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Population ageing is portrayed as a threat to the
sustainability of health and welfare systems. This
narrative—grounded in static chronological defi-
nitions of old age—risks overstating the burden
of increasing longevity while overlooking changes
in survival, health and population composition. In
this article, we adopt a demographic perspective
to rethink longevity and healthspan through the
lens of positive demography, which reframes age-
ing as a structural transformation that can gen-
erate opportunities if institutions, health systems
and policies adapt accordingly. Using prospective
measures that define old age by remaining life
expectancy (LE), we show that population ageing
appears less burdensome than conventional indi-
cators suggest (e.g., dynamic dependency ratios
fluctuate around 20% compared with 40% under
fixed thresholds). Nonetheless, challenges persist,

including growing heterogeneity and inequalities
in late-life health and care needs (with health-
care workforce demand by 2071 ranging from a
33% increase to a 16% decrease depending on
morbidity trends) and a widening gap between
lifespan and healthspan (LE at age 60 has risen
at double the rate of healthy LE), resulting in
more prolonged dependency and complex end-
of-life trajectories. Prevention (primordial, pri-
mary, secondary and tertiary) and palliative care
emerge as crucial but insufficiently integrated
components of ageing societies’ health systems.
We conclude that a forward-looking demographic
framework—integrating dynamic age thresholds,
cohort-specific health profiles, and equitable
access to care across the full continuum—is essen-
tial to align societies with realities of longer lives.
Population ageing is not a problem to be solved but
a context within which health systems and policies
must evolve.

Keywords: healthspan, longevity, palliative care,
population ageing, positive demography, prospec-
tive age

Introduction

Increases in life expectancy (LE) represent one of
the most significant achievements of contempo-
rary societies. Over recent decades, gains in sur-
vival at adult and older ages have become the
dominant contributor to longevity improvements
in high-income countries. Yet population ageing

continues to be framed predominantly as a prob-
lem, often associated with fiscal stress, labour
shortages and unsustainable health care expendi-
ture. This framing relies heavily on static demo-
graphic indicators and fixed chronological defini-
tions of old age, even though established research
has shown that such measures do not adequately
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reflect changes in remaining LE, health and func-
tioning across cohorts [1, 2]. Fixed age thresh-
olds assume equivalence at the same chronologi-
cal age over time, even as survival improves; they
also treat age as a proxy for health and care needs,
despite substantial heterogeneity in morbidity and
functional capacity in late life [3], thus overstating
dependency and the burden associated with pop-
ulation ageing [4]. This growing heterogeneity has
also stimulated interest in the concept of biological
age, which aims to capture the underlying phys-
iological and functional state of individuals more
accurately than chronological age alone. Emerg-
ing evidence suggests that individuals of the same
chronological age may differ substantially in bio-
logical ageing trajectories, vulnerability to disease,
and remaining functional reserve, reinforcing the
limitations of fixed age-based definitions of depen-
dency and old age [5, 6].

A demographic perspective suggests that this
alarmist framing of ageing is not only incomplete
but potentially misleading. Improvements in sur-
vival at older ages reflect a long-term shift in mor-
tality conditions and should not, by definition, be
equated with rising dependency [7]. This distinc-
tion is often obscured by broader anxieties about
demographic change, driven less by ageing itself
than by inadequate policy responses to workforce
contraction and pressures on welfare systems—
especially pensions and health care—as well as by
narratives that conflate older age with dependency
and decline [8]. Individuals reaching older ages
today do so under markedly different conditions
than previous generations, both in terms of sur-
vival probabilities and functional capacity [9, 10],
making chronological age an increasingly unreli-
able proxy for health status and care needs. These
shifts have direct implications for clinical practice
and the organization of services for ageing popula-
tions.

This article advances a demographic perspective on
ageing grounded in the concept of positive demog-
raphy [11], which reframes ageing as a structural
transformation that can generate opportunities if
institutions, health systems and policies adapt
accordingly. In this context, healthspan, the por-
tion of life lived in good health and with preserved
functional capacity—and not longevity—becomes a
central criterion for assessing ageing. This perspec-
tive aligns with the emerging field of geroscience,
which conceptualizes biological ageing itself as
a modifiable driver of multiple chronic diseases

and functional decline. By targeting the mecha-
nisms that underlie ageing processes, geroscience
shifts attention from the management of individ-
ual diseases toward the preservation of function,
resilience and healthspan across the life course
[12, 13]. This calls for greater attention to how
health, functioning and demands for care are dis-
tributed across later life, rather than relying on age
alone. By scrutinizing the evidence on whether the
gains in LE are being accompanied by postponed
morbidity and compressed disability, this perspec-
tive suggests a rethinking of how ageing should
be measured and how the boundaries of old age
should be defined. It concludes with a reflection on
the implications of a healthspan-centred approach,
from a positive demography perspective, for health
systems and policy across the continuum—from
prevention to personalized social, medical and end-
of-life care.

