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Receiving and providing informal care: does context matter?

In many Western countries, there has been ongoing debate regarding
the financial sustainability of long-term care for the elderly and the
most vulnerable population groups. The number of older people is
increasing, as is the average life expectancy of this group. This, in turn, is
pushing up the expected demand for long-term care and the associated
costs. Partly in order to limit future cost increases, in many European
countries reforms to long-term care have been accompanied by appeals
to civic responsibility, encouraging citizens to care for their loved ones
or for recipients of care to arrange their own care. As a result, care for
the elderly is becoming increasingly dependent on unpaid, informal
caregivers. Much research has been done into the relationship between
formal and informal care at the individual level. However, our know
ledge of the role of contextual factors, and more specifically the role of
the supply of both formal and informal care in a given country, remains
limited, despite the fact that policy changes are also taking place at this
national level. This thesis addresses this knowledge gap. Contextual
factors at the macro level are related to the care that is received and
provided at the individual level by people aged 50 years and over who
live in their own homes. There is a particular focus on possible social
differences and how the influence of the supply of care differs for
various target groups. The thesis consists of four empirical articles
based on data from the Survey of Health, Aging and Retirement in
Europe (SHARE) combined with national data on public expenditure on
home care, exploiting the longitudinal character of the data.
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1

Introduction

1.1

Reasons for this study

An ageing population, spending cuts, personal responsibility, long-term care reform;
just a few notions that have, in recent years, been inextricably linked to the care provided
to the most vulnerable people in the Netherlands. However, our country is not alone in
this. For a number of years now, a debate has been on-going in many Western countries
about the best way to provide long-term care, especially to older persons and vulnerable
citizens, and how to ensure that care remains affordable in the future (Spasova et al.
2018). Not only is the number of older people in society on the rise, but average life
expectancy in this group is also rising. This means that the use of long-term care facilities,
and the associated costs, are also predicted to rise. In many European countries, reforms
to long-term care, which have been motivated in part by the need to control costs, have
gone hand in hand with policy changes that promote citizens’ awareness of their own role
with respect to caring for others and take responsibility for others, thus helping to reduce
the demand for care (Pavoline and Ranzi 2008; Colombo et al. 2011). Increasingly, therefore, care for older persons is dependent on the unpaid contribution of informal caregivers.1 A great deal of research has been done into the relationship between formal and
informal care received by individuals and the extent to which these forms of care are substitutable or complementary (see e.g. Greene 1983; Swinkels et al. 2015; Bremer et al. 2017;
Lambotte et al. 2018). However, the relationship between the care received and the context in which individuals find themselves, including the country in which they are resident
and the supply of formal and informal care that is available, has hardly been investigated.
Yet it is at the national level that major changes are also taking place. This thesis addresses
this knowledge gap as well as macro-level contextual factors relating to care that is given
and received at the individual level by people aged 50 and over living at home.
The following question is central: To what extent does context, and specifically the national supply
of publicly funded home care and the national supply of informal care, affect the giving and receiving of
care by older persons, and does this differ between groups?
By ‘context’, we mean the entire physical and social setting in which citizens find themselves and in which their options for action are situated. The various aspects and interpretations of context have been described extensively by Vrooman (2009). Context is often
divided into (1) the societal context, such as economy, demography, technology, and
ideology, (2) the formal and informal institutions that interact with the societal level,
such as legal regulations, but also including behavioural rules and expected behaviours,

1

In this thesis unpaid care is used as a synonym for informal care.
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and (3) organisation, for example how home care is organised. This study considers certain aspects of these three components of ‘context’, to the extent that these are relevant
to giving and receiving (informal) care. The way in which care is organised relates to both
the provision of publicly funded home care - measured in terms of how much of public
money is spent on home care in a country - and the supply of informal care (how many
citizens provide informal help). More specifically, we will consider possible social differences in relation to the influence of the supply of care. The social context and formal and
informal institutions are included by looking at the differences between countries,
as well as the prevailing norms regarding care that are associated with those differences.
This is because in some countries it is much more common to care for relatives who need
support than it is in other countries.

Inset 1

Description of the key concepts that are relevant to this thesis

older persons

citizens aged 50 years or older

informal care	unpaid personal or domestic care provided to someone outside the
same household and/or personal care provided to someone within the
same household
self-paid care

care that is purchased and paid for from the recipient’s own pocket

publicly funded care

professional home care financed by public funds

paid care

self-paid and publicly funded care

supply/use of care

total of informal, self-paid and publicly funded care (see above)

eight european countries t his study focuses on eight european countries: Austria, Belgium,
Denmark, Germany, France, the Netherlands, Spain and Switzerland

1.2

Long-term care in Europe

Old age is generally associated with certain limitations. General daily activities such as
dressing and undressing, going to the toilet or showering can become ever more
challenging and some older persons will start to need support. This kind of long-term
support can be provided informally, by loved ones and/or friends, or it can be purchased
as a service. Broadly speaking, there are two financing options for paid long-term care:
publicly funded care services, or care services that are purchased and paid for either by the
care recipient or his/her family. For many years, the majority of long-term care received
has been provided informally (Pickard et al. 2000; Daatland and Herlofson 2003; Chiatti et
al. 2013; Verbeek-Oudijk et al. 2014).

8
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The Survey of Health, Aging and Retirement (share)2 provides information regarding both
informal care and paid care that is received, and the provision of informal care by those
aged over 50 in various European countries. Figure 1.1 shows care usage in the years 2004,
2007 and 20133, 4 in eight European countries5, namely: Denmark, the Netherlands, Germany, Belgium, France, Austria, Switzerland and Spain. Most of the articles in this thesis
focus on changes over time and not differences between countries (also see sections 1.4
and 1.5). Despite the many differences that exist between European countries, there are
also many similarities. We see this, for example, in the care received over recent years (figure 1). More than one in five Europeans residents in the eight European countries studied
and aged 50 years or older, received informal care or paid care in 2013. This share was
slightly higher nine years earlier, and the differences between the countries were also
greater (not shown on the chart). Although the majority of care received is informal care
in all countries, it is striking that the proportion of paid care (either self-paid or publicly
funded)6 increased in most countries between 2004 and 2013. The rise in the amount of
paid care received was particularly strong in the countries where the use of paid care was
initially lower, such as Spain, Germany and Austria. Differences in care usage between
countries, and the ratio of paid care to unpaid care, are decreasing.
Nevertheless, there are also clear differences between countries. For example, the receipt
of care is still relatively low among those aged 50 years and over in Switzerland and Spain,
and paid care plays a major role in Belgium and France in particular. In Southern Europe,
families have assumed the main responsibility for long-term care for many years, and the
supply of publicly funded care is low (Pinchler and Wallace 2007; Fonseca et al. 2010;
Brandt 2013). In the northern European countries, on the other hand, the responsibility
for long-term care is seen mainly as a task for the government and the supply of professional care is relatively plentiful. But there are also differences within these countries.
In Denmark, for example, care is highly decentralized and, despite the plentiful supply of

2
3

4

5

6

See http://www.share-project.org/ for more information about how this data was collected.
In 2011, no question was included regarding the amount of paid care received. Therefore, that year's
findings cannot be compared with the other years and were not taken into account with respect to
the receipt of care.
It was not until the final phase of this thesis that most of the latest data from the share dataset (the
full figures for 2015) became available. To enhance the coherence between articles, the decision was
made to base all the analyses on the same research period, namely the period between 2004 and
2013.
Over the years, different countries have participated in the share data collection. Some countries
have joined in while others have left. It was decided to use the eight countries that have participated in the share data collection throughout all the years in order to track developments in care
usage as accurately as possible.
Unfortunately, with this data it is not possible to distinguish between self-paid care and publicly
funded care.
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care, this leads to significant regional differences (Stuart and Weinrich 2001). Where there
are differences between national and regional policy, it is plausible that the balance and
interplay between informal care and paid care may be different in one country to another.
The Northern European countries, such as Denmark and the Netherlands, are slowly
shifting towards care systems that increasingly emphasise families’ own responsibility to
provide care; in Southern European countries, conversely, more investment is going into
professional care services (Colombo et al. 2011).
Figure 1.1
Receipt of informal and paid care by over-50s in eight European countries in 2013, and share of paid care
in 2004 and 2014 (percentages; n=37,117)
Share of paid care in relation to total care usage
in 2004 and 2013.
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Slightly over a quarter of Europeans provided informal care in 2013 (figure 1.2).
While in 2004 the differences in the percentages of informal caregivers between the countries were large, by 2011 and 2013 these difference had become smaller (not shown on
chart). In the period between 2004 and 2013, the share of informal carers among the
over-50s fell, which corresponds to the shift from informal care to paid care in the same
period, which we noted earlier. The frequency of informal care-giving has increased and
more informal care is provided daily or weekly (figure 1.2). The shift of policy emphasis
10
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towards greater personal responsibility and more informal care cannot yet be observed in
the number of informal caregivers (up to 2013), but seems to be reflected in the frequency
with which informal care is provided.
Figure 1.2
Frequency of informal care giving among over-50s in eight European countries (percentages, 2004
n = 18,556, 2007 n = 18,631, 2011 n = 29,699, 2013 n = 36,980)
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But policy is not the only factor that can influence the demand for and supply of care.
Advances in medical technology, home automation and health improvements are occurring, which may be reducing the demand for care; at the same time, rising labour market
participation, shrinking family sizes, and increasing geographical spread within families
can all have negative consequences for the supply of informal care.
In other words, a policy shift from formal to informal care does not necessarily mean that
more informal care is provided and received. This makes it all the more important to
understand the influence of contextual factors better, as well as the interaction effects
between formal and informal care, in order to estimate the possible consequences of
policy interventions for different groups as accurately as possible.

11
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1.3

Theoretical approach: macro micro transitions

The influence of context and, specifically, of the supply of formal and informal care on the
care received by over-50s is clarified by the theoretical framework advanced by Coleman
(1990), which posits that the macro level (national) and micro level (individual) are connected. In Social Theory, Coleman describes how social or policy interventions are related to
the opportunities for choice and behaviour of individuals at the micro level, and vice
versa.7 In other words, the context in which actors interact with each other will have consequences for individual behaviours and together they will produce a social effect.
Figure 1.3 illustrates these relationships in schematic form.
Figure 1.3
Coleman’s macro - micro - macro model (1990)

micro

intervention

opportunities for choice

social effects

choice

scp.nl

macro

In terms of the subject of this study, the supply of formal and informal care also helps to
form the context in which individuals make choices about the care received. Investing in
or expanding the supply of publicly funded home care will not necessarily have a one-toone, direct effect on the total use of this type of care (the top line in the figure).
An increase in supply means that the opportunities for choice available to individuals will
change; they will have a wider range of options to choose from. Some individuals will be
guided by their own preferences, possibilities and restrictions and make use of these new
options, while others will not. The use of care by all individuals adds up to total care
usage, or the social effect of the policy intervention. In order to assess the possible implications of policy interventions or social interventions properly, and to maximise their
impact and effectiveness, it is important to gauge the potential influence of those interventions on individual behaviour within the target group, as well as to estimate the social
effects (for specific groups, for instance).

