugs.

> Never again will anyone be denied

> Never again will anyone live in fear of
not being able to afford decent medical
care for themselves or their family.
The fight is not over. We are continuing to push
to make sure that the final measure retains the
provisions we have endorsed.
We have made it clear to the President and to
the Congress that we will fight with the strength
of our entire membership—nearly 40 million
people—to protect their guaranteed Medicare
benefits. We will fight any proposals that reduce
those guaranteed benefits, raise out-of-pocket
costs, reduce access to care, or lead to rationing.
We also recognize that implementing health care
reform will be a continuing task. AARP is committed to making sure that health care reform will
improve the lives of Americans of all ages.

A. Barry Rand
ceO, AArP
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By Androulla Vassiliou
Commissioner for Health
European Union

heALTh DiSPAriTieS
AND AcceSS TO heALTh cAre
Disparities or inequalities in health are a matter of increasing concern in Europe. Although all twenty seven European union countries
have policies of universal access to health care, it is clear that this
has not prevented major differences in health from arising.
It is becoming increasingly apparent
that, while universal access to health
care is an essential part of creating a
fairer distribution of health, health care
alone is not enough. More action also needs to be
directed at the determinants of health—improving
living and working conditions and policies supporting more positive health-related behaviors.
EU statistical data show widespread differences in
health among countries and among socio-economic
groups. These start at a young age and persist and
widen in older ages. Differences in life expectancy
at birth, between the lowest and the highest
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“More action also needs to be directed at the
determinants of health—improving living and
working conditions and policies supporting
more positive health-related behaviors.
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socio-economic groups (e.g. between manual
and professional occupations; people with
primary level and post-secondary education;
low and high income quintile), range from
four to ten years for men and two to six years
for women. In some countries the gap has
widened in the last decades. Despite an overall decline, mortality and infant mortality are
higher in the lowest socio-economic groups
and relative inequalities have increased in
several countries.

on minimum pensions, and single parents.
For example, people from the Roma ethnic
minority, which is the single largest minority
in Europe, can expect to live 10 years less than
the majority population in some countries.

Rates of disease and disability also vary substantially by socio-economic group. People
with lower education live shorter lives and
spend more time in poorer health. In some
countries, the percentage reporting very bad
health in the lowest income groups has gone
up since 2005.

Older age often exacerbates other preexisting inequalities based on race, ethnicity
or gender. Inequalities experienced in earlier
life in access to education, employment and
health care, as well as those based on gender
and race, have a critical bearing on status
and well-being in old age. For older people
who are poor, the consequences of these
earlier experiences are worsened through
further exclusion from health services, credit
schemes, income-generating activities and
decision-making.

Vulnerable groups suffer a particularly greater
burden of mortality and disease. These
include some migrant groups and ethnic
minorities, people living in deprived urban
and rural areas and in poverty, the long-term
unemployed, seasonal/daily workers and
subsistence farmers, jobless households, the
homeless, the disabled, those suffering from
mental or chronic illnesses, older pensioners

The causes of health inequalities were
recently summarized by the World Health
Organization. Broadly speaking, around
40-50 percent of the differences in health
between social groups are related to differences in income, living and working conditions, around 30 percent are due to healthrelated behaviors, and around 20 percent to
health and related services.

CAuSES o F H EALTH INEQuALITIES B E T WE E N So C IA L GRo u PS

40-50%
Differences in Income,
Living and Working
Conditions
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Living conditions affect health through
direct and indirect physical and psychological mechanisms. There are sections of the
EU population which do not have access to
running water, adequate washing and toilet
facilities, affordable energy, appropriate
housing, heating, new clothes, or a safe
environment. Some groups are disproportionately affected by environmental pollution
and neighborhood area.
Health is, of course, also determined by
health-related behaviors such as diet, physical
activity, tobacco and alcohol use. There are
large variations among the EU Member States
and among socio-economic groups in the
consumption of fruit and vegetables and the
prevalence of smoking, alcohol consumption,
obesity and physical activity. Countries with
high rates of smoking, combined with low
rates of exercise and unhealthy diet, are also
the countries with the lowest life-expectancies
in the EU. However it is also clear that healthrelated behavior is itself influenced to a large
extent by socio-economic and cultural factors.
Education, occupation and income/wealth
are also important determinants of health,
even after adjusting for other risk factors.
Living in poverty is associated with higher
mortality and disease. Unemployment is
associated with increased poor mental health
and suicide. Job quality and working conditions probably affect health to a greater extent
than is currently appreciated. In addition,
occupational health risks vary across sectors
and not all workers are equally exposed: e.g.,
workers with a fixed duration or temporary
employment relationship are statistically
more likely to suffer from accidents at work
and occupational diseases.

A number of Eu Member States
have produced integrated
strategies involving policies
in areas such as economic
development, education and
environment as well as health
as a mechanism to tackle them.

Health care availability and quality helps
us explain some of the health disparities
observed. Evidence suggests that lower
income families have further to travel to a
hospital or a family doctor and that, after
adjusting for different levels of need, the rich
are significantly more likely to see a specialist
and a dentist than the poor. Barriers to health
care access include lack of health insurance,
direct financial costs of care, geographical
disparities in provision, waiting times, lack
of information, discrimination, language
barriers, health literacy and socio-cultural
expectations in relation to life and care use. In
general, inequitable access to care appears to
be associated with higher health inequalities.
The current economic crisis may also have
an impact on health and increase health
inequalities through a deterioration of social
determinants of health, especially for those
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with lower qualifications and savings, and
those who are already vulnerable. The loss
of job and thus income can lead to worse
living conditions and life-styles, especially if
social protection mechanisms are not present. Unemployment or job insecurity lead
to increased levels of stress and greater risk
of health damaging behaviors (e.g. harmful
patterns of alcohol consumption) and contribute, for example, to depression, immune
disturbances or accidents and have possible
consequences on other family members.
The negative impact on health can be long
lasting. In addition, a deep economic crisis
can have an impact on health and increase
health inequalities through a deterioration of
the access to quality health and social care by
those in lower socio-economic groups. This
is the case if access to care depends on being
employed or having financial means, or if the
EU Member States cut the resources allocated to the health and social care sectors,
leading to lower coverage or quality of care.
The European Union is committed to reducing inequalities in access to health care and in
health outcomes. A number of EU Member
States have produced integrated strategies
involving policies in areas such as economic
development, education and environment as
well as health as a mechanism to tackle them.
A few others have established targets for
reducing health gaps between social groups.
The European Commission has recently
adopted a policy paper outlining its strategic
approach to address health inequalities, which
I developed together with the Commissioner
in charge of employment and social policy.
The aim is to support national, local and
regional government and other bodies to
tackle health inequalities more effectively.
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These actions seek to raise awareness about
the need to reduce health inequalities and
provide a framework for joint work between
countries and stakeholders. Initiatives on the
special health needs of vulnerable groups
including migrants, Roma, children and
young people will be instituted.
Further analysis on the impact of a range
of policies on the distribution of health
throughout the EU—a so called “health
inequality policy audit”—will be conducted.
Work will ensue to make better use of the
possibilities for funding of initiatives to
tackle health inequalities available through
the EU’s regional policy and rural development policies. Action aimed at reducing the
gap in health between the EU and developing
countries will also be taken. Research and
information sharing will be enhanced, and
a consistent methodology for monitoring
health inequalities shall be introduced. A first
progress report will be published in 2012.
I am convinced that our initiative is an
investment in the future of Europe: A Europe
based on the values of peace, freedom, justice
and solidarity, where health and well-being
are respected and desired.
Androulla Vassiliou
Androulla Vassiliou has served as
european health commissioner
since April 2008. her portfolio
covers three broad areas: public
health, feed and food safety, and
animal health and welfare. As of
February 2010, commissioner Vassiliou will take on
the education, Languages, culture & Youth portfolio.
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By Julio Frenk, MD, PhD
Dean
Harvard School of Public Health

gLOBALiZATiON OF
heALTh AND heALTh SerViceS
Globalization is transforming not only trade, finance, science, the
environment, crime, and terrorism, it is also influencing health and
medical care. In 1997, a report by the uS Institute of Medicine stated,
“Distinctions between domestic and international health problems are
losing their usefulness and are often misleading.” Broad international
contacts are not a novelty. What is new is the pace and range of integration.
We cannot underestimate the effects of these changes
on the health of populations and medical care. In addition to domestic problems, all national health systems
must now deal with the international transfer of health
risks and opportunities.
The best example of the blurring of health frontiers
is the dissemination of communicable diseases. In the
14th century, the Black Death killed one-third of the
European population. The global spread of influenza
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in 1918 accounted for far more casualties
than World War I. The most recent additions
to the list of global epidemics include HIV/
AIDS, SARS, and H1N1 or swine flu.
As we can see, infectious diseases have an old
record of cosmopolitan presence. What is new
is the scale of what has been called “microbial
traffic,” which has expanded as a result of an
explosive increase of trade and travel.
The global spread of infectious diseases is
related to major changes in our environment
and lifestyles. Indeed, to make matters more
complex, it is not only people and plagues
that travel from one country to another;
unhealthy lifestyles are also being exported.
Smoking and obesity are the exemplars of
emerging health risks linked to globalization.
Furthermore, the globalization of health
goes beyond diseases and risk factors to also
include health products. Careful regulations
on access to prescription antibiotic drugs in
one country, for example, may be subverted
when its neighbors allow the unrestricted
purchase of antibiotics. Such practices are at
least in part responsible for the emergence

of new forms of resistance to many antibiotics. The most dramatic case is tuberculosis
(TB). The latest World Health Organization
(WHO) global survey indicates that 5 percent
of the 9 million new cases of TB are resistant
to first-line antibiotics.
Another recent development, with potential
implications for imprudent prescription
practices and the ensuing spread of antibiotic
resistance, is the growing commerce of drugs
through the internet.
International trade in health services is also
expanding. The traditional classification of
these services recognizes four basic forms
of exchange: 1) service exportation; 2) commercial presence; 3) transnational movement
of providers; and 4) transnational movement
of consumers.
The exportation of health services implies
the transborder movement of diagnostic or
therapeutic procedures. WorldCare Limited,
for example, based in Bermuda and with access
to physicians from the Massachusetts General
Hospital, Cleveland Clinic and Brigham and
Women’s Hospital in Boston, is offering

“What is new is the scale of what has
been called ‘microbial traffic,’
which has expanded as a result
of an explosive increase of
tradeandtravel.”
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telemedicine services and second opinion
consultations in several parts of the world.
Commercial presence—the establishment
of health care units or services in other
countries—is also growing as a result both of
trade liberalization and the saturation of the
American managed care market. Given that
most of these organizations are for-profit,
their growth has forced them to look for new
markets in Latin America and Eastern Europe.
The international movement of physicians
and nurses, mostly to the US and Europe,
is expanding as well. In the US, foreign
physicians are brought into the health system
largely through clinical residency programs.
The movement of nurses is more dependent
on direct demand from the labor market. A
large proportion of foreign nurses in the US
come from Jamaica and the UK, but given
the shortage of this kind of personnel and the
growth of the Hispanic population in the US,
the exportation of nurses from Central and
South America is increasing.
Finally, the movement of health care consumers is also growing. Foreign patients regularly
use the services of internationally renowned
hospitals in the United States. Residents of
American border cities, in turn, search for
culturally acceptable services in Mexico, in the
case of persons of Hispanic origin, or cheaper
medical services, mostly dental and ophthalmological, which are not covered by regular
insurance plans. American citizens from all
over the country also travel to Mexico to
access treatments that for regulatory reasons
are not available in the United States.
A limitation to this type of exchange is the
lack of portability of most public and private
insurance plans in North America. However,

NAFTA and other free trade agreements
offer the opportunity of discussing the possibility of covering the costs of medical services offered in Mexico and other countries
by providers willing to submit themselves
to international certification procedures.
These services tend to have a much lower
cost than in the US. It is estimated that, in
the countries offering this kind of service to
American consumers, the cost of an average
surgical procedure, such as hip replacement,
hysterectomy, hernia repair, and cataract
removal, amounts to 15 percent of the cost in
the United States.
A particularly attractive possibility is that
Medicare could cover the medical expenses
of American retirees living in Mexico, who
represent 15 percent of total American retirees living abroad. This is not only a potential
source of foreign currency for Mexico but
also a niche of enormous potential savings for
Medicare. According to Professor David C.
Warner, an expert in economics and health
finance at the University of Texas at Austin,
the cost to Medicare of an average beneficiary
of this public insurance in the US is $7,500 a
year. In Mexico, the medical care of an average beneficiary would cost $4,000 a year.
But this is not the only potential market for
health care providers in low- and middleincome nations. In the US there are still
roughly 40 million uninsured individuals.
Many others are under-insured. This population is increasingly looking for value in health
care through affordable quality services.
According to the Deloitte Center for Health
Solutions, in 2007, approximately 750,000
Americans traveled abroad to receive medical
care. It is estimated that this figure will grow
to 1.6 million by 2012. We are talking about a
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The exportation of health services by developing countries is also helping to solve the
drain of local qualified health workers. The
World Bank has recently documented how the
establishment of private clinics and hospitals
in Trinidad and Tobago catering to foreign
consumers has stimulated the repatriation of a
considerable number of physicians and nurses.
A similar situation is taking place in India.

Dr. Julio Frenk
Dr. Julio Frenk became Dean
of the Faculty and T&g
Angelopoulos Professor of
Public health and international
Development at the harvard
School of Public health on
January 1, 2009. Dr. Frenk is an eminent authority
on global health who served as the Minister of
health of Mexico from 2000 to 2006.

<

<

In conclusion, the global trade in health
services is offering opportunities both for
exporting developing countries and importing developed nations. The former can
benefit from an increasing amount of foreign
currency, an improvement in the standards

of local medical care, and the repatriation of
qualified health workers. High-income countries, in turn, can benefit from a reliable supply
of services that are being offered at a lower
price and with similar standards of quality.

February 2-3, 2010
united Nations headquarters
New York

AArP

AArP, in cooperation with the united Nations Programme on Ageing, Department of economic
and Social Affairs (uNDeSA), will organize a series of briefings on key global aging issues from
February 2-3, 2010. These events are in conjunction with the uN commission for Social
Development forty-eighth session (February 3-12, 2010) and the commission’s priority theme of
Social integration. Future opportunities and challenges of population aging particularly around
global health and the empowerment and human rights of older persons will be discussed.
www.aarpinternational.org/2010unbriefingseries
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market worth several billion dollars annually.
These resources will flow to those countries
willing to offer accredited medical services at
reasonable prices.

AArP
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$2,608,715,000
pUblIC pENSION SpENdINg
IN OECd COUNTRIES*

The youngest populations
are in countries with high
birth rates (Mexico, Iceland
and Turkey) or in countries
with high immigration
(Australia, Canada and
New Zealand).

The dependency ratio is
projected to be above 50%
in Finland, Italy and Japan
by 2020; for each inactive
person age 65+, there will
be fewer than two persons
in the labor force.

*Includes expenditures on old age and survivors’ benefits.
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The lowest dependency
ratios by 2020 are projected
for Iceland, Mexico and
Turkey. All countries will
experience a sharp increase
in the dependency ratio from
2020 to 2050.

