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3
Diversity in older adults’ care networks

“The informal caregivers are for us, for me, very out of sight […] 

We cannot take the time to sit together. That is a bottleneck. 

Because this is a complex situation.”

Nurse, 05321

“Well, I have seen in her folder, but that thing was never filled 

in I think, some kind of care network, and maybe it is practical 

to fill it in and write down a phone number and maybe a short 

description of what someone does there. Because if you have 

never met the neighbour, you do not know whether he wants to 

be called or not when something is wrong so maybe something 

like that would work.” 

Household worker, 06721

 

 

 

 

 

This chapter is under review at an international peer-reviewed journal as: Jacobs, M., 
Aartsen, M., Deeg, D. J. H., & Broese van Groenou, M. (2015). Diversity in older adults’ 
care networks: the added value of psychological factors and social network proximity.
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Abstract 

Policy reforms in long-term care require an increased share of informal caregivers 
in older adults’ care. This may be more feasible for older adults who are capable 
to organize the care themselves and have a local social network. This study de-
scribes to what degree prevalent care network types vary in share of informal 
caregivers, and examines associations with the community-dwelling older adults’ 
need, enabling, and predisposing factors. Latent Class Analyses were applied to 
a subsample of older care receivers (N=491) from the Longitudinal Aging Study 
Amsterdam to find homogeneous subgroups of people with the same care network. 
Multinomial regression analysis explored relations between network type and po-
tential predictors. Privately-paid, partner, informal and formal care network types 
were distinguished. Share of informal care in network type appeared mostly related 
to health- and partner status, income and children’s proximity. Proximity of other 
potential informal caregivers did not affect network type. Perceived control was 
highest in the privately-paid network. Results suggest that local (non-)kin could be 
mobilized more often in partner networks. Increasing informal or alternative care 
in formal networks is less likely due to the limited social and financial resources 
and low perceived control of care.
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Introduction

The intersection of informal and formal care receives increasing attention of both 
research and policy in the light of population ageing and rising public health care 
costs, as current welfare state retrenchment involves substantial austerity measures 
with regard to publicly financed formal care. The aim is that older adults with 
greater care needs live longer independently with increased reliance on informal 
care (Koehly et al., 2015; Pavolini & Ranci, 2008). In the Netherlands, for ex-
ample, older adults are explicitly stimulated to arrange their own care and mobilize 
informal caregivers (Da Roit, 2012; Grootegoed & Van Dijk, 2012; Schenk et al., 
2014). However, female labour force participation has increased, households are 
smaller and children nowadays live farther away from their parents, reducing the 
opportunities for informal care provision. Hence, to sustain long-term care and 
avoid overburdening of primary caregivers, older adults may opt to mobilize care 
from multiple informal caregivers in the neighbourhood, possibly supplemented 
with privately-paid or public care. This would require older adults to be willing 
and capable to actively engage social network members as caregivers, who in turn 
have to be willing to provide help.

Care networks are defined as the collection of individuals who provide support 
because of seniors’ long-term health problems or functional limitations (Keating 
et al., 2003). To date, detailed information on the size and composition of care 
networks of community-dwelling older adults is lacking. In part this is due to the 
fact that most studies merely distinguish theoretically between the use of no care, 
formal, informal, or mixed forms of care (Bonsang, 2009; Motel-Klingebiel et 
al., 2005). They often disregard the degree to which care networks contain mixes 
of different types of informal and formal caregivers. The first aim of our study is 
obtaining insight in types of care networks and how the share of informal care 
differs across the network types. This will help understand which older adults may 
risk a lack of care, as the consequences of the austerity measures might vary in 
different care networks.

Our second research goal is to relate network types to characteristics of the older 
adult, such as the availability of potential informal caregivers and the abilities 
to organize the care. The Behavioural Model of Health Services Use (Andersen 
& Newman, 2005) is often applied to study long-term care and will be used to 
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describe factors which are associated with various care network types. However, 
as both Bradley et al. (2002) and Blieszner, Roberto and Singh (2001) argue, 
within this model limited attention is given to psychological factors, such as the 
desire to be in control of care and the preferences for specific types of caregivers. 
Therefore, we will include a broader scope of predisposing factors we hypothesize 
to be important to relate to older adults’ care networks, especially regarding their 
willingness and perceived capabilities to involve informal care. 

