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and Communication (‘Public Opinion Analysis’ Sector).
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countries, on behalf of the European Opinion Research Group (EORG: a consortium of
market research and public opinion agencies, made out of INRA in Belgium — I.C.O.

and GfK Ad Hoc Worldwide).

The questionnaire, technical specifications and names of the agencies associated with

this research are all shown in appendix.
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Summary

Nearly one-quarter of Europeans suffer some form of rheumatism or arthritis, while nearly

one-fifth suffer from allergies, and just about 16% suffer from hypertension.

Decreasing income is related to increasing incidence of rheumatism/arthritis,

hypertension and diabetes. More women than men suffer chronic iliness.

Inhabitants of Luxembourg, former East Germans and Austrians have seen doctors the

most in the previous year, and Portuguese, Greeks and Irish the least.

About one-quarter of all Europeans are under long-term treatment; the major causes of
treatment are rheumatism/arthritis (20.4%), hypertension (15.5%) or diabetes (13.1%).
Diabetes is more common among those with less education, while depression most

affects those with more education.

Nearly one-third of Europeans are not missing any teeth, while just seven per cent are
missing all of their teeth. The plurality of Europeans, 39 per cent, are missing 1 to 5 teeth,
while just about ten per cent each are missing 6 to 10, more than 10 (but not all) and all.

The Nordic countries have the best dental health.

While all Europeans are ‘fairly satisfied’ with their teeth or dentures, the Danes, Irish and
inhabitants of Luxembourg are the most so, and ltalians, Spanish and Portuguese the

least so. Satisfaction has risen slightly since 1996.

The most common health check in the EU is a dental check, with nearly two-thirds of
Europeans having had one in the previous year; southern Europeans have had dental
check-ups least of all. Tests have increased slightly since 1996. Persons with the lowest
income most often had tests which were ordered by a doctor, whereas higher income

persons most often undertook the tests on their own initiative.

Women overall feel more informed about Hormone Replacement Therapy than they did
in 1996 (an increase from 2.13 to 2.30, on a scale where 2 is ‘not very well informed’ and

3 ‘well informed’).

EUROPEAN OPINION RESEARCH GROUP 1
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e The most common health test for women is the pap smear, or test for cervical cancer,
which just under one-third of women have had in the previous year. Slightly over forty per
cent of European women have had no tests. Except for an osteoporosis test, in all cases,
higher income women had tests more often than did lower income women. Tests have
decreased since 1996 and 1997.

e Just over sixty per cent (60.9%) of European women who had children breastfed all of
them, with Irish women doing so at a rate of just 21.3%, but Finland at a rate of 92.2 per

cent.

e In the European Union as a whole, between 1996 and 2002, average weight increased

by nearly two per cent (1.68%), but overall height increased only by 0.05 per cent.

e Overall, Europeans assess their weight at slightly more than it should be, with a score of
2.35, on a scale of 2=about right and 3=too high. Self-assessment is linked to overall

weight, and not to weight gain since 1996.

e Europeans believe their eating habits are ‘fairly good’, while one-third has changed their
eating or drinking habits in the previous three years. The four most important changes
were eating more fruits and vegetables, eating less fat, drinking more water and eating
fewer calories. The Nordics changed their habits the most, and Austria, Spain and

Portugal the least.

e One-third of Europeans who made changes did so to stay healthy, another third did so to

lose weight and just under one-fifth did so because of a disease or health problem.

e Some 61.0% of Europeans had drunk alcohol in the previous month, with Denmark,
Sweden and Luxembourg having done so the most, and Italy, Portugal and Spain the
least. Of those who drank, Portuguese, Italians and Spaniards did so the most, measured
by days on which alcohol was drunk. Finland, Sweden and Ireland drank on the fewest
number of days. Ireland, Finland and Denmark rank at the top in terms of number of

drinks consumed on one day, while Portugal, Austria and Italy rank at the bottom.

o Approximately even percentages of Europeans drink only when eating, mainly when
eating, mainly when not eating and only when not eating. The younger drink more often

without meals, the older do so with meals.

EUROPEAN OPINION RESEARCH GROUP 2
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e Europeans, on average, drank at least one bottle of wine, five bottles/pints of beer or 5
measures of spirits 1.49 times in the past month, with Italians doing so the least and
Finns doing so the most. Europeans on average believe they drank too much in the

previous month on 0.43 times, with Italy at the bottom and Ireland at the top.

e Europeans began to drink at about 14 and a half. Those who are younger now started
drinking earlier than those who are now older, indicating that the age of starting to drink

has been decreasing.

e Europeans agree fairly strongly that manufacturers have to be responsible concerning
children's safety and manufacturing. House persons most agree most strongly, and

managers the least.

e Nearly all Europeans (89.9%) wear seatbelts in the car, but there are considerable
national differences, with just 74.3% of Italians doing so, but 95.5% of the French and the
Swedes doing so. Just 9.2% of Europeans wear a helmet when bicycling. Those with
higher income and more education are more likely to take steps to protect their personal

safety.

e About one-quarter of Europeans (24.2%) regularly look after children under the age of

ten, with persons aged 25-39 doing so the most.
e There is a wide range in terms of children's safety, with 89.8% of Germans putting

children in car seats, but just 47.8% of Greeks doing so. Greeks, on the other hand, most
often remain with a child in the bath (81.6%), but just 56.3% of Finns do so.

EUROPEAN OPINION RESEARCH GROUP 3
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1. Introduction

lliness, maintenance of health and steps taken to avoid injury and to protect children
are the core issues addressed in this report. This set of questions from Eurobarometer 59.0
(Winter 2002/2003) addresses incidence of chronic iliness, long-term treatment, dental health
and, in more depth, health maintenance by discussing doctor's visits and various screening
tests. Women's health — and medical tests relating specifically to women's health — are also
addressed in some depth. Safety and children's safety are also examined in detail. While
some aspects of health and safety are fairly uniform across Europe and across socio-

demographic groups, others show notable differences and are described here.

2. lliness and Health Maintenance in the European Union

2.1. Chronic lliness

The data available here reflect the incidence of chronic illness of Europeans. The
incidence of rheumatism/arthritis, allergies, high blood pressure (hypertension), asthma,
diabetes and cancer is, overall in Europe, 22.1 per cent, 18.3 per cent, 16.5 per cent, 7.2 per
cent, 6.0 per cent and 2.6 per cent, respectively (see Table 1, Figure 1). The incidence of
these chronic illnesses varies strongly from one country to another, with, for instance, 38.2%
of Portuguese having rheumatism or arthritis, but just 14.7% of Greeks having the same,
illustrating that regional trends are not always present. Indeed, for the other chronic ilinesses
addressed here, there are likewise no regional trends. Some previous reports have
suggested that cardiovascular disease may strike Southern Europeans less,' but a similar

trend is not discernible with respect to the ilinesses discussed here.