E conomic S ecurity & W ork

old-age
dependency ratio

Public pension
spending

Ratio of workers ages 20-64
to inactive population age 65+

As a percentage of
gross domestic product

2000

2050

2005

MEXICO

united
states

france

korea

italy

1.3%

6%

12.4%

1.6%

14%

Sources: OECD Health Data 2009 (OECD © 2009), Pensions at a Glance 2009: Retirement-Income Systems in OECD Countries
(OECD © 2009)
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By Diana Crossan
Retirement Commissioner
New Zealand

KIWISAvER:
THE NEWCOMER IN NEW ZEAlANd’S
RETIREMENT SAvINgS SYSTEM
New Zealand was the first country in the English-speaking world to
provide a state- funded, old-age pension in 1898. With KiwiSaver, it is
now pioneering a voluntary workplace retirement savings vehicle.
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For 40 percent of New Zealanders aged over
65, the public pension is their only income,
and for another third it is the main source
of income.
It is only in the last two years that New
Zealand has sought to change that picture by
introducing significant incentives for private
saving for retirement, in the form of a national
workplace retirement savings scheme, known
as KiwiSaver.
As in most developed countries, retirement
income is becoming a headline issue because
of the aging of the baby boomer generation.
By 2051 the share of New Zealanders age
65+ is expected to more than double to over
a quarter of the population. And the proportion age 85+ is forecast to increase five-fold.
Meanwhile, the ratio of working age people
to over-65s is expected to fall from about 4:1
to 2:1 by 2051.
There are a number of unique features of
New Zealand’s economy and society that have
influenced the development of the retirement
savings system we now have. We are a small,
isolated country of just 4.3 million, an island
nation descended from migrants. At the heart
of our national psyche is a focus on fairness
and egalitarianism.
Inspired by these values, New Zealand has
become a world leader in many aspects of
social security, not just in the old-age pension. This includes a public health system that
provides free or subsidized health care that
meets most needs, financial support through
tax credits for working families with children
up to middle-income level, and support for
those without work.

It is only in the last two
years that New Zealand has
introduced significant
incentives for private saving
for retirement, in the form
of a national workplace
retirement savings scheme,
known as KiwiSaver.

The basis of the current universal pension
was introduced in the late 1970s as a taxable
universal pension available from the age of
60 and set at 80 percent of the average wage.
Since then the age of eligibility has increased,
the value of the pension as a proportion of
the average wage has decreased and a taxation surcharge on other income has come and
gone. But the nature of the scheme has
remained much the same—a basic, flat-rate,
taxable, universal state pension with no compulsory private saving and no tax incentives.
Against this history, the introduction of
KiwiSaver two years ago is a distinct break
from the past. For the first time, New Zealand
has a voluntary retirement savings scheme
that includes government-funded incentives
and compulsory employer contributions. So
where does it fit and how did it come about?
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PERSONAL
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EMPLOYER
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RETURNS

WITHDRAWALS,
FEES AND TAXES

KIWI SAVINGS
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If we look at the international “three pillar”
model for retirement income—public pensions; government-supported earnings-related
pensions; and other retirement income such as
private investment and savings—we see that
for many years New Zealand was largely missing the center pillar, of government-supported
earnings-related pensions.
The first pillar is the public pension, known
as New Zealand Superannuation. It provides
a universal pension at a level that, on its own,
is enough to ensure New Zealanders avoid
absolute hardship in old age. The current level
for a couple is 66 percent of the average wage
after tax. People are eligible for New Zealand
Superannuation at the age of 65. New Zealand
no longer has an official retirement age and it
is illegal to force someone to retire.
In New Zealand the third pillar, of private
investment and savings, is mostly about
investment in home ownership. Nearly 80
percent of people 65+ are homeowners and
most have paid off a mortgage or reduced it to
low levels. However, home ownership levels
are starting to decline. Investment income
and occupational pensions are the other main
sources of private income.
KiwiSaver forms the center pillar. It is a
workplace based scheme that automatically
enrolls workers upon taking a new job in
retirement savings. Each KiwiSaver member
accumulates a capital sum in their individual
account which includes their own, their
employer’s and government contributions
plus accumulated earnings. This can only be
withdrawn at the entitlement age for New
Zealand Superannuation or to get help buying a first home.

ECONOMIC SECURITY & WORK

KiwiSaver is the world’s first national autoenrollment retirement savings scheme. This
means New Zealanders, between the ages of
18 and 65, starting a new job are automatically enrolled, with a six-week period during
which they can choose to opt out. People in
existing jobs, self-employment or not working can also choose to join KiwiSaver.
Another distinctive feature is that contributions (of between 2 and 8 percent of
before-tax pay) are automatically deducted
by the Inland Revenue Department and
paid into the individual’s KiwiSaver account.
KiwiSaver members can either choose from a
range of approved private sector investment
funds, or be automatically enrolled in one
of six government-approved private sector
“default” funds.
Incentives to join KiwiSaver include:

> A tax-free kickstart of NZ$1,000 on
joining KiwiSaver.

> An employer’s contribution—by law,
employers must match their employee’s
contribution, up to a maximum of 2
percent of before-tax pay. Employers’
contributions are tax-exempt up to this
level.

> A tax credit of up to NZ$20 a week for
members.

> A first home deposit subsidy of up to
NZ$5,000 for members who meet
specified criteria.
As Richard Thaler and Cass Sunstein highlight in their book “Nudge”, the design of
KiwiSaver owes much to behavioral psychology. Compulsion was not an option for the
new scheme as Kiwis had already rejected
the idea of compulsory saving in a public

referendum in 1997. Instead, the independent
group designing the product that became
KiwiSaver looked at why people were not
joining private superannuation schemes even
though it was in their interests to do so.
That led to the opt-out rather than opt-in
nature of KiwiSaver. Automatically enrolling
all workers when they start a new job deals
with people’s natural procrastination. It also
helps that their contribution is deducted from
their pay without them ever seeing it. And
the NZ$1,000 kick-start caters to the New
Zealand psyche—Kiwis, like most people,
respond to getting something for nothing.
KiwiSaver, as it was introduced in 2007,
included more incentives than the original
design put forward by the independent product design group. Notably, some of the major
incentives such as the employer contribution
took effect in the run-up to a general election.
KiwiSaver has since been amended following
a change of government and a downturn in
the country’s (and the world’s) economic fortunes. Primarily, the amendments reduced
the minimum contribution for both employees and employers to 2 percent (a total of 4
percent) and did away with a tax credit for
employers. These changes do not appear to
have reduced the attractiveness of the scheme
and have made it more affordable for lower
paid workers.
To date, more than one in four New
Zealanders have joined KiwiSaver. Of the
current 1.1 million members, 44 percent
have opted into the scheme directly through
a fund provider, while 39 percent have been
automatically enrolled. The remainder have
opted in through their employer.
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While these numbers are encouraging, it is
too soon to tell how well KiwiSaver is working. The first household level statistics on
savings should be available by early 2012. A
fairly rigorous assessment is also planned by
the Inland Revenue Department.
Most of the evaluation measures depend on
interpreting survey results which will not be
straightforward.
However, relying on easy measures, such
as the total numbers enrolled or dollars
invested, will not tell us whether KiwiSaver
has achieved better outcomes for members,
compared with what would have happened if
it had not been introduced. For example, will
overall retirement wealth be improved, or
will saving simply shift from one asset class
to another?
In the meantime, one of the most important
things we have learned from introducing the
scheme is that financial education is critical
to both private provision generally and to
a specific scheme like KiwiSaver. We need
financially literate people who can make
smart choices about what’s right for them.
Creating a financially educated population
is one of the Retirement Commission’s
main goals. Our key vehicle for doing this
is a highly successful website called Sorted
(sorted.org.nz) and associated resources.
These provide independent information,
calculators and booklets to help people make
financial decisions at every stage of life. So
far more than one million people have used
the resources on Sorted to make decisions
about KiwiSaver.
So is New Zealand’s system working? As
Retirement Commissioner, I am charged
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with reviewing the government’s retirement
income policies every three years. In my
last review in 2007, I concluded that New
Zealand’s policies are working reasonably well
for the currently retired and those approaching retirement. However, I have some concerns about the direction of that policy and
risks to its long-term sustainability.
Our major challenge for the future, as for
other countries, is planning to ensure the lifestyle of the currently retired will be available
for the bulge of baby boomers entering that
older age group in the next 10 to 30 years.
For more information visit: www.retirement.org.nz
or www.kiwisaver.govt.nz.
diana crossan
diana Crossan was appointed
New Zealand’s Retirement
Commissioner in February
2003.

She

heads

the

Retirement Commission, an
autonomous crown entity set
up in 1993 to monitor retirement income policy
and publicize the need to increase private savings
for retirement. The Commission helps New
Zealanders to prepare for retirement through education, information and promotion.
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By Cheng Lian-chang
Executive Vice President
China Association of
Senior Scientists and
Technicians

ENHANCINg EXCHANgE ANd COOpERATION:
HOW CHINA IS ENCOURAgINg RETIREES
TO CONTRIbUTE ONCE AgAIN

AARP is a very mature, experienced, and
well-structured organization with a significant impact on the policy formulation,
politics, economics, cultural and social life of
the United States. Based on a recent visit to
China by AARP, we know the organization is
committed to cooperating with, and learning
from, many countries. From my discussions
with AARP, I became convinced China and the
United States can learn from one another as
their societies age.
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The People’s Republic of China, the “New
China,” just celebrated its 60th birthday, so it
is not much older than AARP. But change in
China is constant and fast, particularly since
1978, with China’s reform and Open Door
Policy, China’s economy has rapidly developed, with a 60-year average GDP growth
rate of 8.1 percent annually. China now has
the third largest economy in the world. At
the same time, the aging of Chinese society
has also rapidly accelerated. At the end of
2008, the population aged 60+ has grown to
160 million, accounting for 12 percent of the
total population, almost as high a proportion
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as in the United States. China has officially
become an ‘aging society.’
Among China’s aging population, more
than six million people are retired scientists
and technicians, who have worked many
years in the fields of education, scientific
research, culture, medicine, heavy industry
and agriculture. They have a broad range of
experience and high technical levels, having
contributed a great deal to China’s scientific
and technological progress and economic and
social development. As valuable assets to their
country, China needs them to continue to
play a role in its future growth and prosperity.

ECONOMIC SECURITY & WORK

The Chinese government has issued a policy
to require the support of all levels of government to create an environment for these older
experts to continue to contribute. Although
these retirees are no longer responsible for
science and technology research projects,
teaching activities and hospital medical work,
they perform important work through the
following channels:

> Research problems connected with government activities, offer suggestions for
improvement or policy recommendations; participate in the advisory process
for the establishment of major projects
or policy making;

> Participate in industrial and agricultural
production activities, provide scientific
and technical consultation and advice;

> Offer advisory services for the modernization of agriculture, farming improvement,
and new agro-technology applications;

> Write scientific and technical reports;
> Educate teenagers with scientific
knowledge;

> Provide volunteers with medical guidance;
> Translate books from and into foreign
languages;

> Prepare and edit publications.
Among these six million retired scientist and
technicians in China, 70 percent are in good
health, and are able and willing to continue
working. However, due to the difficulty of
finding suitable employment, as well as other
reasons, only 25 percent of them continue to
work in the formal labor market full-time.
Given these challenges, the Chinese government has taken a number of actions to

promote the role of retired technical personnel, such as:

> allowing certain units to rehire retired
personnel;

> encouraging retired technical personnel
to start their own businesses or promote
entrepreneurship;

> encouraging retiree organizations to
engage in the businesses in their communities; and

> meanwhile, providing protection and support for the rights and services of retired
professionals and technical personnel.
In addition, the China State Council has
set up a work-guiding organization for
seniors known as the National Steering
Committee on Aging. China also has the
China Association of Senior Scientists
and Technicians (CASST), China Senior
Professor Association, the Senior University
Association, Gerontological Society of
China, China Elder Health Care Association,
and a variety of community organizations for
retired personnel services.
CASST, of which I am Executive Vice
President, has one million members and was
established in November 1989. After 20 years
of development, it has set up divisions in all
31 provinces, in particular, municipalities
and autonomous regions. In more than 2,500
counties and cities nationwide, 1,269 of them
have set up CASST divisions; there are 5,553
towns and 1,676 communities with CASST
affiliates; within the national industrial
system, there are 18 industrial systems which
have established CASST divisions, there are
more than 8,500 divisions of CASST in the
nation, making it the largest membership
organization of seniors in China.
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Mr. cheng lian-chang (left) executive Vice president of casst welcomes edward Johns, aarp’s director of asia affairs.

Future strategies by the Chinese government
to be more active in creating opportunities
for retired professional and technical experts
include:

> developing new government initiatives
and innovative service practices;

> supporting the establishment of new
institutions and networks for retired
professional and technical personnel; and

meetings, and sharing research and publications that can be translated and shared with
wider audiences in our countries. As China
continues to develop, and to age, the work
and experience of similar organizations will
become more and more relevant.
cheng lian-chang
Mr. Cheng lian-chang currently serves as Executive vice

> strengthening job security.

president of China Association

CASST looks forward to working with AARP
and other NGOs and membership groups
representing retirees in other countries. We
have much to learn from one another. We
would welcome reciprocal visits for association staff, participation in conferences and
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of

Senior

Scientists

and

Technicians (CASST). He is
also the senior consultant of
The China Industrial Association, China Enterprise
Management Association and the China Quality
Association.
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EXPANDING COOPERATION AND CONTACT IN CHINA
As the world’s fastest growing major econo-

In Shaanxi province, local officials had recently

my and with one of the most rapidly aging popu-

completed a demographic census of its four mil-

lations, China is a key focus of AARp’s outreach

lion residents over 60. Sixty-eight percent live in

in Asia. In 2009, AARp’s Office of International

rural areas, versus 32 percent in cities; 80 per-

Affairs was invited to visit China by three key or-

cent suffer from chronic diseases and 45 per-

ganizations, the China National Committee on

cent need home care services. The province

Ageing (CNCA), the China Association of Senior

strives for a “90-7-3” model for providing elder-

Scientists and Technicians (CASST) (see ac-

ly care services; i.e. for 90 percent to age in

companying article from CASST’s Cheng lian-

place, seven percent or less to receive care in

chang), and Community Alliance, a leading ag-

community centers, and for three percent or

ing NgO. In October 2009, Edward Johns,

less to require nursing home care. While the

AARp’s director of Asia Affairs, presented on

Chinese government recently announced a new

national aging strategies in the US to an audi-

universal rural pension, only one village in the

ence at CNCA, followed by a dialogue compar-

entire province was yet issuing the benefit,

ing the conditions and systems for older people

which is 60 Yuan (US$ 9) per month.

in the two countries. during this visit, AARp met
with CASST and the two organizations reached

long-term care and health care provision stood

a consensus on expanding contact and coopera-

out as primary issues during the visit and there

tion, discussing joint research and sharing of

was expressed interest in working with foreign

best practices. In addition to the formal meet-

groups on a wide variety of policy and market-

ings, the host organizations arranged site visits to

based issues related to aging. government offi-

key ministries, nursing homes in beijing and rural

cials at CNCA, the Ministry of Civil Affairs, and

Shaanxi province, as well as visits to two provincial

the beijing and Shaanxi Aging Committees noted

aging bureaus, where local policies and activities

that the private sector needed to invest in busi-

to serve China’s seniors are implemented.

nesses providing long-term care and in-home
care to meet current and future needs. pensions

China’s aging population presents many opportunities, but daunting challenges as well. At the
Ministry of Civil Affairs, dr. Wang Hui, head of

are also a major concern as less than 20 percent
of the 60+ population have a pension.

the Elder Care division, noted that China has only

Officials at CNCA and the Ministry of Civil Affairs

200,000 qualified long-term caregivers yet cur-

endorsed an expansion of NgOs and non-profits

rently has needs for 10 million people to serve

to meet the needs of older people. The leadership

this vital role. He believes private enterprise must

at Community Alliance stated that they are able

play a bigger role in the provision of long-term

to advocate directly to the government on the

care and that the government can support this

concerns of older people and that the central

development through grants, loans, and tax

government has been acting more vigorously in

breaks to businesses and by building a strong in-

addressing problems at the provincial and local

frastructure for monitoring and evaluation.

levels faced by China’s seniors.
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2009 AARp INTERNATIONAl INNOvATIvE
EMplOYER AWARd RECIpIENTS
Now entering its third year, the AARP International Innovative
Employer Award recognizes non-US-based employers whose innovative workforce and human resource practices address issues relevant
to workers age 50+ and create roadmaps for the workplace of tomorrow.