Care network types
The network typology will be based on a large collection of caregiver types, (e.g. 
partners, kin, neighbours, privately-paid help), as all these types might be part of 
an older adults’ care network. Few studies explore the diversity of caregiver types, 
and these provide detailed information on the informal caregiver network, but lack 
information on the presence of alternative types of caregivers, such as privately-
paid or publicly paid caregivers (Schenk et al., 2014). Keating and Dosman 
(2009) found that older adults with co-residing spouses and/or children at home 
less often received formal care and have fewer informal caregivers around them. 
Older adults with friends and not co-residing close kin who provide the care, on 
the other hand, tended to have larger informal networks. Li (2004) collected data 
from caregiving daughters and wives and found that wives generally less often 
involve supportive services. She suggested that friends and neighbours might be 
good mediators between caregiving families and service providers. Finally, Broese 
van Groenou et al. (2015) studied mixed care networks in which both informal and 
formal caregivers were present and found that older adults without a co-resident 
caregiver had larger care networks.

In order to gain insight in the variety of care networks, we will develop a network 
typology. This has several advantages: multiple variables of interest, such as the 
presence of various types of caregivers are included, and the interrelationships 
between the different caregivers are taken into account, leading to comprehensive 
network types (Litwin, 1998). We will provide a detailed understanding of which 
combinations of different types of informal and formal caregivers occur, and the 
variation in care intensity as measured by hours of care and kind of tasks fulfilled. 
In order to involve all caregivers older adults can have, we will next to ADL and 
IADL tasks, include other types of tasks as well, such as administration and help 
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with transport. The latter two are mostly performed by informal caregivers (e.g. 
Wolf et al., 1997), but ignored or grouped under IADL tasks in most research. 
Hence, given our aim of regarding the share of informal care, insight in the variety 
of especially those kinds of tasks is relevant to the current study. Our first research 
question is: Which care network types of Dutch community-dwelling older adults 
can be distinguished and to what degree do these types vary in the share of infor-
mal care?

Factors associated with network types
In order to relate the obtained network types to characteristics of the older adult, 
we will regard predisposing, enabling and need factors (Andersen & Newman, 
2005). Predisposing factors indicate the extent to which people will ask for (in)
formal help, based on norms, attitudes and preferences. In most research, they 
are only indicated by general characteristics like gender, age, and socio-economic 
status (Babitsch, Gohl, & von Lengerke, 2012), and limited attention is given to 
attitudes and preferences (Blieszner et al., 2001; Bradley et al., 2002). We will 
therefore involve certain characteristics which we hypothesize to be important for 
the mobilization of informal care. In concrete these are general and care-related 
indicators of perceived control and older adults’ preferences for sources of care.

Care-related perceptions of control involve the degree to which older adults feel 
they are in control of the care and have the potential to shape and mobilize their 
own care network (Janlöv, Hallberg, & Petersson, 2006). Janlöv et al. (2006) found 
that receiving formal care contributes to a loss of control for older adults, while 
reliance on close family as a safety net strengthened their feelings of wellbeing. 
To investigate the older adults’ willingness to involve certain types of caregivers 
we will regard preference for informal or formal care. For general indicators of 
control we will include level of education, investment in independence and mas-
tery. Previous research showed that when older adults prefer formal to informal 
care (Pinquart & Sörensen, 2002), or are higher educated, they are more likely to 
use formal care. Conversely, older adults with a low socio-economic status have 
higher odds of receiving informal help only (Broese van Groenou et al., 2006). 
Chipperfield and Greenslade (1999) found that among health impaired older adults, 
those with lower levels of control more often used health care services. Bordone 
(2014) found that an increase in help with (I)ADL from children was associated 
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with a decreased locus of control. The causality between the predisposing factors 
and care use cannot be established in the current study, but we do regard them as 
important characteristics to explore.

Enabling factors, as a second group of determinants, indicate the opportunities 
and restrictions older adults have to receive informal and formal care, based on (a 
lack of) different resources like having a partner, children living nearby, income 
and level of urbanization. The importance of the social network for older adults’ 
care use is already well established (e.g. Carpentier & Ducharme, 2003; Keating & 
Dosman, 2009). Blieszner et al. (2001) found that older adults who received infor-
mal care solely instead of formal care solely, had more social resources, compared 
to older adults who received both informal and formal care. As proximity is an 
important indicator for the availability of informal caregivers (e.g. Bell & Ruth-
erford, 2013; Silverstein, Conroy, & Gans, 2008), and policy measures explicitly 
stress the necessity of local informal care, we will investigate whether the presence 
of a wide range of proximate kin and non-kin is related to a care network with 
more informal caregivers. Other enabling factors we will take into account are 
marital status, income and level of urbanization. Regarding marital status, when 
a spouse is available informal care is provided more often without formal care 
(Suanet et al., 2012). A higher income is related to more use of formal services 
(Goda, Golberstein, & Grabowski, 2011). In terms of urbanization, research in 
the Netherlands found that informal care is more often provided in rural areas 
(Steenbekkers & Vermeij, 2013), and formal care is more often used in urban areas 
(Plaisier & de Klerk, 2015).