Positive demography and the reinterpretation of ageing

Positive demography proposes a shift away from
deficit-oriented interpretations of demographic
change [11]. It recognizes that contemporary high-
income populations are entering a qualitatively
new demographic phase characterized by low fer-
tility, long LE and extended post-reproductive
life [14]. This phase is neither inherently better
nor worse than previous ones; its consequences
depend on how societies respond [15].

A fundamental distinction in demography is that
between ageing ‘from the bottom’ and ageing ‘rom
the top’, referring to opposite ends of the classi-
cal population ‘pyramid’, which over time increas-
ingly resembles a ‘boat’ (stylized in Fig. 1). The for-
mer captures the contraction of the base due to
sustained low fertility, whereas the latter denotes
the expansion of older age groups driven by ris-
ing longevity. Although both processes produce
older age structures, they are analytically distinct
and carry markedly different implications for pol-
icy. Ageing from the top, by definition, reflects
improvements in survival and living conditions
and should therefore be understood as an out-
come of population-level progress rather than an
inherent source of risk. Treating population age-
ing as a homogeneous process obscures these
distinctions, downplays the gains associated with
increased longevity, and risks overstating the chal-
lenges involved. A demographic perspective that
fails to differentiate between ageing from the bot-
tom and ageing from the top may inadvertently
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Fig. 1 From ‘Pyramid’ to ‘Boat’: Ageing from the bottom and the top.

reinforce alarmist narratives and misdirect pol-
icy attention away from the specific mechanisms
shaping population age structures and their dis-
tinct consequences.

Along these lines, building on more than a decade
of research, Lutz [16] proposes an optimistic read-
ing on human capital and demographic change.
He argues that global population decline is not
only likely over the long run but may also
enhance human wellbeing if driven by univer-
sal education [17, 18]. From this perspective,
population decline can be reframed as a posi-
tive outcome of social development rather than
a demographic threat. Central to this perspec-
tive is a multidimensional demographic approach
that emphasizes population composition by age,
sex and education rather than population size
alone. Education—especially women’s education—
simultaneously improves health and economic out-
comes and strengthens societies’ adaptive capac-
ity, with demographic differences mattering more
for adaptation than mitigation [16, 19, 20]. This
approach overcomes the ‘degrowth’ paradigm,
emphasizing the role of human capital and sus-
tainable technological improvements to complete a
new demographic landscape, especially in the tran-
sitional phase [21, 22]. The role of capital—both
human and physical—is being reconsidered in the
socio-economic arena. The traditional ‘production
function’ is increasingly challenged as the digi-
tal (AI) and green transitions demand a profound
transformation in skills, knowledge and competen-

cies. New jobs are expected to emerge, replacing
those that become obsolete [23]. To fully harness
the potential of a workforce that is older, more
educated and no longer male-dominated, both the
welfare state and markets must adapt to a chang-
ing socio-economic environment—one in which key
life events are no longer confined to narrow, age-
specific windows of opportunity [14].

Several empirical examples illustrate these dynam-
ics. Evidence from the Survey of Health, Ageing and
Retirement in Europe data shows that women who
were protected during maternity through effective
leave provisions display stronger attachment to the
labour force and better health at older ages com-
pared to mothers who did not benefit from such
policies [24]. As fertile ages extend and increas-
ingly overlap with periods of education and employ-
ment, such provisions become even more cru-
cial. At the same time, longer and healthier lifes-
pans require firms to adapt to an older (and more
experienced) workforce, redesigning work environ-
ments and expanding flexible arrangements such
as remote work as a gradual transition between
full employment and retirement [25]. Moreover, the
traditional dichotomy between Ieisure time’ and
paid market activities is becoming less meaning-
ful [14]. A substantial share of the population is
engaged in socially essential but unpaid activi-
ties, such as caring for older relatives—effectively
providing unpaid welfare services (Grassi et al.,
2026, unpublished data). A large proportion of
these caregivers are women aged 55-65 and older.
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Fig. 2 Old-age dependency ratios under fixed and prospective age thresholds (POAT), EU27 individual countries and aver-
ages, 1990-2024. POAT computed using remaining life expectancy of 15 years.