By recognizing employers around the world that
have demonstrated innovative efforts to address
issues relevant to older workers, AARP encourages
all employers to create a mutually beneficial environment that values the potential of younger and mature
workers alike.
AARP selected the following ten companies and organizations as recipients of the 2009 AARP International
Innovative Employer Award.
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three uK employers receive the 2009 international innovative employer award. From l-r: deborah
Martin, david colley, and tracy burrell of domestic & general; chris ball, taen; Josh collett, aarp;
angela eagle, uK department of Work and pensions; tom nelson, aarp; dennis gissing, bt; and Mel
Flogdell, Jill shedden, centrica

Adecco Employment Services Limited

BMW Group

Toronto, Canada
http://www.adecco.ca
Service Sector
436 employees; 13% 50+

Munich, germany
http://www.bmwgroup.com
Motor vehicles production
71,596 employees; 20% 50+

2008

WINNER

2009

WINNER

Adecco’s national hiring strategy actively
targets job seekers age 50+ through its
Established Worker Career Connections
Program and collaboration with the Canadian
Association for Retired Persons (CARP). To
ensure that the hiring process is free from age
discrimination, paper applications are available for candidates who do not feel comfortable with computers. Job candidates who are
re-entering the workforce are educated and
trained on standard interviewing practices
and techniques for marketing their transferable skills.
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2009

WINNER

With “Today for Tomorrow,” BMW Group
has implemented a comprehensive package
of measures addressing demographic change
at the workplace. This program comprises
innovative initiatives in the areas of health
management, training and knowledge management, work environment, personalized
retirement models, among others. When
staffing a new production plant a few years
ago, BMW Group specifically targeted
unemployed older job seekers to ensure a
well-balanced age structure and as a measure
to support the regional labor market.
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BT
london, United Kingdom
2008
http://www.bt.com
WINNER
Telecommunications
103,524 employees; 30% 50+

Domestic & General Services Limited, UK
2009

WINNER

BT offers a wide variety of flexible work
arrangements through its “Achieving the
Balance” portfolio. These arrangements
help older employees make the transition
from full-time employment to retirement.
The Career Life Planning Tool, another
innovative BT program, helps employees
develop their careers at every stage and
accounts for changes that may emerge during
employment.

Centrica plc
Windsor, United Kingdom
2008
http://www.centrica.com
WINNER
Utilities
27,338 employees; 14% 50+

Nottingham,
United Kingdom
http://www.domgen.com
Insurance
747 employees; 9% 50+

2008

WINNER

2009

WINNER

Domestic & General Services Limited
has implemented a number of age-positive
recruitment strategies to attract and retain
older workers for their experience, loyalty,
and reliability. Materials for recruitment
and assessment are tailored to resonate with
various generations. Telephone interviews
have been used in the first stage of the hiring process to avoid age bias. Employees at
Domestic & General Services Limited are
also encouraged to become Age Positive
Ambassadors, some of whom represent the
company at recruitment fairs.

2009

WINNER

Centrica’s efforts to create an age-diverse
workforce include an Age Action Group,
which convenes managers from across business units to create a detailed action plan
addressing the company’s aging workforce.
Centrica also has an Age Awareness e-learning package for managers and employees to
raise awareness about age-diversity issues.
The company supports work-life balance
through comprehensive, flexible work policies and a caregivers’ network.

Housing & Development Board,
Singapore
Singapore
http://www.hdb.gov.sg
public Sector
4,949 employees; 34% 50+

2009

WINNER

The Housing and Development Board’s
(HDB) mature staff benefits from flexible
work arrangements and a re-employment
policy allowing for employment past the
statutory retirement age of 62. HDB’s health
and wellness promotion program also offers
an Annual Targeted Health Intervention
Program designed to help mature staff take
preventative care in managing their health.
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National Healthcare Group, Singapore

Royal Plaza on Scotts, Singapore

Singapore
http://www.nhg.com.sg
Hospitals/Healthcare
9,819 employees; 16% 50+

Singapore
http://www.royalplaza.com.sg
Hotels/lodging
393 employees; 25% 50+

2009

WINNER

NHG’s mature workers attend pre-retirement planning and counseling at least three
years before they reach the statutory retirement age of 62 and are generally offered
re-employment with a variety of alternative
work arrangements and benefits when they
reach age 62. In some NHG institutions, 90
percent of workers continue to work beyond
retirement age. NHG specifically targets
mature job seekers to fight the acute shortage
of healthcare workers in Singapore.

2009

WINNER

Royal Plaza on Scotts’ re-employment
policy allows retirees to retrain for hire at
their last-held position, remuneration and
benefits package. The company’s diversity
efforts include hiring initiatives targeted at
older workers who have been out of the labor
market for a while. Managers receive training
on the management of a multi-generational
workforce. A buddy system that matches up
younger workers with older ones allows for a
two-way knowledge transfer.

three german employers receive the 2009 international innovative employer award. From l-r: Jürgen
pfister, chairman, das demographie netzwerk; Helmut Wallrafen-dreisow, ceo, sozial-Holding der
stadt Mönchengladbach gmbH; rudolf Kast, Head of Human resources, sicK ag; Marc pastowsky,
Head of Hr strategy & Hr policy, bMW group; and Josh collett, aarp.
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Several collaborating organizations with exper-

Sick AG, Germany

tise on age and employment issues from around

Waldkirch, germany
http://www.sick.de
Industrial Equipment/
Commercial Machinery
1,879 employees; 17% 50+

the globe joined AARp in designing and promot-

2008

WINNER

2009

WINNER

ing the 2009 Awards including:
> 50&piú (Italy)
> bAgSO (germany)
> CARp (Canada)

Mature workers at SICK AG serve as mentors for younger employees through mixedage training groups and project teams.
Moreover, the company maintains strong
ties with retired employees by inviting them
to company functions. SICK AG also puts
significant emphasis on employee health with
a project addressing how healthy aging can be
achieved in the workplace, as well as through
comprehensive flexible work options.

> Council for Third Age (Singapore)
> daneAge (denmark)
> ddN—The demography Network (germany)
> The gerontology Institute at dortmund
University (germany)
> TAEN—The Age and Employment Network
(United Kingdom)

Sozial-Holding der Stadt
Mönchengladbach GmbH, Germany
Mönchengladbach, germany
http://www.sozial-holding.de
Hospital/Healthcare
740 employees; 35% 50+

2009

WINNER

With 35 percent of its staff falling into the
50+ age group, Sozial-Holding operates under
the motto “we are older, so what!” SozialHolding’s annual working time accounts and
individual working time models are of particular benefit to older workers with care-giving
needs. The company also offers a variety of
courses specifically targeted at its older workers, including holistic mnemonic training and
aspects of the transition to retirement.
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RECOgNIZINg EMplOYERS
FOR THEIR COMMITMENT TO
AN AgE-dIvERSE WORKFORCE
apply online by april 24, 2010
Bac kgRo u N d

Now entering its third year, the AARP
International Innovative Employer Award
recognizes non-US-based employers whose
innovative workforce and human resource
practices address issues relevant to workers
age 50 and older and create roadmaps for
the workplace of tomorrow. This program
runs parallel to AARP’s Best Employers for
Workers Over 50 award, which has recognized US companies for good workforce and
human resource practices since 2001.
As the proportion of workers age 25 to 44
declines, attracting and retaining mature,
experienced employees is becoming increasingly critical for employers seeking to retain
their competitive edge in today’s marketplace.
By recognizing employers around the world
that have demonstrated innovative efforts to
address issues relevant to older workers, AARP
aims to encourage more employers to create
mutually beneficial environments that value
the potential of workers regardless of age.
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a p p lIcaTI oN p RocEss

The AARP International Innovative
Employer Award is open to all employers
headquartered outside of the US as well
as the foreign subsidiaries/operations of
US-based companies. Employers interested
in the award must complete an online application available at www.aarpinternational.
org/2010employeraward by April 24, 2010.
As policies beneficial to older workers generally benefit the entire workforce, programs
targeted to this age group are not required
to be eligible for the awards. Programs of
particular value to the 50 and older age group
may, however, earn additional credit in the
evaluation.

ECONOMIC SECURITY & WORK

a ss E ssm E N T

colla BoRaTI Ng oRga NI zaTI oNs

Based on application responses, AARP selects
10 international companies and organizations
that have demonstrated the most positive
workplace policies for their older workers.
The assessment considers a number of factors:
recruiting practices; workplace culture; lifelong
learning, education, and job training opportunities; opportunities for continued success and
career development; alternative work options,
such as flexible scheduling, telecommuting,
job sharing, and flexible retirement; employee
benefits that support the health and financial
security of employees; workplace design, such
as ergonomic work stations or facilities; and
retiree relations. AARP’s selection of winners
is informed by recommendations from a panel
of international expert judges.

moRE INfoRmaTIoN

B E NE f I Ts To a pply IN g

Visit:
www.aarpinternational.org/2010employeraward

AARP’s 2010 International Innovative
Employers will be publicized to AARP’s 40
million members as well as international
stakeholders and the media. Receiving this
award can be effectively leveraged for a
company’s public relations, corporate social
responsibility, and human resources promotions. Further, award winners will have
opportunities to share their best practices at
high-level international forums sponsored by
AARP and international organizations collaborating with AARP on this award.

Questions/Queries:
Fran Albers-Schoenberg
falbers@aarp.org or +1-202-434-2419
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oNlINE resources
Making Your Nest Egg
Last a Lifetime
In this public policy Institute report, Tony
Webb of the Center for Retirement Research
at boston College describes how most households nearing retirement make financial decisions, the conventional wisdom on these decisions, and what a careful economic analysis
suggests most people should do.
http://www.aarp.org/research/ppi/
econ-sec/ss/articles/i32.html

Employment Support for the
Transition to Retirement
policy Research, Inc. proposes a new program—Employment Support for the Transition
to Retirement (ESTR)—that could address the
harm an increase in the earliest eligibility age
might inflict on some older workers. He calls
for a wide range of supports, including wage
subsidies, health insurance subsidies, disability benefits, extended unemployment benefits, and employment counseling.
http://www.aarp.org/research/ppi/
econ-sec/low-income/articles/2009_05_
transition.html

Older Workers on the Move:
Recareering in Later Life
This AARp public policy Institute Research
paper by Richard W. Johnson, Janette Kawachi,
and Eric K. lewis of The Urban Institute examines the characteristics of workers who change
careers in later life. Career change may become more common as more individuals continue to work past retirement age.
http://www.aarp.org/research/ppi/
econ-sec/work/articles/2009_08_recareering.html
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From the AARP Public
Policy Institute

Reassessing the Age
Discrimination in Employment
Act (ADEA)
This AARp public policy Institute report by
david Neumark of the University of California
at Irvine reviews the existing research on age
discrimination in employment and assesses
how successful the AdEA has been in achieving its goals, along with how well it might support the continued employment of older
adults in the future.
http://www.aarp.org/research/ppi/
econ-sec/other/articles/reassessing_
the_age_discrimination_in_employment_
act.html

The Social Compact in the
Twenty-First Century
This report takes a look at the social compact
as it has existed, what it looks like at present,
and the consequences of changes over time. It
then analyzes employers’ and employees’ perspectives on the social compact and related
issues based on data from two separate AARp
surveys.
http://www.aarp.org/research/ppi/
econ-sec/work/articles/d19224-sc.html
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HEALTH & Rx
AFFORDABILITY
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$4.7 TRILLION
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HEALTH CARE ExpEndiTuREs
pER CApiTA

oECd CounTRiEs

pRivATE

pubLiC

$6,714

uniTEd sTATEs

54%

46%

$4,179

swiTzERLAnd

41%

59%

$3,673

cAnAdA

30%

70%

$3,481

nETHERLAnds

20%

80%

$3,465

GERmAny

23%

77%

$3,420

fRAncE

20%

80%

$2,815

uniTEd kinGdom

13%

87%

$2,581

jApAn

19%

81%

souRCEs: world Health organization: composition of world Health Expenditures (2006), oEcd Health data 2009 (oEcd © 2009)
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By Cheryl Matheis
Senior Vice President
for Health Strategy
AARP Office of
Social Impact

dividEd wE fAiL, HEALTH REfoRm, And
THE RoAd To succEss THRouGH A
muLTi-sTAkEHoLdER AppRoAcH

I N T h E b EgI NNI N g

AARP has always represented our members’
interests across the spectrum, but we are most
known for our efforts to support the financial and health security bedrock for older
Americans: Social Security and Medicare.
Social Security’s enactment in 1935 predates
AARP by several decades (we were founded
in 1958); however, we were in the vanguard
of support for Medicare in 1965, as we recog-

Over the years, as Congress revisited these
programs, we continued the fight to keep
Social Security financially sound and to keep
Medicare benefits in line with changes in
medical practice. As our membership grew
and times changed, we expanded our scope
of activities as well. Today our members are
not necessarily retired. Half of the membership is between the ages of 50 and 64 and,
therefore, not yet eligible for either Social
Security or Medicare.

nized that many retired people were unable
to obtain health insurance. At the time in

a NE W MovE ME NT

their lives when they were most likely to need

In late 2006, we commissioned research to
help meet the most pressing needs of our

coverage, insurers simply refused it.
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members. We asked them how AARP could
assist in addressing those needs. We learned
that for the first time in our nation’s history,
Americans believed that their children would
be left worse off than they were. For a country
that grew up in the optimistic belief that
each generation would be bigger, smarter,
healthier and wealthier than the last, this was
a shocking admission.
We further learned that our members trusted
AARP to represent their interests and those
of their families. They wanted us to bring
their collective weight to bear to bring about
improvements that would reverse this alarming trend. We also learned that our members
believed AARP could build a stronger case if
we joined with business and labor to rebuild
the financial and health security that is the
hallmark of American life.
The research led to an entirely new type of
outreach campaign for us, Divided We Fail, an
initiative whose messages about the importance of bridging the partisan divide to solve
real problems became a common refrain
across the American landscape.
We recognized from the beginning that
Divided We Fail must be both broad and
unifying. We persuaded the Business
Roundtable (BR), an organization of 160
of the largest American corporations, the
National Federation of Independent Business
(NFIB), the most powerful representative of
small business, and the Service Employees
International Union (SEIU), the nation’s
fastest growing labor organization, to be our
key collaborators. The underlying premise
was that all of us share a unifying goal of
recapturing the American promise of lifetime
health and economic security, and that we

have been thwarted in the past by allowing
the narrow view to pit us against one another.
For this movement, we would build broad
principles to unite us, and commit to working together to narrow any differences. We
would also seek to enlist others as supporters,
both organizations and individuals, to show
that the desire for this security of American
life is felt in every corner of the nation, as
is the determination to work together to
accomplish it. Our motto was “Together we can
do anything, but divided we fail.”
Over the course of 2007 and 2008, we enlisted
160 supporting organizations, 1.6 million
individuals and the majority of Members of
Congress in a commitment to work together
to achieve health and financial security for all
Americans. As this was the time of a presidential election, we focused on, and achieved
commitment from, all the major presidential
candidates. Although Divided We Fail was not
the only “strange bedfellows” collaboration
to influence the outcome of the 2008 election, it was by far the most substantive and
longest lasting.
oN To hE a lTh R EfoR M

As the 2008 presidential campaign roared
toward its climax, the issue of health reform
was embraced by both candidates as a national
imperative. The private, employment-based
health coverage system, instituted through
labor negotiations in the 1930s, has proven
stubbornly immune to change despite intensive efforts going back four decades. During
this time, health costs have far outpaced
inflation, and providers’ vested interests in an
unlimited income stream have become ever
more entrenched.
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Over the course of 2007 and
2008, we enlisted 160
supporting organizations,
1.6 million individuals and
the majority of Members of
Congress in a commitment to
work together to achieve
health and financial security
for all Americans.

