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Abstract: Research efforts focusing on better understanding and capture of mortality progression
over the time are considered to be of significant interest in the field of demography. On a demographic
basis, mortality can be expressed by different physical parameters. The main objective of this study is
the assessment and mapping of four such parameters at the European scale, during the time period
1993–2013. Infant mortality (parameter θ), population aging (parameter ξ), and individual and
population mortality due to unexpected exogenous factors/events (parameter κ and λ, respectively)
are represented from these parameters. Given that their estimation is based on demographics by age
and cause of death, and in order to be examined and visualized by gender, time-specific mortality and
population demographic data with respect to gender, age, and cause of death was used. The resulting
maps present the spatial patterns of the estimated parameters as well as their variations over the
examined period for both male and female populations of 22 European countries in all.
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1. Introduction

During the last century, there has been an unprecedented decline in mortality at all ages (especially
in early life stages) resulting in a significant growth of the global human population. In terms of the
relative increase in life expectancy, humans tend to survive at higher ages due to better living conditions
and substantial progress in the medical and technological sectors. The observed improvement in
mortality rate as well as the predictions for further increase of life expectancy reveal the need for the
assessment of past and current trends, and forecasting of future trends in a population’s mortality.

A major issue in the demographic, social, and health sciences is the assessment of human
mortality over time [1]. Concerning the related literature, a lot of research work has been carried
out on identifying mortality patterns and formulating specific trends in Europe [2–6]. Furthermore,
the continuous development of spatial technologies and the increasing availability of related data have
allowed the implementation of spatial analyses in mortality research. Spatial analysis can address the
specificities of each space and consider that mortality may have variations in different geographical
settings. Numerous studies have been conducted over recent years exploring mortality from a spatial
perspective, at various spatial levels (national, state, or district) [7–10].

In line with above, a significant number of statistical methods have been developed and optimized
in order to describe the mortality of a given population [11,12]. An overview of these methods is
presented in [13]. Some of them, like the one proposed by Gompertz [14], are empirical since they
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describe the mortality trajectories without giving any explanations about the processes underlying
the mortality dynamics. Others, like that proposed by Makeham [15], are mechanistic and include
terms that explain the “nature” of processes and model parameters with biological or demographic
interpretations. However, the majority of the developed methods has been constructed by using
physical, demographically defined parameters as fundamental components [16]. These parameters
are defined on the basis of quantities, such as the number of deaths, with respect to demographic
characteristics like age, gender, level of education, marital status, or cause of death [17,18].

Considering the focus of most research work on spatial variations of mortality and not on its
aforementioned parameters, the present study aims to assess and cartographically visualize four of these
parameters at the European scale, during the time period 1993–2013. Defined by demographics with
respect to age and cause of death, the examined parameters constitute the fundamental components
of a recently proposed mortality method named the Beta Gompertz Generalized Makeham (BGGM)
distribution [19]. Their spatio-temporal assessment and mapping resulted to the identification of
spatial mortality patterns as well as variations over time. In order to achieve a visualization by gender,
the estimation of parameters was based on the analysis of available historical (remote and recent past)
mortality and population data for different combinations of genders, ages, and causes of death.

2. Materials and Methods

2.1. Data

This study relies on two different datasets. The first dataset consists of annual data on absolute
numbers of deaths in the entire population, in terms of age, gender, and cause of death, provided by the
“Human Mortality Database” (HMD) [20]. The HMD is the output of a project which was supported by
various research and science collaborators from around the world, who were generally interested in the
history of human longevity. It was developed with the aim of providing open, international access to
detailed mortality and population data for more than 40 countries worldwide. The obtained mortality
data referred to the period 1993–2013 and to 22 European countries. These countries were: Austria,
Belgium, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Iceland, Ireland,
Italy, Latvia, Lithuania, Netherlands, Norway, Poland, Portugal, Spain, Sweden, Switzerland, and the
United Kingdom. Furthermore, age and gender-specific population demographics were obtained by
the HMD for the far-past, and by the European statistical authority Eurostat [21] for the recent past.