Bringing these contributions into view is essential
for developing a sustainable reorganization of both
society and the economy [26, 27].

Rethinking old age: From chronological to prospective
thresholds

Most demographic and policy-relevant indicators of
ageing rely on fixed age thresholds, typically age
65. This convention assumes stability in health
and survival over time and across cohorts, an
assumption that is no longer empirically defensi-
ble [28]. Fixed thresholds treat improvements in
longevity as irrelevant to the definition of old age,
thereby inflating measures such as the old-age
dependency ratio and implicitly equating age with
need. From a clinical, public health and social per-
spective this approach is problematic. It risks mis-
aligning health systems and welfare state planning
with actual patterns of morbidity and functional
limitation.

Recent research challenges the conventional
assumption that old age begins at the fixed
chronological threshold of 65, arguing instead
that ageing should be understood as a relative

and multidimensional process shaped by health,
functional capacity, socio-economic context and by
inter-individual differences in biological age, which
may diverge substantially from chronological age.
Prospective approaches redefine old age based on
remaining LE rather than years already lived [29].
Building on early contributions [30-33], these
approaches identify the threshold of old age as
the age at which remaining LE falls below a spec-
ified number of years, adjusting dynamically to
improvements in survival. Empirical applications
show that adopting such thresholds substantially
attenuates apparent population ageing driven by
longevity gains, even though it cannot offset age-
ing driven by low fertility. Fig. 2 displays a classic
demographic indicator—the old-age dependency
ratio—computed as the ratio between the pop-
ulation above a given old-age threshold and the
working-age population, defined from age 20 up
to that threshold. Two thresholds are compared:
A fixed chronological threshold at age 65 and a
dynamic threshold defined as the age at which
remaining LE equals 15 years. Focusing on the
thicker lines representing the EU27 averages, the
two approaches tell markedly different stories. The
fixed threshold portrays a consistently worsening
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picture, with dependency ratios rising over time to
around 40% for women. The dynamic threshold, by
contrast, presents a considerably more moderate
picture, with ratios fluctuating around 20% over
the same period. This divergence illustrates how
the choice of age threshold substantially shapes
the interpretation of population ageing trends and
underscores the analytical value of prospective
measures in providing a less alarmist and more
demographically grounded assessment.

Beyond their demographic implications, fixed age
thresholds also have important economic conse-
quences. Pension systems, labour market institu-
tions and fiscal projections often rely on chronolog-
ical age cut-offs to define retirement eligibility and
dependency, although a number of countries have
begun linking statutory retirement age to LE. When
longevity increases while retirement ages remain
largely unchanged, a growing proportion of life is
spent in retirement, placing pressure on pension
expenditures and public finances, at least where
neither benefit levels nor statutory retirement ages
are automatically adjusted to survival gains. How-
ever, interpreting these trends solely through the
lens of chronological age may overstate the eco-
nomic burden associated with population ageing.
If individuals reach older ages in better health
and with greater functional capacity than previ-
ous cohorts, many remain capable of contributing
economically through paid work, caregiving, volun-
teering, or other forms of social participation. From
this perspective, prospective measures offer a more
realistic assessment of the balance between depen-
dency and productive capacity in ageing societies.
At the same time, any adjustment of retirement
ages must account for substantial socio-economic
inequalities in health and LE, which means that
the capacity to extend working lives is unevenly
distributed across population groups.

More refined approaches go further by adjust-
ing both the lower and upper age boundaries
so as to maintain constant shares of life spent
in youth, adulthood and old age. These adjust-
ments typically require only modest shifts in age
thresholds compared to the substantial gains in
LE, suggesting that a significant portion of the
observed ‘ageing from the top’ is driven by out-
dated age definitions. It should be noted, how-
ever, that prospective age does not replace chrono-
logical age as a universal metric. Rather, it com-
plements it. Alongside biological age—which cap-
tures individual-level physiological ageing through

molecular and clinical markers—prospective age
provides a context-sensitive perspective. These
approaches are increasingly relevant within gero-
science, which conceptualizes biological ageing as
a modifiable determinant of multimorbidity, func-
tional decline, and resilience in later life [34].
Importantly, results based on prospective age
depend on the chosen threshold of remaining LE—
15 years in this case—and are most informa-
tive when interpreted relative to this benchmark,
rather than as an absolute definition of old age.