Finally, need factors point at the necessity of care due to health problems. Both 
physical and mental health status will be regarded, by involving functional limita-
tions, chronic diseases, cognitive impairment and depression. Several studies found 
that the greater the functional limitations and level of depression, the higher the 
odds to receive formal care (e.g. Bock et al., 2014; Paraponaris, Davin, & Verger, 
2012). Focusing specifically on the growing importance of certain predisposing 
and enabling factors, we formulated our second research question as follows: How 
are care network types related to older adults’ determinants, specifically regarding 
the capabilities to involve informal care and availability of proximate network 
members?
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Methods

Sample
The study draws on the 2011/2012 wave of the Longitudinal Aging Study Am-
sterdam, an on-going cohort study in the Netherlands focusing on older adults’ 
physical, cognitive, emotional and social functioning (Huisman et al., 2011). Dur-
ing this wave questions about the care network were included. Of the 1308 older 
adults interviewed, we selected those who lived independently (N = 1263) and 
needed any of five types of care (see below, N = 553). 62 older adults did not fully 
complete the interview, leading to a study sample of 491 older adults. 

Care network identification
The respondents were asked whether they received help with Instrumental Activi-
ties of Daily Living (IADL), Activities of Daily Living (ADL), nursing, transport 
and/or administrative tasks (yes/no). Receiving help with IADL tasks was described 
as help with household work, such as preparing meals or cleaning the house. Help 
with ADL tasks was explained as help with personal care like to wash, put clothes 
on or to go to the toilet. Nursing tasks were described as wound care, stoma care, 
insertion of a probe or catheter, giving injections or giving medication. Transport 
was determined as transport outdoors, facilitating visits to family, friends or health 
services (such as the general practitioner or hospital). Help with administrative 
tasks were specified as assistance in arranging assistive devices or housing adjust-
ments, and regulating financial and administrative matters. If responded affirma-
tively, the respondents were asked from whom they received the care (choice of 12 
types, e.g. partner, children, neighbour, professional household care). 

Care network variables 
We distinguished between the following caregiver types: residing caregivers 
(presence of partner, resident child and/or resident other), non-residing children, 
extended family, neighbours/ friends/acquaintances/volunteers, publicly-paid 
caregivers (presence of district nurse, household worker and/or hospital personnel) 
and privately-paid caregivers. To describe the networks in detail we calculated 
the total number of caregivers per type, and the total hours per caregiver type. 
We further included whether the respondents received help with each of the five 
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different types of tasks, aggregated the number of tasks the respondents received 
help with and recoded this to one, two or three or more tasks.

Need variables
Functional limitations were measured by assessing difficulties in performing six 
ADL activities (Van Sonsbeek, 1988), e.g. ‘Can you walk up and down fifteen 
steps of a stair without stopping?’ (0 = without difficulty to 4 = not at all). The 
items were summed, with a higher score indicating more functional limitations 
(α = 0,78). Chronic diseases were obtained by means of self-report: respondents 
indicated whether they had arthritis, cancer, cardiac disease, chronic non-specific 
lung disease, diabetes mellitus, peripheral arterial disease or a stroke. The number 
of chronic diseases was summed. Cognitive functioning was measured using 20 
items of the Mini-Mental State Examination scale (MMSE, Folstein, Folstein, & 
McHugh, 1975). A higher score indicating a better cognition. Finally, depression 
was measured using the Centre for Epidemiologic Studies Depression Scale (CES-
D, Radloff, 1977). Respondents indicated on a four-point scale for 20 items how 
much they agreed. A higher score indicated a higher level of depressive symptoms 
(α = 0,86). 

Predisposing variables
Regarding sense of mastery (Pearlin & Schooler, 1978), the respondents were 
asked to indicate whether they agreed on a five-point scale to five statements, like 
‘I have little control over things that happen to me’. A higher score indicates a 
greater feeling of self-control. Investment in independence was assessed by asking 
the respondents to reflect on a 5-point scale on thirteen statements, like ‘It is impor-
tant to me to be able to live independently’ (Auman, Bosworth, & Hess, 2005). A 
higher score indicates a higher investment in independence (α = 0,76). Educational 
level was measured (1 = low; elementary school, 2 = middle; secondary education, 
3 = high; higher vocational or university level). Preference for informal care was 
assessed by two statements, like ‘When you need temporary help, you should be 
able to rely on your children, family or neighbours’ (1 = completely disagree to 5 
= completely agree). A preference for informal care (0 = no, 1 = yes) was scored 
if the older adult agreed or completely agreed to at least one of the statements. As 
for preference for formal care, the statement ‘It is bothersome to be dependent 
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of professional agencies for help’ was used (1 = completely disagree to 5 = com-
pletely agree). (Complete) disagreement resulted in a preference for formal care 
(0 = no, 1 = yes). Perceived control of care was asked by three questions: if they 
could determine who provided the care, what kind of care was provided and on 
what moment of the day or the week. Response categories ranged from 1 = leave 
it completely to others to 3 = I determine it completely myself, and were summed 
(α = .80). Finally, as an indicator for attitude the respondents were asked whether 
they found it important to have control over their care (1 = very unimportant to 5 
= very important).