The main spatial dataset used for the cartographic visualization of the estimated parameters
was also provided by Eurostat [22]. As a geographic information systems (GIS)-supported vector
layer representing European scale, this dataset contained the total of European countries as polygon
spatial features. Among all, the features related to the 22 countries mentioned above were selected and
extracted as a new separate dataset (Figure 1).

2.2. Methodology

The examined parameters constitute the fundamental components of a recently proposed mortality
method named the Beta Gompertz Generalized Makeham (BGGM) distribution. The details of this
method have been described by Andreopoulos et al. [19]. In general, the proposed BGGM method
combines the Gompertz [14] and Gompertz–Makeham [23] distributions by using a beta generator.
Its comparative advantage over the individual methods, on which its creation was based, can be traced
to the fact that it provides a greater flexibility and better capture of mortality “irregularities” at both
very low and very high ages. BGGM can be expressed by the following equation:

fBGGM(x) = (θeξx+λ+κx)e
−λx− θξ (e

ξx
−1)

B(α,β) ·

[(
1− e−

κ
λ x2
−λx− θξ (e

ξx
−1)

)]α−1

·

[(
e−

κ
λ x2
−λx− θξ (e

ξx
−1)

)]β−1

θ, ξ,κ, λ,α, β > 0, x ≥ 0

(1)
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where x is age, starting from 0 and going up to a maximum theoretical biological threshold (i.e., an age
above which no individual can theoretically survive), α and β are parameters of beta distribution [24],
and θ, ξ, κ, and λ are parameters related to different aspects of mortality.

ISPRS Int. J. Geo-Inf. 2020, 9, x FOR PEER REVIEW 2 of 20 

 

In line with above, a significant number of statistical methods have been developed and 
optimized in order to describe the mortality of a given population [11,12]. An overview of these 
methods is presented in [13]. Some of them, like the one proposed by Gompertz [14], are empirical 
since they describe the mortality trajectories without giving any explanations about the processes 
underlying the mortality dynamics. Others, like that proposed by Makeham [15], are mechanistic and 
include terms that explain the “nature” of processes and model parameters with biological or 
demographic interpretations. However, the majority of the developed methods has been constructed 
by using physical, demographically defined parameters as fundamental components [16]. These 
parameters are defined on the basis of quantities, such as the number of deaths, with respect to 
demographic characteristics like age, gender, level of education, marital status, or cause of death 
[17,18]. 

Considering the focus of most research work on spatial variations of mortality and not on its 
aforementioned parameters, the present study aims to assess and cartographically visualize four of 
these parameters at the European scale, during the time period 1993–2013. Defined by demographics 
with respect to age and cause of death, the examined parameters constitute the fundamental 
components of a recently proposed mortality method named the Beta Gompertz Generalized 
Makeham (BGGM) distribution [19]. Their spatio-temporal assessment and mapping resulted to the 
identification of spatial mortality patterns as well as variations over time. In order to achieve a 
visualization by gender, the estimation of parameters was based on the analysis of available historical 
(remote and recent past) mortality and population data for different combinations of genders, ages, 
and causes of death. 

2. Materials and Methods 

2.1. Data 

This study relies on two different datasets. The first dataset consists of annual data on absolute 
numbers of deaths in the entire population, in terms of age, gender, and cause of death, provided by 
the “Human Mortality Database” (HMD) [20]. The HMD is the output of a project which was 
supported by various research and science collaborators from around the world, who were generally 
interested in the history of human longevity. It was developed with the aim of providing open, 
international access to detailed mortality and population data for more than 40 countries worldwide. 
The obtained mortality data referred to the period 1993–2013 and to 22 European countries. These 
countries were: Austria, Belgium, Czech Republic, Denmark, Estonia, Finland, France, Germany, 
Greece, Iceland, Ireland, Italy, Latvia, Lithuania, Netherlands, Norway, Poland, Portugal, Spain, 
Sweden, Switzerland, and the United Kingdom. Furthermore, age and gender-specific population 
demographics were obtained by the HMD for the far-past, and by the European statistical authority 
Eurostat [21] for the recent past. 

 
Figure 1. European countries examined in the study.