' with respect to Europeans under long-term treatment (25.8% of all Europeans), the lItalians (9.9%), French

(9.7%) and Portuguese (9.5%) are all below the EU average (11.7%) for treatment for cardiovascular disease,
while the Spanish (13.6%) are above the EU average.
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Table 1: Incidence of Chronic lliness in the European on, 2002

Rheum-
atism, Hyper-
arthritis |Allergies |tension |Asthma |Diabetes |Cancer
P 38.2 18.1 22.4 8.3 10.0 2.4
FIN 241 26.3 20.7 11.0 7.4 4.1
DK 21.8 26.9 15.5 9.8 3.7 4.2
[ 27.9 22.6 16.7 6.7 5.4 1.9
UK 24.8 19.1 15.7 13.8 4.0 3.6
L 24.0 22.7 13.0 7.6 4.3 3.5
NL 19.9 21.7 15.9 8.7 4.6 3.4
B 20.9 19.1 18.3 6.1 5.1 3.6
S 16.6 26.9 12.1 9.6 4.1 3.4
EU 15 221 18.3 16.5 7.2 6.0 2.6
F 20.3 20.1 16.7 6.9 5.6 2.4
IRL 17.1 9.5 17.3 10.5 6.5 5.5
D West 18.3 16.1 16.2 4.0 7.7 2.3
D Total 18.1 15.4 16.9 3.7 7.8 2.5
D Ost 17.5 12.7 19.3 2.7 8.2 3.2
E 22.1 11.8 15.9 4.4 7.2 1.7
A 15.1 16.7 16.4 4.6 6.7 1.6
GR 14.7 11.7 14.6 4.7 4.9 1.4

Figure 1: Incidence of Chronic lliness in the European Union, 2002
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The Portuguese, Finns and Danes have the highest incidence of chronic illness
overall in Europe. In terms of individual illnesses, the Portuguese have the highest incidence
of rheumatism and arthritis (38.2%), diabetes (10.0%) and hypertension (22.4%) in Europe,
but are below the EU average for incidence of cancer and allergies. Finland is the only EU
state which has a higher incidence of chronic illness than the EU average for all illnesses.
Sweden has the highest incidence of allergies, with 26.9 per cent, while Ireland, with 5.5 per
cent, has the highest incidence of cancer and the UK, at 13.8 per cent, the highest rate for
asthma. The incidence of cancer (2.6 per cent overall, with a range from 1.4 per cent to 5.5
per cent) seems surprisingly low, although it must be noted that, in contrast to the other
illnesses discussed here, cancer has the highest mortality rate, resulting in fewer survivors
able to report that they have had cancer. Greece has the lowest incidence of cancer and
rheumatism, while Germany has the lowest rate of asthma (there is quite a difference
between the former East and the former West Germany, with East Germany having a 2.7 per
cent incidence and West Germany a 4.0 per cent incidence).? Denmark has the lowest rate

of diabetes with 3.7 per cent.

2.2. Long-Term Treatment

Denmark, Portugal and the United Kingdom have the highest percentage of people
undergoing long-term treatment, with 31.5%, 31.3% and 31.0%, respectively, in comparison
to the EU average of 25.8 per cent. Sweden (21.9%), Ireland (19.9%) and Austria (14.5%)
have the lowest incidence of long-term treatment among Europeans (see Table 2).
Rheumatism, hypertension and cardiovascular disease are the top three causes for long-
term treatment in the European Union (although, strictly speaking, ‘Other reason’ is the
second-most common reason for long-term treatment). There is some variation, however,
with other illnesses being the top three for various countries. Leaving ‘other’ aside, the top
three causes of long-term treatment are rheumatism/arthritis (except in Finland),
hypertension (except the Netherlands, Germany and Austria) and either cardio-vascular
disease (in 8 cases) or diabetes (in 8 cases). In Finland and Ireland, asthma is the third
cause of long-term treatment, while in Denmark, depression and allergies are the second

and third causes.

2 The Eurobarometer data includes three data points for Germany: the former East Germany, the former West

Germany and Germany overall. In a number of cases, there is a difference between the two, in which case the
difference will be noted.
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Table 2: Europeans Undergoing Long-Term Treatment, 2002
% in long- | Rheuma- Cardio- Chronic
term tism, Hyper- vascular | Depress- Physical Skin AIDS/
treatment | arthritis | Other | tension | Diabetes| disease ion Asthma | Allergy | Cancer | Disability | Disease HIV
DK 31.5 25.6 23.3 6.5 5.1 6.9 7.6 2.8 7.3 6.8 2.6 2.6 0.0
P 31.3 23.5 15.5 19.9 14.5 9.5 7.3 3.4 3.5 2.9 0.0 0.0 0.0
UK 31.0 27.3 16.9 14.6 9.1 8.6 6.1 9.0 1.6 2.9 1.8 0.0 0.0
FIN 29.0 8.6 10.9 22.3 8.0 11.1 7.0 9.5 2.6 1.5 0.4 0.9 0.0
NL 28.6 19.7 20.9 10.1 12.8 12.2 6.9 4.9 4.7 3.1 2.7 0.6 0.4
F 28.4 14.3 22.5 19.2 12.0 9.7 6.8 2.7 5.2 3.1 1.1 0.7 0.3
D Ost 27.5 19.8 8.7 13.7 15.7 17.9 3.1 1.3 6.4 6.8 1.4 0.9 0.0
EU 15 25.8 20.4 16.5 15.5 13.1 11.7 5.3 4.7 4.6 3.2 1.3 0.5 0.1
GR 25.6 13.1 21.3 23.5 11.7 16.3 2.3 2.7 3.1 3.1 0.0 0.5 0.0
E 254 22.9 11.4 15.5 16.5 13.6 7.7 4.3 4.9 1.5 0.4 0.6 0.0
L 24.8 20.9 28.6 9.3 5.8 18.6 1.3 4.4 4.5 2.9 1.4 1.5 0.0
D Total 23.2 20.8 6.4 9.3 17.7 16.5 3.9 3.2 7.1 4.9 2.3 0.6 0.0
B 23.0 17.2 20.5 16.1 12.8 13.4 3.4 4.8 4.4 4.3 0.9 0.7 0.0
| 23.0 16.9 25.8 21.0 12.8 9.9 2.2 2.8 4.8 2.2 0.0 0.5 0.0
D West 22.0 21.2 5.6 7.8 18.4 16.0 4.2 3.9 7.3 4.2 2.7 0.5 0.0
S 21.9 21.6 16.9 16.4 8.3 11.6 9.2 5.5 4.3 2.3 0.0 3.4 0.0
IRL 19.9 22.5 9.8 23.8 9.2 7.7 4.1 13.2 2.8 3.7 0.0 0.4 0.0
A 14.5 21.8 8.8 13.7 16.3 15.1 2.5 4.9 7.1 5.2 2.4 0.6 0.6