Health payments have been able to rise
virtually unchecked because the ultimate
payer—the patient—is shielded from the
pain of each increase through a third party
payment system. Insured individuals enjoyed
seemingly limitless access to the latest medical treatments, at the cost of a co-payment;
and for a very long time, they did not understand that their wages were being suppressed
to pay for ever-increasing medical premiums.
When experts began to voice concerns, the
well-funded medical interests persuaded
individuals and lawmakers that change would
threaten the “best health care in the world.”
Once every 10 or 15 years the issue would
rise, fail spectacularly, and then be untouchable for a decade.
Many of those working to make the current reform effort a success are veterans of
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the Clinton effort in the early 1990s. They
have taken pains to examine the failure
of that initiative, and not repeat the same
mistakes. Among the well-documented
errors of Clinton’s health reform was the
failure of the Administration to solicit the
ideas and opinions of key stakeholders,
such as congressional leaders, in the planning phase. The Administration believed
that the American public’s desire for more
universal, less costly, health care would
be sufficient to override the objection of
those who were financially vested in the
existing system.
But when pharmaceutical manufacturers and health insurers, left out of White
House legislative drafting sessions, realized their business was about to change in
historic ways, they decided to fight back.
They spent considerable resources on a
very persuasive campaign of ‘real people’
advertisements (“Harry and Louise”) and
so-called astro-turf coalitions (organizations that purport to be consumer groups,
but are industry-front groups, or legitimate
consumer groups that depend on industry
funding) to create a public fear that health
care reform would harm individuals. This
campaign successfully turned the tide of
public opinion against health reform in 1994.
In 2008, a new American president was
ready to tackle health reform. It had
become a major issue in the campaign,
thanks in part to Divided We Fail (DWF),
which presented an unprecedented alliance
of former opponents all demanding health
security. DWF partners included major
insurers and pharmaceutical companies,
the two industries most responsible for
the failure of health reform in 1994. DWF

H E A LT H & R x A f f o R d A b i L i T y

did not disband after the election, but
continued to press the Administration to
enact reform, and the key allies met weekly
to work out differences, so that they could
continue to present a unified front pushing reform, giving the White House and
Congress the support needed to develop
specific proposals.
While DWF was AARP’s signature stakeholder collaborative pushing health reform,
we also engaged in other similar efforts
with different combinations of critical
players. Another group, the Health Reform
Dialogue (HRD), was composed of 20 of the
most influential health stakeholders. HRD
was modeled after an earlier effort that
had produced a consensus agreement on
expanding government sponsored health
insurance for children. HRD included the
four main DWF allies, and added hospitals, physicians, nurses, and the major
insurance, pharmaceutical, and device
associations, along with other consumer
and labor representatives. HRD sought to
work out the specifics of health reform,
so that Congress and the President could
draft a bill that would not be opposed. The
effort did not achieve the projected level of
specific agreement, but it did inspire Senate
committees to hold discussions with the
participants in a painstaking evaluation of
who could support what provision.

The negotiations have forced a great deal
of compromise; the final legislation likely
will not be as far-reaching as some had
envisioned. However, a sort of “coalition of
the willing” seems to have held together: as
of this writing, it seems that comprehensive,
meaningful reform will, in fact, be achieved.
Whatever the outcome, AARP will continue to press forward to ensure that our
members and their families have the health
security that they so deeply desire. And we
will continue with our Divided We Fail allies
to pursue improvements to the second area of
focus for our mission: financial security.
Cheryl Matheis
cheryl matheis is senior
vice president for Health
strategy in AARp’s office of
social impact. Her department sets the strategic direction and develops operational plans that bring together all of AARp’s
activities in the health and long-term care areas.
she further oversees execution of the plans to accomplish AARp’s social impact goals of affordable coverage for and access to quality health and
supportive services and improved health status
for all Americans.

Ultimately, the White House took the lead
and met with the most powerful potential
opponents to craft individual deals to enlist
support. Insurers, pharmaceutical companies, hospitals and physicians each decided
that they would fare better reaching a deal
with the White House than if the legislation were to be drafted without their input.
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By Lynn Nonnemaker
Strategic Policy Advisor
Health
AARP Public Policy Institute

pHysiciAn pAymEnT REfoRm in mEdicARE
Many countries are struggling to deal with
the rising costs of health care, and the United
States is no exception. Policy makers in the
US are also concerned that studies show that,
despite spending far more than any other
country on health care, US citizens don’t
always get the high quality care they should.
Physicians play a central role in every health
care system, providing care directly and
influencing much of the care patients receive.
Experts believe that innovations in physician
payment could be useful tools in making
physicians more cost conscious and more apt
to provide high quality care.
In the US, multiple health care payers use
various payment methods to reimburse
physicians. Medicare, the central government program for seniors and the disabled,
is highly influential in the health care system
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generally (paying for about 20 percent of
physician care1) and in developing new payment methods that private payers often copy.
P hys IcIaN PayME NT I N ThE
MEdI caR E P RogRaM

Fee-for-service is the dominant payment
method for physicians in the traditional
Medicare program. The fee a physician
receives for any given service is determined
by two main factors:

> the resource-based relative value scale (RBRVS),
which sets a value for each of the approximately 7,500 individual services provided
by physicians; and

> the sustainable growth rate system (SGR),
which determines the price (conversion
factor) that translates each relative value
into a dollar amount.

H E A LT H & R x A f f o R d A b i L i T y

The RBRVS is based on a set of formulas
intended to reflect the resources it takes
physicians to provide each service or item
covered under the fee schedule. Many private
payers also use adaptations of this system.
The SGR translates each value established
under the RBRVS into an actual price per
service to be paid to the clinician and updates
those prices annually. The SGR is intended
to control growth in physician spending by
determining how much Medicare can afford
to spend on physician services each year (with
affordability defined by the gross domestic
product), and to increase or decrease the price
paid for a service depending on whether actual
spending has been more or less than the SGR
allows. The SGR is not a hard budget cap, since
payments for services are not held back in a
given year if spending is higher than the SGR
target in that year. Instead, the fee schedule
for future years is adjusted so that over time,
actual spending will be brought into line with
the spending target.
T h E c uR R E N T MEdIcaRE PhysIcIaN
PayM E NT sysTEM: PRo bl EMs aNd
I N cR E M E NTal IM PRovEM EN Ts

The current Medicare payment system has
several limitations. It does not reflect the
value to the patient or clinical effectiveness of
a particular service. An ineffective but highresource service can be highly compensated.
A broader criticism of Medicare’s approach to
measuring and compensating for resource use
through the RBRVS is that paying for each
item and service separately leads to growth in
volume and higher Medicare payments.
Critics of the SGR argue that it fails to
promote shared accountability among
physicians. The SGR system is based upon
the collective behavior of all physicians in
determining payment adjustments that result
when actual spending differs from spending

targets. However, these broad aggregate
targets lack direct incentives for individual
physicians to adjust their practice patterns
when volume starts to grow; indeed, physicians who increase volume can receive higher
payments even in the face of fee reductions.
Physicians who limit their volume would face
reductions in income by doing so, and then
would be penalized through the SGR mechanism if others failed to reduce their volume.
I NNovaTI oN s bE I Ng TEsTE d

To improve quality and efficiency, physician payment reform ideas should improve
financial incentives, reorganize care delivery,
and enhance the viability of primary care.
The display on the next page demonstrates
the most prominent payment options being
offered to improve physician performance.
Most are still in the development and testing
phase, and it is difficult to say how successful
they will be. Nonetheless, these payment
changes might encourage physicians to
deliver more effective, efficient care and to
improve the value patients and payers receive.
lE ssoN s fRoM abRoa d

Other countries’ experiences with alternative
payment methods offer important lessons
about how payment affects physician behavior and patient outcomes. Fee-for-service
payments and a lack of integrated delivery
systems or multi-specialty group practice are
quite common internationally, just as they
are in the United States. At the same time,
international examples include interesting
approaches to physician payment not utilized
here, including pay-for-performance in the
United Kingdom, budget targets with allpayer systems in Germany and Japan, physician feedback and medical homes in France,
and combined payments to specialists and
hospitals in many countries.

WINTER 2010

53

France, Germany, and Japan have seen slower
growth in health care expenditures than the
US, with lower spending on physician services
The US spends far more on physician services
than any other country. Nevertheless, higher
spending for these services does not guarantee better coordination or patient outcomes.
A 2008 survey of chronically ill adults in eight
countries by the Commonwealth Fund found
that patients in the US were more likely to
report problems with care coordination or to
experience medical errors. France, Germany,
and the UK all performed better in terms of
coordinating care, protecting patients from
medical errors, and ensuring prompt access
to needed care.2 It is difficult to say, however,

that payment system design is behind these
differences in performance. The larger context of government role and system financing
and organization may drive more of the differences among countries than the features of
the payment systems.
PayMENT REfoRM IN hEalTh REfoRM

Any reform will likely include each of these
initiatives, at least to some degree. Reform
proposals include pilot programs designed
to test payment models for medical homes,
accountable care organizations, and episodes
of care on a limited scale before expanding
them to the entire Medicare population.

Physician Payment Options

-

+

P E RFO RMANC E M ET ER

pay-for-performance (p4p) pays physicians based

Medical Home continues fee-for-service payments

on their performance on defined measures. providing

but adds a monthly fee to cover time spent on care

financial incentives for improved outcomes is an ap-

coordination and investment in health information

proach reflected in most reform proposals. However,

technology. some view the medical home as an exten-

in practice to date, p4p programs typically assess only

sion of chronic care programs that focus on improving

discrete conditions and do not necessarily yield a co-

care for people with chronic conditions, while others

herent or comprehensive picture of a physician’s

see it as having the goal of improving care coordina-

practice. depending on its structure, a performance

tion for all patients. others see the medical home as

program can add a bonus when clinicians meet or ex-

an opportunity to promote better care for specific

ceed a benchmark for quality or efficiency or impose

conditions.

a penalty when they fail to meet the target.

Challenges: The medical home addresses only a

Challenges: A lack of comprehensive measures, in-

piece of broader reform because it focuses chiefly on

adequate risk judgment, and difficulty in determining

primary care practices. consumers may also be un-

the level of proper financial rewards.

willing to participate in medical homes.
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Some reform proposals also include initiatives
to expand existing physician pay for performance in Medicare. As reform moves forward,
however, policy makers will need to consider
whether these approaches are compatible with
each other, what unintended consequences
might result if, and when, they are adopted on
a large scale, and what other ideas for improving physician payment await examination.

Endnotes

This article is based on a paper entitled “physician

Lynn nonnemaker is a strategic policy Advisor on the
Health Team in AARp’s public policy institute. she
works on medicare issues including provider payment
policy, beneficiary spending and utilization, and program spending and sustainability.

payment: current system and opportunities for
Reform”, authored by Lynn nonnemaker, sarah
Thomas, and joyce dubow, all of AARp. ms.
nonnemaker gratefully acknowledges her co-au-

1

According to national Health spending data from the
centers for medicare and medicaid services, downloaded september 15, 2009 at http://www.cms.hhs.
gov/nationalHealthExpenddata/02_nationalHealthAccountsHistorical.asp#Topofpage.

2

schoen c et al. 2008. “in chronic condition: Experiences of patients with complex Health care needs, in
Eight countries, 2008.” Health Affairs 28 no. 1: w1–w16.

Lynn nonnemaker

thors for their contributions to this article.

Episode-based payments are based on a fixed payment for a bundle of related services or an episode of
care. This approach looks at the outcomes and cost of
care over an extended, but predetermined period. it
requires careful use of resources because the physician gets one payment for a package of services, and
it also encourages cooperation among providers who
care for a patient during the defined period.
Challenges: defining the duration of an episode is
difficult. for instance, does the episode begin before a
particular event occurs, and how long after the event
does it last? Also, when care involves numerous providers, it is difficult to determine who should be accountable for conducting specific processes of care or
for a particular outcome.

Accountable Care organizations are groups of
hospital and physicians that share savings that may
arise from reduced medicare spending. physicians
can earn bonuses if they keep the rate of growth in
total spending for medicare below a defined target.
Challenges: To qualify for bonuses, physicians may
shed their sickest patients to reduce costs. They
might also cut back on needed care in order to reduce spending.

WINTER 2010

55

25

By Constantina SafiliouRothschild, PhD
Professor Emeritus of
Sociology, Founding Member
and Member of the Executive
Council of 50+ Hellas

81

34
65

39
72

40
68

70

AGE-bAsEd inEquALiTiEs in
mEdicAL TREATmEnT

85

This presentation of age-based inequalities in medical treatment is
based on a review of published medical research undertaken during the
last three decades in medical centers and large hospitals of 18 countries,
including the US, Canada, 14 EU countries (Belgium, the Czech Republic,
Denmark, Finland, France, Germany, Greece, Hungary, Ireland, Italy,
the Netherlands, Portugal, Spain and the UK), Norway and Switzerland.1
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Age-based inequalities in medical treatment
result from the combination of: (a) the lack
of a requirement for any clinical training in
geriatrics resulting in most physicians’ lack
of awareness of the special health care needs
of older patients; (b) many physicians’ documented ageism that is, preconceived beliefs
and negative attitudes toward older people
according to which older people cannot benefit from medical interventions; or they can

H E A LT H & R x A f f o R d A b i L i T y

benefit much less than younger people; or it
is not worth treating older patients since they
have a shorter life expectancy than younger
people; (c) the practice of rationing of health
care based on age due to existing and scarcity
of financial resources and/or hospital facilities
(e.g. intensive care beds, dialysis machines,
rehabilitation facilities); or on cost-effectiveness concerns (e.g. breast cancer screening
for women over 65 years old); (d) uncertainty
and ambiguity about appropriateness and
effectiveness of medical treatments in older
patients that renders physicians hesitant and
cautious in treating older patients; and (e)
debatable and not entirely scientifically based
acceptable cost-effectiveness ceilings set by
economists’ studies for the prevention of
human suffering and death that deny older
people needed medical treatments, such
denials usually leading to greater spending
on social “maintenance” services.
The uncertainty and ambiguity about
appropriateness and effectiveness of medical
treatments in older patients are due to the
serious under-representation of patients over
65 years and, even more, of patients over 75
years old in randomized controlled trials
that test the efficacy and toxicity of different
types of medical treatments. Older patients
are under-represented in these trials because
researchers want to minimize analytical
problems resulting from older patients’ multiple pathologies, in addition to the targeted
one; and to avoid an increased risk of loss to
long-term follow-up caused by death. Some
claim that older people are under-represented
because investigators are reluctant to expose
older people with severe disease or multiple
pathologies to experimental therapies. The
net effect, however, of this “protectionism”

has been to exclude older patients from
evidence-based care. Others attribute this
under-representation to perceived difficulties
in recruiting or retaining patients 75 years
and older in these trials. However, evidence
shows that patients 75 years and older can be
successfully recruited when targeted.
Thus, after the age of 70, it is the terra incognita of therapy. Most of the evidence on the
clinical effectiveness of treatments (interventions and medication) is based on younger
patients, and the little available evidence of
treatments’ efficacy in older people comes
from a few smaller trials and cohort studies.
This situation renders medical decisions
about individual older patients extremely
difficult and open to protectionism and ageist
attitudes and beliefs.
Some striking examples of age-based
inequalities: Statins reduce the risk of ischaemic heart disease by 30 percent and are
recommended for patients at greater than 3
percent annual risk of disease. Despite the
fact that older people are at much higher risk
than younger people, statins are used less
often in older people.
Despite clear evidence that operative risk of
aortic heart replacement for severe aortic stenosis in patients over 70 years of age is justified
because of its beneficial effects on quality of
life and life expectancy, medical research in the
UK, Finland and the Netherlands showed that
only a few older patients who could benefit from
aortic valve replacement undergo this surgery.
Older patients are less likely to receive appropriate
cardiological investigations: merely being older
than 65 years decreases the odds of undergoing
angiography by a factor more than 20, independent of any other variable. And despite the fact
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that older patients may have a higher frequency
of complications and higher mortality rate than
younger patients, age alone is not a deterrent to
life-enhancing invasive cardiac procedures such
as an early revascularization. Also older patients
are less likely to receive coronary artery stenting
than younger patients.

Older patients are less likely
to receive appropriate
cardiological investigations:
merely being older than 65
years decreases the odds of
undergoing angiography
by a factor more than 20,
independent of any
other variable.