Each of the above parameters has a specific demographic interpretation making output results
easy to analyze and useful for understanding age and time-specific observations related to mortality.
The range given for each parameter enables one to study and predict the course of human life, within
certain limits. Specifically, parameter θ describes the mortality at initial ages [0, 1), also known as
infant mortality. Human life is very fragile at the time of birth as well as during the months that
follow it. As an indicator of population living standards, infant mortality is highly influenced by
changes in economic and social conditions [25]. Parameter ξ, defined as the percentage of people aged
70 years or over, can reflect the demographic aging of a population [14]. Parameter κ describes the risk
of an unexpected death at the individual level. The higher its value, the higher the probability of a
sudden death. It actually reflects the impact of lifestyle choices, as well as the risk of an acute health
deterioration, a suicide, a car accident, or any other unpredictable fatality. The parameter λ refers
to hazardous events that may affect the entire population [15]. These events may be due to various
social (e.g., wars, illnesses), economic (e.g., economic crisis), or environmental (e.g., natural disasters
like earthquakes, floods, etc.) circumstances that have been proved to affect the rate of mortality.
The higher the value of the parameter, the greater the impact of an aggravating factor on the mortality
of the population. In other words, λ expresses the degree of success/failure by which the population is
dealing with death.
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Each and all of the four parameters θ, ξ, κ, and λ can contribute to the understanding of the
progression of a population’s mortality over time. Their estimation was achieved by using the
maximum likelihood method and the method of weighted least squares. The maximum likelihood is
defined by the equation [26]:

log L =
n∑

x=1

[
log

(
lx
dx

)
+ dxlog qx + (lx − dx)log(1− qx)

]
(2)

where log L is the natural logarithm of likelihood L, lx is the quantity of individuals that are alive in the
age of x, dx is the quantity of deaths in the interval [x, x + 1], and qx is the probability of an individual
of age x to die in this interval as it is calculated by the ratio:

qx =
dx

lx
(3)

In order to minimize the difference between real and calculated values, the method of weighted
least squares was applied. It is defined as follows [27]:

n∑
x=1

wx[rx − qx]
2 (4)

where wx is a weight value for age x, and rx is the real value for age x. It is worth mentioning that in
this case the real values were represented by the obtained death rates.

By using the obtained mortality and population demographic datasets in Equations (2)–(4),
the values of the four parameters θ, ξ, κ, and λ were estimated (Figures 2 and 3). Their estimation
was conducted by using open code R software (www.r-project.org), and specifically the “minpack.lm”
package [28] by the Comprehensive R Archive Network (CRAN) digital library. Of particular importance
was the “nls.lm” function, which was used to minimize the sum square of the vector returned by the
function “fn” (a function that returns a vector of residuals, the sum square of which is to be minimized),
by a modification of the Levenberg–Marquardt algorithm.

After a spatially-based assignment of the parameter values to each of the spatial features (i.e., to each of
the examined European countries) of the corresponding vector layer, multi-temporal gender-specific maps
were created in GIS environment (by using ESRI/ArcGIS ver. 10.4 software package). The classification of
the maps was then executed using the standard deviation method (Figures 4–11). Based on the mean
value of the dataset, this classification method generates class breaks by adding or subtracting one
standard deviation at a time [29]. As it is shown in Table 1, the parameter values were split into four
and three discrete classes for males and females, respectively, according to the relative classification
standard deviations (std).

Table 1. The standard deviation classification method for the gender-specific values of parameters.

Classes
Standard Deviations

Males Females

Low <−0.5 std <−0.5 std
Moderate −0.5–0.5 std −0.5–0.5 std

High 0.5–1.5 std > 0.5 std
Very high >1.5 std –

www.r-project.org
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Figure 2. Cont.
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Figure 2. Parameter values estimated for male gender in selected years of the period 1993–2013:
(a) Infant mortality (parameter θ); (b) Population aging (parameter ξ); (c) Individual unexpected
mortality (parameter κ); (d) Population mortality due to hazardous events (parameter λ).
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Figure 3. Parameter values estimated for female gender in selected years of period 1993–2013: (a)
Infant mortality (parameter θ); (b) Population aging (parameter ξ); (c) Individual unexpected mortality
(parameter κ); (d) Population mortality due to hazardous events (parameter λ).