Socio-demographic profiles

Looking at the incidence of chronic illness from a socio-demographic, rather than a
national, perspective, certain patterns emerge. Increasing number of years of education are
linked to decreased incidence of illness in the case of rheumatism/arthritis (39% of those who
studied up to 15 years of age suffer from rheumatism, compared to 18.3% of those who
studied up to 16-19 years of age, 15.2% of those who left school at age of 20+ and 6.2% of
those still studying), hypertension (29.6% of those who studied up to 15 years of age, 13.9%
16-19 years of age, 11.6% 20+ years of age and 1.7% of those still studying), to some extent
diabetes (11.5% of those who studied up to 15 years of age, 4.4% 16-19 years of age, 4.7%
20+ and 0.7% of those still studying) and, somewhat less so, to cancer. The incidence of
allergies and asthma do not appear to have any link to education level. Income level is a
strong predictor for diabetes, hypertension, rheumatism/arthritis and a somewhat less strong
predictor for cancer. Incidence of these ilinesses clearly increases as income decreases (see
Figure 2). Allergies and asthma seem to affect people relatively evenly, independent

(particularly in the case of allergies) of income level.
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Figure 2: Income-Related Incidence of Chronic lliness, 2002

35.0
300 +| |
25.0 4
20.0 - T — —I

15.0 | M

10.0 - ]

5.0 -

00 ] | | iFFs=

rheumatism, allergies hypertension asthma diabetes cancer
arthritis
B(-)8()TMIE

Occupation likewise has a relation to incidence of the same ilinesses, while it must be
noted that age, income level and education all are included in occupation. In general, the
higher level occupations have lower levels of illness. Age plays a role as well, with increasing
incidence of all illnesses, except allergies and asthma, which are more or less even across
age, occurring with increasing age. Finally, with respect to gender, in every case, women
have a higher incidence of chronic illness than men (see Figure 3). Women likewise are

more likely to undergo a long-term treatment, with nearly one-third (30.3%) answering

positively, in contrast to just one-fifth of men (21.0%).

Figure 3: Gender-Related Incidence of Chronic lliness, 2002
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For those Europeans who are in long-term treatment, age, education and income are
again, in addition to gender, strong predictors for being in long-term treatment. Just 10.1% of
15-24 year-olds are in long-term treatment, in comparison with 48.1% of those over 55 years.
There is a steady upward progression through the age categories. Likewise, 40.2% of those
who studied up to 15 years of age are in long-term treatment, as compared to 21.4% of those
who studied 20 or more years of age. Some 36.9% of those in the lowest income category
are in long-term treatment, as compared to 19.7% of those in the highest.

Age, education and income continue to play a role in some of the diseases in long-
term treatment, with a positive correlation between age and cardiovascular disease, diabetes
and hypertension, and a negative correlation between age and allergies and asthma. Cancer
and depression are not age-related. Cardiovascular disease, diabetes, rheumatism/arthritis
and hypertension strike those with less education more often, while depression most often
affects those who have more education. Those with the lowest income are most often
affected by cardiovascular disease and diabetes, while depression affects those with the

highest income. Again, there is a steady progression through all categories.

2.3. Visits to Doctors

With all visits to doctors taken together, the inhabitants of Luxembourg, East
Germans and Austrians have seen doctors the most in the preceding twelve months. Below
the EU average are ltalians, Spaniards, Portuguese, Greeks and the Irish, who have seen
doctors the least. There is a clear regional bias, with all southern European countries below
the EU average — with the addition of Ireland at the very bottom. Ireland has the lowest rate
(17.5%) of having seen another specialist, while the southern Europeans have the lowest
rates across Europe of visiting dentists.

Over three-quarters (79.5%) of all Europeans have been to a family doctor/general
practitioner in the last twelve months (see Figure 4), with a low of 57.6% of Greeks having
done so, and a high of 88.5% Luxembourgers having done so. In terms of regional variation,
Italians rank above the EU average, while Spaniards and Portuguese join the Greeks below
the EU average. The Nordics (Finland, Denmark and Sweden) are all below the EU average
with 78.5%, 77.9% and 68.5%, respectively. The Nordics are, however, all above the EU
average of 3.2% with respect to psychiatrists; 6.8% of Swedes and 5.2% of Finns have
visited a psychiatrist in the last twelve months, as have, in fifth place after the Netherlands
and Portugal, 4.6% of Danes. The Greeks (2.2%), Italians (1.9%) and Irish (1.2%) have seen

psychiatrists the least.

EUROPEAN OPINION RESEARCH GROUP 9
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As noted above, southern Europeans have only rarely seen dentists (ltaly 51.3%,
Spain 41.7%, Portugal 35.5% and Greece 48.6%), while East Germany (82.2%, compared to
West Germany's 70.9%), the Netherlands (81.0%) and Luxembourg (79.7%) have seen

dentists the most.

Figure 4: Doctors and Specialists Consulted in Previous Twelve
Months, 2002
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In comparison to 1999, there has been very little change overall in the European
Union terms of visits to doctors (see Table 3); while, in 1999, 78.3% of Europeans had visited
a general practitioner, in 2002 the figure was 79.5%. For dentists' visits, some 57.0% of
Europeans had visited dentists in the previous twelve months, while in 2002, 60.1% had
done so. The percentage of Europeans visiting other specialists or spending the night in a
clinic or hospital declined slightly, from 38.7% to 35.9% and from 13.5% to 12.8%,
respectively. There have been, however, some notable changes on the national level. Some
79.2% of Spaniards, in contrast to 71.0% in 1999, had visited a GP, while the percentage of
Swedes visiting a doctor rose from 59.8% to 68.5 per cent. Dentists' visits have decreased in
France and Portugal, but have increased in Germany, Spain, Luxembourg, the Netherlands
and Austria. Visits to specialists have decreased widely, although it must be noted that the
1999 data do not include visits to psychiatrists. The overall drop in visits to "other specialists"
from 1999 to 2002 was 2.8%, and 3.2% of Europeans visited psychiatrists in 2002, indicating
that approximately the same percentage may have visited psychiatrists in 1999 as in 2002.

Visits overnight in clinics have gone up in some cases and down in others (see Table 3).