In many countries, older women present with
more advanced breast cancer and later diagnosis
than younger women, mainly because of higher
screening rates among younger women that
cause the tumor stage diagnosis to shift toward
increasingly smaller, low risk tumors. Also, older
women are less likely to undergo breast conserving therapy, as compared to breast removal (mastectomy), more likely to have radiation therapy
omitted after breast conserving surgery and less
likely to receive chemotherapy.
Although there is evidence that when women
or older patients attend cardiac rehabilitation
programs the outcomes are as good or better
than for men and for younger groups, most
studies show that in many European countries, less than one-third of eligible patients
who participate in cardiac rehabilitation are
women and older patients.
Counter to evidence that older patients can
successfully have and benefit from joint
replacement, research evidence from UK
shows that they experience long delays before
they can see an orthopedic specialist and
before being placed on a waiting list; they
are outright excluded; or they are not even
referred to a specialist. Those over 75 years
old are particularly disadvantaged since they
are more often entirely excluded.
In scarce and expensive medical treatments,
as is the case for renal transplantation
and intensive care, age-based inequalities
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become further accentuated. The overall
medical opinion is that renal transplantation
is the preferred treatment for chronic renal
failure. It improves patient independence
and rehabilitation, it is more cost-effective
than dialysis, it can be performed safely and
successfully in older patients with end-stage
renal disease, and medical research in Spain
and Italy showed that the 5-year survival for
transplant patients is higher than for patients
in dialysis. Despite this evidence, however,
older patients are less likely to be placed on
waiting lists and to have access to transplantation and are more likely to receive marginal
kidneys from donors older than 60 years old
with worse graft survival. These age-based
inequalities continue despite dramatically
improved recent results on overall graft
survival that have made recipient and donors’
age effects much less important.
Also although several studies in the US, UK,
France, Spain, Belgium, and Switzerland
conclude that chronological age cannot be
used as a rationing criterion to exclude older
patients from intensive care, ageism, scarcity
of intensive care beds and high cost of such
care are responsible for the fact that older
patients are more likely than younger patients
to be refused admission.
In an effort to diminish age inequalities in
medical treatment, medical authorities in
several European countries and in the US
and Canada have issued guidelines stating
the need for better representation of people
over 65 years old and of women in randomized controlled therapeutic trials (and in
some cases, made this even a requirement for
funding such trials) and specified effective
medications and medical interventions for
the prevention and treatment of different

illnesses. Unfortunately, these guidelines
have not had a significant impact on the
representation of older people in randomized
controlled therapeutic trials or on age-based
inequalities in medical treatment.
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oNlINE resources
Increasing Health Insurance
Coverage for High-Cost
Older Adults
A range of policy ideas to make private health
insurance more accessible and affordable has
been proposed recently. This AARp public
policy institute research report, by Linda
blumberg and Tim waidmann of the urban
institute, explores the advantages and disadvantages these ideas may have for adults
ages 50-64.
http://www.aarp.org/research/ppi/
health-care/health-cvg/articles/2009_10_insure.html

Physician Payment:
Opportunities for Reform
This AARp public policy institute research report examines ways to improve the physician
payment system, with a focus on medicare. it
explores key problems with the current system, along with ideas for reform, including international models of payment.
http://www.aarp.org/research/ppi/
health-care/medicare/articles/2009_09_
payment.html

Beyond Age Rating:
Spreading Risk in Health
Insurance Markets
This paper discusses the ways that age-rated
premiums, risk adjustment, and risk sharing
can be used to ensure that individuals have
open access to health insurance and that plans
are compensated fairly for the costs of insuring both sick and healthy individuals, while encouraging plans to manage costs efficiently.
http://www.aarp.org/research/ppi/
health-care/health-cvg/articles/i35-agerating.html
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From the AARP Public
Policy Institute

A Medicare Buy-in Program
This paper looks at the pros and cons of allowing adults in their 50s and early 60s to
buy into medicare as a way to expand their
coverage options. it reviews the challenges
this age group can face buying coverage and
examines some of the recent medicare buy-in
proposals.
http://www.aarp.org/research/ppi/
health-care/medicare/articles/i29_buyin.
html

Medicare Beneficiaries’
Out-of-Pocket Spending
for Health Care Services
medicare beneficiaries’ out-of-pocket spending
for health care services is examined in this
AARp public policy institute report and chart
pack. beneficiaries spent an average of $4,394
of their own money on health care services in
2005—about a third of their income.
http://www.aarp.org/research/ppi/
health-care/medicare/articles/i30_oop.
html

LONG-TERM CARE &
LIVABLE COMMUNITIEs

SUMMER 2008
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519,635,282
pOpULATION OVER AGE 65

Nearly one in four Us
seniors live in poverty by
international measures.
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Over 45% of Korea’s
population age 65+ live in
poverty; the highest rate
among OECD countries.

In France, the over-65s
rely more on public transfers for their income than
almost anywhere else.
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Long-Term Care aT-a-gLanCe
IN OECD COUNTRIEs
LoWesT

HigHesT

popuLaTion 65+
(pERCENT OF TOTAL pOpULATION)

MExICO

5.5%

jApAN

21.5%

65+

FormaL Long-Term Care Workers
(pER 1000 pOpULATION 65+)

FRANCE

NETHERLANDs

16.3

212.8

spending on nursing and residenTiaL Care FaCiLiTies
(pERCENT OF TOTAL HEALTH ExpENDITURE)

KOREA

DENMARK

0.2%

20.4%

Long-Term Care reCipienTs aT Home
(pERCENT OF 65+ pOpULATION)

KOREA

0.7%

NORwAy

17%

sourCes: Us Census Bureau: International Database, pensions at a Glance 2009: Retirement-Income systems in OECD Countries
(OECD © 2009), OECD Health working papers No. 44 (March 2009), OECD Health Data 2009 (OECD © 2009)
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aging advances

GLOBAL INNOVATIONs TO ENHANCE
THE LIVEs OF OLDER pEOpLE

Car Free Day Goes Global
More than eight-in-ten older Americans in a
recent survey said that they consider public
transportation to be a better alternative to
driving, especially at night. As our populations age, transportation and urban planners
are working to find innovative solutions to
address mobility issues and the concerns of
older people. Many of these solutions have
been fairly conventional, such as increasing
the amount of time on a walk signal, building
more sidewalks, crosswalks, and pedestrian
medians, as well as designing buses and
trains easier to board. However, some transportation planners are even envisioning cities
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without cars to create more livable communities so that those with mobility issues or who
cannot or do not want to drive have more
viable options to get around. Every year, cities around the world showcase what it would
be like to live in a car-free society.
On September 22, 2009, more than 1,500
cities across 40 countries banded together to
mark the tenth anniversary of “World Car
Free Day.” Although many cities around the
world have held informal car free days for
decades, the first official event did not occur
until 66 French cities, 92 Italian towns, and
the canton of Geneva, Switzerland came
together to celebrate the “In Town without
My Car” campaign in 1999. Since then, the
event has spread around the world and is
celebrated annually on September 22 with
events encouraging people to utilize public
transportation, biking, walking, and other
means besides the personal automobile.
Meanwhile, those who cannot commit to
being completely car free for the day are
encouraged to become “car-light” and try
carpooling, utilize park-and-ride options,
and reduce the amount of trips by car.
EUROPE
European Mobility Week is held every
September and culminates with celebrations
for “World Car Free Day.” The purpose of
the week’s events is to encourage people and
communities to consider sustainable modes
of transportation, raise awareness on the
environmental and health effects of unsustainable transportation, and launch new initiatives towards sustainable transportation.
In addition to encouraging people to utilize
other modes of transportation, these events
encourage people to consider the enhanced

quality of life without a car, such as better air
quality, less noise, and less congestion. Last
year, the European Mobility Week helped
implement more than 7,600 permanent measures to improve infrastructure for cycling
and walking, traffic calming, and transportation accessibility.
In its celebrations of European Mobility
Week, Budapest held three car free days,
including the worldwide event on September
22. Andrássy Avenue, a World Heritage Site
in the heart of the city’s downtown, was closed
to all motorized traffic, with the exception of
public transportation and hybrid vehicles.
In lieu of regular traffic on the street, it was
transformed into a “Living Street” with
sporting tournaments, bicycle races, street
theater, and clean vehicle demonstrations.
Tiverton, a town of 20,000 people in southwest England, also participated this year by
encouraging children and adults to bike to
school or work. Councillor Stuart Hughes,
responsible for highways and transportation, thanked the town’s residents for their
participation and called the town’s support
“extremely encouraging.” While many residents simply swapped their cars for bikes, one
resident turned his morning commute into a
canoe trip, who said, “turning your commute
into something fun and relaxing has major
benefits to both your work and home life.”
While “Cash for Clunkers” was being promoted in the United States, the Portuguese
city of Almada provided free rides on its
public transportation system in exchange for
recyclable materials as part of their “Trips
for Trash” program. Meanwhile, the second
largest city in Sweden, Gothenburg, secured
pledges from 100,000 employees and 200
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workplaces to commit to using alternative
transportation instead of personal cars during European Mobility Week. Austria’s forth
largest city, Salzburg, provided interactive
demonstrations of electric vehicles, rickshaw
rides, and information on sustainable mobility for its part in “World Car Free Day.”
The city of Vauban, Germany, has taken the
concept of “car free” one step further. Rather
than going “car free” one day a year, the city
is designed to be permanently car free, 365
days a year. Built from the remnants of an
old army base, the city employs mixed-use
design, so that its 5,000 residents are within
easy walking distance to the stores, restaurants, banks, and other shops along the city’s
main street. Traffic within the city is made
entirely by foot or bicycle, and residents can
travel to nearby Frieburg by tram. While 70
percent of the residents do not own a car,
parking spaces are available for purchase in
garages located on the edge of the city.
AsiA
Hong Kong marked its first year in “World
Car Free Day” by promoting energy and
environmental issues as the consequences of
unsustainable transportation policies. With
increased urbanization and industrialization in the city, air quality—and ultimately
health—have become major issues for the
city’s residents. From 2005 to 2009, there
was a six-fold increase in health-threatening
pollution levels. With these increases in
air pollution, one resident called the air
quality simply, “very uncomfortable.” More
than 18,000 residents and 72 organizations
pledged to go car free in the city’s inaugural
year, as Greenpeace urged the government to
take stronger action against climate change.
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Along with Hong Kong, more than 100 cities
across China also participated in the day’s festivities. With nearly ten million residents in
the metropolitan area, the city of Guangzhou
in southeastern China set up special car free
zones throughout the city to help residents
learn more about alternative transportation
and also took 90 percent of its official-use
cars off the roads. Meanwhile, in Kunming
City, a thousand miles west of Guangzhou,
private cars were banned during the day
and instead replaced with buses, scooters,
and bicycles. The day’s ban on private cars
contributed to significant drops in pollution
levels, with carbon monoxide levels down
nearly 40 percent, nitrogen dioxide down 45
percent, and carbon dioxide down 15 percent.
The initiative was so successful that city leaders have planned monthly car free days.
sOUth AmERicA
Bogotá, the capital of Colombia, closes off
its streets to automobile traffic once a week.
Every Sunday, from 7am to 2pm, the city
closes down more than 70 miles of streets
to vehicle traffic and transforms them into
a “ciclovía” or “bike path.” Roads are, thus,
essentially turned into massive block parties,
as residents flock to the city’s streets to intermingle with friends, family, and neighbors,
and take advantage of the public space for
recreational and leisure activities. Ciclovías
have also taken place in the Colombian cities
of Cali and Medellín, as well as throughout
the world, including New York City, Miami,
San Francisco, Winnipeg, and Melbourne.
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NORth AmERicA
This year marked Toronto’s eighth year as a
participant in “World Car Free Day.” It was
the first city in North America to commit to
the initiative, and includes events promoting
car free living at Dundas Square in downtown Toronto. Montréal began celebrating
in 2002, and this year closed off portions of
downtown along Sainte Catherine Street to
celebrate the initiative with inline skating,
skateboarding, and an outdoor concert. To
help promote alternative transportation, VIA
Rail Canada offered a 40 percent discount
on all economy class rail tickets. Other cities
participating in Canada included Winnipeg,
Vancouver, and Victoria.
Washington, DC, joined other cities in the
United States in hosting car free events.
Three city blocks in front of the National
Portrait Gallery in the Chinatown neighborhood were temporarily closed to all car
traffic, turning the area into a pedestrian
mall. Booths and kiosks lined the street
offering information on how to become car
free and car-light, as well as sustainable living practices, a test drive course for Segway
scooters, a polo match on cycles, information

on telecommuting, energy efficiency, environmental awareness, free bike repairs, and
free rides on the DC Circulator bus. This
was Washington’s third year participating in
the event.
“World Car Free Day” followed the
International Park(ing) Day this year, which
was held on September 18th. On Park(ing)
Day, residents of urban areas temporarily
convert metered parking spaces into miniature parks, while feeding the meter for use
of the space. The event was created in San
Francisco in 2005 by art collective Rebar to
“bring awareness to how we use public space
in our cities and how to use it to make our
urban neighborhoods more livable, environmentally sustainable and beautiful.” In a matter of years, the event has spread itself across
the nation to Los Angeles, Denver, New
York, and Washington, DC, and around the
globe to Berlin, Munich, Rome, and other
cities. For more information on Park(ing)
Day, visit the event creator’s website at http://
www.rebargroup.org/.
For more information about “world Car Free
Day,” visit: www.worldcarfree.net

a bike-rental rack is located at the corner of 7th and F st, nW in downtown Washington, dC, next to a dC Circulator
bus, a booth to register bicycles, and an exhibit to test-ride segway scooters. Photo by Daniel Samson
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DENMARK: Telehealth Connects Patients to their Doctors
For people living with
chronic conditions, such
as heart disease, arthritis,
and diabetes, visits to the
hospital can take their toll,
physically,
emotionally,
and financially. Worldwide, it is estimated
that more than 860 million people live with
chronic conditions, and that number will
only increase as populations age.
The United States spent an average of $2,300
each day for acute inpatient hospital visits in
2004 (the most recent data available). With
increased medical costs, this number has
likely risen dramatically and will continue to
rise without an intervening factor. In addition

Worldwide, it is estimated that
more than 860 million people
live with chronic conditions,
and that number is only likely
to increase as populations age.
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to the financial burden of a hospital stay, hospitals also face the challenge of responding
to the demand for medical professionals to
continually monitor patient conditions.
What if it was possible for the patient to stay
at home and have the hospital come to them
virtually? Two Danish medical information
technology companies are asking that very
question. The world now operates in the
information age, with websites like E-Bay
and Amazon allowing customers to buy just
about anything on the internet, to websites
for internet banking and online bill pay, and
virtually every other use imaginable available
on-demand, whenever and wherever they
might want it. Health care has remained one
of the final frontiers of the information revolution; however, change is on the horizon.
The Danes have been pioneers of health
information technology (Health IT or HIT)
since the 1990s. In 1996, pilot programs
were introduced in Denmark, which have
led to an expansive, yet highly decentralized,
health information technology network.
Understanding that there would be local
complexities throughout the 99-municipalities, each municipality operates its
own system, but a single set of uniformed
standards applies to all networks so that data
is portable and standardized. Heavy investments in infrastructure have meant nearly
complete interoperability across the system,
with virtually all general practitioners (97
percent) using computerized systems, three
out of four specialists using Health IT, and
every pharmacy in the country connected to
the network.
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These investments in technological infrastructure have allowed the health care field
to advance in previously unimaginable ways.
Eighty percent of all primary care communication is now done digitally, with more than
three million documents transmitted each
month. The newer technological networks
allow nearly instantaneous transfer of these
documents, rather than waiting for the documents to arrive by fax or mail. Patients also have
instantaneous access to their medical record
and can grant physicians, pharmacies, or any
other authorized user access to their account
as well to help simplify communication.
With this foundation in place, two
Danish companies, IntraMed and Dansk
Telemedicin, have developed new innovations in the field of telemedicine, or “the use
of medical information exchanged from one
site to another via electronic communications
to improve patients’ health status.” The use of
telemedicine may revolutionize health care for
older people and those with chronic conditions.
Created during Denmark’s Health IT
boom in 1997, IntraMed is a company that
works to create more effective treatment for
chronically ill patients. IntraMed’s hallmark
product is the Clinical System Organizer
(CSO), which uses health information technology to help improve treatment quality
and efficiency. The company, headquartered
in Denmark but with operations around the
world, is a market leader in health information technology. Their mission is to secure
effective treatment for chronically ill patients
with the aid of web-based, decision-making
support systems.
The Clinical System Organizer is a webbased software tool is used by patients to

…two Danish companies,
IntraMed and Dansk
Telemedicin, have developed
new innovations in the field
of telemedicine, or “the use
of medical information
exchanged from one site
to another via electronic
communications to improve
patients’ health status.”