3. Results

Figures 4–11 are composed of an overview of separate (sub)maps visualizing, by gender, the spatial
distribution of the estimated parameters for the 22 European countries, and six selected years (1993,
1998, 2002, 2006, 2009, and 2013).

3.1. Infant Mortality (Parameter Θ)

According to the results of parameter θ (Figure 4), except for Iceland, the majority of the other
Nordic countries (Sweden, Finland, and Denmark) generally presented low male infant mortality
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over time. After an increased tendency between 1993 and 2002, another Nordic country, Norway
seemed to follow a downward tendency. Tendencies similar to Iceland and Norway were observed
for Ireland and the United Kingdom, respectively. Among the Baltic countries, Estonia and Latvia
showed strong fluctuations over time. However, Lithuania developed a constantly positive tendency
with low parameter values. After fluctuations, the Netherlands culminated in moderate male infant
mortality. Its neighbor, Belgium, as well as countries in Central Europe (France, Germany, and the
Czech Republic) followed a constantly positive tendency with low parameter values. Beyond this
tendency, Switzerland, Austria, and Poland could not manage to get a positive sign in the parameter
estimations, indicating higher parameter values. With the exception of Portugal, which mainly showed
from high to very high levels of male infant mortality, the other Mediterranean countries (Greece, Italy,
and Spain) were found with low levels over the entire examined period.
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In the case of female infant mortality (Figure 5), it can be mentioned that there are two main
patterns represented by countries with constantly low parameter values (Sweden, Finland, Denmark,
Lithuania, Germany, France, Austria, Greece, Italy, and Spain), and countries with constantly higher
values (Norway, Iceland, the United Kingdom, Ireland, the Netherlands, Belgium, Poland, Latvia,
Switzerland and Portugal). The decrease in the parameter values of Estonia and the Czech Republic
in 1998 and 2002, respectively, was followed by an increase assigning also these two countries to the
above second pattern.
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3.2. Population Aging (Parameter Ξ)

Based on the results of parameter ξ (Figure 6), despite the influence of fluctuations over time
(intense increase in 2006 and a slight decrease in 2009), the male population aging for Iceland eventually
reached a high level. Finland constantly showed an upward tendency, reaching a very high level in
2013. Norway and Denmark witnessed an increase in 2002 and 2009, respectively, resulting in high
parameter values. Except for a significant decrease in 2002, causing a moderate parameter value,
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another Nordic country, Sweden, generally presented constantly high values from 2006 onwards.
Although they presented low parameter values in the largest part of the examined period (between
1993 and 2009), Estonia and Latvia eventually managed to achieve an increase in 2013. However, except
for an increase in 2013, Lithuania showed almost steadily moderate values. Higher parameter values
were detected for the Netherlands. A steady increase from 2006 onwards led to very high levels of
aging in 2013 for Belgium. In the United Kingdom and Ireland, the general balance in moderate levels
was affected by an increase in 2013 resulting eventually in higher levels of values. Tendencies similar
to the United Kingdom were presented by Poland and the Czech Republic, respectively. Longevity
in other countries in Central Europe such as Germany, France, Switzerland, and Austria could be
considered to have the most significant impact on the male population aging with extremely increased
parameter values (very high levels in 2013). The steady tendency of Greece was eventually affected by
an increase in 2006. Spain and Italy were found to generally have an upward tendency after 2002 and
2006, respectively. Except for a decrease in 1998, another Mediterranean country, Portugal, showed a
steady upward tendency, eventually reaching a very high parameter value.
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Concerning female population aging (Figure 7), Nordic countries were found to constantly have
high parameter values over the time. The United Kingdom and Ireland were shown to reveal strong
fluctuations over the time, and finally a clear upward tendency to high parameter values. Except for an
increase between 2006 and 2009 in Lithuania, the female populations of Baltic countries were mostly
characterized by moderate levels in terms of aging. Despite their moderate parameter values until
1998, the Low Countries showed an increased tendency in the following period. A similar tendency
was observed for the most of countries in Central Europe while their initial low values in 1993 were
then affected by an upward tendency. Austria and Poland constitute two exceptions with a converse
(downward) tendency. More or less strong fluctuations had as a final result high percentages of elderly
women in the Mediterranean countries.
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3.3. Individual Unexpected Mortality (Parameter K)