EUROPEAN OPINION RESEARCH GROUP 10
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Table 3: Visits to Doctors 1999 and 2002

beenina beenin a
another hospital/ another hospital/
specialist |clinic overnight or psychiatrist | specialist | clinic overnight or|
GP 1999 | dentist 1999 1999 longer 1999 GP 2002 | dentist 2002 2002 2002 longer 2002

L 83.4 73.9 54.0 19.7 88.5 79.7 3.6 54.9 21.3

D Ost 81.2 77.3 34.2 10.8 84.5 82.2 2.4 36.3 11.2
A 79.3 54.3 47.8 15.6 80.2 63.3 2.6 50.9 15.4
NL 71.0 75.6 39.2 8.6 74.0 81.0 5.1 37.3 8.6
DK 74.0 78.6 30.6 14.0 77.9 79.3 4.6 29.1 12.8
D Total 83.5 67.8 34.5 11.3 80.7 73.3 2.8 33.8 11.3
B 85.1 55.4 44.8 16.1 81.5 59.7 2.3 37.7 17.8

D West 84.1 65.3 34.6 11.5 79.7 70.9 2.9 33.1 11.4
FIN 75.9 52.5 36.7 18.3 78.5 55.7 5.2 38.6 18.4
F 85.4 60.1 46.0 17.3 83.2 54.0 3.7 41.1 13.0

S 59.8 69.3 28.0 13.3 68.5 74.7 6.8 32.1 11.8
UK 75.0 64.6 32.0 16.0 80.4 65.0 3.0 27.0 18.0
EU 15 78.3 57.0 38.7 13.5 79.5 60.1 3.2 35.9 12.8
| 81.7 46.5 42.3 13.0 81.4 51.3 1.9 40.6 13.4

E 71.0 33.0 44 1 10.0 79.2 41.7 3.9 40.9 6.6

P 74.8 38.8 39.7 14.2 74.7 35.5 5.0 30.3 10.4
GR 52.6 45.2 30.4 11.5 57.6 48.6 2.2 33.1 13.1
IRL 741 40.1 23.6 16.3 74.3 43.1 1.2 17.5 13.2

Socio-demographic profiles

Income and education play a role in terms of doctors' visits (see Table 4). Those with

less education and/or income were more likely to visit a general practitioner or to have been

in a clinic or hospital at least overnight in the previous twelve months, but less likely to visit a

dentist. Those with less education were less likely to visit a psychiatrist, whereas those with

less income were more likely to do so. In every case, women again visited doctors more

often than did men. Age likewise plays a role, with older people going to doctors more often —

with the exception of psychiatrists, which were visited slightly more often by younger people
(4.0% of those aged 15-24, 3.6% of those aged 25-29 and 40-54, but only 2.2% of those
aged over 55), and of dentists, which were visited fairly evenly by all age groups (range
61.6% to 64.6%), except for those over 55 (53.6%).

Table 4: Doctors' Visits by Income and Education, 2002

(==) (=) (+) (++) to 16- 20 still studying
GP 82. 82. 78. 76. 85. 78. 76. 73.
dentist 51. 58. 65. 69. 47, 63. 67. 64.
psychiatrist 4.0 3.3 2.4 3.1 2.5 3.2 3.7 4.2
another
specialist 36. 35. 37. 37. 38. 34, 38. 29.
EUROPEAN OPINION RESEARCH GROUP 11
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2.4. Dental Health

The Nordic countries have the best dental health in the European Union, with around
forty per cent of Swedes, Danes and Finns (as well as Dutch) missing no teeth, in
comparison to an EU average of thirty per cent missing no teeth (see Figure 5). While the
Dutch have quite a high percentage of persons missing no teeth, they also are tied with

Ireland for the highest rate (13.6%) in the EU of people missing all of their teeth.

Figure 5: Dental Health of Europeans, 2002
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When dental health, visits to dentists and dental check-ups are compared, there does
not appear to be any connection between dental health and recent visits to the dentist;
indeed, visits to the dentist could either be preventative or curative. In terms of satisfaction
with their teeth, false teeth or dentures, the Danes, Irish and Luxembourgers are the most
satisfied (with scores of 4.44, 4.32 and 4.21 respectively)® and the ltalians, Spanish and
Portuguese are the least satisfied (with scores of 3.82, 3.75 and 3.65, respectively). The
Greeks are fourth from the bottom, at 3.92, showing a clear regional bias. The EU average is
4.01, or just very slightly above "fairly satisfied". There does not appear to be a
correspondence between number of missing teeth and satisfaction, indicating that false teeth

or dentures inspire satisfaction in their wearers.

®  On a scale of 5=very satisfied, 4=fairly satisfied, 3=neither satisfied nor dissatisfied, 2=fairly dissatisfied and

1=very dissatisfied.
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Overall, satisfaction in teeth or dentures has risen slightly since 1996, when the
average satisfaction was 3.95, or just below "fairly satisfied". Dentists' visits have risen
slightly since 1999, when 57.1% of the population had been to a dentist in the previous
twelve months, as compared to 60.1% in 2002, indicating that there may be a connection

between dentists' visits and satisfaction.

Socio-demographic profiles

There is clearly a correspondence between age and number of teeth missing; as age
increases, the number of teeth missing increases. Education and income likewise play a role,
with increasing education and increasing income corresponding to fewer missing teeth.
Satisfaction with teeth or dentures, while not noticeably linked to dentist visits or check-ups,
is, however, linked to age, education and income, with the younger (those aged 15-24 rank
their satisfaction at 4.28, those over 55 at 3.83), better educated (education of up to 15 years
of age 3.78; education of up to 20 years of age or more, 4.37) and those with higher income

more satisfied with their teeth (lowest income 3.84, highest income 4.15).

2.5. Health Checks

The most common health check undertaken in the European Union is a dental check-
up (61.4% in total), followed by a blood pressure test (49.9%) and then by an eye test
(35.8%) (see Figure 6). The least common is a hearing test, with just 12.4% of EU citizens
having had a hearing test in the previous twelve months. There are significant differences as
to whether Europeans arranged the check-up themselves, whether a doctor ordered the test
or whether it was part of a screening programme. Dental check-ups are, for the most part,
undertaken by individuals on their own initiative — indicating that the habit of having a dental
check-up once a year has been well accepted by the EU population. X-rays and other scans,
cholesterol tests, heart check-ups and blood pressure tests are much more commonly
undertaken on a doctor's initiative. Screening programmes do not appear to play, overall, as
significant a role as one's own or a doctor's initiative although. The top three tests
undertaken on one's own initiative are a dental check-up, eye test and blood pressure test.
The top three undertaken on a doctor's initiative are blood pressure test, x-ray, ultrasound or
other scan and cholesterol test. Blood pressure tests, tests for cancer and, once again, for

dental health are the three most common tests through a screening programme.
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Figure 6: EU Average of Health Tests Undertaken, 2002
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National differences do appear, with Greece and Luxembourg having the highest

percentage of those going to check-ups on their own initiative, for nearly every test, with the

Netherlands and the United Kingdom having consistently the lowest percentage (see
Table 5). For Greece, the exception is the dental check-up, which, with 36.6% of Greeks

going on their own initiative to a dental check-up, is the second-lowest in the EU after
Portugal. Portugal and East Germany have the highest rates for check-ups undertaken upon
a doctor's initiative, while Denmark and Sweden have the consistently lowest rates. Sweden
and Austria have the highest rates for check-ups made as part of a screening programme,
while Portugal and Ireland have the lowest. Thus, the low rates of doctor referrals in Sweden
are counter-balanced by the higher rates of screening programmes and the reverse is true

for Portugal.