Enabling variables
Personal network size is the sum of all persons the respondent identified to be in 
touch with regularly and who were important to them (van Tilburg, 1998). Seven 
relationship types could be identified, like children (in law) or neighbours. Next, 
the number of proximate network members with frequent contact was assessed. 
Because of the skewed distribution these variables were recoded into at least one 
child/family member/friend/other non-kin or neighbour nearby (<15 minutes 
travel distance) with frequent contact (0 = no, 1 = yes). Net monthly income was 
investigated. For the respondents with a partner living in the same household, we 
multiplied total household income by 0.7 to make it comparable to incomes of 
single person households. Urbanization is based on the number of addresses per 
square kilometre, ranging from 1 = less than 500 to 5 = more than 2.500. 

Procedure
To estimate care networks, a latent class analysis (LCA) is applied in Mplus 7.0, 
based on the six dichotomous variables on caregiver type. LCA is a person-cantered 
approach which identifies subgroups of individuals who are similar regarding the 
care network composition. Models for 1 to 6 latent classes were computed. The 
models were compared using Akaike’s information criterion (AIC), Bayesian 
information criterion (BIC), sample-size adjusted BIC, Chi-Square Tests of Model 
Fit and entropy. A smaller score of the AIC and BIC is preferred as a goodness-of-
fit (Lanza, Collins, Lemmon, & Schafer, 2007). The entropy score indicates how 
well class membership is predicted by the indicators (McCutcheon, 2002), with 
values higher than .80 regarded as acceptable (Ram & Grimm, 2009). Finally, 
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the Vuong-Lo–Mendell–Rubin likelihood ratio test (VLMR-LRT) is a chi-square 
difference test which assesses a goodness-of-fit by testing the difference between 
the fit of a model with k classes and a model with k-1 classes. Based on these 
indicators and interpretability, the model that represented the data best was chosen 
(Jung & Wickrama, 2008).

To explore the extent to which the determinants distinguished between the net-
work types, we performed a multinomial logistic regression analysis in STATA 
12.0 and computed Average Marginal Effects (AMEs). AMEs measure the effect 
on the dependent variables when there is a 1-unit change in the independent vari-
able, calculated when holding all other variables constant (Long, 1997). Hence, 
AMEs depend on the values of all independent variables and on the coefficients 
for each outcome group. In this way we could determine the relative importance 
of the determinants for each network, taking into account the other network types 
without selecting an arbitrary reference group. Partner status was not used as a pre-
dictor in the multinomial analyses as it resembled one of the latent class indicators, 
i.e. partner providing care. Income was standardized in the multinomial analyses. 
Collinearity statistics were calculated for the set of explanatory variables and were 
within an acceptable range (highest VIF = 1.53).

Results

Description of the care network types 
The fit indices are shown in table 3.1. Compared with a three-class model, the 
VLMR-LRT showed that adding a fourth class was valuable. Also theoretically 
we preferred to distinguish four classes, as one class in the third model was split 
in two classes in the fourth model and had distinct features with regard to our 
research question (i.e. one containing more informal care, the other more formal 
care). Concerning the five-class solution we observed that one class in the fourth 
model was split in two for the fifth model, leading to two small groups which were 
not very distinct. As the BIC increased as well by almost 30 points we chose the 
fourth model. Average latent class probabilities for this class are shown in table 
3.2. First, we will describe the four network types by their network characteristics 
and the older adults’ characteristics. 
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Privately-paid network
The first network type is the privately-paid network (N=138, 28%, table 3.3), as 
mostly privately-paid help was present, and hardly any other caregivers. These 
caregivers mostly provided household care (on average three hours per week) and 
no other types of tasks. Regarding its determinants (table 3.4), we found that this 
type of care network can be characterized by a relatively large proportion of male 
care receivers (37%), and compared to the informal and formal network, more 
often a partner was present. This network concerns older adults with on average 
less functional limitations, fewer chronic diseases, better cognitive functioning 
and, compared to those in the formal network, fewer depressive symptoms. Older 
adults in this network more often were higher educated, perceived a high sense of 
mastery and control of care, and found it important to have control over the care. 
With regard to the enabling factors, the older adults in this network type more 
often had proximate friends and higher incomes. In conclusion, the privately-paid 
network type is characterized by the absence of informal care and by older adults 

Table 3.1 Model fit with 1 to 6 classes, based on six indicators (N = 491)