collect and send medical data to medical
professionals responsible for their care. The
CSO has various tools that can monitor the
conditions of patients with numerous different chronic conditions. The data is then sent
back to medical professionals at clinics to
monitor the patient and modify the patient’s
care if needed. Patients are, therefore, not
restricted to hospital beds, but are able to
maneuver around their own homes while still
having their vital measurements monitored
by health care professionals.
The CSO/Telehealth program by IntraMed
helps medical professionals “treat more patients
with the same staff of health care professionals or even fewer, increase patient safety and
reduce medical errors, and support patients’
self-care and active participation in their
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intramed is designed with a user-friendly interface, allowing both medical professionals and patients to use the
technology easily.

treatment.” The use of telemedicine actually
leads to increased safety by providing more
accurate and up-to-date medical data. While
the CSO will never totally replace emergency
service or in-person medical visits, it does
allow patients to live more independently and
reduce anxiety, while still providing caretakers
with essential information to communicate
and tend to the patient when needed.
IntraMed is designed with a user-friendly
interface, allowing both medical professionals and patients to use the technology easily.
Generally, no further training is needed for
users, and in most cases patients will just
have to follow simple verbal and written
instructions to be guided through their
daily Telehealth routine. Patient responses
to the use of telehealth have included: “I feel
much more confident knowing that someone
is keeping an eye on my health every day.
I think it’s great,” “It changes the whole
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concept of my life. I can get on with my daily
activities... and am totally independent,” and
“Now if my condition changes I can speak to
someone quickly and they have a record and
can see what has changed - they know what to
do to sort it out.”
Dansk Telemedicin A/S was created in 1999,
shortly following IntraMed’s launch. With
a demand for customizable software for
health care professionals, Dansk Telemedicin,
founded by doctors and engineers, developed
a platform that would be completely customizable for medical clients to use to monitor
their patients.
Dansk Telemedicin offers several different
products, each one completely customizable
to the client’s needs. Pleje Net offers “tools
that optimize treatment and care of the
chronically ill patients. In addition to the
improved quality of care, resources are saved
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by continuous adaptation of treatment without potentially costly delay.” Patients who
suffer from diabetes can be greatly helped
with telemedicine services from Dansk
Telemedicin. Woundjournal, helps diabetic
patients transmit realtime information about
their conditions to medical staff, so that no
time is wasted and amputations can be spared.
Other programs by Dansk Telemedicin
include “Logbog Net,” a tool for medical
instruction, “Omsorg Net,” which transmits
images of skin infections and diseases to
medical staff for immediate assessments, and
“evaluer,” a tool for medical collaboration.
The technology that Dansk Telemedicin
has developed is designed to be intuitive.
Over the past ten years, the technology has
naturally become more simplified and costeffective. Most people adapt to using the
internet and sharing information—from basic
texts to pictures and videos—can be done
instantaneously. Dansk Telemedicin aims to
“try to design solutions that any 8-year-old
or 80-year-old can operate—intuitively. Our
goal is to develop systems that any user can
start using after a 15 minute introduction.”
The use of telemedicine products by Dansk
Telemedicin has vastly improved patient care
on many levels. First, it helps allow patients
to stay in their homes, which means less
time worrying about transportation, waiting times, and hospitalization. Secondly, it
reduces dependency on others, either professional caretakers or family caretakers. Third,
it reduces medical anxiety by providing medical professionals with instantaneous access
to patients’ critical information. Finally, it
allows patients to have access to their own
information, and for that information to be
shared with family members.

With the rate of technological advancement,
in the near future it may be possible for
robots to assist doctors in a variety of tasks,
such as diagnostic procedures, surgery, and
monitoring disease and progress. Also with
the advancement of technology, worldwide
health could be vastly improved. Although
Dansk Telemedicin’s operations are currently limited to Denmark, Sweden, the
Faeroe Islands, and Greenland, they believe
that telemedicine will be able to reach the
underserved populations. “With the use of
telemedicine, we will be able to share the
knowledge and experience we enjoy in the
western world with people in the underdeveloped parts of the world. Hopefully, over
the years, access to qualified medical care
will reach across boundaries, with the help of
telemedicine and those who promote it.”
Telemedicine can bring revolutionary changes
to the way that health care is delivered. The
Danish experience in health information
technology, and particularly the advances of
IntraMed and Dansk Telemedicin are paving
the way in which technology is linked with
health care. This connection delivers real
time information to doctors and nurses to
be able to make quick assessments of patient
care, without needing them to be constrained
to a hospital bed. This can save precious time
for patients, and can greatly reduce many
of the burdens of health care professionals
caring for patients in person. The greatest
impacts of the advances of telemedicine may
be best felt by older people, who often suffer
the most from chronic conditions.
For more information, visit the IntraMed website:
www.intramed.com and the Dansk Telemedicin
website: www.telemed.dk
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Israel: GaitAid Virtual Walker
Millions of Americans suffer
from mobility disorders that
are caused by Parkinson’s
Disease, Multiple Sclerosis,
Cerebral Palsy and strokes.
A new device by Medigait
may help those afflicted with movement disorders to be able to walk smoothly again.
GaitAid is a device that was invented in 2008
by Professor Yoram Baram from the Technion
Israel Institute of Science. Medigait, the
company that developed GaitAid, states that
various senses such as auditory, touch, and
visual are needed by the brain to improve
walking ability. This type of treatment is very
different from conventional treatments where
individuals only focus on mobility, but fail to
use the other senses.
GaitAid Virtual Walker consists of a small
lightweight control unit and set of high-tech
goggles. The control unit is clipped on to
clothing and the goggles are worn like eyeglasses. Attached to the control unit are mini
headsets that allow the individual to listen
to each step they take. The individual then
puts on their high-tech goggles and a visual
of superimposed titled floor appears on the
wearer’s view of the floor.
According to Dr. Baram, “when the goggles are
worn 20 minutes a day, they can rewire your
brain. GaitAid provides an auditory and visual
experience closest to the mid-brain where the
motor abilities are regulated and in some cases,
damaged. By providing sensory feedback we are
enhancing regular walking and stability.”
Clinical studies have demonstrated a 20-30
percent improvement in gait performance.
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a model of mobility courtesy of gaitaid

Wearers of GaitAid improve their stride
length and rhythm. Studies have also
been published in medical journals such as
Neurology, Neural Processing Letters, Journal
of the Neurological Sciences, Frontiers in
Neuroscience to demonstrate its effectiveness.
The studies in these journals have concluded
that most patients improved mobility even
after stopping their treatment. Moreover,
70-80 percent of patients have improved their
walking ability.
The GaitAid device, priced at $1,995 to own
or $185/month to rent, was recently released to
market as an FDA registered medical device.
For more information, visit the Medigait website:
www.gaitaidmedical.net/
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Japan: A Robotic Response to the Nursing Shortage
Technology has generated many innovations.
These innovations impact
our lives everyday; they
alleviate pain, facilitate
workload, improve our health and in the
case of Japan, respond to a decreasing health
care workforce.
According to Japan’s Ministry of Internal
Affairs and Communication, in 2008, 21.1
percent of the population was 65 and older.
This will increase to 31.8 percent by 2030. The
demographic shift in Japan has had an impact
on the health care workforce. According to

the Japanese Nursing Association, in 2008,
there was a shortage of over 37,000 nurses.
Population aging coupled with the declining health care workforce has prompted the
Japanese Institute of Physical and Chemical
Research (RIKEN) and Tokai Rubber
Industries to develop a robot to ease the nursing shortage, assist caregivers, and health
care workers in assisted living facilities. The
new robot, called Robot for Interactive Body
Assistance (RIBA) is designed to assist nurses
by lifting patients in and out of their beds,
bathroom and wheelchairs.

riBa resembles a polar bear, weighs 400 lbs and can lift up to 135 lbs.
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This invention, a bed which
transforms into a wheelchair,
is designed to help people with
limited mobility maintain an
independent lifestyle.

RIBA resembles a polar bear, weighs 400
lbs and can lift up to 135 lbs. RIBA uses
very strong, human-like arms and has
high accuracy tactile sensors to maneuver
itself around a room. She is covered with
soft padded material, while the elbow and
waist joints are isolated. RIBA can detect
and recognize an operator’s touch, face and
voice while it is in the process of lifting a
person. RIKEN intends for RIBA’s friendly
teddy bear appearance to also comfort the
patients mentally.

Japan’s Panasonic Corporation also recognizes the needs of an aging population and
recently announced the development of the
Robotic Bed. This invention, a bed which
transforms into a wheelchair, is designed to
help people with limited mobility maintain
an independent lifestyle.
When lying in the bed the user activates the
robot’s computer system by simply calling
out “robotic bed.” The ‘bed’ then responds,
“Yes, what may I do for you?” The users can
request that the robotic mechanism adjust the
mattress, help turn them over, or make the
complete transformation into a wheelchair.
The futuristic bed also features an LCD
touch panel screen located on its canopy
where users can watch TV, use the internet,
and make video calls.
When the user asks for the wheelchair, the
sides of the mattress, which is divided into
several pieces, move away so the resulting
chair is narrower than the entire bed. The
wheelchair detaches itself automatically from
the rest of the bed. In wheelchair mode, the
user controls its movement with a joystick on
the right armrest. The wheelchair is equipped
with sensors to detect people or obstacles in
its path and maneuver safely around them.

RIKEN plans to distribute RIBA to hospitals
within the next five years.

Panasonic exhibited the Robotic Bed at the 36th
International Home Care and Rehabilitation
Exhibition in Tokyo, September 29-October
1, 2009. The bed, still a concept model, will
be tested in several care homes both in Japan
and overseas. Panasonic hopes to bring it to
market in 2015.

For more information about RIBA, visit the RIKEN

For more information about the Robotic Bed, visit

website: www.riken.go.jp/engn/index.html

the panasonic website: http://panasonic.net
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Visit the Panasonic blog site at: http://ex-blog.panasonic.co.jp/exhibition/en/2009/09/hcr09_250.html for a video
demonstration of the Robotic Bed transforming from bed to wheelchair.
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By Conchy Bretos
CEO
MIA Consulting Group, Inc.

OLDER AND INVIsIBLE:
THE sTATE OF ETHNIC sENIORs IN
THE UNITED sTATEs
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The growing numbers of ethnic seniors throughout the United States
continue to experience a litany of problems when accessing services.
Among them, language and cultural barriers, a fragmented service
delivery system, and a lack of properly trained bilingual staff.

Compared to Japan, one of the world’s oldest countries with 21.6 percent of the population 65 years and older, the US is considered ‘young’
with less than 13 percent age 65+. However baby boomers who will
begin to turn 65 in 2010 will change that significantly. The percentage
of persons age 65+ will rise markedly to 20 percent over the next twenty
years. This aging boom will have serious implications for health and
family support systems, work and retirement. Florida, whose age 65+
population accounts for 24 percent of its population, is already experiencing many of the challenges the rest of America will soon face.
To compound the problem, Florida is a multicultural community
with all the implications that this brings. Over one million individuals in Florida over the age of 60 are Hispanic. An advantage of catering to Hispanic elders is what it is commonly called the “Hispanic”
paradox. Hispanics, despite their socio-economic hurdles and lack
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The majority of our ethnic
senior public housing
residents…live every day
in fear of the day they will
be forced to move to a
nursing home and lose their
independence, friends and
community ties.

of access to health care, live longer than
African Americans by seven years and nonHispanic Whites by five years. Overall,
Hispanic seniors are much healthier than
expected and the reasons for this paradox
are still a matter of debate. Many suggest
that factors such as diet, lifestyle choices
and strong social-support networks are
key in understanding Hispanics’ betterthan-expected health. Another favorable
condition for Hispanics in Florida includes
declining disability rates, lower rates of
Medicaid use, and low utilization of nursing home care among this population.
In the eyes of policy makers, however,
seniors, and in particularly ethnic seniors,
remain an invisible group. Language barriers and a lack of culturally sensitive trained
staff, with time to adequately evaluate and
advise clients are parts of the problem.
The fragmented system and absence of
information on what services are available
to these seniors and how to get them further contributes to keeping these seniors
marginalized and neglected.
For example, I found Vera roaming the
halls or sitting in the library of her independent elderly-designated public housing
building. Vera was a real bright spot in this
building; she loved to paint and play the
piano, and she had been quite a well-known
artist in Cuba. She was always smiling and
had cheerful comments for the staff and
other residents. She had lived at Town
View Terrace since 1992 as a widow, living
on a social security pension after many
years of working. She had no family except
for a nephew that only came once a month
to ask for money.
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The manager of Town View Terrace
called the local agency to determine Vera’s
needs and what services were available
for her. It took more than a month for the
case manager to come and visit Vera and
she spoke no Spanish, although a request
had been made for a bilingual manager. The
interview did not go well as Vera did not trust
government staff and was afraid to discuss
her limitations and believed she would be
evicted from Town View Terrace as a result.
Vera was moved to a nursing home soon
after because she was having difficulty
cooking and cleaning in addition to forgetting to take her medications daily. Her
nephew was in no position to take her in

and we had concerns that if she moved in
with him she could be neglected. Her life
and her close friends were at Town View
Terrace. She lost her entire community as
a result of her move.
Several months later I had the opportunity
to visit her in the nursing home. I found
her sitting in a chair beside her bed, looking like she had lost her best friend. In fact,
she had pretty much lost all her friends.
She said she had been asked not to walk
around and visit with other folks as they
didn’t have enough staff to keep track of
all the residents if they didn’t stay in their
rooms or as a part of organized activity.
While she still appeared to be healthy, she

palm avenue Baptist Tower. Tampa, Florida. Photo Credit: Rebecca Hagen, In Focus Design
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We developed a concentrated
public education effort designed
with the help of our residents and
their families that resulted in
increased information about the
services that were being provided
and how to access them.

was definitely sad and lonely. My heart
ached for her. I visited Vera once more
and was extremely saddened to see her still
sitting in the same chair with no spirit
left in her. She barely smiled when I walked
in the room.
Vera died in the nursing home alone and
without her friends around her. The
majority of our ethnic senior public housing residents are in similar predicaments
as Vera was, and many live every day in fear
of the day they will be forced to move to a
nursing home and lose their independence,

magnolia gardens, st. petersburg, Florida. Photo Credit: Rebecca Hagen, In Focus Design
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friends and community ties. It was her plight
that pushed me to establish the first public
housing assisted living facility: Helen Sawyer
Plaza in Miami, Florida.
I established Helen Sawyer Plaza Assisted
Living Facility in 1995 in a suburb of
Miami known to locals as “the war zone”.
This 1971 senior-designated public housing
building had been poorly maintained and
the County had decided to sell, it claiming
lack of funds for building rehabilitation. At
that time, as it is the case today, there were
very few affordable assisted living facilities
in the county due to the low reimbursement
rates that the state offers but also because
of the hurdles involved in working with
the Medicaid program. These are the main
reasons why the private sector in Florida as
well as in other states are reluctant to provide services to the low income seniors and
do so only when experiencing high vacancy
rates. However, in the case of Miami, there
are a multitude of ethnic private sector
providers filling the gap by providing
homemaker services, establishing private
clinics and senior centers.
The main impetus in the establishment
of the Helen Sawyer model was to eliminate the problems faced by the growing
number of ethnic seniors. Within Helen
Sawyer Plaza, a bilingual case management
office was created and trained in cultural
sensitivity. They had small caseloads to
adequately evaluate and advise clients.
They were trained to understand the role
of the family, cultural differences in food
choices, cleanliness and alternative medical
treatments. We developed a concentrated
public education effort designed with the

help of our residents and their families that
resulted in increased information about the
services that were being provided and how to
access them. At the end of six months, all 100
units at the facility were full with over fifty
prospective clients on a waiting list.
Despite the challenges that were part of
creating a new way of caring for low income
seniors, the Helen Sawyer Plaza is living
proof that catering to the specific needs
of seniors and improving their lifestyles
results in considerable savings to the health
care system by reducing emergency room
admissions, hospital stays, and the volume
of prescribed drugs. The example of Helen
Sawyer has made it possible for us to replicate
the model in central Florida and in twentyone other states. Magnolia Gardens, in St.
Petersburg and Palm Avenue Baptist Tower
in Tampa, Florida, have been built on the
success of Helen Sawyer Plaza.
endnotes
1

The Seattle Times, “Hispanic paradox: Income May Be
Lower But Health Better Than Most.”
juliet Chung. August 29th, 2006

Conchy Trelles Bretos
Conchy Trelles Bretos is the
CEO of MIA Consulting Group,
Inc., a for-profit corporation
founded in 1995 to create
public housing and affordable
assisted living facilities.
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onlInE resources
Preserving Affordability and
Access in Livable Communities:
Subsidized Housing
Opportunities near Transit
This report explores the benefits for older persons of federally subsidized housing near
transit, the threats to preserving and expanding that housing, and policies that can maximize both the amount of housing and the advantages for older adults.