7
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This micro macro perspective has also been explored by Groenewegen (1992); Hooimeijer (1992);
Westert and Verhoeff (1997); De Boer (1999) and Marangos (2018).

introduction

An important assumption in Coleman's Social Theory is that individuals act purposefully
and make the choices that yield the most benefit to them. In the field of economics,
the term ‘choice’ is generally used to describe the decisions which people make between
given alternatives. These individuals are assumed to be fully informed, rational individuals, with clear ideas and preferences. In reality, however, people are not always rational in
their choices (Pool 1990; Liebenstein 1980; Esser 1993; Marangos 2018). Rationality does
not generally predominate when it comes to care usage and providing care to loved ones.
Some people do not want to be a burden on their relatives and are reluctant to ask them
for help (Vermeij 2016). Informal care situations often arise out of necessity (see e.g.
De Klerk et al. 2017). Additionally, when deciding whether or not to provide informal care,
it is not only the individual caregiver’s own needs and preferences that play a role,
but also, and perhaps even more importantly, those of the person who needs care.
In other words, in many cases people do not ‘choose’ to provide informal care to an
elderly friend or relative; it is a situation that arises and requires action.
Because of the diverse and sometimes less than ‘rational’ choices that people make about
healthcare, the last step in Coleman's model - the transformation from individual behaviour to the social effect - is less straightforward than the model would suggest.
Rather than a straightforward calculation, this process involves the sum of individual
choices, and this can lead to unintended social effects or disparities when these are not
taken into account sufficiently in policy making. To return to the example of expanding
the supply of home care: if insufficient account is taken of, for example, the reluctance of
care users to ask for care, the extra care that is made available may not benefit the group
for which it is intended. The societal context in which individuals make choices plays a
role here, whether facilitating or limiting, and policy interventions have a better chance
of success when we have a better understanding of the individual decision-making
process and the behaviours of the relevant target group.
In addition to the general theoretical framework around macro-micro transitions,
in which the role of context in giving and receiving (informal) care is studied,
further clarification and explanation can also be found in the theoretical models of
Andersen and Newman (1973) and Broese van Groenou and De Boer (2016). The health care
utilisation model of Andersen and Newman and its successors (Babitsch et al. 2012; Von
Lengerke et al. 2014) is a theoretical model that is widely used to account for differences in
the receipt of various forms of care, whereby health and social resources play an important role. The Informal Care Model of Broese and De Boer (2016) is used to explain care-giving
on the basis of factors such as the quality of relationships and perceived time pressures.
1.4

Research ambition and research question

This thesis examines the relationship between the long-term supply of care at the
national level, including both publicly funded care and informal care, and the outcomes
of choices made by people when it comes to giving or receiving care at the individual
level. This knowledge was not previously available. Further added scientific value is
13
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sought by looking very specifically at the relationship between the supply of care and the
care received and given by various target groups. The dissertation also serves the social
purpose of providing greater insight into the possible consequences of policy interventions on the care usage and informal care provision. The central research question is as
follows:
To what extent does context, and specifically the national supply of publicly funded home care and the
national supply of informal care, affect the giving and receiving of care by older persons, and does this
differ between groups?
Four individual studies were carried out in order to shed light on this central question.
The influence of public expenditure on home care on care usage among those aged
50 years and over
The first relationship to be studied is that between spending on publicly funded home
care and individual care usage by people over 50. Public spending on home care is used as
a proxy for the overall supply of this type of care. This is because costs are always incurred
when providing professional care services. Nevertheless, the supply of care is more complex than simply the level of spending, due to the many facets that it depends on.
For example, the supply of care is a function of the number of people who are able to
provide care, the quality of the care that is provided, the number of hours of care provided, and the different types of care and support that can be offered. In the first study,
this was represented by total public expenditure on professional home care. We study the
'choices' that individuals make in the use of informal and professional care in the light of
the supply of care available, given their characteristics and personal preferences. After all,
an increase in the supply of professional home care will not necessarily lead to higher care
usage if the demand for that care has not increased or if a person prefers to receive care
from within their own social network.
The influence of public spending on home care on care giving among those aged
50 years and over, and the differences between those in employment and those not in
employment
In the second study, the relationship between the same expenditure and the provision of
informal care is studied in more detail. This time, special attention is paid to differences
between those in paid employment and those not in paid employment. Governments’
policies are not only emphasising informal care, but are also encouraging labour market
participation and working until later in life. These policy objectives often affect the same
population group. Those who are being expected to work more, especially women and
older persons, are the same people who are the most likely to provide informal care
(Knijn et al. 2014). As such, it is important to understand the potential consequences of
changes in the supply of professional home care for those who provide informal care,
and whether it makes any difference if those informal carers are in paid employment or
14
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not. If the relationship between providing informal care and the supply of publicly funded
home care for those in work differs from that for those not in work, then changes in the
field of publicly funded home care could have greater implications for the overall level of
informal care in a country than is currently the case. Because there are only a limited number of hours in the day, participation or non-participation in the labour market may have
implications for the provision of informal care, and vice versa.
The role of motivations in the provision of informal care and the differences between
residents of different European countries
The third article examines the role that motivations play in whether or not informal care
is provided. Whether or not informal care is provided depends not only on whether that
care is needed, but also on how ‘normal’ it is in the societal context to provide informal
care. Care norms vary between countries and in southern Europe it is generally more common for people to provide informal care to a loved one than elsewhere (Verbeek-Oudijk
2014; Saraceno et al. 2016; Verbakel 2018). Equally, in Southern European countries, older
persons are much more likely to live with their adult children, or vice versa, than elsewhere (Grundy and Murphy 2017). Furthermore, the supply of informal care is under
threat from rising individualism and declining inter-generational solidarity in many European countries (Pinchler and Wallace 2007; Swinkels et al. 2015; Broese van Groenou and
De Boer 2016). From a policy point of view, promoting informal care may be an attractive
proposition, partly due to the high cost of publicly funded care. As such, it is important to
understand what motivates people to provide informal care, because then you may be
able to encourage them to provide (more) care, and to understand whether these motives
vary between the inhabitants of different European countries. This subject is addressed in
the third study.
The influence of public spending on home care and the national supply of informal care
on the care usage among those aged 50 years and over: differences between men and
women
In the fourth study, the perspective shifts back to that of receivers of care. The knowledge
gained in the previous three studies is combined and the influence of the supply of publicly funded home care and the supply of informal care on the care usage among persons
aged over 50 is examined. Further detail is sought regarding the possible differences that
exist between men and women. We already know that ageing, deteriorating health – both
physical health and memory loss – living alone and limited financial resources are all predictors of the care usage (Babitsch et al. 2012; Von Lengerke et al. 2014). These are also
aspects where men and women differ. For example, women generally live longer than
men (Wang et al. 2012), men are more likely to live with chronic conditions (Hawkes and
Buse 2013) but women experience poorer health (Boerma et al. 2016). Research into
explanations for care usage has hardly looked at male-female differences at all (Morgan et
al. 2016). Yet gender not only affects health, and therefore the demand for care, but also
behaviour and the choices that are made regarding both giving and receiving care.
15
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Where preferences differ between men and women, and different choices are made
regarding the care usage, this will have implications for the supply of care that is necessary
and desirable. In the fourth and final study, the role of the supply of paid and unpaid care
in explaining gender differences in care usage is studied.
1.5

Method

This thesis uses data from four editions of the Survey of Health, Ageing and Retirement in
Europe (share) between 2004 and 2013. Data regarding approximately 30,000 residents
from eight European countries was combined with oecd data on national public spending
on home care in order to create a unique dataset in which data from individuals comes
together with national-level data. In the empirical articles, various methodological techniques are used. On the one hand, with respect to the motives of informal care-givers,
cross-national comparisons and cross-sectional data are used; on the other hand, the
strength of the longitudinal data is exploited by using advanced econometric techniques
to estimate the relationship between the characteristics of the supply of care and the care
received and provided by over-50s as precisely as possible. When it comes to the influence
of the national supply of care, cross-sectional data alone is not sufficient because there is
too great a correlation with the country in which a person lives. In such data, the effect of
the supply is then distorted by other country-specific factors, such as cultural aspects. This
problem was resolved by using longitudinal analyses with fixed effects. For these analyses,
use was made of variations over time (e.g. variations in supply) and constant factors over
time (e.g. the country in which a person lives, but also gender) were controlled for.
This means that this dissertation is at the interface of two disciplines, whereby the sociological approach is complemented by rigorous econometric methodology.
1.6
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Home care expenditure and informal care received by
seniors1
Relationship between home care expenditure and individual use of informal care

2.1

Abstract

This study examines the relationship between national home care expenditure and informal care received by seniors, and explores policy shifts towards reduced public spending
on home care. We analyse the relationship between the use of informal care and its determining factors by estimating a multinomial logistic regression with fixed effects. We use
individual data from the longitudinal database Survey of Health, Ageing and Retirement in Europe
on independent community-dwelling persons aged over 50 in eight European countries in
the period 2004-2013. These individual data are combined with national data on public
expenditure on professional home care published by the Organisation for Economic
Co-operation and Development.
Our results show that rising home care expenditure is associated with a decreasing probability of receiving informal care as the only form of care. This effect remains after controlling for country differences in the population ageing trend, changes in health and socioeconomic resources. Additionally, more familial responsibility and concomitant lower
public spending on professional home care is related to more informal care use. These are
important findings for countries concerned about ageing of their populations and the
financial sustainability of their long-term care systems, as it underpins the idea that the
use of informal care by seniors is not only an individual matter, but is related to changes
in the institutional context as well.
2.2

Introduction

Declining health means that older people may need help in performing activities of daily
living. In Europe, this long-term care can be provided by publicly or privately funded
home care services or informal care by family, friends or volunteers. Informal care has for
years been the most important resource for many Europeans needing help in performing
daily activities (Pickard et al. 2000; Daatland & Herlofson 2003; Chiatti et al. 2013;
Verbeek-Oudijk et al. 2014). A major assumption is that population ageing combined with
retrenchment by many governments and more emphasis on family responsibility will be
compensated by more informal care (Pickard et al. 2007). However, evidence for this
assumption is still lacking.
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There has been a large body of research into long-term care by older people, with a focus
on the growing use and the associated expenditure (Weissert, Matthews & Pawelak 1988;
Comas-Herrera et al. 2006). There is also a vast number of studies based on the widely
used model of Anderson and Newman (1973) and its successors (Babitsch, Gohl & Von
Lengerke 2012; Von Lengerke, Gohl & Babitsch 2014) that focus on explaining cross
national differences in care use. These models separate societal determinants such as
social norms from the influence of the care system and individual determinants.
The majority of the research focuses on differences in individual determinants (Eggink et
al. 2017). The effects of societal characteristics relating to culture and welfare policies have
also been studied (Haberkern & Szydlik 2010; Kalmijn & Sarenceno 2008; Brandt, Haberkern & Szydlik 2009). However, little is known on the influence of the care system on the
use of (informal) care.
This study aims to research this effect in two ways. First, we study the influence of home
care expenditure in relation to the use of care by seniors. It is important to gain more
insight into this influence because policy changes in home care are often reflected in the
concomitant government spending. Although other research has shown that older adults
in countries with fewer home care provision and fewer residential facilities more often
receive only informal care (Suanet, Broese van Groenou & Van Tilburg 2012), the expenditure of such care was not taken into account. Second, unlike most studies, we utilize
longitudinal data instead of the cross sectional data that are associated with possible
inconsitent estimates (e.g. Chassin 1985). Panel data from various European countries
which are enriched with national data on home care help to overcome this problem and
allows us to estimate the effect of public home care expenditures on the use of informal
care more accurately. As a result, we are also able to explore possible effects of shifts in
public policy towards less formal home care spending and more familial responsibility.
2.3

Data and method

One of the contributions to the literature is the estimation of the relationship between
national expenditure and individual use of informal care. To estimate such a model,
we need sufficient observations of both national expenditure and individual informal care
use. We resolve this by combining longitudinal data from the Survey of Health, Ageing and
Retirement in Europe (share; www.share-project.org) with oecd data on home care expenditure (http://stats.oecd.org/). We use share data from 2004, 2007 and 2013 for eight European countries (Austria, Belgium, Denmark, Germany, France, the Netherlands, Spain,
Switzerland). We selected countries which participated in all three share waves and had
complete information on national home care expenditure.
National data
The figures on home care expenditure cover all public spending on professional home
care services and are measured as a percentage of gross domestic product (gdp).
Spending as a share of gdp, unlike absolute amounts, is less sensitive to changes in a
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country’s overall economy and indicates the importance that a country attaches to longterm care in relation to public services as a whole. However, spending on long-term care
is also dependent on other time-varying country level variables such as demographic
changes like population ageing. Per capita spending accounts for demographic changes
to some extent but, as stated, is more sensitive to economic changes. Table 2.1 summarises trends in home care expenditure. Countries where the government takes a large share
of responsibility for long-term care are also the countries where public spending on home
care is highest (the Netherlands and Denmark). It is lowest in countries where families are
expected to provide care (Spain) or pay for most of the care (Switzerland). Public expenditure on home care to some extent reflects the institutional context and social and cultural
norms regarding what is expected of families in the care of sick or disabled loved ones.
Table 2.1
Public expenditure on home care in 2004, 2007 and 2013 (% of gdp)

Austria
Belgium
Denmark
France
Germany
Netherlands
Spain
Switzerland
unweighted average