Model AIC BIC SSA-BIC Entropy
VLMR-LRT
p value

1 2898.561 2923.740 2904.696 - -

2 2703.807 2758.360 2717.098 0.914 <0,001

3 2603.499 2687.428 2623.948 0.928 <0,001

4 2582.862 2696.166 2610.469 0.849 0.013

5 2580.553 2723.232 2615.316 0.917 0.001

6 2589.069 2761.123 2630.990 0.880 0.284

AIC: Akaike’s information criteria; BIC: Bayesian information criteria; SSA-BIC: Sample-size 
adjusted Bayesian information criteria; VLMR-LRT: Vuong-Lo–Mendell–Rubin likelihood ratio test

Table 3.2 Average Latent Class Probabilities for Most Likely Latent Class Membership (Row) by 
Latent Class (Column)

1 2 3 4

1 0.964 0.000 0.003 0.034

2 0.000 1.000 0.000 0.000

3 0.121 0.036 0.843 0.000

4 0.068 0.000 0.000 0.932
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Table 3.3 Descriptives of the care networks (N = 491)
Total
N = 491

Private 
N = 138

Partner 
N = 78

Informal 
N = 105

Formal 
N = 170

Class variables

Help from residential caregiver, % 19.1 0.0 100.0 0.0 9.4

Help from child, % 28.5 0.0 9.0 71.4 34.1

Help from family, % 8.6 2.2 0.0 22.9 8.8

Help from neighbour, % 6.9 2.9 3.8 15.2 6.5

Help from publicly-paid caregiver, % 36.7 2.9 1.3 4.8 100.0

Help from privately-paid caregiver, % 35.8 100.0 17.9 22.9 0.0

Total of residential caregivers (0-3), M 0.20 (0.43) 0.00 1.04 0.00 0.11

Total of children (0-5), M 0.51 (0.99) 0.00 0.12 1.37 0.56

Total of family (0-5), M 0.13 (0.52) 0.02 0.00 0.38 0.12

Total of neighbours (0-5), M 0.12 (0.53) 0.04 0.08 0.28 0.10

Total of publicly-paid caregivers (0-10), M 0.79 (1.81) 0.03 013 0.25 2.06

Total of privately-paid caregivers (0-4), M 0.40 (0.57) 1.11 0.19 0.25 0.00

Total number of caregivers (1-13), M 2.14 (2.21) 1.20 1.55 2.52 2.94

Hours residential caregiver (0-112), M 1.58 (6.96) 0.00 8.35 0.00 0.72

Hours children (0-99), M 0.92 (4.78) 0.00 0.20 2.72 0.89

Hours family (0-13), M 0.18 (0.97) 0.01 0.00 0.57 0.16

Hours neighbours (0-14), M 0.15 (0.88) 0.03 0.08 0.31 0.18

Hours publicly-paid caregivers (0-20), M 1.53 (2.71) 0.08 0.01 0.30 4.18

Hours privately-paid caregivers (0-22), M 1.09 (2.17) 3.09 0.42 0.70 0.00

Total number of hours (0,5-112) 5.61 (8.82) 3.26 9.07 5.13 6.22

One task performed, % 59.1 89.9 56.4 49.5 41.2

Two tasks performed, % 21.4 9.4 25.6 27.6 25.3

Three or more tasks performed, % 19.6 0.7 17.9 22.9 33.5

Personal care provided, % 12.2 0.7 17.9 4.8 23.5

Household care provided, % 87.4 98.6 71.8 66.7 98.2

Nursing care provided, % 8.6 0.0 9.0 5.7 17.1

Transport care provided, % 31.8 2.9 41.0 46.7 41.8

Administrative care provided, % 28.9 8.7 39.5 55.2 28.8
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Table 3.4 Descriptives and bivariate associations with care network types 
(vertical percentages, N = 491)