According to the results of parameter κ (Figure 8), the male populations of the majority of Nordic
countries constantly presented a low possibility of individual unexpected mortality. On the contrary,
the initial low parameter values of Norway in the period of 1993–2002 were significantly increased
in the following period (2002–2013). Among the Baltic countries, Lithuania indicated a balance in
low levels over time. Despite their upward tendency in approximately the total of examined period,
the other two Baltic countries managed to significantly decrease their parameter values from 2006
onwards, reaching low levels in 2013. With the exception of increased tendency from the Netherlands
between 2006 and 2009, the Low Countries revealed low parameter values. Conversely, the initial
“positivity” (low levels) from the United Kingdom was followed by a steady increase in its parameter
values from 1998 onwards, having as a result much higher levels in 2013. A steady “positivity” was
detected for Ireland, as well as for most of the countries in Central Europe. Among them, only the
Czech Republic was found to present a high parameter value in 2013. Except for the fluctuations
in Portugal until 2006 and the notable increase in Greece in 1998, low levels with respect to male
individual unexpected mortality generally characterized the Mediterranean countries.ISPRS Int. J. Geo-Inf. 2020, 9, x FOR PEER REVIEW 13 of 20 
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The relative results of the parameter also indicated that the initial high possibility in terms of female
individual unexpected mortality from the majority of examined European countries was followed by a
steady downward tendency resulting in lower values in 2013 (Figure 9). Denmark, Poland, the United
Kingdom and the three Baltic countries constitute the exceptions, with high parameter values in either
most or all of the examined period.
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3.4. Population Mortality due to Hazardous Events (Parameter Λ)

Regarding the results of parameter λ (Figure 10), there are two main patterns with respect to the
possibility of male overall unexpected mortality. These patterns were mainly represented by countries
with constantly low parameter values (the majority of Nordic countries, the Baltic countries, Poland,
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the Czech Republic and the United Kingdom), and countries with more (Germany, France, and Austria)
or less (Denmark, Greece, Italy, Spain, and Portugal) increased values, especially from 2006 onwards.
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Concerning the female population (Figure 11), different fluctuations over time characterized
countries with eventually low (Iceland, Ireland, the Netherlands, and Switzerland) and moderate
(Sweden, Finland, Denmark, the United Kingdom, Austria, the Czech Republic, Greece, Italy, Spain,
and Portugal) parameter values in 2013. Fluctuations between low and moderate values over the
entire period was also shown by Germany and France. Similar endings were presented by Estonia and
Poland which, after a steady tendency to high levels until 2009, managed to reach decreased (moderate)
values in 2013. That was not observed for the other two Baltic countries (Lithuania and Latvia), which
followed a steady tendency to high parameter values over the entire period. The steady tendency of
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Norway to low parameter values was affected by a significant increase in 2009, resulting in a much
higher value. However, the country appeared to show a relative decrease in 2013, reaching eventually
a low value.

ISPRS Int. J. Geo-Inf. 2020, 9, x FOR PEER REVIEW 16 of 20 

 

resulting in a much higher value. However, the country appeared to show a relative decrease in 2013, 
reaching eventually a low value. 

 
Figure 11. Population mortality due to hazardous events (parameter λ) for female gender in 1993, 
1998, 2002, 2006, 2009, and 2013. 