2004

2007

2013

0.67
0.56
1.05
0.71
0.42
1.47
0.14
0.47
0.69

0.66
0.59
1.12
0.78
0.39
1.48
0.17
0.49
0.71

0.74
0.80
1.22
0.96
0.49
1.82
0.22
0.55
0.85

Source: oecd 2015 (stats.oecd.org; Health expenditure and financing - Long-term nursing care:
home care)

There is variation in what different countries regard as long-term health care (mainly
personal care and nursing care) and long-term social care (mainly household help and
personal guidance). Accounting for long-term care has long been recognized as one of the
major issues affecting the overall comparability and usefulness of international health
expenditure data. In 2012 the oecd released System of Health Accounts 2011 (sha 2011)
guidelines for long-term care in order to address these issues (oecd 2012). Including all
expenditures eliminates any country differences in definitions as far as possible.
As mentioned, we enrich individual level share data with data on national expenditures
and need sufficient data points. For the Netherlands, national data from 2004 is missing;
we opted for data from 2005 as a proxy. For Switzerland, the expenditure on long-term
social care is not known before 2010, but accounts for a large portion of total spending
since then. It is unlikely that social care expenditure is a substitute for long-term health
care expenditure because the latter continues to rise as well, with growth in Swiss social
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care expenditure since 2010 being comparable to long-term health care expenditure.
In order to include long-term social care in Switzerland for earlier years, we therefore
assume that the growth in overall Swiss long-term health care spending also applies for
long-term social care spending.2
Micro data
The individual data are drawn from the eu-subsidised Survey of Health, Ageing and Retirement in Europe (share) (Börsch-Supan, Jürges & Lipps 2003). This survey is conducted
among independent community-dwelling persons aged 50 years or older in several European countries. As well as these respondents, information is also gathered on their fellow
household members. The biggest advantage of the share data is that it is a panel data set
which allows us to control for the effect of unmeasured variables (see statisticial method
for more explanation) and thus obtain a consistent estimator of the effect of expenditures
on informal care.
Table 2.2
Characterics of sample; individuals in balanced panel of seniors whose use of care had changed
(average and %, 2013)
demographics
average age
female

73.6
62.8

household
partner
adult child in household

53.6
9.4

income
1st quartile
2nd quartile
3rd quartile
4th quartile

2

35.6
32
20.5
12

physical impairments
none
mild
moderate
severe

30.2
24.6
26.2
19

signs of depression
none
mild
moderate
severe

63.8
17.4
11.1
7.7

average number of illnesses

1.8

Excluding Switzerland from our model did not significantly alter the results.
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Table 2.2
(Continued)
use of care
none
informal care
paid care
unweighted number of individuals
unweighted number of observations

46.1
23.5
30.4
3,132
9,396

Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)

Participants
From the individual share data we selected persons who participated in all three research
years, in order to create a balanced panel with the advantage of analysing the same people
each time. Also most panel data methods require balanced panel data. One drawback of
this approach is that this group is selective because it comprises only people who were
healthy enough throughout the entire research period to take part in the survey, and who
were moreover willing to participate in the study several times. The implication of all this
is that the results found here apply for the relatively young and healthy over-50 population in the eight countries studied.
The definition of an informal carer varies in international research (Roth, Fredman &
Haley 2015), as does the range of health problems and care types received by informal care
users. In this study we are dependent on the question formulations in share for the
operationalisation of informal care use: a person receives informal care if he/she receives
help with personal care from someone within the household and/or help with the household and/or with personal care from someone outside the household.3
The majority of respondents in our panel received no care throughout the entire period
(54%); a small proportion were receiving informal care (1%) or paid care (2%) continually
throughout the period. Changes in public expenditure on home care evidently have no
impact on whether or not these people use informal care, and we accordingly focus on
those respondents whose use of care changed (43% of the over-50s on the panel;
3,132 individuals each with three observations). See table 2.2 for an overview of the
characteristics of these individuals.

3
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Measurements
The ‘choice’ of a particular type of care use does not take place in a vacuum, but depends
on the different options open to the individual concerned. Although the relationship
between informal and formal care use is not unambiguous, the two are nonetheless related: given a certain care need, receiving one type of care means that the other type of care
is not needed, or is needed less. We take this into account by choosing a discrete dependent variable which can have three values (no care, informal care and paid care)4.
To obtain a clear picture of the relationship between expenditure and informal care, we
corrected for various confounding variables that can also change over time. Care need was
measured based on physical impairments and signs of depression, for which two hierarchical scales were constructed (Mokken 1971), subdivided into none, mild, moderate
and severe impairments (Oudijk, Woittiez & De Boer 2011; Verbeek-Oudijk et al. 2014).
The scale for physical impairments tells us something about the severity of the difficulties
people experience in performing activities relating to running a household (Instrumental
Activities of Daily Living (iadl impairments)) and activities relating to personal care (Activities of Daily Living (adl impairments)). A score was calculated using questions about
22 activities of daily living. The score for depression was based on factors such as feeling
sad, tired or weepy, sleeping poorly, reduced appetite and lack of interest in the surrounding world, or wishing one were dead. Both variables ranged from 0 (no impairments) to 3
(severe impairments). We also counted the number of chronic illnesses the respondent
had, ranging from 0 to 8.
A great deal of family care is provided by partners, but also by (adult) children (Tarricone &
Tsouros 2008; Triantafillou et al. 2010). Although having family living close by need not
mean that support is shared, some forms of help do require a certain proximity of the
caregiver (Litwak 1985; Joseph & Chalmers 1996; Shelton & Grundy 2000). Living nearby
thus makes it easier to provide help. We included information on the presence of partners
(yes/no) and whether or not there are adult children aged 18 or older within the household (yes/no).
Since the income measurement is structurally much lower for everyone in 2007 than in
other years, and unknown in many cases, we looked at the income quartile in which
people are situated and explicitly took missing values into account. The income range was
between 0 (missing values) and 4 (fourth income quartile). Lastly, we included a dummy
for the measurement years.
Statistical method
Estimating the relationship between individual use of informal care and national expenditure on care presents several statistical complications. First we have to control for the
effect of unmeasured variables which may influence the relationship and lead to inconsis-

4

The combination of paid and informal care is included in the category paid care. The number of
observations was too small to distinguish paid care only from both informal and paid care.
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tent estimators, such as personality traits of the individuals. Fixed-effects models enable
us to control for this type of time-invariant unobserved heterogeneity (Gangl 2010).
We therefore estimated a multinomial logistic regression model with individual-level
fixed effects derived by Chamberlain (1980)5. In this approach the issue of inconsistent
estimate is thus being solved. Second, home care expenditure is measured at national
level; this means that the expenditure in a given year is the same for all individuals living
in the same country. We adjusted the standard errors using the Huber-White Sandwich
Estimator to account for individuals being clustered within a country. Third, the ‘choice’
of using informal care depends on the different options open to the individual concerned,
such as paid care. We take this into account by using a discrete dependent variable which
can have three values: no care, informal care and paid care (possibly combined with
informal care).6
The eight countries in our analysis vary as regards who has principal responsibility for
long-term care provision: the government, families, or both (Verbeek-Oudijk et al. 2014).
Countries where government plays a major role in long-term care provision – such as
Denmark and the Netherlands – are also countries with high levels of public long-term
care expenditure. This knowledge allows us to explore the possible relationship between
policy shifts towards more familial or more governmental responsibility and use of informal care. In our simulations we divided the countries into three different groups: responsibility mainly with government (Denmark and the Netherlands), mainly with families
(Spain and Switzerland), and responsibility shared between government and family
(Austria, Belgium, France and Germany) (Verbeek-Oudijk et al. 2014). Countries where the
government is mainly responsible for home care spent an average of 1.36% of gdp on
home care in 2004, 2007 and 2013. The average expenditure in countries with mainly familial responsibility is 0.34% of gdp, and in countries with shared responsibility 0.65%.
To explore the possible effects of policy shifts we use our main model as a starting point,
and predict7 the use of informal care after altering the value of public expenditures on
home care to the three different mean values mentioned above.
Endogeneity issues
We also addressed two possible endogeneity issues. First, home care expenditure may also
capture the effects of other time-varying country-level variables. We therefore include year
dummies in our model to adjust for overall shocks that could be associated with home
care arrangements, such as the economic crisis in 2008. For some time-varying variables
we adjusted our model more explicitly in our sensitivity analysis, e.g. for population ageing. Second, reverse causality might exist if long-term care expenditure not only

5
6
7
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influences use of individual informal care, but is also influenced by it. We do not believe
this reverse causality presents a major problem in our analysis, because the use of individual informal care probably has a delayed effect on national expenditure in budgeted ltc
schemes. Home care expenditure is part of public policy that usually either reacts to previous trends in demand or uses it to make adjustments in the future trend because of
unwanted developments in the past.
Sensitivity analyses
Although our model was estimated based on 9,396 (=3x3,132) observations, the variation
in national home care expenditure was based on a fairly limited number of observations
(24), i.e. eight countries and three measurement years. Several sensitivity analyses were
therefore performed to test the robustness of our results. In the following we will explain
each of the sensitivity analysis and why we perform them. First, we repeated the analysis
of different selections of research years to ascertain whether the effect found is consistent
over time (variant 1-3). To exclude the possibility that effects found are driven by changes
in home care expenditure in a given country, we included interaction terms of expenditure and country to filter developments in a specific country out of the principal effect of
home care expenditure (variant 4-11). We also estimated a model in which we corrected for
population ageing by including the trend in the share of over-65s (variant 12) or by including spending per capita instead of expenditure as a share of gdp (variant 13). Per capita
spending accounts for demographic changes, and thus to some extent for population ageing. Changes in expenditure on institutional care can also affect a person’s need for informal care. Unfortunately the available data did not allow to use both changes in home care
expenditure and institutional care expenditure, because the correlation between the two
is too high. We did however estimated a model in which we included private expenditures
next to public expenditures (variant 14). We also estimated a conditional logit with individual fixed effects with use of informal care as opposed to not receiving such care as the
endogenous variable, thus ignoring the possibility that people without informal care
could receive no care at all, or paid care (variant 15). As a final robustness check we estimated our model using an unbalanced panel instead of a balanced panel (variant 16).
2.4

Results

Our analyses revealed a significant negative relationship between public home care
expenditure and the probability of receiving informal care (or 0.18, 95% ci: 0.06-0.50)
(table 2.3). The results are based on the estimation of a multinomial logistic regression
with individual fixed effects on 3,132 persons aged over 50 (participating in all three years,
so 9,396 observations), living independently in the community, controlling for changes in
physical impairments and signs of depression, number of illnesses, presence of a partner,
adult children, income quartile and the measurement years concerned.
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Table 2.3
Multinomial logistic regression analysis with individual fixed effects of use of informal care by over-50s
in eight European countries (n = 9,396)a, b, c, d
informal care or (95% ci)
long-term care provision: home care expenditure

0.18** (0.06-0.50)

physical impairments
mild
moderate
severe

1.86*** (1.59-2.18)
2.76*** (2.24-3.38)
7.38*** (5.47-9.95)

signs of depression
mild
moderate
severe
number of chronic illnesses

1.25* (1.04-1.50)
1.92*** (1.52-2.41)
1.73*** (1.30-2.31)
1.11** (1.04-1.18)

household situation
partner present (yes)
child in household aged 25 or older (yes)

0.68* (0.50-0.91)
0.96* (0.76-1.20)

income
income unknown
second quartile
third quartile
fourth quartile

0.71** (0.57-0.87)
1.06 (0.89-1.25)
0.91 (0.75-1.11)
1.02 (0.82-1.26)

year
2007
2013

1.02 (0.92-1.14)
0.88 (0.71-1.10)

a
b
c
d

Huber-White sandwich estimator used for heteroscedasticity-consistent standard errors.
Pseudo R2 0.15.
The dependent variable was coded 0 (no care), 1 (informal care) and 2 (paid care). The estimates
for the use of paid care are available from the authors on request.
Reference categories are: no physical impairments, no signs of depression, no partner present,
no child in household aged 25 or older, first quartile income, year 2004.

or = Odds Ratio, ci = Confidence Interval
Significance level notation: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)
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Sensitivity analysis
Table 2.4
Estimation variants to test robustness of effects of changes in public home care expenditure
(odds ratios)
or home care expenditure (95% ci)
main analysis
sensitivity analysis:
1.
2004-2007
2.
2007-2013
3.
2004-2013
4.
including interaction term Austria
5.
including interaction term Germany
6.
including interaction term
Netherlands
7.
including interaction term Spain
8.
including interaction term France
9.
including interaction term Denmark
10.
including interaction term
Switzerland
11.
including interaction term Belgium
12.
including share 65+
13.
expenditure per capita
14.
including private expenditures
15.
conditional logit informal care
yes/no
16.
unbalanced panel

0.18** (0.06-0.50)
0.07* (0.04-0.89)
0.14*** (0.05-0.39)
0.28* (0.09-0.93)
0.13*** (0.05-0.46)
0.11***(0.05-0.40)
0.06***(0.01-0.28)
0.24* (0.09-0.82)
0.15**(0.06-0.52)
0.15***(0.06-0.50)
0.17**(0.07-0.57)
0.20** (0.08-0.66)
0.17***(0.06-0.49)
0.86*** (0.78-0.95)
0.15*** (0.05-0.46)
0.15*** (0.06-0.40)
0,15*** (0.06-0.37)

or = Odds Ratio, ci = Confidence Interval
Significance level notation: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100
1.
2.
3.
4.-11.
12.
13.
14.
15.
16.