EUROPEAN OPINION RESEARCH GROUP
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HEALTH, FOOD AND ALCOHOL AND SAFETY

2.5.1 Trend Data from 1996

Data are available on the same issue from 1996 and reveal that, overall, taking own
initiative, doctor's initiative and screening programmes together, the dental check-up was,
also in 1996, the most common check-up, with 57.8%, indicating that a few percent more
Europeans now have an annual dental check-up than did so six years ago (see Figure 7).
The second most-common test in 2002, the blood pressure test, was not asked about in
1996, so no data are available. In 1996, the second most-common test was an eye test, with
34.2%, followed by a cholesterol test, with 25.5 per cent. The fourth most-common test in
2002 was a cholesterol test, with 29.1 per cent having had the test. On both eye tests and on
cholesterol tests, the percentages are slightly higher in 2002 than in 1996. The test least

commonly performed in 1996 was, as in 2002, the hearing test, with 11.0 per cent.

Figure 7: Health Checks Overall, 1996 and 2002
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In 1996, health checks undertaken on one's own initiative also made up the majority
of health checks, and have gone up very slightly since 1996 (see Figure 8). Checks
undertaken on a doctor's initiative have gone up by several percent (see Figure 9), as have
the checks undertaken through a screening programme (see Figure 10), so checks have

increased by all three measurements.
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Figure 8: Health Checks on Own Initiative, 1996 and 2002
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Figure 9: Health Checks Doctor's Initiative, 1996 and 2002
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Figure 10: Health Checks Screening Programmes, 1996
and 2002
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2.5.2 Socio-demographic profiles

Education and income once again play a significant role. Consistently, across most of
the tests (with the exception of heart check-ups and hearing tests), the higher income groups
go to doctors on their own initiative more often than the lower income groups (there is a clear
progression across all four income groups discussed). For all tests, there is likewise a clear
link between income and tests carried out on a doctor's initiative: the lower the income, the
higher the percentage of those who had tests carried out on a doctor's initiative. Women
have had tests more often carried out on their own initiative in almost every case, except for
the heart test and the hearing test. For screening programmes, men and women undergo
tests at approximately the same rate, with the exception of x-rays/ultrasounds/scans and
cancer tests, which women undergo much more often, and the heart and hearing tests,

which men undergo more often.

2.6. Hormone Replacement Therapy

Overall, women today feel slightly more informed about hormone replacement
therapy than they did in 1996, with a score moving from 2.13 to 2.30* (see Figure 11). While
women in some countries feel that they are less well informed in 2002 than in 1996, primarily
in Finland, it is worth noting that the figure for Finland for 2002, 2.32, is still slightly above the
EU average of 2.30. Women in France, Belgium and the United Kingdom are the most well-
informed at 2.61, 2.60 and 2.51, respectively. The Netherlands, Portugal and Spain have the

lowest rate of being informed, with 2.07, 1.97 and 1.95, respectively.

4 2is equivalent to "not very well informed" and 3 to "well informed".
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Figure 11: Information on HRT among European Women, 1996 and 2002
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Socio-demographic profiles

When age is taken into account, it becomes clear that older women are better
informed than are younger women: 15-24 year-olds average 1.74, 25-39 year-olds 2.05, 40-
54 year-olds 2.58 and those over 55 years 2.52. In other words, there is a slight decrease for
those over 55, which corresponds to the percentage of women on hormone replacement
therapy. There is also a link between income level and level of information, with those with
the highest income averaging 2.45, the next income step 2.31, then 2.30 and those with the
lowest income 2.16. Education plays somewhat of a role, with those having studied up to 15
years of age averaging 2.26, and those who studied up to 16-19 years of age, 2.34, and
those who left school at the age of 20+, 2.50. The best informed of all socio-demographic
categories are managers, who average at 2.63, and the lowest those aged 15-24 years old,
at 1.74.

Women in higher income groups are considerably more likely to be on hormone
replacement therapy,® with 22.4% of those in the highest category on HRT, 14.6% of the next
income step, 13.2% of the next-to-lowest and 8.3 % of those in the lowest income category
on HRT. In terms of age, 23.2% of those aged 40-54 are on HRT, and 10.5% of those aged

over 55 — these numbers correspond to the slight decrease in knowledge about HRT in those

aged over 55.

This information was not available broken down by nationality.
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2.7. Women's Health Tests

There are a series of tests which are relevant for women only, primarily for detecting
various forms of cancers, deterioration of bone (osteoporosis) and other disorders.
Somewhat worryingly, a plurality of European women have had none of the tests mentioned

(see Figure 12).

Figure 12: EU Averages of Women's Health Exams,
2002
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The most common test is the pap smear, or test for cervical cancer, which nearly a third of
EU women had had in the previous twelve months. A manual breast exam, the most
common test for breast cancer, was carried out for just over one-quarter of the women in
2002. Most disturbing is the trend since 1996 of decreasing examinations. While just 30.3%
of women in 1997 had none of the tests discussed here, in 2002 the figure was 43.4 per
cent. Only for mammography (breast examination by x-ray) has the percentage increased
slightly from 1996; for other examinations, the percentage has dropped steadily (see Figure
13). Luxembourg and Austria have the highest percentage of women undergoing the most

examinations while Ireland, the Netherlands and the United Kingdom have the lowest rates.
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Figure 13: European Trend Data on Women's Health Examinations
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Greece (56.5%), the Netherlands (56.5%), Spain (55.8%) and Ireland (52.4%) have the
highest rates of "none of the above" while Austria (25.1%), Luxembourg (24.6%) and East
Germany (22.3%, as opposed to 37.1% in West Germany) have the lowest rates
(see Table 6).

There is significant national variation on many of the tests, with 15.9% of Austrian
women undergoing an osteoporosis exam, but just 2.9% of Dutch women and 3.1% of
Spanish women doing so. Some 36.8% of Luxembourgish women and 31.8% of Austrian
women have had ovary exams, in contrast to 2.2% of Dutch women and 2.4% of Irish
women. Some 35.8% of Austrian women have had a mammogram in the previous twelve
months, as have 31.3% of Luxembourgish women; just 9.4% of Irish women and 10.7% of

Danish women had done so.
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Socio-demographic profiles

There is, in almost every case, a correlation between percentage of women having tests
and age, education and income. In terms of age, it is clear that certain exams are only undertaken
after a certain age. Mammography is recommended for women past the age of, for the most part,
35. However, just 30.9% of women aged 40-54 have had a mammogram in the previous twelve
months, while 42.5% have had a pap smear, which is recommended for women of all ages.
Education is also a predictor for undergoing tests, with those with higher education undergoing
tests more often (just 34.0% of those who left school at the age of 20+ did not undergo any tests,
while 50.7% of those who studied up to 15 years of age did not). Some 41.9% of those who
studied up to 20 years of age or more had a pap smear in the previous twelve months, as
compared to 36.3% of those who studied up to 16-19 years of age and 20.3% of those who studied
up to 15 years of age.