Total Private Partner Informal Formal P-value

Age (64.10-99.57), M 78.44 (7.67) 76.00s/i/f 73.15p/i/f 79.89p/s 81.96p/s <0.001

Female, % 67.6 63.0 69.2 70.5 68.8 0.59

Partner, % 51.3 60.9 93.6 26.7 39.4 <0.001

Need factors

Functional limitations (0-22), 
M 

5.19 (5.23) 2.80s/f 5.12p/f 4.46f 7.61p/s/i <0.001

Chronic diseases (0-6), M 1.71 (1.17) 1.48f 1.77 1.76 2.15p <0.001

Cognitive functioning (15-30), 
M

27.28 (2.68) 28.30i/f 27.60f 27.16p 26.39p/s <0.001

Depression (0-40), M 10.49 (7.40) 8.89f 9.86 9.84f 12.46p/i <0.001

Predisposing factors

Mastery (5-25), M 16.60 (3.57) 17.42f 17.08f 16.46 15.80p/s 0.001

Investment in independence 
(3-65), M

51.24 (7.11) 50.60 52.86 51.19 51.04 0.15

Education, % <0.001

Low 5.3 10.1 15.4 26.7 41.2

Middle 54.6 46.4 70.5 59.0 51.2

High 20.2 43.5 14.1 14.3 7.6

Preference informal care, % 47.7 43.5 56.4 55.2 42.4 0.05

Preference formal care, % 48.3 50.0 44.9 47.6 48.8 0.90

Perceived control (3-9), M 6.99 (2.08) 8.17i/f 7.59f 7.34p/f 5.54p/s/i <0.001

Importance control (1-5) M 4.09 (0.89) 4.39f 4.17f 4.17f 3.75p/s/i <0.001

Enabling factors

Network size (0-54), M 16.10 (9.47) 17.74f 18.06f 15.87 14.02p/s 0.001

Children nearby, % 56.2 44.9 57.7 68.6 57.1 0.003

Family nearby, % 35.2 27.5 33.3 42.9 37.6 0.08

Friends nearby, % 25.3 33.3 30.8 24.8 16.5 0.005

Other non-kin nearby, % 35.6 31.9 50.0 37.1 31.2 0.02

Neighbours nearby, % 56.6 63.8 51.3 56.2 53.5 0.22

Income (511-5446), M 1754 (862) 2354s/i/f 1678p/f 1614p 1388p/s <0.001

Urbanization (1-5), M 3.21 (1.35) 3.29 3.27 3.18 3.12 0.71

 p: significant difference with the ‘privately-paid’ network; s: significant relation with the ‘partner 
(spousal)’ network; I : significant relation with the ‘informal’ network; f: significant relation with the 
‘formal’ network. Residing children could also be part of the partner network, which explains that 
having a partner was 93,5 instead of 100%
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with relatively good health, many financial and social resources, and in control of 
life and care.

Partner network
Second, a network with predominantly partner care was distinguished (N = 78, 
16%). Partners (N = 72), residing children (N = 5) or other residing informal 
caregivers (N = 1) were always present in this network type, sometimes in the 
presence of privately-paid help (in 18% of the cases). However in 76 per cent of 
the cases this care network consisted solely of informal caregivers, with the largest 
share in hours of informal care (8,63 hours on average). Only in 14 per cent of the 
cases more than one informal caregiver was present. Within this network often per-
sonal care (in 18% of the cases) and help with transport (in 41% of the cases) was 
provided. The older adults in the partner network were relatively young (73 years 
on average). Also, they had moderate functional limitations and relatively often 
preferred informal care. Compared to the formal network type they experienced 
more control of the care. Finally, the older adults with this network type had the 
largest social network size on average (18 persons) and most often non-kin living 
nearby. 

Informal care network
Third, a larger and more diverse informal care network was identified (N = 105, 
21%). Older adults in this network had help from non-residing children (in 71% of 
the cases), other family (in 23%) and neighbours (in 15%), sometimes assisted by 
publicly-paid (5%) and/or privately-paid help (in 23%). This network was charac-
terized by the presence of relatively many informal caregivers (in 49% of the cases 
more than two informal caregivers), and help was mostly provided with transport 
(47%) and administrative care (55%). The share of informal care was higher in 
the informal care network compared to the partner network in terms of number of 
people (2,03 vs. 1,23 caregivers), but not in number of hours (3,47 vs. 8,63 hours 
of care). Older adults in this type of care network least often had a partner. They 
had less functional limitations as compared to the formal network. With regard 
to predisposing factors the older adults in this network had a clear preference for 
informal care as compared to those in the private and formal care networks. They 
had relatively more often children nearby. In short, this network is characterized 
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by older adults who have moderate functional and cognitive limitations, children 
and other relatives living nearby, and a preference for informal care.

Formal care network
Fourth, a formal care network was distinguished (N = 170, 35%). All older adults 
in this network type received publicly-paid help. Informal care was present in 49 
per cent. In a quarter of the cases more than two informal caregivers were present, 
relatively many formal caregivers were available (2,06 formal caregivers), and 
many hours of care were provided (6,22 hours in total). The older adults received 
help with many tasks, including personal care (in 24%) and nursing care (in 17%). 
39 per cent had a partner, but only in 9% of the cases this partner provided help. 
They were the oldest (82 years on average), had more functional limitations and 
were cognitively functioning less well. With regard to predisposing factors this 
network type contained older adults with a lower education. The perceived control 
of the care was lower, and the older adults found it to be less important. In terms 
of enabling factors older adults with this care network type had the smallest social 
network, less often friends or other non-kin nearby and the lowest income. In sum, 
this network type is characterized by older adults with a high care need based on 
age and health, low personal and social resources and thus strongly dependent on 
formal care.