All observations in 2013 excluded.
All observations in 2004 excluded.
All observations in 2007 excluded.
Interaction term of public home care expenditure with a country dummy added as an independent variable.
Share of 65+ in the population added as an independent variable.
Expenditure per capita were used instead of expenditure as % of gdp.
The sum of public and private expenditure was used instead of only public expenditure.
Dichotomous dependent variable of informal care use (yes/no) instead of discrete variable.
Model was estimated with an unbalanced panel instead of the balanced panel.

29

receiving and providing informal care: does context matter?

The relationship between home care expenditure and informal care use remains the same
in each of the sensitivity analyses (table 2.4) as regards the direction of the relationship
and the order of magnitude. This means that an increase in home care expenditure is related to a decrease in the odds of a person receiving informal care, and that this effect is constant over time (variant 1-3) and is not country-specific (variant 4-11). Moreover, both analyses in which we adjust for population ageing (including the population aged 65 or over;
variant 12 and using per capita spending; variant 13) show a similar significant relationship between home care expenditure and informal care use. This implies that the estimated relationship is due in large part to a real increase in home care expenditure and is not
simply an effect of an increase in the number of older persons. Using the sum of public
and private expenditure instead of only public spending produces similar results (variant
14). Lastly, the same applies when explaining the use of informal care with a dichotomous
dependent variable (yes/no; variant 15), or an unbalanced panel instead of a balanced
panel (variant 16).
Policy shifts in governmental or familial responsibility for long-term care
The average values of the predictions are presented in table 2.5. The diagonal values in the
table represent the average predicted probability of using informal care, calculated at the
means of the respective group of countries. The average predicted probability of receiving
informal care is highest in countries with mainly family responsibilities (.54) and lowest
in those where the government is responsible (.13).
We start with the group of countries where the government is mainly responsible for providing care, Denmark and the Netherlands. The probability of receiving informal care in
these countries increases (from .13 to .32) if we replace the average public care expenditure with that of Austria, Belgium, France and Germany – countries where responsibility
for long–term care is shared between the government and families. The probability is
even higher if the level of spending is comparable to that of Spain and Switzerland (.44).
Conversely, the probability of receiving informal care decreases if the countries where
families are mainly responsible for providing care spend more on professional home care
(from 0.54 to 0.20). These results suggest that a shift towards more family responsibility
and less public spending on home care, leads to more use of informal care on average,
and vice versa. However, the probability of receiving informal care remains lower in
countries that started out with mainly governmental responsibility, even when levels of
public home care expenditure are similar to those in countries with mainly familial
responsibilities.
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Table 2.5
Probability of informal care use by persons aged 50 or over after policy shifts in governmental and
familial responsibility for long-term care (margin)
current responsibility
for long-term care

policy shift towards
margin (95% ci)

mainly government
both government and
family
mainly family

mainly government

both government and family

mainly family

.13 (-.004-.26)
.16* (.007-.31)

.32*** (.18-.46)
.38*** (.23-.52)

.44*** (.33-.55)
.50*** (.39-.60)

.20* (.027-.37)

.42*** (.28-.56)

.54*** (.43-.64)

ci = Confidence Interval
Significance level notation: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w4.500, 10.6103 share.w5.100)

2.5

Conclusions and discussion

We found a negative relationship between the level of national home care expenditures
and individual use of informal care. The results are based on estimating a model which
has been corrected for unmeasured individual effects and for several confounding variables. The results remain intact in alternative specifications of the model, ranging from
excluding years to adjusting for population ageing. We used predictions to show that a
shift towards more familial responsibility, and consequently less public spending on
home care, is associated with an increase in use of informal care. Conversely, our simulations show that investments in professional home care are associated with less use of
informal care. The probability of receiving informal care remains lower in countries that
started out with mainly governmental responsibility for home care than in countries with
mainly familial responsibilities, even with similar lower estimated levels of public home
care expenditure. Unlike most of the studies that focus on explaining differences in health
care by using the theoretical framework proposed by Andersen and Newman (1973) and its
successors (Babitch et al. 2012; Von Lengerke et al. 2014), we not only include individual
characteristics but also take the effect of health care systems into account – i.e. public
home care expenditures – which proved to be a consistent predictor for informal care use.
Furthermore, we test the relation between public home care expenditures and informal
care in a longitudinal setting and thus avoid possible biased estimates that cross sectional
studies usually deal with.
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Data improvement desired
Although our results proved to be robust, both the national and individual data could be
improved. First, the number of countries and measurement years that could be included
in our analyses was limited. Ideally, we would like to have more data points – in countries, years or both. Second, we used public expenditure as a proxy for the provision of
publicly financed home care. However, some public spending may be aimed at improving
the quality of care or increasing staff salaries, and may not necessarily lead to more home
care provision. Moreover, with regard to the measurement of expenditure, we were not
able to disentangle the impact of changes in expernditures on home care and expenditures on institutional care (because they are very correlated). This means that declines in
informal care may not arise from increase inexpenditure on home care but institutional
care as well. Third, in some countries there are regional differences in the availability of
professional home care, which can differently influence the care use of an individual in
one part of the country than in another parts. There is currently insufficient information
on these aspects.
We would also have liked to take the number of hours of care received into account, but
insufficient information was available on this ‘intensity of care’. It is possible that the
growing formal care provision for the small group (1% in total) in our sample who
received informal care throughout the research period, also led to a reduction in the number of care hours. We do not expect that the missing information would lead to different
results, however, because of the relatively small group of respondents who consistently
received some form of informal care. There is also a degree of selectivity in the balanced
panel on which our analyses are based. These respondents are slightly younger and
healthier on average than the total over-50 population in the eight countries studied,
so the results cannot simply be generalised to form conclusions that apply for the population as a whole.
Does less formal care provision equate to more informal care?
The simulations in this study show that investments in professional home care are associated with less informal care use by independent community-dwelling over-50s. Furthermore, the simulations also showed that a shift towards more familial responsibility and
less public spending on professional home care provision is related to more use of informal care. This is an important result for countries concerned about the financial sustainability of long-term care systems in the light of population ageing. Most European countries deal with this by increasingly placing responsibility for providing long-term care on
the shoulders of the care recipient themselves and their families (Colombo et al. 2011).
The assumption is often that care that can no longer be provided via the home care services will be provided by the recipient’s family and social network. Our results support
that assumption. However, our results also suggest that the effect of a policy shift to some
extent depends on the initial level of government involvement in long-term care.
The probability of informal care use in countries where the government plays a major role
in long-term care is consistently lower than in countries where care is mainly provided by
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families, even with similar lower levels of public home care spending. This implies that
there is also a cultural aspect which influences the relationship between changes in professional home care and use of informal care. In some countries it is considered more
normal to provide care to others than in other countries. Not everyone is likely to eagerly
take up the role of informal caregiver, even in times of government retrenchment.
2.6

References

Andersen, R. & J.F. Newman (1973). Societal and individual determinants of medical care utilization in the
United States. In: Millbank memorial fund quarterly, vol. 51, no. 1, pp. 95-124.
Babitsch, Birgit, Daniela Gohl & Thomas Von Lengerke (2012). Re-revisiting Andersen’s behavioral model of
health services use: a systematic review of studies from 1998-2011. In: gms Psycho-Social-Medicine, vol. 9,
pp. 1-15.
Börsch-Supan, A., H. Jürges & O. Lipps (2003). share: Building a panel survey on health, aging and retirement in
Europe. Mannheim: Mannheim Research Institute for the Economics of Aging (mea).
Brandt, M., K. Haberkern & M. Szydlik (2009). Intergenerational help and care. In: European Sociological
Review, vol. 25, no. 5, pp. 585-601.
Chamberlain, G. (1980). Analysis of covariance with qualitative data. In: Review of Economic Studies, vol. 47,
pp. 225-238.
Chassin, L. (1985). Changes in peer and parent influence during adolescence: Longitudinal versus crosssectional perspectives on smoking initiation. In: Developmental Psychology, vol. 22, pp. 327-334.
Chiatti, Carlos, Maria Gabriella Melchiorre, Mirko Di Rosa, Andrea Principi, Sara Santini, Hanneli D’Âhner
& Giovanni Lamura (2013). Family networks and supports in older age. In: C. Phellas (ed.), Aging in European Societies, vol. 6, pp. 133-150. Springer us.
Colombo, F., A. Llena-Nozal, J. Mercier & F. Tjadens (2011). Help Wanted? Providing and paying for long-term care.
oecd Publishing (http://dx.doi.org/10.1787/9789264097759-en).
Comas-Herrera, Adelina, Raphael Wittenberg, Joan Costa-Font, Cristiano Gori, Alessandra Di Maio,
Concepcio Patxot, Linda Pickard, Alessandro Pozzi & Heinz Rothgang (2006). Future long-term care
expenditure in Germany, Spain, Italy and the United Kingdom. In: Ageing & Society 26, pp. 285-302.
Cambridge: Cambridge University Press (doi:10.1017/S0144686X05004289).
Daatland, Svein Olav & Katharina Herlofson (2003). 'Lost Solidarity' or 'changed solidarity': a comparative
European view of normative family solidarity. In: Ageing and Society, vol. 23, no. 5, pp. 537-560.
Eggink, E., M. Ras & I. Woittiez (2017). Dutch long-term care use in an ageing population. In: The Journal of
the Economics of Ageing, vol. 9, pp. 63-70.
Gangl, M. (2010). Causal inference in sociological research. In: Annual Review of Sociology, vol. 36, pp. 21-47.
Haberkern, K. & M. Szydlik (2010). State care provision, societal opinion and children’s care of older
parents in 11 European countries. In: Ageing & Society, vol. 30, no. 2, p. 299-323.
Joseph, A.E. & A.I. Chalmers (1996). Restructuring long-term care and the geography of ageing: A view from
rural New Zealand. In: Social Science and Medicine, vol. 42, no. 6, pp. 887-896 (doi:10.1016/0277-9536(95)0
0187-5).

33

receiving and providing informal care: does context matter?