With respect to income, there is a clear correspondence between income level and tests
undertaken (see Figure 14). Interestingly, osteoporosis exams are undertaken more often for
women of lower income groups, with 8.3% of the lowest income group having such an exam and
7.4%, 6.9% and 5.8% of the next three groups. For all other exams, however (with the exception of
ovary exam, for which there is not a clear progression), women of higher income groups had tests
at higher rates than the women of lower income. The differences can be quite startling, with 26.0%
of those in the highest income group undergoing a mammogram, but just 17.6% of those in the
lowest income group doing so. While mammography is age-related, a pap smear is not. Some
40.9% of those in the highest income group had a pap smear, while just 22.4% of those in the

lowest did so. The differences continue to be remarkable (see Figure 14).

Figure 14: Income-Related Differences in Women's Health Exams, 2002
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2.8. Breastfeeding in the European Union

There are some quite startling differences in breastfeeding habits across the European
Union. Some 60.9% of all women who have children breastfed all of them. Finland (92.2%),
Denmark (88.9%) and Portugal (84.0%) are the countries in which breastfeeding is the most
common, while in the United Kingdom (40.0%), France (38.5%) and Ireland (21.3%), it is
considerably less widespread (see Figure 15). The figures here reflect the decisions to breastfeed
of just those women who do have children, and are not the figures for overall breastfeeding in the

respective countries, which also includes women without children.

Figure 15: Exercise of Breastfeeding in the European Union*
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children.

There does appear to be some correspondence between the percentage of mothers who
breastfeed and the length of time for which children are breastfed (see Figure 16). With exceptions,
the countries in which more mothers breastfeed also are the countries in which children are
breastfed longer. Although this author does not have the information available, it is to be surmised
that the length of breastfeeding is closely linked to the average length of maternity leave available.
Recent introductions of certain benefits may, however, have been intended to encourage

breastfeeding, and thus not be linked to percentage of mothers breastfeeding.
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Figure 16: Breastfeeding in the EU: Percentage of Breastfeeding,
Length of Breastfeeding, 2002
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Socio-demographic profiles

Age and occupation are the strongest indicators of breastfeeding. Overall, 60.9% of women
with children breastfed all of their children (see Figures 15 and 16). Some 42.7% of women overall
(including those with no children) breastfed all of their children. Some 54.9% of women over the
age of 55 breastfed all of their children (14.7% of those did not have children), while 52.3% of
those aged 40-54 breastfed all of their children (12.5% did not have children). Just 6.9% of those
aged 15-24 had breastfed all of their children (86.6% did not have children) and 38.5% of those
aged 25-39 had done so (32.9% had not had children).

Those women who are retired or are "house persons" rank the highest in terms of having
children and having breastfed all of them, with 55.2% and 55.5%, respectively. Those who are self-
employed rank next, with 45.6%, while "other white collars" have the lowest percentage, with 33.6
per cent. Some 43.6% of managers had children and breastfed them. Other white collars also have
the highest rate of not having any children, with 40.6%, followed by managers with 36.7 per cent.
"House persons" have the lowest rate of not having children, with just 6.0% who did not have

children.
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Those in rural areas have more children and breastfeed more often than those in small or
middle-sized towns or in large towns. Some 45.7% of those in rural areas breastfed, compared to
42.8% in small or middle-sized towns and 39.6% in large towns. Income does not appear to play a
significant role in the decision to breastfeed, although, in general, those in the two higher income
brackets breastfeed more often (++ 48.2%, +49.3%) than those in the lower brackets (- -42.6%, -
44.6%).

Length of breastfeeding is also linked to socio-demographic variables, with occupation
playing the most significant role; managers breastfed for 23.92 weeks, followed by 24.40 weeks for
house persons and 24.84 weeks for retired. The unemployed (19.65), students (18.41 weeks) and

the self-employed (18.23) breastfed for the shortest periods.
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3. Health and Health Awareness in the European Union

3.1. Height and Weight in the EU

Overall in the European Union, between 1996 and 2002, average weight increased by
nearly two per cent (1.68%, or 1.19 kg), but overall height increased only by 0.05 per cent (or 0.10
cm). Indeed, with the exception of Ireland, where the average height has increased by a full 1.5
cm, there have been no significant changes in height over the past six years (see Figure 17). In
weight, however, the average weight in nearly every country has increased, with the exception of
Austria, where average weight has decreased by 0.28 kilograms. The Netherlands has the largest
increase, with an increase of over 3 kilograms (from 73.23 to 76.59), while East Germany and

Finland have increases of just under 3 kilograms.

Figure 17: Height and Weight in the European Union, 1996 and

2002
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Interestingly, self-assessment of weight (2=about right, 3=too high, 1=too low) is more
closely linked to overall weight than it is to change in weight (see Figures 18 and 19). Portugal, for
instance, which has the third-lowest average weight in the EU, had an above-average weight gain
since 1996, with 1.78 kilograms. The self-assessment of weight, however, is at 2.28, in contrast to
Sweden, which has the sixth-heaviest average weight in the EU and an average weight gain of
1.58 and has a self-assessment of 2.41, somewhat above that of Portugal. The EU average self-

assessment is 2.35.
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Figure 18: Weight and Self-Assessment of Weight, 2002
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Figure 19: Change in Weight and Self-Assessment of
Weight, 2002
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Socio-demographic profiles

Men are, on average, 12 centimetres taller than women (175.68 cm compared to 163.54
cm). The youngest are the tallest (15-24 years 171.41 cm, 25-29 171.42 cm, 40-54 years 169.64,
55+ years 166.43 cm), as are those with the most education (those who studied up to 15 years of
age 166.22 cm; those who left school at age of 20+ 171.81 cm), managers (173.40) and the self-
employed (172.13). Income also plays a role, with the more well-to-do being four centimetres taller

than the lowest income group (171.39 cm compared to 167.69 cm).

Women are a full thirteen kilograms lighter than men (65.36 kg compared to 78.31 kg),
while age and education also play a role: those with less education weigh more (those who studied
up to 15 years of age 72.68, 16-19 years 72.47 and those who left school at age of 20+ 72.08), as
do those who are older (40-54 years 74.05, 25-39 years 71.48 kg, 15-24 years 65.80 years).
Income does not appear to play a large role, with both the lower-middle and upper-middle
categories about the same (73.13 and 73.14 kg) and the lowest income group at 70.68 kg, and the
uppermost at 72.83 kilograms.