4. Discussion and Conclusions 

The current study presents the way that influencing parameters contribute to the gender-specific 
mortality at European scale. For this reason, the spatial patterns of these parameters as well as their 
variations during the period of 1993–2013 were identified in a total of 22 European countries. Each of 
the parameters has a particular demographic interpretation enabling the exploration of mortality by 
different aspects, such as infant mortality (parameter θ), population aging (parameter ξ), as well as 
individual (parameter κ) and population unexpected mortality (parameter λ). In order to estimate 
them, a number of demographic characteristics should be taken into account. Age and gender are 
two of the most important such characteristics since they can indicate the gender-composition and 

Figure 11. Population mortality due to hazardous events (parameter λ) for female gender in 1993, 1998,
2002, 2006, 2009, and 2013.

4. Discussion and Conclusions

The current study presents the way that influencing parameters contribute to the gender-specific
mortality at European scale. For this reason, the spatial patterns of these parameters as well as their
variations during the period of 1993–2013 were identified in a total of 22 European countries. Each of
the parameters has a particular demographic interpretation enabling the exploration of mortality by
different aspects, such as infant mortality (parameter θ), population aging (parameter ξ), as well as



ISPRS Int. J. Geo-Inf. 2020, 9, 547 17 of 21

individual (parameter κ) and population unexpected mortality (parameter λ). In order to estimate
them, a number of demographic characteristics should be taken into account. Age and gender are
two of the most important such characteristics since they can indicate the gender-composition and
age-distribution of a given population, and thus define its potential prospects. The importance of
certain causes of death has also been constantly increasing as a result of the adoption by humans of
unhealthy practices and their exposure to frequently occurring environmental risks [30].

Considering the above, relative time-specific, demographic mortality, and population data with
respect to gender, age, and cause of death were exploited for the estimation of parameters. The estimated
parameters were then visualized by a time series of gender-specific maps. Certain interesting findings
can be extracted from the total of produced results.

Concerning the two genders, the produced results capture the fact that women face lower mortality
risk during the first year of life, as well as higher longevity compared to men. In other words, more
male infants do not survive at the critical age of [0, 1) years, while the male population is shown to
have no concrete resilience to death. These findings are in agreement with those derived from the
studies of [31,32]. According to [31], between the two genders, a growing male disadvantage in infant
mortality has been noted in both European and non-European countries from the first half of the
twentieth century onwards. This disadvantage is mainly due to the even greater vulnerability of males
to mortality from perinatal conditions. Furthermore, as mentioned in [32], women live longer than
men in most countries of Europe. The female advantage in longevity was mainly observed in the
middle of the eighteenth century. During the twentieth century, this “gender gap” further increased
because of the economic development and improved living conditions for women.

Moreover, men have been proven to be more vulnerable to various exogenous factors and
unexpected events that affect mortality at both individual and population perspectives. A higher
percentage of male than female individuals is documented to be linked with deaths caused by accidents,
suicides, and exposure to several exogenous forces in European countries [33]. This percentage has
been found to be analogous the percentage of male population’s deaths caused by natural disasters
and other harmful socio-economic circumstances [34].

By the interpretation of temporal variations in the four parameters, it is concluded that the
majority of the examined European countries generally present a “positive” tendency in infant
mortality, with either constantly low or continuously decreasing levels over time. By analyzing
data on deaths of children aged less than one year between 1994 and 2015, Onambele et al. [35]
also found that infant mortality has declined steadily in the EU and its member states in the past
decades. Demographically, this is reflected in an increase in human life expectancy. This increase is
also reinforced by the upward tendency in the population aging over the time. Based on Suchecka
and Urbaniak [36], there is no country in Europe that is not experiencing a growing number and
proportion of elderly among its residents. In recent decades, deaths in Europe tend to be accumulated
at ages over 75. This fact, in combination with the observed downward tendency in birth rates, can
highly contribute to the transformation of the European population’s age composition in the next years.
In particular, official data published by various agencies throughout Europe predicts that, by 2030,
the elderly will be the one-quarter of European population [36].

In terms of vulnerability to exogenous factors, differentiations by the “nature” of vulnerability
(individual and overall) is mainly detected over time. For males, the majority of the countries
were found to generally show a stabilization in low individual vulnerability, and simultaneously an
increasing tendency in overall vulnerability. Conversely, for females, a greatly decreasing tendency in
the vulnerability of individuals and a stabilized “positive” tendency (with low parameter values) in
the vulnerability of overall populations are pronounced for the majority of the countries. The most
common explanations for these findings are considered to be biological risks, risks acquired through
social roles, lifestyle, and behavior, as well as differential healthcare access, treatment, and use [37].