Kalmijn, M. & C. Saraceno (2008). A comparative perspective on intergenerational support: responsiveness
to parental needs in individualistic and familialistic countries. In: European Societies, vol. 10, no. 3,
pp. 479-508.
Litwak, E. (1985). Helping the elderly: complementary roles of informal networks and formal systems. New York: Guildford.
Mokken, R.J. (1971). A theory and procedure of scale analysis. The Hague/Berlin: Mouton/De Gruyter.
Pforr, Klaus (2014). Femlogit-implimentation of the multinomial logit model with fixed effects. In:
The Stata Journal, vol. 14, no. 4, pp. 847-862.
Pickard, Linda, Raphael Wittenberg, Adelina Comas-Herrera, Bleddyn Davies & Robin Darton (2000). Relying on informal care in the new century? Informal care for elderly people in England to 2031. In: Ageing
and Society, vol. 20, pp. 745-772.
Pickard, L., A. Comas-Herrera, J. Costa-Font, C. Gori, A. Di Maio, C. Paxtot, A. Pozzi, H. Rothgang &
R. Wittenberg (2007). Modelling an entitlement to long-term care services for older people in Europe:
projections for long-term care expenditure to 2050. In: Journal of European Social Policy, vol. 17, no. 1,
pp. 33-48.
oecd (2012). Accounting and mapping of long-term care expenditure under sha 2011. oecd. Health Division. Directorate for Employment, Labour and Social Affairs.
Oudijk, D., I. Woittiez & A. de Boer (2011). More family responsibility, more informal care? The effect of
motivation on the giving of informal care by people aged over 50 in the Netherlands compared to other
European countries. In: Health policy, vol. 101, no. 3, pp. 228-235.
Roth, D.L., L. Fredman & W.E. Haley (2015). Informal caregiving and its impact on health: a reappraisal
from population-based studies. In: The Gerontologist. Special Issue 2015 whcoA, vol. 55, no. 2, pp. 309-319
(doi:10.1093/geront/gnu177).
Shelton, N. & E. Grundy (2000). Proximity of adult children to their parents in Great Britain. In: International
Journal of Population Geography, vol. 6, no. 3, pp. 181-195.
Stabile, M., A. Laporte & P.C. Coyte (2006). Household responses to public home care programs. In: Journal
of Health Economics, vol. 25, pp. 674-701.
Suanet, B., M. Broese Van Groenou & T. van Tilburg (2012). Informal and formal home-care use among
older adults in Europe: can cross-national differences be explained by societal context and composition? In: Ageing and Society, vol. 32, no. 3, pp. 491-515.
Tarricone, Rosanna & Agis D. Tsouros (eds.) (2008). Home care in Europe. World Health Organization.
Triantafillou, Judy, Michel Naiditch, Kvetoslava Repkova, Karin Stiehr, Stephanie Carretero, Thomas
Emilsson, Patrizia Di Santo, Rastislav Bednarik, Lydia Brichtova, Francesca Ceruzzi, Laura Cordero,
Tasos Mastroyiannakis, Maite Ferrando, Karl Mingot, Joachim Ritter & Diamantoula Vlantoni (2010).
Informal care in the long-term care system. European Overview Paper. Athens/Vienna.
Verbeek-Oudijk, D., I. Woittiez, E. Eggink & L. Putman (2014). Who cares in Europe. A comparison of long-term care
for the over-50s in sixteen European countries. The Hague: Netherlands Institute for Social Research |scp.
Von Lengerke, T., D. Gohl, B. Babitsch (2014). Re-revisiting the behavioral model of health care utilization
by Andersen: a review on theoretical advances and perspectives. In: C. Janssen, E. Swart, T. von Lengerke
(eds.), Health Care Utilization in Germany. Springer: New York, ny.

34

home care expenditure and informal care received by seniors

Weissert, William, G., Cynthia Matthews Cready & James E. Pawelak. (1988). The past and future of homeand community-based long-term care. In: The Milbank Quarterly, vol. 66, no. 2, pp. 309-388
(doi: 10.2307/3350034).

35

3

The effect of public expenditure on home care on
unpaid caring: differences between over-50s in work
and not in work1

3.1

Abstract

This study examines the relationship between public expenditure on professional home
care and unpaid caring by over-50s in Europe, and whether this relationship differs
between working and non-working populations. We use share data from eight European
countries merged with oecd data on home care expenditure in 2004, 2007, 2011 and 2013.
Using logistic regressions with fixed effects, our findings provide evidence that rising
expenditure is associated with lower probabilities of (regular) unpaid caring by over-50s,
but only among those not in work. Consequences of increasing emphasis on unpaid
caring, especially combined with paid work, should be studied further.
3.2

Introduction

Unpaid care is the primary source of care for many Europeans who need help with daily
living activities (Chiatti et al. 2013; Verbeek-Oudijk et al. 2014). In many European countries, reforms in long-term care have been accompanied by an appeal to civic responsibility, self-care and caring for others (Pavoline & Ranzi 2008; Colombo et al. 2011). Governments are becoming increasing reliant on unpaid caregivers, and yet are also aiming for
increased labour participation. Those who are expected to work more, generally women
and people over the age of 50, are the same people who often provide unpaid care (Knijn
et al. 2014). As a result, these over-50s are at greater risk of having to combine work and
unpaid care. This risk may intensify due to the increasing need for care in ageing societies.
In a number of European countries the last decade was characterised by increased public
expenditure on home care and an increase in the number of people receiving professional
home care (oecd 2015). An unresolved issue is what happens with unpaid caring by
seniors, given their position in the labour market, when public expenditure on home care
rises in their country.
We formulate two hypotheses which can help to disentangle this relationship. The first
concerns the connection between unpaid caring and its alternatives. Professional home
care is a possible alternative to unpaid care, and its availability may influence the unpaid
care that is provided. Previous research showed it is difficult to draw unambiguous conclusions regarding the association between formal and informal care use (Pickard 2000).
As long ago as the 1980s, the idea was put forward that informal care could replace formal

1
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care (Greene 1983) or supplement it (Edelman 1986). A vast body of research among care
recipients found evidence that professional care and unpaid care can act as substitutes
(Chapell & Blandford 1991; Kemper 1992; Van Houtven & Norton 2004; Li 2005; Viitanen
2007; Bolin et al. 2008; Hanaoka & Norton 2008; Gannon & Davin 2010; Geerts & Van den
Bosch 2012; Swinkels et al. 2015). In this paper, we focus on unpaid care giving. Research
from the us shows that whether unpaid care is provided to an older family member who
needs it depends at least partly on whether other family members are able to provide that
care (Byrne et al. 2009). The care alternatives that the person in need has - including professional help - thus influence the provision of unpaid care. Not only are there vast differences in the availability of home care services between countries (Reher 1998; Dykstra et
al. 2013), but changes in the availability of professional care services, i.e. government
spending on home help, in a country also negatively affect unpaid caring (Viitanen 2007).
Repeated cross-sectional research has shown that an increase in home care expenditure in
Canada is associated not only with higher take-up of professional home care, but also
with a smaller share of the population that provides unpaid care (Stabile et al. 2006).
Although this a first step in unravelling the relationship between home care and unpaid
care giving, it is unclear to what extent these results apply to other countries as well,
or whether transitions in public spending in home care are also associated with unpaid
caring for individuals. Earlier comparative research has shown that apart from unpaid care
provision, the frequency of such care also varies between countries, as well as the number
of care hours (Lowenstein et al. 2009; Haberkern & Szydlik 2010; Verbeek-Oudijk et al.
2014). These studies seek to explain these variations, but they do not look at the relationship between public spending on home care in countries and the frequency with which
people provide unpaid care in a particular period of time. It is possible to argue that, due
to time constraints, carers who provide regular care are strongly influenced by the availability of (professional) home care, whereas those who provide irregular care are less
dependent on the availability of professional home care.
These arguments can be tested using a model to determine whether increasing home care
expenditure affects not just the provision of unpaid care, but also the frequency of unpaid
care provided in different European countries. The data available allows us to analyse this
relationship only for the independent living population aged 50 or over. This leads us to
our first hypothesis:
1

An increase in public expenditure on professional home care is associated with a lower provision of
unpaid care and a lower frequency of unpaid care by independent living over-50s in Europe.

The second hypothesis builds on the time constraints mentioned previously, and specifically those that result from being in paid employment. The combination of paid work and
unpaid care provision has been the subject of many empirical studies (e.g. Bolin et al.
2008; Simonazzi 2009; Kotsadam; 2010; Carmichael et al. 2010; Vilaplana Prieto 2011;
Bauer & Sousa-Poza 2015; Josten & De Boer 2015; Kolodziej et al. 2018). Paid employment
limits people’s scope to take on a caregiver role, and people who work long hours provide
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care less often than people who work less or not at all (Josten & De Boer 2015). ‘Time’ is
thus an important factor in people’s decisions about whether or not to provide unpaid
care (Byrne et al. 2009; Broese van Groenou & De Boer 2016). Those in work are already
less likely to provide (regular) care, and presumably will only do so if they feel they have
no other alternative. Non-workers may feel a greater obligation to provide care because
they have more time to do this and are therefore more susceptible to available alternatives
such as professional help. Rising public expenditure on home care will consequently have
a larger negative association with unpaid caring for over-50s not in work than for over-50s
who are in work.
One longitudinal study in England focused on carers who were employed in the public
sector (Pickard et al. 2018). They find that where the person cared for did not receive home
care, the carer was more likely to leave employment. Although these findings are restricted to carers working in a specific sector in one country, they suggest that the absence of
services may contribute to carers leaving work.
There is another longitudinal study based on data from several European countries which
has calculated the possible effect of government spending on unpaid care provision, and
simulated the subsequent effect on labour participation of women aged between 45 and
59 years (Viitanen 2007). The outcomes suggest that an increase in government expenditure on both residential care and home care reduces the probability of unpaid caring and
that increased government spending is a cost-effective way of increasing labour participation rates among women. The author focuses on women between 45 and 59 and those
who provide unpaid caring to someone outside their household. This calls for more
research including men, over-60s and people who provide help to members of their own
household in order to establish a better picture of the relationship between unpaid caring, labour force participation and levels of public expenditure on home care. There is
also evidence that individuals in (full-time) employment are less likely to take on intensive caring responsibilities (Carmichael et al. 2010) and vice versa (Kolodziej et al. 2018).
We therefore reason that regular care takes up more time in a person’s schedule than
irregular care and that, as a result, an increase in the availability of (professional) home
care would be a more attractive alternative.
This assumption can be tested by estimating models for different groups of older people
living in Europe, those in paid employment and those not in paid employment. This leads
us to our second hypothesis:
2

An increase of public expenditure on professional home care mainly affects the provision and
frequency of unpaid caring by over-50s who are not in work.

We contribute to the existing research not only by looking at the association between
home care expenditure and the provision and frequency of caring (hypothesis 1), but also
by exploring whether this relationship differs for those who participate in the labour market and those who do not (hypothesis 2). We can test these hypotheses only by using panel
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data that track individual over-50s and their unpaid caring over time and observe their
work situation in the context of increased home care expenditure.
3.3

Data and method

We combined longitudinal data from the Survey of Health, Ageing and Retirement in Europe
(share; www.share-project.org) from 2004, 2007, 2011 and 2013 with national data on
home care expenditure from the oecd (http://stats.oecd.org/). This allowed us to adequately identify the relationship between public expenditure on professional home care
at the national level and unpaid caring on the individual level. We selected eight European
countries: Austria, Belgium, Denmark, Germany, France, the Netherlands, Spain and
Switzerland. We selected these countries because they participated in the share survey
between 2004 and 2013 and also because there was sufficient information from these
countries on public expenditure on home care in the corresponding years available.
In this study, we follow the Informal Care Model (icm) by Broese van Groenou and De Boer
(2016; see Appendix A) as a theoretical framework for the mechanism that drives unpaid
caring at the individual, relational, family, network and community level. In this model,
contextual factors can either facilitate or inhibit the translation of the intention to provide care into actual care provision. The presence of other (potential) caregivers, a social
network, professional care and technology are examples of such contextual factors. We
focus on national public expenditure on home care in order to explain (regular) unpaid
caring by over-50s, and we use public expenditure as a proxy for the available professional
home care.
National level data
Public expenditure on home care covers government spending on professional home
care. That means that cash for grants paid to family members are not included, but grants
spent on professional home care (public or private) are. Countries differ in which aspects
of long-term care they consider to be healthcare and which aspects are classed as social
care. In order to eliminate possible national differences in definitions and to standardise
the measurement of unpaid caring in our data at the individual level, we included public
spending in the sum of long-term healthcare and long-term social care. One of the major
issues in accounting for long-term care is the overall comparability and usefulness of
international health expenditure data. In 2012, the oecd released System of Health
Accounts 2011 (sha, 2011) guidelines for long-term care in order to tackle these issues
(oecd 2012). In our study, we use oecd data collected according to these guidelines (oecd
2015; stats.oecd.org).
Public expenditure on professional home care is measured as the percentage of gross
domestic product (gdp; table 3.1). The Netherlands allocated the largest share of gdp to
professional home care over the period studied, and Spain the lowest. Countries where
the government takes a larger share of the responsibility for long-term care are also the
countries where public spending on home care is highest (the Netherlands and Denmark).
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It is lowest in countries where families are expected to provide care (Spain) or pay for most
of the care themselves (Switzerland). With the exception of Germany, the share of gdp
spent on home care increased between 2004 and 2013.
Public expenditure on professional home care as a share of gdp provides an indication of
the importance a country attaches to long-term care relative to other public services and
was the best indicator we could find. However, long-term care is also dependent on other
time-dependent country-level variables, such as demographic changes and population
ageing. Per capita spending would be a better indicator because it accounts for demographic changes to some extent, but unfortunately the available data were incomplete
and unavailable for older generations (both the over-50s and the over-65s).
Table 3.1
Public expenditure on home care in various European countries in 2004, 2007, 2011 and 2013
(% of gdp)a, b

Austria
Belgium
Denmark
France
Germany
Netherlands
Spain
Switzerland
unweighted average
a
b

2004

2007

2011

2013

0.67
0.56
1.05
0.71
0.42
1.47
0.14
0.47
0.69

0.66
0.59
1.12
0.78
0.39
1.48
0.17
0.49
0.71

0.72
0.74
1.23
0.92
0.44
1.74
0.22
0.52
0.82

0.74
0.80
1.22
0.96
0.49
1.82
0.22
0.55
0.85

For the Netherlands, national data from 2005 were used as a proxy for 2004 due to missing data.
For Switzerland, information on expenditure on long-term social care is not available for the
years prior to 2010. We assumed that the overall growth in Swiss long-term healthcare spending
also applies to their long-term social care spending, so that were could include long-term social
care for Switzerland in the earlier years. From 2010 onwards, the growth in Swiss social care
expenditure is comparable to its long-term healthcare expenditure.