From the AARP Public
Policy Institute

Planning Complete Streets for
an Aging America
As America ages, Complete streets planning
presents an opportunity to increase the safety
and availability of older adults’ travel options.
However, this report finds that over two-thirds
of transportation planners and engineers have
not begun to consider the needs of older people in their multimodal street planning.

http://www.aarp.org/research/ppi/
liv-com/housing/articles/2009-15.html

http://www.aarp.org/research/ppi/
liv-com/transport/articles/Planning_
Complete_Streets_for_an_aging_
america.html

Safe at Home? Developing
Effective Criminal Background
Checks and Other Screening
Policies for Home Care Workers

Building Adult Foster Care:
What States Can Do

states increasingly require criminal background
screening for home care workers who help millions of Americans with everyday activities.
However, the evidence base for adopting specific screening practices is often thin. This paper assesses current laws and practices, highlights key policy considerations and offers
guidance on approaches that show promise.
http://www.aarp.org/research/ppi/ltc/
care/articles/2009-12.html

This report examines the role of adult foster
care (AFC) within the array of long-term services and supports. It explores the trends and
issues facing adult foster care providers and
offers recommendations as to how states can
support the development and growth of AFC
services.
http://www.aarp.org/research/ppi/ltc/
hcbs/articles/2009_13_building.html

Long Term Care Insurance
Long-term care insurance (LTCI) plays a limited role in paying for overall long-term care
spending. The high cost of LCTI premiums
keeps most people from purchasing it. yet, for
those who own LTCI and receive benefits, the
policies pay for a significant portion of care
received.
http://www.aarp.org/research/ppi/ltc/
ltc-ins/articles/lTCI_fact_
sheet_2009_08.html
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Loma Linda
cAliForniA

nicoya

cosTA ricA

blue
zones
longeviTy hoTsPoTs
A Blue Zone is a region of the world where people commonly live
active lives past the age of 100 years. scientists and demographers have classified these longevity hot-spots by their inhabitants’ ability to live longer, on average, than anyone else in the
world. For more information, visit www.bluezones.com.
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sardinia
iTAly

icaria

greece

okinawa
jAPAn

blue zone life lessons
move naturally

right tribe

longevity all-stars engage
in low-intensity physical
activity, often as part of a
daily work routine.

Blue zone inhabitants have
strong social support
networks and prioritize
family and faith.

right outlook

eat wisely

People who live in blue zones
have a sense of purpose and
their daily lives are infused
with a sense of calm.

A common thread among
longevity cultures is a plantbased diet, which avoids
meat and processed foods.
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By Trinidad Jiménez García-Herrera
Minister of Health and Social Policy
Spain

sociAl PArTiciPATion oF older Persons:
A Key FAcTor For The creATion oF A
FAirer communiTy
The Government of Spain, to which I belong, is undertaking a very
strong socially oriented policy whose priority goal is to achieve social
protection for all citizens and, particularly, for the most disadvantaged
population groups.
The Presidency of the European Union,
which Spain holds during the first half of
2010, offers my country a unique opportunity
for progress on social policies. Our country
is also making a considerable effort to implement policies on equality between men and
women, which we intend to promote during
our Presidency.
Within the framework of the Renewed Social
Agenda, we are working with the European
Commission to create a new European
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Social Agenda. The Year 2010 celebrates

acTI oNs foR o ldE R P E R soNs

the European Year for Combating Poverty

The European Commission has encouraged
Member States to develop and maximize
the potential of older persons, as well as to
improve their active participation in society.

and Social Exclusion. The events being held
include the Opening Conference for the
European Year at the Highest-Level, the
2nd European Roma Summit, and the 9th
Meeting of Persons Experiencing Poverty
and Social Exclusion.
Another

key

objective

of

the

Spanish

Presidency is to set in motion policies that
achieve active inclusion of persons excluded
from the labor market by 2020. We aim to
achieve the goal of long-term sustainability,
full employment, equal opportunities, and
social cohesion through a three-dimensional
approach combining the following elements:
education and training; research, development
and innovation; and environmental and social
actions. This strategy will specifically target
persons who have difficulty entering the labor
market, particularly persons with disabilities.
We also share the concerns of the Social
Protection Committee of the European
Commission on pensions, social inclusion
and long-term care. As a significant example,
the Spanish Government has adopted measures to safeguard our pension system by
increasing benefits for those with the lowest
pensions, strengthening laws that defend
and protect new rights, such as the Equality
Act, and protecting personal autonomy and
persons experiencing dependency problems.
Our country has recently created a “socialhealth space” by merging coordination of the
government’s health and social policy work into
a single Ministry of Health and Social Policy.

Spain is currently one of the ground-breaking
countries in responding to the challenges of
an aging population. Our country collaborated actively with the United Nations on the
organization of the Second World Assembly
on Ageing, held in Madrid in 2002, as well
as organizing the Ministerial Conference
on Ageing of the United Nations Economic
Commission for Europe (UNECE), held
in León in 2007. The governments of the
UNECE member countries adopted the
León Ministerial Declaration, which includes
several commitments to increase progress on
aging issues.
The passing of the Spanish Law on the
Promotion of Personal Autonomy and
Dependent Care during the preceding term
of office has given rise to the creation of a
new protection regime for those most in need
of care. Furthermore, we intend to promote
policies that support active aging as well as
the prevention of disease and disability.
We live longer and in better living conditions
thanks to the development of social policies
and scientific advances. This means older
persons are expected to play an increasingly
important role in our society.
Aging is a social challenge. Addressing such
a challenge requires implementing new
policies, developing new opportunities, and
creating new social roles. Moreover, positive aging shall enable personal fulfilment
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a video installation by artist Daniel Canogar, ‘travesías’, displayed in the headquarters of the Council of the european
union. the exhibition, which coincides with the spanish Presidency of the eu, portrays today’s europe—a time of
economic and social transistion and transformation. Photo Credit: D. Canogar

and social participation, contributing to the
creation of a fairer society.
The World Health Organization defines
active aging as the process that “allows
people to realize their potential for physical,
social, and mental well-being throughout the
life-course and to participate in society, while
providing them with adequate protection,
security and care when they need.”
Our society currently provides us with significant tools to respond to the needs of an aging
population, such as volunteering opportunities,
cutting-edge technologies, and the latest technical assistance for the removal of all barriers.
These modern developments provide seniors
with new, more satisfying activities to enjoy
during their years of retirement and, in turn,
promote a more positive view of older persons
as vibrant, engaged, active members of society.
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We should also take into account that different environments will have greater difficulties in addressing challenges, such as rural
areas which lack the variety of opportunities
urban areas provide.
In his closing remarks at the Third State
Congress on Older Persons held in Madrid in
May 2009, the Prime Minister of Spain José
Luis Rodríguez Zapatero, voiced support
for greater involvement and participation by
older persons in society and encouraged them
to seek richer, more satisfying lives as they
age, with the support of social cooperation.
Along the same lines, and as a prelude to
the development and adoption of a National
Plan on the Promotion of Active Ageing, we are
working in Spain to create a White Paper on
older persons and aging, which will study and
evaluate the situation of older persons from

The Big PicTure

stressing those issues which best represent
their priorities in this field through the organization of a European Conference on Active and
Healthy Ageing.
The priority goals are to:

…the Spanish Presidency
supports the European
Commission’s proposal to
declare 2012 the European
Year for Active Ageing and
Intergenerational Solidarity.

> emphasize the importance of health as a
basis for developing active aging;

> identify the critical components to ensuring that older persons enjoy active aging
and independent living;

> introduce good practices on active aging
within the European Union;

> develop action proposals to strengthen
active and healthy aging in the European
Union countries.

a technical and a scientific perspective, and
explore their needs and the opportunities
that modern society presents to this key
population group.

We are aware of the importance of aging. For
this reason the Spanish Presidency supports
the European Commission’s proposal to
declare 2012 the European Year for Active
Ageing and Intergenerational Solidarity.

This project will benefit from the collaboration of researchers, scientists, experts and
social organizations, especially the State
Council for Older Persons, acting as the participating body of this group in the Ministry
of Health and Social Policy. It will be a document rich in contributions that may serve as a
guide to all private and public stakeholders as
well as to citizens interested in the provision
of a better quality of life for older persons,
which allows them to take the reins of their
own lives.

In summary, we believe our action framework
and our priorities for our Presidency of the
European Union will significantly contribute
to the integration, solidarity, innovation,
and training of older persons, relying on
their participation and responding to their
aspirations for generations to come, with new
challenges and new commitments.

Former Presidencies of the European Union
have organized several conferences on aging.
Spain will continue with this initiative,

of state for iberoamerica, was

trinidad Jiménez garcía-herrera
Trinidad

jiménez

garcía-

herrera, the former secretary
appointed minister of health
and social Policy in April 2009.
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By Anne-Sophie Parent
Director
AGE, The European
Older People’s Platform

Global Perspectives

inTergenerATionAl solidAriTy in
An erA oF demogrAPhic chAnge:
A euroPeAn PersPecTive
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All countries around the world—especially those in the European Union
(EU)—are facing rapid demographic change. This is a source of potential tension between the generations that policy makers need to
address if our societies are to function well in the future.
Until now, the political debate has focused
predominantly on the long-term financial
sustainability of Europe’s welfare systems.
How to continue to pay relatively generous
pensions to a growing number of retirees
with a shrinking workforce? How to maintain quality health and long-term care for all?
Is the responsibility of caring for dependent
generations—children and older dependent
people—going to fall back on the shoulders
of families because care services will be perceived as too costly by tax payers?
These are difficult questions to answer—not
only in the context of demographic change
but also given the budgetary constraints EU
Member States are facing in today’s recession.
But one thing is certain: reforms are needed to
ensure that our social protection systems will
be able to continue to fulfil their mission—to
protect and support those in need.
This forces us to fundamentally rethink our
economic, fiscal and social policies and to

reconsider the links between and within the
different generations so that all can find a
place where they can flourish and contribute
to the general well-being as best as they can.
AGE members feel that solidarity between
the young, the active middle generations,
and the older population must be approached
from a wider perspective, encompassing
the promotion of mutual cooperation and
exchange between the generations, encouraging a better shared understanding of the
needs and expectations of all age groups, and
exploring new forms of coexistence.
Confronted with skepticism from some quarters, we would be well advised to remember the
basic principles that have allowed European
society to become what it is today: a region
of peace, prosperity and solidarity supported
by an efficient market economy and sustained
by strong social rules. Such achievements are
now proving themselves to be valuable assets
which allow Europe to hold its own relatively
well in the context of the world crisis. Our
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APRIL

29

It was during this conference
that the Slovenian Presidency
proposed that April 29
become the European Day of
Intergenerational Solidarity
and Cooperation…

social model, still regarded by some as a brake
on innovation and growth in Europe, is now
praised by venerable institutions such as the
Organisation for Economic Cooperation and
Development (OECD) and the International
Labour Organization (ILO) for its steadying influence and as a long-term investment
justified by the common interest. While they
may vary in their approach, the economic,
fiscal and social systems of the EU Member
States are all based on solidarity between the
generations and between all citizens. This
solidarity is an integral part of our shared
heritage and must remain at the heart of any
reform as to how our societies function and
citizens interact.
Debate is needed at all levels: among local
and national authorities, town planners,
public transport operators, public health
organizations, social service providers, architecture schools, social housing organizations,
citizens, local, national and European representatives, the media, schools, universities,
and civil society organizations.
The promotion of such debate was the aim
of the diverse initiatives launched across
Europe as part of the first European Day of
Intergenerational Solidarity and Cooperation
that AGE and a group of European NGOs
launched on April 29, 2009.
For several years, AGE and the European
Youth Forum (YFJ) have been discussing how
to best respond to the challenge of Europe’s
aging society. In 2006, the two organizations
asked the European Commission to organize
a conference on intergenerational solidarity
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with a view to launching a wide-ranging
public debate on this subject and initiating
new approaches as to how our society is
organized. The conference, which examined
ways of reforging social bonds between the
generations and to initiate political changes
strengthening intergenerational solidarity,
was held under the Slovenian Presidency of
the EU in Brdo (Slovenia) April 28-29, 2008.
It was during this conference that the
Slovenian Presidency proposed that April
29 become the European Day of Intergenerational Solidarity and Cooperation, a
suggestion that had first been made by AGE
and the YFJ. This idea gained force quickly,
and many initiatives have been implemented
throughout the EU. For NGOs, this
European Day is an opportunity to bring
together their work and to draw attention to a
particular issue and the solutions which could
be implemented in response. It is a unifying
event which allows us to explain the initiatives in progress on the ground and to move
public discourse forward on a major social
theme.

For more information, visit the Age website at:
www.age-platform.org
To access the Age brochure on the european day
of intergenerational solidarity: www.age-platform.org/en/spip.php?article755
anne-sophie Parent
Anne-sophie Parent is the
director of Age; The european
older People’s Platform, a
position which she has held
since 2002. Age is a european
umbrella

confederation

of

more than 100 federations and associations of
older and retired people or organizations dealing
with aging issues.

AGE sees this initiative as an ongoing process
and we will continue to promote the further
exchange of ideas and experiences throughout the EU and beyond. We hope that others
around the world will join our initiative and
will help us promote a new vision of aging,
drawing on the experience and richness of
each generation and the positive change that
they engender together if they cooperate and
support each other.
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John Creighton Campbell
Professor Emeritus of
Political Science
University of Michigan

Newsmaker

inTerview wiTh ProFessor
john creighTon cAmPBell
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On August 30, 2009, the Democratic Party
of Japan (DPJ) won a landslide victory in the
election, sweeping the Liberal Democratic
Party (LDP) out after an almost unbroken 54
years in power. One of the chief reasons given
for the LDP’s sound defeat was their inability
to tackle the country’s demographic crisis—a
rapidly aging population with one of the
world’s lowest birth rates (1.23 per woman).
This, along with the continuing 20-year
economic slump and record unemployment,
may explain the DPJ’s victory.
In this Newsmaker interview, John Creighton
Campbell, Professor Emeritus of Political
Science at the University of Michigan and a
visiting researcher at the Tokyo University
Institute of Gerontology, discusses the historic elections and what the new government
will aim to do to reverse Japan’s demographic
and economic decline.

 aaRP: How great a factor was the future of
the Japanese welfare state (old-age pensions
and health care) in the August elections?
 Jc: In one sense, it was an enormous fac-

tor. In public opinion polls, most voters
mentioned “social security” in a broad sense
as their number one concern, well ahead
even of the economic recession as an issue.
The opposition Democratic Party of Japan
(DPJ) frequently mentioned pensions and
health care in speeches and advertisements,

and the ruling Liberal Democratic Party
(LDP) accused the DPJ of making promises
they could not afford. An issue that hurt the
LDP was last year’s reorganization of medical care provisions for people 75 and over,
which was ineptly introduced and was seen
by older people as discriminatory. The DPJ
also effectively attacked the government’s
mishandling of past records of pension contributions, and promised to fix the problem
more quickly. Such issues were important
in helping to convince voters to elect a new
administration, but the parties’ differing
views on broader policy matters probably did
not influence voters very much.

 aaRP: Will the new government’s plans to

promote child rearing and encourage older
workers have much effect on the country’s
demographic and economic malaise?