In addition, these adjustments should be accom-
panied by a coherent revision of the entire life-
course age structure. The potential starting age
for employment—here set at 20—may also need
to be reconsidered, given the increasing duration
of full-time education. By the same logic, work-
force exit can no longer be tied to static retire-
ment ages. Prospective and health-adjusted mea-
sures, increasingly complemented by biomarkers
of biological ageing, point to the need to recali-
brate thresholds, but simple links to LE risk widen-
ing inequalities if health disparities are ignored. To
remain both fair and sustainable, welfare states
should replace rigid retirement ages with flexi-
ble, phased pathways—enabling longer careers for
those with high capacity while protecting earlier
exits for individuals in poorer health or demand-
ing occupations.

Postponed mortality, delayed disability and growing
heterogeneity in healthspan

Contemporary mortality trends show that survival
improvements have increasingly concentrated at
older ages. In 27 OECD countries LE at birth
exceeded 80 years in 2023, and survival proba-
bilities are increasing [35]. The rapid growth in
the number of nonagenarians and centenarians
accompanies these shifts. It is worth noting that,
despite a deceleration in improvements across sev-
eral regions of Western Europe since the mid-
2000s, gains in longevity continue, with leading
regions persistently pushing the boundaries of
human longevity [36].

Mortality risks increase approximately exponen-
tially across most of older adulthood before decel-
erating at advanced ages [37, 38]. Hence, over
time, the mortality schedule has shifted toward
later ages. Delayed disability may be one mecha-
nism through which mortality is postponed over
time: Individuals reaching extreme old age do so
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because they benefit from improved health con-
ditions across the life course. As summarized in
Table 1, this pattern is observed in several cohort
and trend studies, although improvements are
more pronounced for some domains of function-
ing than for others, and trends vary substantially
depending on the measure and country considered
[39, 40].

Taken together, these findings have major impli-
cations for how ageing should be conceptualized.
If mortality is postponed and disability delayed,
then individuals classified as ‘old’ according to
fixed chronological thresholds are not equivalent
across cohorts. A 70-year-old today faces mortal-
ity risks and functional prospects closer to those
of a 60-year-old several decades ago. Ignoring this
fact leads to systematic overestimation of depen-
dency and healthcare needs associated with age-
ing. Accounting for health and functional capacity
in the definition of old age provides a more nuanced
picture of population ageing. Traditional indica-
tors, such as the old-age dependency ratio, tend to
overstate the burden of ageing, whereas alternative
measures that account for health status—such as
health-adjusted dependency ratios—reveal a sub-
stantially lower burden, particularly in countries
with better ageing-related health [45].

Consistent with this perspective, projections of
healthcare workforce demand in the EU27 by the
European Commission’s Joint Research Centre
suggest that, under a healthy ageing scenario—
where the onset of morbidity is delayed and
the burden of age-related diseases continues to
decline—the demographic impact of population
ageing can be substantially mitigated [46]. More
specifically, whereas demographic ageing alone
would require a sizeable expansion of the health-
care workforce—up to +30% for doctors and +33%
for nurses by 2071 under a constant disease bur-
den scenario—the continuation of past improve-
ments in population health would reverse this
trend. Under a healthy ageing scenario, the pro-
jected need for healthcare professionals would
instead decline by around 18% for doctors and
16% for nurses relative to 2021 levels. This reflects
the fact that, historically, the burden of ageing-
related diseases has been decreasing across all age
groups—by approximately 0.9% per year on aver-
age since the 1990s—particularly at older ages,
thereby compressing morbidity and reducing care
needs. In such scenarios, improvements in health
at older ages may not only offset but potentially

outweigh the effects of population ageing, leading
to a more optimistic outlook for the sustainabil-
ity of healthcare systems and welfare states than
suggested by age-based demographic projections
alone. Furthermore, recent analyses highlight that
the dividends of this compression of morbidity
are not merely organizational but profoundly eco-
nomic: Promoting healthy ageing and community-
based models has the potential to generate sub-
stantial fiscal savings by reducing the intensity of
long-term care needs [47].