Source: oecd 2015 (stats.oecd.org; Health expenditure and financing - Long-term nursing care:
home care)

Microdata
The individual data are drawn from the eu-subsidised Survey of Health, Ageing and Retirement in Europe (share) (Börsch-Supan et al. 2003). The survey was first conducted in 2004
among approximately 30,000 independent community-dwelling persons aged 50 years
and over, and was repeated in 2006/2007, 2011 and 2013. The survey population consists of
households containing at least one person aged over 50. Information is gathered not only
on the person aged over 50, but also on the other members of their household. More gen-
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eral information is available on the younger generations in the household and children
living outside the household.
The definition of unpaid caregiver varies significantly in international research (Roth et al.
2015). In this study, we follow the questions in the share survey for the operationalisation
of unpaid caring: a person provides unpaid care (yes/no) if he/she helps someone within
the household with personal care, but also if they give practical household help and/or
personal care to someone outside the household. In all cases, looking after grandchildren
is excluded. In 2011 and 2013, the question of whether help was provided to someone outside the household was put to family respondents.2 Although this could potentially have
led to selection bias, we found no indication of this.
The intensity of caring is often measured in number of hours of care provided per week
but this information was not available to us. We therefore looked at how regularly the
care was provided. For care provided outside the household, respondents were asked
whether, on average, they provided care daily, weekly, monthly or less often. We combine
daily and weekly care to form regular caring. For care provided to someone within their
own household, respondents were asked only to give a positive answer if the care was provided on an (almost) daily basis. We thus have to assume that if a respondent provides
care to someone within their own household, this care is provided regularly; i.e. daily or
weekly. We then combined the information on how often care was provided to someone
inside and outside the household, and selected the most regular caring. This produced a
discrete variable with a value of 0 if no care was given, 1 if care was given on a monthly
basis or less often and 2 if care was given on a weekly or daily basis.
To assess the relationship between national expenditure and unpaid caring, we have to
take other potential determining factors into account. Following the Informal Care Model
developed by Broese van Groenou and De Boer (2016), we included one of the most
important drivers for unpaid caring which is knowing someone who is in need of care.
The greater the recipient’s need for care, the stronger the motivation to provide that care,
and the more regularly the care is provided. Unfortunately, carers were not asked about
the health status of the person they cared for. We resolved this issue by using a proxy for
the need to provide care, which is determined by looking at the health status of the
respondent’s partner and that of their parents in two separate variables. The latter has
been used in previous research by Kolodziej and colleagues (2018). The proxy we use
covers a large proportion of the potential need to provide care, because the majority of

2

In 2011 and 2013, the question of whether help was provided to someone outside the household
was put to family respondents, whereas in 2004 and 2007 it was put to the entire research population. Family respondents are the first member of a household that are interviewed and answer certain questions on behalf of themselves and their partner. We tested for selection bias by explicitly
modelling the interaction effect between household composition (i.e. the probability of being a
family respondent) and home care expenditure, and estimated separate models for family
respondents only.
41

receiving and providing informal care: does context matter?

unpaid care is provided to partners and parents (Pickard 2015). We combined the information on the presence and health status of partners or parents in two separate variables; if a
respondent does not have a partner - or if the respondent’s parents are deceased - the
need to provide care is zero. The health of the partner was measured on whether or not
they have physical impairments or signs of depression (0 no partner or healthy partner,
1 partner with impairments). For the health status of the parents of the respondent,
we used a subjective measurement of overall health, ranging from 1 ‘excellent’ to
6 ‘deceased’.
There are also enabling factors, such as a person’s own health, which can make it easier or
more difficult to provide care. We used hierarchical scales for the respondent’s own physical health and signs of depression, ranging from 0 ‘no impairments’ to 3 ‘severe impairments’ (see Oudijk et al. 2011). Also, people with young children in the household are less
likely to provide care (Bauer & Souza-Poza 2015), so we also took into account whether
there were young children (aged under 12) in the household (yes/no).
The disposition of the caregiver plays a significant role in unpaid caring. Broese van
Groenou and De Boer (2016) describe this as a combination of general beliefs, normative
beliefs and perceived constraints. All these aspects are relatively stable over time.
This means we can control for these aspects using models that included fixed effects
(see method section). There are also perceived constraints or barriers to providing unpaid
care, such as the amount of time available. We took the time constraint into account to
some extent by estimating our model for both workers and non-workers separately.
Respondents that were in paid work for at least one hour in the previous year were considered to be workers. A large proportion of our research population had reached retirement
age. As a result, the number of respondents still working was relatively low and unfortunately insufficient to differentiate between part-time and full-time workers. The financial
constraint was measured using household income quartiles (1 to 4). An overview of the
characteristics of respondents in our analyses can be found in appendix B.
Method
We estimated the relationship between public expenditure on professional home care and
unpaid caring by taking into account the determinants mentioned above, which are
already well-known. Clearly, there are always unmeasured variables that may influence
the relationship and lead to inconsistent estimators. An example of such an unmeasured
factor is the influence of personality traits or general beliefs and feelings of social responsibility. We estimated regressions with individual-level fixed effects that enabled us to
control for these unmeasured variables, or unobserved heterogeneity (Gangl 2010).
Fixed effects models exploit within-group variation over time, and thus focus on variation
within individuals, not between them. The models control for differences between individuals that are constant over time, such as the country they live in or their gender;
these are fixed characteristics and thus cannot influence changes over time. We used conditional logistic regression with fixed effects to estimate the association between public
expenditure on professional home care and unpaid caring (0/1), and multinomial logistic
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regression with fixed effects to explain its association with the frequency of unpaid caring
(0/1/2). Both methods were derived from Chamberlain (1980), and the latter was implemented in Stata by Pforr (2014). The individuals in our data are grouped within countries.
Because of this, the Huber-White sandwich estimator was used for heteroscedasticityconsistent standard errors in the multinomial regression. For the conditional logit,
we used vce cluster to adjust the standard errors. We used the statistical software package
Stata (Version 14). Besides public home care expenditure there are more country specific
factors related to the available care. Unfortunately, sufficient information for the countries and years included in this study was not available. To control for unmeasured country
specific that vary over time we included a year dummy in our models.
The eight countries in our analysis not only vary in terms of the share of gdp they allocate
to home care, but also with regard to the balance between public and familial responsibility for long-term care (Verbeek-Oudijk et al. 2014; Pommer et al. 2008; Bettio & Plantenga
2004). The countries with high levels of public spending on long-term care are also the
countries where the government assumes primary responsibility for long-term care provision. We can use this information to obtain an impression of the possible relationship
between policy towards greater familial responsibility and unpaid caring. Denmark and
the Netherlands spend an average of 1.41% of gdp on home care and can be characterised
as countries where the government has principal responsibility for long-term care,
whereas the majority of responsibility lies with families in Spain and Switzerland (0.34%
of gdp). In the other countries – Austria, Belgium, France and Germany – the government
shares responsibility with families. These four countries spend an average of 0.68% of
their gdp on home care. To explore the relationship between possible policy shifts and
unpaid caring, we used our main model as a starting point to predict – using the margins
command – the percentage of unpaid caring after altering the level of public expenditure
on home care to the three different mean values mentioned above. We did the same for
the frequency of unpaid caring. Since it is not possible to obtain margins after performing
multinomial logistic regressions with fixed effects, we calculated the probabilities by
using a conditional logit (0 = no or occasional caring; 1 = daily or weekly caring) that produces similar results.
Endogeneity issues
There are three endogeneity issues to address. First, reverse causality might exist if longterm care expenditure not only influences individual unpaid caring, but is also influenced
by it. Home care expenditure is part of public policy that usually either reacts to previous
trends in demand or uses it to make adjustments in the future trend because of unwanted
developments in the past. Although we believe that, in general, unpaid caring by individuals has a delayed effect on national expenditure in budgeted ltc schemes reverse causality cannot be ruled out. It is therefore appropriate to exercise caution when it comes to
attributing causality. For this reason, in this study we speak of correlation rather than causation.The second endogeneity issue is that home care expenditure may also capture the
effects of other country-level variables that may vary over time. We include year dummies
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in our model to adjust for overall shocks that could be associated with home care arrangements, such as the economic crisis in 2008. For some time-varying variables such as population ageing, we adjusted our model more explicitly in our robustness checks. The third
issue is endogeneity concerning labour market status. To determine whether or not the
relationship between home care expenditure and unpaid caring differs for those in work
and those not in work, we estimated our model for respondents who were actively participating in the labour market the year that they first took part in the share survey. We did
the same for respondents who were not in work in that first year. The reason for this distinction is that our focus was not on the relationship between labour market participation
and unpaid caring, which is difficult to estimate due to endogeneity issues (Heitmueller
2007). For instance, it is unclear whether employment status changes due to an uptake of
caregiving tasks or whether changes in employment status lead to less or more informal
caregiving. Our strategy for dealing with this third endogeneity problem is to use initial
employment status as a means of determining whether or not the association between
home care expenditure and unpaid caring is different for those who were employed at the
starting point from those who were not. Transition probabilities show that the chance of
an individual still being employed in later measurement years is over 75%. The group of
people who are not in work also includes respondents who are retired. The average age of
this group is much higher than the group of respondents who work. We therefore also
estimated our model for respondents who do not participate on the labour market but are
of working age (50-70 years).
Robustness checks
We performed several sensitivity analyses to explore the robustness of our results. We estimated our main model including the share of over-65s in the different countries, thereby
taking population ageing into account.3 We also estimated a variant including the combination of both public and private expenditure on professional home care (rather than
public spending only). Furthermore, we included interaction terms for country and
expenditure to check whether or not our findings were driven by national developments
in a specific country. The interaction terms filter out country-specific expenditure from
the principal association between home care expenditure and unpaid caring. Lastly, we
estimated our models using a balanced instead of an unbalanced panel.
3.4

Results

In this section, we analyse the relationship between an increase in public expenditure on
professional home care and the provision and frequency of unpaid caring by people aged