 Jc: The

DPJ’s emphasis on children and
women has been well received, but the effect
on decisions to have children will be marginal, and in any case the declining number
of women of childbearing age means that
even if the birthrate improved a bit, the absolute number of children born will continue to
fall. More older people are already working
in Japan than anywhere else in the developed
world, to some extent due to government
policies which probably will not change
much in the new government. A pickup in
economic growth, including more jobs, will
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be required before people become much more
positive minded, but there does seem to be a
widespread feeling that the new government is
offering something of a fresh start.

 aaRP: Immigration is rarely discussed in
Japan as an option to increase the labor force
and fertility rate; do you see this changing
under the DPJ?
 Jc: The DPJ did not mention immigration
Japan should learn from the
US in pensions: its system is
badly fragmented, and while
the programs for employees
work fairly well, the one for
non-employees is in a mess
partly because many people
who are legally required to
pay premiums simply do not.

in its election platform, and the fact that
labor unions are among its supporters might
mitigate against an early change in policy.
The fall of the LDP from power means that
the main supporters of liberalized immigration, big business, are now less influential,
but on the other hand the party’s substantial
xenophobic right wing is gone and it had been
the main barrier to liberalization. Again, the
economy will be the main factor—immigration is hardly attractive with a high unemployment rate, but if labor shortages develop
in the future, more immigrants will come
into Japan one way or another, as happened in
the 1980s. Incidentally, another component
of DPJ support is liberal NPO groups, many
of whom have a multicultural perspective;
they could help smooth a slow process of
liberalization.

 aaRP: Given its older population, how does

the Japanese system provide health care at
lower cost than the American system?

 Jc: Japan, along with many European
countries, has more older people and lower
health care spending than the US. The most
important factor is covering everyone in a
comprehensive system, which is the only
way to get a handle on spending. The second
factor is that Japan does not save money by
“rationing” health care; in many areas usage
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is much higher than in the US, particularly
regular doctor visits that are so important
for controlling chronic illness. Rather, in
Japan and Europe the main strategy is fixing prices—health care spending is so high
in the US largely because prices are so high
and those who profit from the high prices
are so powerful.
Japan is particularly adept at manipulating
prices to keep costs down. Every two years
the price of each treatment, test, medication and device is examined to see if excess
profits are leading to overuse, in which case
the price is cut. When the government
wants to increase some service, such as
home visits by physicians, it increases the
price. Constant, detailed attention to prices
has helped Japan keep the growth rate of
health care spending down to 1 to 3 percent
a year despite rapid aging.

 aaRP: What are the most important lessons
the Japanese can teach us as the US reforms
its health care and public pension systems?

 Jc: Japan should learn from the US in pen-

sions: its system is badly fragmented, and
while the programs for employees work fairly
well, the one for non-employees is in a mess
partly because many people who are legally
required to pay premiums simply do not.
America’s unified, efficient Social Security
system might be the best in the world and its
financial problems are relatively easy to fix.
Health care is, of course, the other way
around. As well as learning about controlling
costs as mentioned above, Americans should
look at Japan’s successful introduction of
public, mandatory long-term care insurance
a decade ago. Depending on level of need
(not income), people are entitled to services

up to a value of $3,500 a month for home and
community-based care, with a 10 percent
co-pay. This program has transformed caregiving in Japan: for example, over 1.5 million
people, 6 percent of the age 65+ population,
are attending adult day-care.

 aaRP: What are the greatest criticisms; what
aspects of Japan’s system should the US avoid
in its reform efforts?
 Jc: Japan has some real problems in public

pensions; the new government has plans for a
thorough reform but it will not be easy. There
are also weaknesses in the health care system,
such as inadequate emergency room care in
some areas and shortages of some specialized
doctors. The problems are due to a lack of
flexibility in how medical care is organized
and probably to cost-cutting having gone a
bit too far; the DPJ has promised to put some
more money into the health care system,
though it certainly does not need very much
more by American standards. I don’t think the
Japanese problems are particularly relevant to
the US situation—the positive lessons from
Japan in health care and long-term care are
much more important to understand.

John Creighton Campbell
john creighton campbell is
Professor emeritus of Political
science at the university of
michigan, where he taught
from
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until

2007.

currently he is a visiting
scholar at the institute of gerontology at Tokyo
university. his research centers on long-term
care and broader welfare state issue in japan
and beyond.
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heAlTh oF older PeoPle in indiA:
A need For A holisTic APProAch

dEcla RaTI oN of lofTy IdE a ls

Paper-perfect declarations and documents
related to public health abound in the offices
of the Government of India. At Alma-Ata
in 1978, along with other World Health
Organization member nations, India, too,
pledged to provide “Health for All by 2000.”
In the same year it also signed the International
Covenant for Economic, Social and Cultural
Rights; Article 12 of this Covenant obligates
the State to provide the highest attainable
standards of health. In 1983 the first National
Health Policy was established in India; this
was later modified and improved upon in
2002. Another National Health Bill appeared
in 2009. Despite the best of intentions and
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laudable policy declarations, there has been
a dismal performance by the government on
the health implementation front.
Official promulgations promising “health”
to the people of India are preoccupied with
issues such as population stabilization,
HIV/AIDs, maternal and child health, and
disease control. Mention of geriatric health
is conspicuous by its absence in these policy
documents despite the fact that there are
90 million Indians aged 60+. In the 2002
National Health Policy statement, there is
only one place where the word “geriatric”
appears and, here, the government declares
that other agencies have to take responsibility
for geriatric health.
co N sT I T uTIoN al co mm ITm EN T

There is no separate ministry to handle the
issues of 90 million senior citizens. In government parlance, old age is recognized as a
disability and is partnered with disability. It
falls under the jurisdiction of the Ministry
of Social Justice and Empowerment, which
was established to ensure equitable treatment
to sectors of society that suffer from social
inequalities, exploitation, discrimination and
injustice. The ministry caters specifically to:

HE a lTH of oldE R I NdIaNs : somE
I NdI caToRs

Seniors in India suffer from both communicable and non-communicable diseases. One
study1 showed that 10 percent of the age 60+
population suffers from impaired physical
mobility and 10 percent are hospitalized at any
given time. In the population over 70 years of
age, more than 50 percent suffer from one or
more chronic conditions (e.g., hypertension,
coronary heart disease, and cancer).
According to Government of India statistics,
cardiovascular disorders account for onethird of elderly mortality. Respiratory disorders account for another 10 percent, while
infections—including tuberculosis—account
for another 10 percent. Cancer accounts for
6 percent, and accidents, poisoning, and violence constitute less than 4 percent of elderly
mortality, with more or less similar rates for
nutritional, metabolic, gastrointestinal, and
genito-urinary infections2. In a communitybased study conducted in Delhi among
10,000 seniors, it was found that problems
related to vision and hearing topped the list,
closely followed by backaches and arthritis3.

>

neglected and marginalized people

>

the abandoned destitute

>

neglected and delinquent juveniles
who need care and protection for want
of support, or are in conflict with the
society or the law

>

drug addicts and offenders

Changes in the social structure in India since
the country’s independence from British rule
over 60 years ago have resulted in a situation
where, today, older citizens have to fend for
themselves for the first time in Indian history. The joint family has disintegrated and
older people have lost the guaranteed “security” provisions that accompanied this social
institution. Many surveys have shown that
retirees are confronted with serious problems
of financial insecurity and loneliness.

>

the aged and host of others who need
special care, protection and support.

The health of older people calls for a holistic
rather than a curative approach. Biomedical,
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We have, today, the opportunity
to create a pension system that
will accumulate the savings
of the working population in
order to build up sufficient
financial wealth to provide a
reasonable income, in the
form of pension, during their
years of retirement.

ecological and sociological approaches have to
be integrated with community medicine so as to
have the desired impact on the health of elders.
Health services delivered by the private sector
are of high quality and expensive, but they
do help sustain the overall health of the older
population who can afford them. There is no
real insurance protection worth the name. All
policies are quite loaded against age, and renewals are difficult after age 65. Yet, this is the time
of life when insurance may be most needed.
R I dI NG o N T H E yo uTH WavE

Everyone is riding on the youthfulness
of India at the present time. The Finance
Minister declared: “A unique advantage that
India enjoys today is that it has a relatively
young working population. Around 220 million persons employed are below 40 years of
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age. Thus, a large majority of India’s workforce, that is in the age group of 20 to 40 years,
has the opportunity—and the capacity—to
save for their retirement. The moment must
be seized. We have, today, the opportunity to
create a pension system that will accumulate
the savings of the working population in
order to build up sufficient financial wealth
to provide a reasonable income, in the form
of pension, during their years of retirement.
The demographic advantage that India enjoys
today will weaken over the next 15 years, and
will be lost when the size of the dependent
population (children and the elderly) exceeds
the size of the working age population”.4 In
2020 the population of India age 65+ will
reach nearly 124 million, constituting over 10
percent of the total population.
Despite tremendous economic successes,
entrenched health inequalities, lack of access
to basic amenities like clean water and sanitation and, escalating costs of health care
make the goal of health for all in India seem
like a nightmare. Even the Government has
acknowledged this. A statement made in 2005
by the Deputy Chairman of the Planning
Commission at the Indian Confederation
for Health Care Accreditation meeting in
Delhi indicated that there is “...ample evidence of a dysfunctional, non-performing
public health system. …The situation varies
across the country and, in some parts of the
country, it functions very well. I think on an
average, it does not function well and there
are some parts where it is really functioning
incredibly badly.”
In the absence of Government-initiated
large-scale measures to guard the health
of senior citizens, NGOs such as Dignity

The Big PicTure

Foundation and HelpAge India, amongst
others, are reaching out to large numbers
of older persons across the country. Dignity
offers a broad platform of support services,
benefits and opportunities. On the health
front, it is experimenting with using ICT
(Information Communication Technology)
in Dignity Support Centres it has established
in five rural areas in the state of Maharashtra
in order to create easy access to health care
for older persons. The goal is to make ICT
act as the backbone for a broad spectrum of
public health services for the age 50+ based
on the principles of accessibility, acceptability
and affordability.

inDia: basiC faCts
> one-eighth of the world’s population age
60+ lives in india.

> life expectancy at birth in india is 67 for
males and 72 for females.

sheilu sreenivasan

> over 80 percent of older indians live with
dr. sheilu sreenivasan serves as
President of dignity Foundation.
her passion for the cause of
senior citizens launched the organization in 1995.
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their children and/or grandchildren.

> About 11 percent of india’s age 60+ do not
have a person below 60 living with them.

> in rural areas, 11.9 percent (8.6 percent in
urban areas) of the aged have no financial
support.

> 51 million seniors live below the
poverty line.

> 70 percent are illiterate.
> 90 percent have no financial or social
security.
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natl med j india 2001;14:135-8

> The government pension scheme reach-
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Bureau release, government of india.

> in principle, all people age 60+ in india

es only 2.76 million out of 28 million
seniors, mainly urban.
are eligible for a means-tested pension of
rs.400 per month ($8) if they fall below
the poverty line. 50 percent of eligible
older people do not receive the pension
and 20 percent “don’t deserve it” as declared by the government.
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on AArP.org

aaRP media
fI Nd us oN i TuNE s

AARP now on Twitter! Receive notifications of new articles and events by
following @YourAARP on Twitter.

AARP podcasts, including conversations
with prominent policymakers and opinion
leaders, are available on iTunes.
iTunes is a trademark of Apple inc., registered in the us and
other countries.

focus on Policy
WoR k fo Rc E 2 02 5

coolI NG doW N dR uG P R I cEs

AARP’s Director of Workforce Issues,
Deborah Russell, and Executive VP for Pew
Research, Paul Taylor, discuss the workforce
“generation gap.”

Prescription drug prices are heating up
despite a cooling economy. Biotech companies are creating cutting-edge drugs made
from living cells. Called “biologics,” these
new drugs come to market at explosive
prices. The battle has begun on Capitol
Hill to lower the prices of these life-saving
medicines by allowing companies to manufacture “generic” versions.

http://www.aarp.org/aarp/broadcast/workforce2025_inside_estreet/

http://www.aarp.org /aarp/broadcast/cooling_down_drug_prices/
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focus on lifestyle
so c Ia l NE TWoRk IN G, WEbsITEs a
k E y To succ Essful famIly
co m m u NI caTIoN

With families living further and further
apart, this online article examines the
effectiveness of social-networking and family-run websites in keeping families communicating. AARP’s family expert, Amy
Goyer, reviews these tools and offers her
advice to you.

cHI NE sE P RacTI cE HElP s caNcE R

The ancient Chinese practice of Qi Gong
is being employed by health practitioners
across the United States as an additional
treatment to cancer treatment.
http://www.aarp.org /aarp/broadcast/my_
generation_117_The_health_show/Qi_gong/

http://www.aarp.org/family/articles/goyer_
creating_familywebsites.2.html

b luE Zo NE s

Searching for the Fountain of Youth? Travel
to the world’s “Blue Zones” and discover
communities where people live longer.
http://www.aarp.org/aarp/broadcast/my_gen_
archives/my_gen_104_Archive/my_gen_104_
seg1/

focus on New Resources for the 50+
a a R P R E T I REmEN T suRvIval GuIdE

Well-respected retirement specialist, Julie Jason, gives us a dose of sound financial advice from
her book “The AARP Retirement Survival Guide: How to Make Smart Financial Decisions in
Good Times and Bad.”
http://www.aarp.org/aarp/broadcast/aarp_radio/radio_prime_time/articles/retirement_survival.html
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Age oF The world
inspired by the population pyramids of five countries: France,
usA, japan, egypt, and russia, French artist and designer
mathieu lehanneur offers a fascinating sculptural view of the
human life span through his Age of the world containers.
instead of familiar statistics, charts and graphs, lehanneur
demonstrates population aging with a curious set of ‘demographic jars’ that map out age distribution and life expectancy.

Dimensions:

60 cm high x 60 cm wide
material:

enamelled terra cotta
Individual pieces can be
commissioned, with choice of
reference year/country left to
the buyer.
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as we find our own place in the stack and see what the future
holds for us and our contemporaries. The urns also show disparities in life expectancy and mortality rates among countries.
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“Globalization is transforming not only trade,
finance, science, the environment, crime,
and terrorism, it is also influencing health
and medical care... Broad international

In the Next Edition of The Journal: Summer 2010

contacts are not a novelty. What is new is

The theme of the Summer 2010 edition will be the ‘livable community’ – one that
has affordable and accessible housing, supportive community features and ser-

the pace and range of integration.”

vices, and mobility options which together create personal independence and
broad civic engagement. AARP leadership will discuss our efforts in two key
areas of livable communities—housing and transportation—and share success

Julio Frenk, MD, PhD

stories from strategic partnerships at the national, state, and local levels. We

Dean

will also highlight global ‘age friendly cities’—initiatives that promote active

Harvard School of Public Health

aging in four areas: community and civic participation; housing; public spaces
and transportation; and health and social services.
In early February, AARP and the UN will co-host the fourth annual Briefing
Series on Global Aging. The Summer 2010 edition of The Journal will include
proceedings from this high level forum, focusing on global health and human
rights of older persons in particular, access and barriers to health services, reform of health systems, and health care expenditure; and strengthening the
human rights of older persons, empowering them to be agents of change in
their societies.
Continuing our collaboration with the European Commission in 2010 we will
highlight priorities of Belgium as it assumes the EU Presidency on July 1, 2010.
As always, please visit us online at www.aarpinternational.org to keep up-todate on the latest trends on global aging.
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“IT IS BECOMING INCREASINGLY APPARENT THAT, WHILE
UNIVERSAL ACCESS TO HEALTH CARE IS AN ESSENTIAL
PART OF CREATING A FAIRER DISTRIBUTION OF HEALTH,
HEALTH CARE ALONE IS NOT ENOUGH…”
– Androulla Vassiliou, Commissioner for Health, European Union

AARP aims to help people live longer, healthier, more financially secure and productive lives
by identifying the best ideas and practices on key policy issues. We convene international
opinion leaders and policy makers to share their expertise and develop research on health
and long-term care, older workers and retirement income, and livable communities. AARP’s
international program fosters this global collaboration and, in the end, acts as a partner and
catalyst to governments and decision makers in all sectors to help address and favorably shape
the social and economic implications of aging worldwide.

Attn: The Journal

Tel: +1 202 434 2402

601 E Street, NW

Washington, DC 20049 USA

international@aarp.org

I N T E R N A T I O N A L

AARP Office of International Affairs

A A R P

www.aarpinternational.org