Regression results
The multinomial regression analyses revealed that need, predisposing and enabling 
factors distinguish between the care network types (table 3.5). Higher functional 
limitations increased the odds of having a partner care network and decreased 
the odds of having an informal care network. More chronic diseases and a higher 
level of depression increased the odds of having a formal network. Regarding 
predisposing factors investment in independence increased the odds of having a 
partner network. In contrast to the bivariate analyses, a higher sense of mastery 
increased the odds of having a formal care network. Additional analyses revealed 
that controlling for need factors especially caused this suppressor effect. A low 
level of education increased the odds of having a formal network. Older adults 
with no preference for informal care, a higher perceived control and who found 
it important to control the care most likely had a privately-paid network. Finally, 
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regarding enabling factors older adults with children nearby had higher odds of 
having an informal care network and those with other non-kin nearby had higher 
odds of having a partner network. A higher income increased the odds of having 
a privately-paid care network and decreased the odds of having a formal network. 

Discussion

The aim of the current study was to obtain a detailed understanding of older adults’ 
care networks. Given the austerity measures on public care, we had a specific inter-
est in the share of informal caregivers as they might become even more important 

Table 3.5 Multinomial analyses: Factors associated with care network types (AMEs, N = 491)
Private Partner Informal Formal

Age 0.001 -0.018*** 0.008** 0.010***

Female -0.044 -0.045 0.048 0.041

Need factors

Functional limitations -0.008 0.011** -0.009* 0.006

Chronic diseases -0.028 -0.004 -0.008 0.041**

Cognitive functioning 0.016* -0.007 -0.004 -0.006

Depression 0.003 -0.004 -0.004 0.006*

Predisposing factors

Mastery -0.003 0.001 -0.009 0.012*

Investment in independence -0.002 0.005* -0.003 0.000

Middle education (vs. low) 0.008 0.074 0.013 -0.096*

High education (vs. low) 0.100 -0.014 -0.005 -0.082

Preference informal care -0.081* 0.031 0.062 -0.012

Preference formal care -0.030 -0.003 -0.021 0.054

Perceived control 0.046*** 0.009 0.014 -0.069***

Importance control 0.052* -0.041* 0.009 -0.020

Enabling factors

Network size 0.001 0.002 -0.003 0.000

Children nearby -0.054 -0.005 0.119** -0.060

Family nearby -0.035 -0.055 0.038 0.052

Friends nearby 0.054 0.002 0.025 -0.081

Other non-kin nearby -0.049 0.061* -0.005 -0.007

Neighbours nearby 0.060 -0.037 -0.030 0.007

Income 0.094*** -0.010 -0.019 -0.065**

Urbanization -0.010 0.005 0.006 -0.001
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for community-dwelling older adults in the future. We came to an empirical-based 
typology of four network types, i.e. the privately-paid, partner, larger informal 
and formal care network. The share of informal care in terms of care intensity 
(hours) was highest in the partner network, when measured in number of people, 
it was highest in the larger informal network. Furthermore, the results suggest that 
informal and formal care are not mutually exclusive categories: in the partner, 
informal and formal care network both types of caregivers were present: informal 
care was likely to be supplemented by professional or privately-paid care in about 
25 per cent in the partner and informal care networks, and informal care was pres-
ent in half of the cases in the formal network. Conversely, two types of formal 
care, namely privately-paid and publicly-paid care, did not co-occur, and spousal 
care seemed to exclude care from other informal caregivers like relatives and non-
kin. Hence, substitution effects appear also among informal caregivers as well as 
among formal caregivers. This suggests it is important to include a diversity of 
caregiver types when looking at the composition of care networks of older adults.