Beyond the average improvements in survival and
health, however, recent evidence points to grow-
ing heterogeneity in later-life health and a grow-
ing polarization in individual frailty and multimor-
bidity. While overall age-at-death variability has
declined due to reductions in early-life mortality,
lifespan inequality among those aged 65 and above
is increasing globally, suggesting that longevity
gains are widening rather than compressing late-
life survival heterogeneity [48, 49]. Research from
the United States, the United Kingdom [50] and
Italy [51] indicates a stagnation or slight contrac-
tion in healthy LE among younger cohorts. Socioe-
conomic inequalities remain a primary driver of
these disparities [52-54], compounded by the
unique epidemiological landscapes that succes-
sive birth cohorts have navigated. These patterns
reinforce the growing recognition that chrono-
logical age alone inadequately captures ageing-
related vulnerability. Individuals and cohorts of
the same chronological age may differ substan-
tially in biological age, reflecting cumulative expo-
sures, socioeconomic conditions, lifestyle factors,
and disease burden across the life course. Such
divergence in biological ageing trajectories may
partly explain the widening heterogeneity observed
in frailty, multimorbidity, disability and survival
at older ages [3, 55]. Most notably, recent cohorts
are heavily impacted by the surge in ‘affluent dis-
eases’, such as obesity and metabolic dysfunction
[56, 57]. A longitudinal analysis of World Health
Organization data (2000-2021) for high-income
countries confirms this divergence. Although both
LE and healthy life expectancy (HALE) trended
upward until the disruption of the COVID-19 pan-
demic, gains in survival have consistently out-
paced improvements in functional health [58]. This
decoupling is most pronounced in the 60+ cohort,
where LE has risen at double the rate of HALE
(Fig. 3). Consequently, the bonus years gained
by recent cohorts increasingly consist of time
spent in moderate-to-severe disability. This burden
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displays a structural gender paradox: Although
women maintain a clear survival advantage, they
endure a significantly longer absolute period of life
with limitations compared to men.

Ultimately, this persistent disability gap under-
scores a central challenge for ageing societies:

Longevity gains do not automatically translate into
proportional extensions of healthspan. This means
that health systems must contend with intensify-
ing demands originating from the complex, accu-
mulated health needs of today’s older popula-
tions [59]. In this context, biomarker develop-
ment may offer promise by better estimating one’s
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biological age and enabling earlier identification
and risk stratification of major ageing-related dis-
orders. Recent work suggests that blood-based
biomarkers can help flag older adults with faster
accumulation of chronic diseases [55], muscle
strength decline [60], cognitive impairment and
dementia [61], thereby strengthening early detec-
tion and more targeted prevention of several age-
ing health and functional endpoints. Work in the
context of blood-based biomarkers of Alzheimer’s
disease pathology is particularly promising, sug-
gesting that such measures may support risk
stratification even in general community-based
older populations [62]. At the same time, senolytic
treatments that target senescent cells [63] illus-
trate the promise but also the current limits of
a mechanism-based approach to extending the
healthspan, as the evidence in humans remains
preliminary, whereas key questions of safety, selec-
tivity and long-term benefit are unresolved [64].
Taken together, these developments reinforce a
healthspan-centred perspective in which preven-
tion, early detection, and personalized social and
medical care are used to delay disease accumula-
tion and functional decline.

The need for person-centred integrated care across the full
continuum

Increasing longevity has fundamentally altered tra-
jectories of dying. Death is now less often sud-
den and more often preceded by prolonged periods
of decline characterized by multimorbidity, func-
tional dependency and complex symptom burden.
This ‘slow dying’ has profound implications for
health system organization.

Traditional health care models, largely oriented
toward acute and single-disease interventions, are
poorly suited to these extended trajectories. Struc-
tured around fragmented and specialized silos,
these systems tend to generate discontinuities
in care, duplication of interventions, and naviga-
tional burden on patients and caregivers [65]. Such
fragmentation leads to suboptimal clinical out-
comes, reduced treatment adherence and perva-
sive resource inefficiencies. Moreover, the institu-
tional separation between primary care, specialist
services, hospital wards and social care limits the
system’s capacity to track and manage the evolving
complexity of multimorbidity over time [66, 67].

This calls for a shift from disease-centred and
episodic models toward person-centred integrated

care, organized around older individuals’ evolv-
ing needs, goals, preferences and life context
rather than around single diagnoses or institu-
tional boundaries. However, Swedish evidence sug-
gests that such approaches remain highly hetero-
geneous and are largely implemented at the micro-
and meso-levels, with limited transformation at the
system level [68]. Importantly, such models must
extend beyond the individual to incorporate fam-
ily caregivers, who provide a substantial share of
care and are themselves increasingly older, creat-
ing interdependent care needs that current sys-
tems are poorly equipped to address [69].