3
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over 50 in Europe, and whether or not this relationship is different for the working and
non-working population. In addition, by using predictions we explore the possible
impact of reducing public expenditure on professional home care. We focus on the
relationship between public expenditure on professional home care and unpaid caring,
after correction for household situation, income, indicators of the need to provide care,
the physical health of the respondent as well as signs of depression, and the measurement
years concerned.
Unpaid caring
Our results show a negative relationship between home care expenditure and unpaid caring among independent community-dwelling over-50s (table 3.2; first column).
An increase in home care spending is associated with a lower probability of unpaid caring
(or=0.16).
Spending more on home care is negatively associated with the probability that unpaid
care among is provided by those not in paid work. This association is slightly stronger if
we include people of retirement age rather than selecting respondents of working age.
This is probably because of the higher incidents of health problems among respondents
in this group. There is no significant relationship between home care expenditure and
unpaid caring by those who work. Our data show that people who are employed are less
likely to have a partner who is in need of help than people not in work. Working partners
are both generally younger and in better health than retirees and their partners. Thus, the
need for those in work to provide care is lower than the need for non-workers and retirees
to provide care. Therefore, expenditure on home care is less correlated with unpaid caring
by those in work.
The principal association between home care expenditure and unpaid caring is fairly
robust (table 3.3). Only when the interaction term that captures Dutch expenditure is
included (variant 5) is the principal association no longer significant. This is not uncommon in small-n research. However, the similar odds ratio – although not significant –
is reassuring.
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Table 3.2
Conditional logistic regressions with fixed effects of unpaid caring by working and non-working aged
over 50 in eight European countries between 2004 and 2013 (odds ratios; n=13,355)a

public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitation
mild
moderate
severe
signs of depression
mild
moderate
severe
number of chronic illnesses
year
2007
2011
2013

46

total

working in first year

or (95% ci)

or (95% ci)

0.16* (0.04-0.68)

0.44 (0.13-0.46)

1.00 (0.96-1.06)
1.35* (1.04-1.76)
1.40*** (1.21-1.63)
1.15*** (1.09-1.22)
1.09*** (1.04-1.14)

0.99 (0.90-1.09)
1.32 (0.87-2.0)
1.34 (0.96-1.80)
1.18*** (1.11-1.26)
1.08* (1.01-1.14)

1.00 (0.94-1.05)
1.03 (0.89-0.20)
1.07 (0.86-1.32)

0.97 (0.80-1.17)
0.60* (0.38-0.93)
0.78 (0.50-1.20)

1.16** (1.04-1.29)
1.27** (1.06-1.53)
1.49** (1.17-1.88)
1.04 (1.00-1.07)

1.15 (1.00-1.33)
1.58** (1.12-2.23)
1.47 (0.95-2.29)
1.06* (1.00-1.12)

0.84* (0.73-0.98)
0.39*** (0.27-0.54)
0.54** (0.37-0.78)

0.79** (0.67-0.92)
0.28*** (0.22-0.34)
0.41*** (0.31-0.54)
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Table 3.2
(Continued)

public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitations
mild
moderate
severe
signs of depression
mild
moderate
severe
number of chronic illnesses
year
2007
2011
2013
a

not working in
first year

not working,
aged 50-70

or(95% ci)

or(95% ci)

0.08* (0.02-0.42)

0.12** (0.03-0.50)

1.03 (0.99-1.06)
1.26 (0.68-2.34)
1.41*** (1.28-1.56)
1.13*** (1.06-1.22)
1.10*** (1.07-1.13)

1.01 (0.98-1.05)
1.17 (0.64-2.12)
1.41*** (1.21-1.64)
1.14** (1.05-1.23)
1.10*** (1.06-1.14)

1.02 (0.87-1.19)
1.22 (0.99-1.52)
1.19 (0.91-1.55)

1.02 (0.87-1.21)
1.27 (0.95-1.68)
1.35 (0.95-1.92)

1.15 (0.99-1.34)
1.17 (0.93-1.47)
1.46* (1.11-1.92)
1.03 (0.99-1.06)

1.07 (0.86-1.32)
1.16 (0.90-1.50)
1.32 (0.94-1.85)
1.05* (1.00-1.10)

0.85* (0.75-0.98)
0.45*** (0.30-0.67)
0.62* (0.40-0.95)

0.85* (0.73-1.00)
0.38*** (0.28-0.52)
0.53** (0.36-0.78)

Huber-White sandwich estimator used for heteroscedasticity-consistent standard errors.

Significance level notation: *p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w4.500, 10.6103 share.w5.100)
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0.16* (0.04-0.69)
0.12** (0.03-0.58)
0.14* (0.03.0.69)
0.16* (0.03-0.82)
0.21 (0.01-4.00)
0.33* (0.12-0.88)
0.11** (0.03-0.47)
0.15* (0.04-0.66)
0.14* (0.03-0.66)
0.21* (0.05-0.92)
0.20* (0.06-0.73)

or (95%ci)
0.44 (0.12-1.53)
0.38 (0.10-1.42)
0.35 (0.10-1.18)
0.51 (0.15-1.74)
0.82 (0.03-24.5)
0.56 (0.18-1.71)
0.30* (0.11-0.84)
0.45 (0.14-1.46)
0.37 (0.11-1.18)
0.58 (0.13-2.58)
0.56 (0.20-1.56)

or (95%ci)

working in first year

0.08** (0.02-0.44)
0.06** (0.01-0.34)
0.08** (0.01-0.48)
0.08** (0.01-0.46)
0.09 (0.00-1.43)
0.22** (0.08-0.61)
0.06*** (0.01-0.31)
0.08** (0.002-0.40)
0.08** (0.01-0.45)
0.11** (0.03-0.51)
0.10** (0.03-0.41)

or (95%ci)

not working in first year

Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/share.w4.500, 10.6103 share.w5.100)

Significance level notation: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001

1. Share of 65+ in the population added as an independent variable.
2. The sum of public and private expenditure was used instead of only public expenditure.
3.-10. Interaction term of public expenditure on home care with a country dummy added as an independent variable.
11. Estimating our models on a balanced instead of an unbalanced panel.

1. Including share over-65s
2. Including private expenditure
3. Including interaction term Austria
4. Including interaction term Germany
5. Including interaction term The Netherlands
6. Including interaction term Spain
7. Including interaction term France
8. Including interaction term Denmark
9. Including interaction term Switzerland
10. Including interaction term Belgium
11. Balanced panel

public expenditure on professional home care (%
gdp) after:

total

0.12** (0.03-0.54)
0.09** (0.02-0.38)
0.11** (0.02-0.55)
0.12* (0.02-0.68)
0.1 (0.26-5.72)
0.25* (0.08-0.75)
0.09** (0.02-0.43)
0.11** (0.03-0.45)
0.11** (0.02-0.54)
0.16** (0.04-0.55)
0.13** (0.03-0.59)

or (95%ci)

not working, age 50-70

Table 3.3
Estimation variants to test robustness of association between public expenditure on home care and unpaid caring by working and non-working people aged
over-50s between 2004 and 2013 (odds ratios; n=13355)
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Frequency of unpaid caring
We also find a negative correlation between home care expenditure and regular unpaid
caring among the over-50s (table 3.4). An increase in this expenditure is associated with a
decreased probability of providing weekly or daily care (or = 0.09). There is no significant
relationship between home care spending and occasional caring (monthly or less often).
This result can be explained by time constraints which limit unpaid caring. Regular caring
consumes more time and therefore impacts on a person’s schedule to a greater extent
than occasional caring. Thus, an increase in home care expenditure, and the resulting
assumed increase in available professional home care, has a negative association with the
probability of regular caring and no association with the probability of occasional forms
of unpaid caring. In more positive terms, more professional home care can provide relief
for those who provide regular unpaid care.
For the non-working population, the negative association between expenditure and
regular (daily/weekly) caring is robust (for both the non-working population as a whole,
and for those of working age). This does not apply to our results for the working population: the negative overall relationship was not robust after taking country-specific home
care spending into account, suggesting that the correlation between public expenditure
on home care and regular unpaid caring for the working population varies per country.
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Table 3.4
Multinomial logistic regression with fixed effects of frequency of unpaid caring by working and nonworking aged over 50 in eight European countries between 2004 and 2013 (odds ratio’s; n= 14,431)a, b, c

weekly or daily
public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitations
mild
moderate
severe
signs of depression
mild
moderate
severe
number of chronic illnesses
year
2007
2011
2013
monthly or less often
public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitations
mild
moderate
severe
signs of depression
mild
moderate
severe
50

total

working in first year

or (95%ci)

or (95%ci)

0.09*** (0.03-0.21)

0.22* (0.05-1.00)

1.02 (0.97-1.08)
1.47 (0.80-2.72)
1.59*** (1.37-1.85)
1.20*** (1.14-1.26)
1.09** (1.02-1.17)

1.03 (0.93-1.14)
1.31 (0.63-2.69)
1.67** (1.24-2.23)
1.25*** (1.16-1.34)
1.06 (0.97-1.15)

0.94 (0.82-1.06)
1.04 (0.87-1.24)
1.10 (0.84-1.44)

0.96 (0.76-1.22)
0.63* (0.43-0.91)
0.75 (0.36-1.59)

1.28** (1.10-1.48)
1.39** (1.13-1.71)
1.68*** (1.30-2.16)
1.04 (0.99-1.08)

1.34* (1.01-1.78)
1.89** (1.25-2.82)
1.56 (0.95-2.56)
1.07 (0.96-1.20)

0.88 (0.76-1.02)
0.52*** (0.44-0.63)
0.79* (0.65-0.97)

0.85 (0.68-1.07)
0.36*** (0.26-0.50)
0.63** (0.45-0.89)

0.51 (0.18-1.39)

0.90 (0.21-3.87)

1.00 (0.93-1.07)
1.09 (0.59-1.98)
0.96 (0.78-1.18)
1.09** (1.03-1.16)
1.08* (1.00-1.17)

0.97 (0.87-1.07)
1.22 (0.59-2.53)
0.92 (0.65-1.30)
1.11** (1.03-1.19)
1.10 (1.00-1.21)

1.12 (0.96-1.31)
0.94 (0.74-1.20)
0.69 (0.42-1.10)

0.90 (0.21-3.87)
0.98 (0.78-1.25)
0.55** (0.36-0.84)

1.00 (0.82-1.23)
0.99 (0.73-1.33)
1.14 (0.79-1.65)

0.98 (0.71-1.35)
1.20 (0.77-1.87)
1.29 (0.75-2.22)
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Table 3.4
(Continued)

number of chronic illnesses
year
2007
2011
2013

total

working in first year

or (95%ci)

or (95%ci)

1.02 (0.95-1.10)

1.04 (0.92-1.17)

0.76*** (0.65-0.89)
0.23*** (0.19-0.29)
0.28*** (0.22-0.36)

0.73** (0.58-0.91)
0.21*** (0.16-0.29)
0.27*** (0.19-0.37)
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Table 3.4
(Continued)

weekly or daily
public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitations
mild
moderate
severe
signs of depression
mild
moderate
severe
number of chronic illnesses
year
2007
2011
2013
monthly or less often
public expenditure on professional home care
(% gdp)
income quartile
child in household aged 11 or younger
partner with health problems
ill health mother
ill health father
physical limitations
mild
moderate
severe
signs of depression
mild
moderate
severe
52

not working in
first year

not working,
age 50-70

or (95%ci)

or (95%ci)

0.06*** (0.02-0.17)

0.08*** (0.02-0.27)

1.02 (0.95-1.10)
1.79 (0.58-5.57)
1.55*** (1.30-1.85)
1.17*** (1.10-1.25)
1.13* (1.01-1.25)

1.00 (0.92-1.09)
1.56 (0.50-4.85)
1.58*** (1.27-1.96)
1.19*** (1.10-1.26)
1.12* (1.01-1.24)

0.93 (0.80-1.09)
1.18 (0.96-1.45)
1.22 (0.90-1.64)

0.89 (0.75-1.07)
1.20 (0.93-1.54)
1.43 (0.97-2.12)

1.24* (1.03-1.48)
1.26 (0.99-1.60)
1.71*** (1.27-2.28)
1.03 (0.97-1.10)

1.19 (0.96-1.46)
1.32 (1.00-1.75)
1.53* (1.07-2.19)
1.07 (0.99-1.15)

0.88 (0.73-1.05)
0.60*** (0.48-0.75)
0.86 (0.67-1.11)

0.84 (0.67-1.04)
0.48*** (0.38-0.62)
0.70* (0.52-0.93)

0.30 (0.07-1.26)

0.33 (0.07-1.56)

1.05 (0.95-1.15)
0.70 (0.24-1.95)
1.00 (0.78-1.30)
1.07 (0.98-1.18)
1.06 (0.94-1.19)

1.05 (0.95-1.17)
0.74 (0.26-2.08)
0.99 (0.74-1.33)
1.08 (0.97-1.18)
1.06 (0.94-1.30)

1.25* (1.01-1.55)
1.24 (0.92-1.66)
0.68 (0.39-1.21)

1.34* (1.06-1.71)
1.29 (0.92-1.81)
0.68 (0.92-1.81)

1.05 (0.80-1.37)
0.80 (059-1.33)
1.02 (0.62-1.70)

0.94 (0.69-1.27)
0.85 (0.54-1.33)
0.99 (0.57-1.73)
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Table 3.4
(Continued)

number of chronic illnesses
year
2007
2011
2013
a
b
c

not working in
first year

not working,
age 50-70

or (95%ci)

or (95%ci)

1.02 (0.93-1.11)

1.02 (0.92-1.13)

0.78* (0.63-0.98)
0.24*** (0.18-0.32)
0.29*** (0.21-0.40)

0.87 (0.68-1.11)
0.24*** (0.17-0.32)
0.30*** (0.21-0.43)

Huber-White sandwich estimator used for heteroscedasticity-consistent standard errors.
Zero hours of care provided is the reference group.
The relation remains in the following sensitivity analysis; including share of over-65-s. including
both public as well as private expenditure, selection of family respondents, including countryspecific interaction terms with home care expenditure, and a conditional logit performed on
daily/weekly caring versus no or occasional caring. The results of the sensitivity analysis are
available from the authors on request.