Regarding the spatial patterns identified in the four parameters, it can be stated that they are
highly influenced by the geographical location and vicinity of the European countries. Geographically
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defined groups of countries such as the Nordic countries (Sweden, Norway, Finland, Denmark,
and Iceland), Baltic countries (Estonia, Latvia, and Lithuania), Low Countries (the Netherlands and
Belgium), Central European countries (France, Germany, Switzerland, Austria the Czech Republic,
and Poland), Mediterranean countries (Greece, Italy, Spain, and Portugal), as well as the pair of
the United Kingdom–Ireland, were found to present more or less similar tendencies over the time.
For instance, with some exceptions from Norway, the Nordic countries generally indicated low infant
mortality, high population aging, and concurrently low individual and population unexpected mortality,
reflecting the very good living standards provided by them. In general, the Nordic countries rank highly
on the basis of various socio-economic and health-relevant conditions such as high gender equality,
educational attainment, and labor force participation, low income disparities, and a predominant
publicly financed health-care system [38]. Their neighboring Baltic countries, however, showed strong
fluctuations in the majority of cases, indicating a sensitivity in the four mortality-related parameters.
This sensitivity could be explained by the particular size and age composition of their populations.
Small and generally much younger populations characterize the specific group of countries [39].

Since 2008, a constantly increasing mortality of male population due to unexpected events was
observed for the Central Europe countries, and mainly the Mediterranean countries. This increase
most probably captures the impacts of the 2008 global economic crisis on mortality. An economic crisis
is associated with job displacements and increasing unemployment rates, which tend to worsen life
conditions. It is also highly related to mortality, due to specific causes or by affecting specific groups of
the population [6]. As an example, Laliotis et al. [40] stated that deaths by suicide increased in the
Mediterranean country of Greece during the 2008 economic crisis, with the association being strongest
among men of working age (15–64 years). Furthermore, high levels were generally marked over the
time by the Low Countries in terms of female individual unexpected mortality. The composition of
their populations by a number of different nationalities have probably played a significant role in it.
The Low Countries have revealed the largest proportions of immigrants in Europe for decades [41,42].
Long-term residence in a host country can lead to health deterioration among some immigrant groups
as a result of poor living and healthcare conditions [43].

Some important assumptions of the study need to be pointed out. The variations in parameter
κ are mostly related to age rather than gender. For any given individual, κ is expected to be higher
during adolescence and early adult life as well as at ages from 50 to 75. This reflects the fact that
young adults usually adopt a more risky lifestyle, while individuals between the ages of 50 and 75
tend to be more prone to unexpected health problems. Moreover, given that its estimation is based on
individual/personal data (not always available from official statistical authorities), the conclusions
derived from this parameter essentially constitute simple indications.

Similarly to the present study, research efforts that explore the dynamics of mortality throughout
human life and its fluctuations over time can have a significant usefulness. In particular, the analysis
of spatio-temporal variations of mortality can greatly contribute to understanding of the mechanisms
underlying aging and mortality, as well as the planning and implementation of socio-economic
strategies aiming to improve the quality of life, extend life expectancy, and reduce premature mortality.
Furthermore, projections about the demographic progression of populations can be obtained. Based
on these projections, governments can better manage their pension commitments and properly share
their health-focused budgets.

In addition, considering the two genders, their differences in terms of mortality or health are
considered to be complex since they mostly depend on biological, social/behavioral, and economic
context. Due to the higher degree of difficulty for biological interventions (e.g., in genetics and
hormones), policies aiming to promote and establish gender-specific health-seeking social behaviors
and economic well-being—in relation to the “advantageous” gender detected from each of four
examined mortality parameters—might reduce these differences. Especially as men increasingly
behave more similarly to women, and as inequalities in employment, healthcare access, and familial
responsibilities and involvement recede, so may the “gap” between them be narrowed.
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