This systemic inefficiency in managing chronic
multimorbidity cascades into the terminal phases
of life, creating a growing mismatch between pop-
ulation health profiles and the structure of end-of-
life care provision. In this context, palliative care
has emerged as a central response to the pro-
longed dying trajectories associated with longevity.
Its focus on symptom control, quality of life, and
holistic care aligns closely with the needs of ageing
populations. However, evidence shows that access
to palliative care remains uneven and insufficiently
aligned with need [70].

Current literature underscores that access to pal-
liative care is heavily stratified by institutional con-
figurations and diagnostic hierarchies rather than
being driven solely by symptom burden. A persis-
tent oncological bias remains evident in health-
care systems, granting cancer patients signifi-
cantly higher access rates compared to individu-
als dying from chronic organ failure or neurode-
generative conditions, despite comparable levels of
distress [71, 72]. Furthermore, macro-level anal-
yses reveal profound cross-national inequalities
across Europe, delineating a sharp East-West gra-
dient where service availability and integration are
markedly lower in post-socialist welfare regimes
compared to Western counterparts [73, 74].

These patterns indicate that palliative care has
not yet been fully integrated into health systems
as a standard component of ageing-related care,
contrary to what the WHO claims (World Health
Organization. Palliative Care, 2020. Available
at: https:/ /www.who.int/news-room/fact-sheets/
detail/palliative-care). Instead, it remains attached
to specific diagnoses and institutional pathways,
limiting its capacity to respond to the realities of
prolonged, heterogeneous dying trajectories [75].
From a demographic perspective, this represents
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a critical failure of adaptation. Longevity gains
achieved through decades of improvements in sur-
vival risk being undermined if end-of-life care
remains fragmented and inequitable.

Conclusion

Population ageing driven by postponed mortal-
ity reflects demographic success, yet its benefits
can only be fully realized if institutions adapt
to the changing relationship between age, health
and care needs. The key limitation in much of
the debate on population ageing is treating it as
a static condition rather than a dynamic pro-
cess operating at multiple levels. At the individ-
ual level, ageing unfolds continuously across the
life course, through gradual changes in health and
functional capacity. At the population level, how-
ever, these trajectories are constantly reshaped
by cohort replacement and by broader forces—
medical innovations, pandemics, wars and climate
change—that alter how, when, and where people
age. Ageing is, therefore, not a fixed state but a
lifelong, dynamic and heterogeneous process, in
which both individual variability and shifting his-
torical contexts play a central role. In this context,
chronological age alone becomes an increasingly
limited descriptor of ageing-related vulnerability,
whereas concepts, such as biological age, may bet-
ter capture differences in physiological reserve,
resilience and functional trajectories across indi-
viduals and cohorts.

A demographic perspective on longevity and
healthspan points to the need for structural rather
than incremental adjustments in health policy.
First, ageing metrics used for planning and eval-
uation should move beyond static chronological
thresholds and incorporate prospective, health-
adjusted measures. Dynamic measures of age-
ing may also contribute to aligning social poli-
cies with contemporary populations. This shift
would provide a more accurate basis for anticipat-
ing care needs and allocating resources. Second,
health policy must adopt a life-course perspective.
Emerging insights from geroscience further sup-
port this perspective by suggesting that the biologi-
cal processes underlying ageing may be modifiable
and shared across multiple chronic conditions.
This shifts attention from the isolated treatment
of individual diseases toward preserving func-
tion, resilience, and healthspan throughout the life
course. Longevity and healthspan reflect cumula-
tive exposures and investments across decades.

Prevention, lifestyle interventions and reduction of
social inequalities are essential to sustain health
gains into old age. Third, person-centred integrated
care across the full continuum—from prevention
to end-of-life care—should be mainstreamed as
an integral component of health systems in age-
ing societies. This requires moving away from
diagnosis-based referral models toward needs-
based approaches that recognize multimorbidity
and frailty as central features of late-life health.

A positive and prospective demographic framework
reveals that much of the perceived burden of age-
ing stems from outdated definitions and misaligned
systems rather than from longevity itself. Redefin-
ing old age, acknowledging heterogeneity in biolog-
ical and functional ageing trajectories, and ensur-
ing equitable access to coordinated social, medi-
cal and end-of-life care are essential steps toward
aligning health systems with the realities—and the
desirability—of longer lives. Population ageing is
not a problem to be solved but a context within
which health systems and policies must evolve.
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