As a second research goal, we sought to identify which characteristics of older 
adults distinguish between care network types. Our focus was on the older adults’ 
capabilities to involve informal caregivers and the availability of potential in-
formal caregivers. As for the ‘traditional’ predisposing factors, a higher age and 
lower educational level was related to a large formal care network, but gender was 
not associated with care network type. Moreover, we found other discriminating 
predisposing factors: Older adults in the privately-paid care network experienced 
the highest sense of perceived control, found it important to be in control and had 
a lesser preference for informal care. As they are in relatively small care networks, 
get mostly household care and have the financial means to pay for care out of 
their own pocket, it might be easier for them to control the care. We expected 
the perceived ability to control the care to be important for mobilizing informal 
caregivers, but found no higher scores on general and care-related indicators of 
control for the informal network type. Possibly the informal caregivers within this 
network recruit others and control by the older adult is less important. Older adults 
with mostly formal care experienced less control of care, which is in line with the 
study of Janlöv et al. (2006), indicating they might have needed to adjust to the 
formal organizations.
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Regarding the enabling factors we found that marital status and children’s 
proximity was important to receive informal care: having children nearby was 
significantly related to the network type in which children also actually provided 
care. Locality of other network members did not appear to matter for the care pro-
vision. Friends were present in a third of the privately-paid care networks, whereas 
in the partner networks children, non-kin and neighbours were present in over half 
cases and family and friends in a third of the latter. However, these social network 
members only marginally provided care. As a result, especially care-providing 
partners and/or other cohabiting caregivers risk overburdening as they rarely share 
the care and provide many hours of care solely. Possibly the older adults and the 
spousal caregivers experience a so-called request scruple, or their social contacts 
a support scruple, i.e. a hesitation to ask for or offer care (cf. Linders, 2009). As 
normative expectations to provide care are higher for family than for friends (e.g. 
Campbell, Connidis, & Davies, 1999), it might even be harder for spousal caregiv-
ers to overcome a scruple towards non-kin. With regard to the supply side, we 
know from previous studies that mostly family members provide informal care out 
of a normative obligation or extrinsic motivation, whereas friends, who provide 
care less often, do so out of affective feelings (Komter & Vollebergh, 2002), more 
often perceive to have a choice in caregiving (Schulz et al., 2012) and are less 
likely to take on care responsibilities when they conflict with other roles (Himes & 
Reidy, 2000). Hence, they supposedly provide care out of an intrinsic motivation 
and when they are not restricted to do so. With changing family structures and 
conflicting roles in work and care of caregiving children, these non-familial social 
contacts are an important source of informal care to be addressed. Finally, level of 
urbanization did not discriminate between the network types. In contrast to earlier 
research in the Netherlands on urbanization and the provision of (in)formal care 
(Plaisier & de Klerk, 2015; Steenbekkers & Vermeij, 2013), this study showed that 
the possibilities to receive informal or formal care did not differ between urban 
and rural regions.

Several limitations of the current study can be identified. First, causal relations 
between the determinants and the care networks could not be established. Longitu-
dinal research, for example into care transitions (cf. Allen et al., 2012), would give 
insight into the directionality of the relation between the older adults’ characteris-
tics and the care network type. Observations over time could also shed more light 
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on whether care network types are sequential, and, for example, show under which 
conditions partner care networks transform into informal or formal care networks, 
or whether network members who provide emotional support will provide care in 
a later stage. Second, the results are limited to the Dutch context. However, varia-
tion in national policies, like arrangements and availability of support for informal 
caregivers, and cultural norms and beliefs are likely to affect older adults’ care 
networks. Formal care network types may be less present in southern Europe, for 
example, where family responsibilities for elderly care are larger than in western 
and northern Europe. A cross-national comparison of older adult’s care networks 
is therefore recommended for future research on care networks. Finally, the con-
sequences of our instrument to determine the care networks need to be discussed. 
We included all older adults who received at least one type of task. Moreover, as 
we wanted to regard the share of informal care, we involve a wide range of care 
tasks such as help with transportation and administration, typically provided by 
family and non-kin, to gain insight in whether and how these types of caregivers 
are involved. Selection of older adults based on the receipt of some sort of care and 
not on functional limitations, could be an explanation for the fact that the number 
of caregivers in the care networks was relatively small, especially compared to the 
network types found by Broese van Groenou et al. (2015), in which the sample 
had an average age of 83 and received care from at least one informal and one 
publicly-paid caregiver.

Several developments regarding care network types can be foreseen when 
publicly-paid care is cut back. The share of informal care was already large in two 
network types, the partner network and the informal care network, which is in line 
with other studies (Keating & Dosman, 2009; Li, 2004). A wider range of informal 
caregivers was present in the informal care network, but lacking in the partner and 
the formal care network type. The informal care network thus seems more resilient 
to sustain the care in times of austerity measures, but it is clear that having children 
living in proximity is an important feature here. For older adults without children 
nearby, it may be more difficult to develop such a care network. Our results show 
that care recipients in the partner care network do have multiple kin and non-kin 
living in the neighbourhood who are not actively involved in caregiving. Increased 
awareness among these network members of the burden of spousal caregivers 
could lead them to become involved in caregiving. Community services involved 
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in social care (volunteering, informal caregiver support) may help older adults 
to mobilize their network into caregiving. An alternative for older adults who do 
not want or can involve their social network would be to involve privately-paid 
care, provided that they have the financial resources to do so. Older adults in the 
formal network are the most vulnerable in times of cutbacks in publicly-paid care. 
They often have the greatest care need, the least capabilities to arrange or pay 
themselves for the care and the smallest network. Previous research suggests that 
a health deterioration leads to network loss in later life (M. Broese van Groenou et 
al., 2013). It is therefore important to identify older adults with limited social and 
financial resources that possibly receive no care in times of cutbacks. Policymak-
ers and care professionals need to keep in mind that these older adults need help to 
activate and increase their potential care network, preferably before a severe care 
need arises, and in either way ensure they receive the care they need.