In terms of self-assessment of weight, women tend to believe that their weight is too high
(ranking 2.41°) more often than do men (2.27), while those who are younger are more satisfied
with their weight (15-24 ranks 2.14, 25-29 ranks 2.31, 40-54 ranks 2.41 and 55+ ranks 2.42).
Those who are house persons (2.44) or retired (2.42) tend to believe their weight is too high, while
students (2.13) and manual workers (2.31) and the unemployed (2.31) are more likely to believe
their current weight is about right. When the weights of these groups are compared to EU
averages, however, the self-assessments are perhaps not entirely wrong: house persons (most
likely majority women), on average, weigh 67.74 kg, while the EU average is 71.69, the average for
women is 65.36 and for men 78.31; the retired weigh, on average, 73.37, students 64.89, manual

workers 73.27 and the unemployed 71.92 kilograms.

¢ 2=about right, 3=too high
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3.2. Eating Habits and Changes in Eating Habits

3.2.1 Self-Assessment of Eating Habits

Figure 20: Self-Assessment of Eating Habits and Change in Eating
Habits, 2002
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Overall, EU citizens believe that their eating habits are fairly good for them,” with a ranking
of 3.06, and just 13.2% of the population saying that their eating habits are ‘not very good’ and
1.9% saying they are ‘not at all good’. There is some variation on the national level, with self-
assessment rankings ranging from 2.77 to 3.29 (see Figure 20). The Greeks (2.77) and the
Germans (3.00) and the Italians (3.00) have the lowest opinion of their eating habits, while the
Danes (3.29), the Irish (3.23) and the Luxembourgers (3.21) think their eating habits are relatively
good.

3.2.2 Change in Eating Habits

Nearly one-third (29.0%) of EU citizens have changed what they eat or drink in the past
three years, with the Nordics (Denmark (41.9%), Finland (42.5%) and Sweden (46.1%) having
changed their eating or drinking habits the most. Austria (21.2%), Spain (21.3%) and Portugal

(23.6%) have changed their eating habits the least of all Europeans.

7 4=very good, 3=fairly good, 2=not very good, 1=not at all good
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Figure 21: Dietary Changes by Europeans in Last Three
Years, 2002
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The major changes made by the one-third of the EU population who have changed what
they eat or drink in the past three years were to add more fruit and vegetables into their diets
(61.1%), to eat less fat (61.0%), to drink more water (50.0%) and to eat fewer calories (42.8%)
(see Figure 21).

Figure 22: Top Four Dietary Changes Made by Europeans, 2002
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Other significant changes were eating less sugar (41.0%), less salt (32.2%), less meat
(27.4%) and less alcohol (24.1%). Other changes, such as eating more meat, drinking more
alcohol, eating more fat, etc. were made by Europeans in single digit percentages.

When countries' individual habits are discussed, it becomes clear that certain countries
have made significant changes (see Figure 22). The former East Germany, for instance, tops the
list for three of the four major changes, namely more fruit and vegetables, less fat and fewer
calories, and is in fourth place for "more water" (see Table 7). Denmark, Germany, West Germany,
Austria and Finland are also all above the EU average for all four of these categories. Greece,
Portugal and the Netherlands are below the EU average for all four categories; indeed, Portugal is
the lowest in the EU for drinking more water and eating fewer calories, with 37.1% and 29.1%,

respectively.

Table 7: EU Countries Making the Most Dietary Changes, 2002

more fruit|less fat |more water |fewer calories
D Ost D Ost A D Ost
IRL FIN DK A
DK D Total S |
D Total | D West D Ost DK
S L D Total E
D West A D West FIN
A DK L D Total
UK S IRL B
I F FIN F
FIN EU 15 EU 15 D West
EU 15 I UK EU 15
L P | IRL
E E B L
F B F S
GR UK NL UK
P GR E GR
NL IRL GR NL
B NL P P

3.2.3 Socio-demographic profiles

On a socio-demographic level, there is very little variation as to self-assessment of eating
habits. Women rank themselves at 3.06 and men do so at 3.07. The unemployed rank themselves
the lowest, at 2.93, followed by the 15-24 year-olds, at 2.96. Those retired (3.16), over 55 years old
(3.15), those in the highest income category (3.15) and those who left school at the age of 20 or
more (3.12) rank themselves the highest. Income appears to play a role in eating habits: the lowest
income group ranks themselves 3.04, the next 3.05, the upper-middle group ranks themselves

3.06 and, as noted, those in the uppermost rank themselves 3.15.
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In terms of changing what they eat or drink, more women (33.6%) have changed their diet
in the last three years than have men (24.1%). Within occupations, there is some variation, with
24 1% of manual workers and 25.2% of the self-employed having changed their diets, but 33.4% of
"other white collars" and 32.2% of house persons having done so. Income-related variation is also
noticeable; some 27.9% of the lowest income have changed their diets, as have 30.2% of the
lower-middle group, 29.6% of the upper-middle group and 34.2% of the uppermost income group.

The four most significant changes, those of eating more fruit and vegetables, eating less
fat, drinking more water and eating fewer calories, were made more often by women, often by
those who are older (see Table 8), and often by persons with more education (see Table 9).
Income appears to play a role to some extent: (lower 3.04; lower-middle 3.05; upper-middle 3.06;
upper 3.15).

For all four major changes made, women made them more often than did men, with an
average of 7.7% difference between the genders. Older persons (25-39, 40-54) more often made
changes in eating more fruit and vegetables, less fat and fewer calories (see Table 8). It is only in
eating less fat that those over 55 have made more changes than those younger. Younger persons
are more likely to have begun to drink more water, with 54.6% of those 15-24 drinking more water

and just 48.4% of those over 55 doing so.

Table 8: Gender and Age Differences for Changes in Eating Habits, 2002
Male Female 15-24 25-39 40-54 55+

more fruit and veg| 57.4 63.5 | 579 | 626 | 62.4 | 60.2
less fat 57.4 63.3 | 46.2 | 55.7 | 66.0 | 69.1
more water 44 1 54.0 546 | 49.6 | 49.7 | 48.4
fewer calories 37.5 46.3 35.3 | 43.8 | 46.7 | 42.5

Those with more education made more changes in eating more fruit and vegetables and in
eating fewer calories, while eating less fat and drinking more water show no particular trends, with
both those with the least and with the most education more often eating less fat than those who left
school between 16-19 years of age (see Table 9). Likewise, those with the least and most
education more often increased water consumption than those who studied up to 16-19 years of

age.

Table 9: Education-Related Dietary Changes, 2002
sill

<15 16-19 20+ studying
more fruit and veg 58.0 60.5 64.9 62.1
less fat 63.8 61.6 62.4 47.9
more water 46.2 51.0 49.7 56.3
fewer calories 39.9 445 46.2 34.4
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In terms of region of origin, whether rural or urban, and income level, there are some
notable distinctions (see Table 10). Those in large towns are most likely to eat more fruits and
vegetables, as well as to drink more water, while those from rural areas are least likely to do so.
For eating less fat and consuming fewer calories, the findings are less clear-cut. Income-related
dietary changes also play a role, with a clear progression of those with higher incomes eating more
fruit and vegetables and those in the highest income category eating less fat. However, in terms of
eating fewer calories and drinking more water, there is no such clear progression. As noted above,

self-assessment of eating habits improves with each step upward in terms of income.

Table 10: Area of Origin and Income-Related Dietary Changes, 2002

rural area small or med town large town (--) (-) (+) (++)
more fruit and veg 59.1 62.0 62.2 56.6 58.7 66.2 68.3
less fat 61.5 62.5 58.0 63.3 | 584 | 65.6 | 67.0
more water 477 49.9 52.6 50.3 50.0 52.8 51.2
fewer calories 39.7 44.6 43.3 354 | 1.7 47.9 43.8

3.2.4 Reasons for Changes®

Approximately one-third of the population (33.9%) made dietary changes to stay healthy,
approximately another third (30.1%) did so to lose weight and just under one-fifth (18.4%) did so
because of a disease or health problem (see Table 11). Finland, Ireland and Germany lead the EU
for having made dietary changes with the intentions of staying healthy (45.1%, 43.1% and 40.5%,
respectively). Finland had the second-highest percentage of respondents saying they had changed
their eating habits, with 42.5% (after Sweden, with 46.1%), while Ireland was below the EU
average (29.0%) with 26.7% and Germany was even lower at, 24.5 per cent.

France (39.2%), Belgium (37.6%) and Spain (34.8%) lead the EU in terms of having made
dietary changes in order to lose weight, while Portugal (41.0%), East Germany (24.9%, as
opposed to West Germany's 18.6%) and Spain (24.0%) did so because of a disease or health
problem. As noted above (Chronic lliness), Portugal has the highest percentage in the Union of
those with hypertension (22.7%) as well as diabetes (10.0%), while East Germany has the third-
highest percentage of those with hypertension (19.3%) and the second-highest incidence of
diabetes (8.2%). Interestingly, 3.4% of Belgians (compared to 1.6% EU average) made changes to
gain weight, as did 2.4% of Spaniards. The low end of the scale is occupied by Finland, with 0.0%

(and 0 respondents) and by Ireland with 0.3 per cent.

8 It must be noted that the percentages discussed here are percentages of the percentages of those nationalities or

socio-demographic groups who stated that they had changed what they ate or drank in the previous three years.
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Table 11: Reasons for Dietary Changes, 2002

because of
a disease
or health other |keep weight| put on
stay healthy | lose weight| problem reason steady weight

P 28.3 20.8 41.0 5.7 2.9 0.9

D Ost 33.4 27.6 24.9 4.0 7.3 1.5
E 28.3 34.8 24.0 7.5 2.1 2.4

I 32.9 24.8 20.7 15.3 3.4 1.0

D Total 40.5 25.8 20.1 4.4 6.0 1.7
F 24.6 39.2 19.8 11.0 4.2 0.8
GR 36.4 22.6 18.7 14.8 2.4 2.2
D West 42.6 25.3 18.6 4.6 5.6 1.7
EU 15 33.9 30.1 18.4 10.4 4.4 1.6
A 38.6 33.2 17.5 5.3 4.8 0.5

L 39.3 27.1 16.4 11.0 4.3 0.8
FIN 45.1 21.5 15.6 9.7 4.6 0.0
UK 37.5 31.6 14.2 10.6 3.5 2.1
DK 30.7 32.3 13.6 13.9 4.3 2.9
B 23.0 37.6 13.3 5.9 16.7 3.4
IRL 43.1 31.3 13.2 3.5 7.1 0.3
NL 29.2 29.9 12.3 20.6 3.3 1.6
S 37.4 28.5 12.2 13.8 4.9 1.2

3.2.5 Socio-demographic profiles

Different socio-demographic groups have different reasons for altering their dietary habits.
While the plurality of EU citizens (33.9%) wished to stay healthy, a plurality of women (35.7%) said
they wanted to lose weight and, secondarily (32.0%), to stay healthy. A plurality of men (36.8%),
on the other hand, wished to stay healthy and, secondarily, changed their diets because of a
disease or health problem (20.8%, compared to 16.8% for women). Women rank third in terms of
changing their diets in order to lose weight; the first place is held by "other white collars", of whom
37.3% wished to lose weight, and the second by the upper-middle income group, of whom 36.4%
wished to lose weight. Retired persons are the group of which the lowest percentage wished to
lose weight (20.6%), followed by 21.6% of men. More men than women (5.1% to 2.7%) wished to
gain weight, as did the youngest group (aged 15-24: 5.1%), indicating that the small percentage of
Europeans who changed their diet to include more fat, more meat, less fruits and vegetables, etc.
was largely composed of young men who wished to gain weight.

Managers were the most concerned with making dietary changes in order to remain
healthy, with 43.6% doing so, followed by 38.8% of the unemployed as well as 38.8% of those in
the highest income group, and 36.9% of those with more than 20 years of education. The groups
least concerned with making dietary changes to remain healthy were those aged 15-24 (28.0%)
and the retired (31.5%). There is a continuous progression across income, with 32.1% of the
lowest income group having made changes to stay healthy, 34.1% of the lower-middle group

having done so, as well as 35.1% of the upper-middle group and 38.8% of the upper income

group.
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Not surprisingly, disease or a health problem prompted more older persons to make dietary
changes (34.7% of those over 55, 17.7% of those aged 40-54, 7.9% of those aged 25-29 and just
5.7% of those aged 15-24). The highest percentage is found among the retired, with 40.2 per cent,
followed by 34.7% of those aged over 55 and 31.4% of those with up to 15 years of education.
Having made dietary changes because of a disease or health problem is clearly linked to income
and education; 25.1% of those in the lowest income group did so, as did 23.3% of those in the
lower-middle group, 16.1% of those in the upper-middle group and 13.2% in the upper group. In
terms of education, as noted, 31.4% of those who studied up to 15 years of age made changes for
this reason, as did 15.7% of those who studied up to 16-19 years of age, and 15.2% of those who

left school at age of 20 or later.
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4. Alcohol Consumption in the European Union

4.1. Drinking Patterns: Frequency, Amount and Intensity

Denmark, Sweden and Luxembourg have the highest percentage of persons who have
drunk alcohol (wine, beer, spirits, other alcoholic drinks) in the previous four weeks, with 81.2%,
74.6% and 73.8%, respectively. Italy, Portugal and Spain have the lowest, with 55.4%, 50.9% and
49.9%, respectively, of their populations having drunk alcohol in the previous four weeks (see
Figure 23). The EU average is 61.0 per cent. Portugal leads the EU for the number of days in the
previous four weeks upon which alcohol was drunk, with an average of 22.77 days, followed by
Italy with 19.06 days and Spain with 19.01 days (see Figure 23). The countries with the lowest
percentage of persons who have drunk alcohol in the previous four weeks have the highest
average number of days upon which alcohol was drunk (see Figure 23). The countries with the
lowest average number of days were Finland with 8.44 days, Sweden with 9.35 and Ireland with
10.22 days. In other words, countries with high percentages of persons who have 