Significance level notation: *p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w4.500, 10.6103 share.w5.100)

Shift towards more familial responsibility
We used predictions to explore the possible effects of potential policy shifts towards more
family responsibility for long-term care. More familial responsibility often goes hand-inhand with less public expenditure on long-term (home) care. Of the countries in our
study, the governments of Denmark and the Netherlands assume principal responsibility
for home care. These countries spent on average 1.41% of gdp on home care between 2004
and 2013. At the start, the average probability of unpaid caring in these countries was 7%
(table 3.5). For daily or weekly caring the probability was 6%.
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Table 3.5
Predicted probability of unpaid caring and the frequency of caring by persons aged 50 or over after
policy shifts in governmental and familial responsibility for long-term care (margin)a

unpaid caring (yes)
regular caring (daily or
weekly)
a

current: mainly
government (1)

towards: both government
and family (2)

towards: mainly
family (3)

0.07 (-0.04-0.18)
0.06 (-0.09-0.22)

0.21** (0.09-0.33)
0.23* (0.03-0.44)

0.31*** (0.25-0.38)
0.37*** (0.23-0.50)

(1) Denmark and the Netherlands, mean expenditure 1.41% of gdp; (2) Austria, Belgium, France
and Germany, 0.68% of gdp; (3) Spain and Switzerland, 0.36% of gdp.

Significance level notation: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001
Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w4.500, 10.6103 share.w5.100)

The probability of both unpaid caring and regular caring would increase (to 21% and 23%,
respectively) if we replace the average public spending of Denmark and the Netherlands
with that of Austria, Belgium, France and Germany – countries where long-term care is a
shared responsibility of both the government and families. The probabilities would
increase still further (to 31% and 36%) if families were to become primarily responsible for
caring, as is the case in Spain and Switzerland. These explorative results suggest that on
average, a shift towards more family responsibility and less publicly funded home care
provision is associated with more (regular) unpaid caring.
3.5

Conclusions and discussion

In this study, we have analysed the relationship between public expenditure on professional home care and (regular) unpaid caring by older residents. We have also explored
whether this relationship is the same for those in paid work and those who are not in paid
work. Our analyses support the hypothesis that an increase in public expenditure on professional home care is associated with a smaller chance of providing care on a weekly or
daily basis, but has no significant relationship with occasional caring (monthly or less
often). Additionally, our analyses provide an indication that rising public expenditure on
home care is correlated with a lower probability that individuals among the non-working
population will provide unpaid care. We do not find such a relationship for the working
population. Our results seem to contradict previous research that has shown that increasing expenditure on professional home care lowered unpaid caring and was a cost-effective
way of increasing the labour participation of women between the ages of 45 and 59
(Viitanen 2007). These differences could possibly be explained by the inclusion of men
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(who have a higher labour participation rate than women) and retirees (who provide
more regular unpaid care than younger people) in our analyses.
Furthermore, we have tentatively explored the possible relationship between a shift
towards more familial responsibility, and concomitant lower public spending on home
care and unpaid caring by the over-50s, using predictions. On average, the simulations
indicate that a shift towards more familial responsibility and thus less public spending is
likely to be associated with more (regular) unpaid caring.
Room for data improvement
We used national data on public expenditure on professional home care to measure the
association between public home care provision and unpaid caring. There are some data
issues that mean we should be tentative with the conclusions that we can draw from our
analyses. We used data from eight European countries and four measurement years.
Although our results proved robust, some improvement to both the national and individual data would be desirable. We would like to include more countries and more measurement years in our study to obtain more data points and further improve the precision of
the models. Moreover, the decentralisation of long-term care provision means there are
regional differences in some countries. There is currently insufficient information
available on these aspects. The relationship between public expenditure and professional
home care and unpaid care may mask large regional differences, especially in countries
where distances between cities are large or where home care is organised at the municipal
level.
There is also room for improvement in the individual data. Our data were restricted to the
over-50s, which meant that the number of people in paid work was relatively low and we
were unable to estimate the relationships for part-time and full-time workers separately.
It is plausible that the association of increased home care spending and unpaid caring for
part-time workers lies between that for the working and the non-working populations.
Like non-workers, part-time workers are less restricted by perceived time constraints in
their initial decision on whether or not they are able to provide care. The time constraint
is also relevant for the frequency of unpaid caring. It would be better to take the number
of caring hours into account, which is usually how the intensity of unpaid care is
measured. Providing more hours is most often related to a higher frequency of care provision, but it could also be related to a lower frequency (when the travelling time between
carer and recipient is high, the carer might reduce the number of visits but still provide a
substantial amount of care). Unfortunately the information on hours per week spent on
providing care was not available in our dataset.
In this paper, we have used various indicators for the need to provide care as a determinant for the provision of unpaid care by over-50s. We had information on the presence
and the health of elderly parents and partner. We also used the share of persons aged 65
and over in each of the countries in one of our sensitivity analyses to adjust for the trend
in population ageing. Because the majority of unpaid care is provided to older persons
(Pickard 2015), we believe these indicators capture a large part of the need to provide care.
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However, in doing so, we lacked information about the need for care of non-kin (friends
or neighbours). Information about the presence and health of persons in the direct social
environment would have been preferable.
Lastly, we know that general and normative beliefs are important determinants in
explaining unpaid caring (Broese van Groenou & De Boer 2016). To some extent, differences in general beliefs on who should provide long-term care are country-specific and
relatively stable over time. We know, for example, that Southern Europeans are more
inclined to believe that family has a greater responsibility to provide care than Northern
Europeans (Oudijk et al. 2011). Although the fixed effects estimators that we used partially
control for general and normative beliefs such as filial responsibility – i.e. the models
control for differences between individuals that are constant over time, such as the country they live in – we would ideally like to take dispositions into account.
Policy implications
In most European countries, responsibility for long term care provision is gradually shifting towards care recipients themselves and their families (Colombo et al. 2011). This begs
the question of whether retrenchment in home care spending is leading to an increase in
unpaid caring. It does not seem too far-fetched to posit that care that can no longer be
provided via the home care services will be (at least to some extent) taken on by family
members. Our results indicate that if countries with a high level of public expenditure on
home care choose to focus on increased familial responsibility for long-term care and
spend less on home care, the probability of (regular) unpaid caring by residents would
likely increase, but initially only among non-employed persons and retirees. The findings
for the working population imply that their jobs and the time they have available act as a
delaying factor in taking on unpaid caring, regardless of the availability of professional
home care. However, it is likely that at some stage there will be a turning point at which
the available home care provision becomes too low and over-50s in work will also provide
(more) care. Conversely, our findings provide some indication that an increase in public
expenditure on professional home care and the consequent reduced need to provide
unpaid care might allow over-50s to seek or remain in employment. Further research is
needed to substantiate this.
3.6

References

Bauer, J.M. & A. Sousa-Poza (2015). Impacts of informal caregiving on caregiver employment, health and
family. In: Population Ageing, vol. 8, pp. 113-145.
Bettio, F. & J. Plantenga (2004). Comparing care regimes in Europe. In: Feminist Economics, vol. 10, no. 1,
pp. 85-113.
Bolin, K., B. Lindgren & P. Lundborg (2008). Your next of kin or your own career? Caring and working
among the 50+ in Europe. In: Journal of Health Economics, vol. 27, pp. 718-738.
Börsch-Supan, A., H. Jürges & O. Lis (2003). share: Building a panel survey on health, aging and retirement in Europe.
Mannheim: Mannheim Research Institute for the Economics of Aging (mea).

56

the effect of public expenditure on home care on unpaid caring:
differences between over-50s in work and not in work

Broese van Groenou, M.I. & A. De Boer (2016). Providing informal care in a changing society. In: European
Journal of Ageing, vol. 13, no. 3, pp. 271-279.
Byrne, D., M.S. Goeree, B. Heidemann & S. Stern (2009). Formal home health care, informal care,
and family decision making. In: International Economic Review, vol. 50, no. 4, pp. 1205-1242.
Carmichael, F., S. Charles & C. Hulme (2010). Who will care? Employment participation and willingness to
supply informal care. In: Journal of Health Economics, vol. 29, pp. 182-90.
Chamberlain, G. (1980). Analysis of covariance with qualitative data. In: Review of Economic Studies, vol. 47,
pp. 225-238.
Chappell, Neena & Audrey Blandford (1991). Informal and formal care: exploring the complementarity.
In: Ageing and Society, vol. 11, no. 3, pp. 299-317.
Chiatti, Carlos, Maria Gabriella Melchiorre, Mirko Di Rosa, Andrea Principi, Sara Santini, Hanneli D’Âhner
& Giovanni Lamura (2013). Family networks and supports in older age. In: C. Phellas (eds.), Aging in
European Societies. New York: Springer us, pp. 133-150.
Colombo, F., A. Llena-Nozal, J. Mercier & F. Tjadens (2011). Help wanted? Providing and paying for longterm care.
Paris: oecd Publishing (http://dx.doi.org/10.1787/9789264097759-en).
Dykstra, P.A., T. van den Broek, C. Muresan, M. Haragus, P.-T. Haragus, A. Abramowska-Kmon & I.E.
Kotowska (2013). State-of-the-art report: Intergenerational linkages in families. In: (Preprints, families and
societies working paper series changing families and sustainable societies: policy contexts and diversity over the life course
and across generations, vol. 1.
Edelman, P. (1986). The impact of community care to the home-bound elderly on provision of informal
care [Special Issue]. In: Gerontologist, vol. 26, p. 263.
Gangl, M. (2010). Causal inference in sociological research. In: Annual Review of Sociology, vol. 36, pp. 21-47.
Gannon, B. & B. Davin (2010). Use of formal and informal care services among older people in Ireland and
France. In: European Journal of Health Economics, vol. 11, pp. 499-511.
Geerts, J. & K. Van den Bosch (2012). Transitions in forma land informal care utilisation among older
Europeans: the impact of national contexts. In: European Journal of Ageing, vol. 9, pp. 27-37.
Greene, V. (1983). Substitution between formally and informally provided care for the impaired elderly in
the community. In: Medical Care, vol. 21, pp. 609-619.
Haberkern, K. & M. Szydlik (2010). State care provision, societal opinion and children’s care of older
parents in 11 European countries. In: Ageing & Society, vol. 30, pp. 299-323.
Hanaoka, C. & E.C. Norton (2008). Informal and formal care for elderly persons: how adult children’s
characteristics affect the use of formal care in Japan. In: Social Science and Medicine, vol. 67, pp. 1002-1008.
Heitmueller, A. (2007). The chicken or the egg? Endogeneity in labour market participation of informal
carers in England. In: Journal of Health Economics, vol. 26, pp. 535-559.
Josten, E. & A. de Boer (2015). Concurrentie tussen mantelzorg en betaald werk. The Hague: The Netherlands
Institute for Social Research.
Kotsadam, A. (2010). Does informal eldercare impede women’s employment? The case of European welfare
states. In: Feminist Economics, vol. 17, no. 2, pp. 121-144.
Kemper, P. (1992). The use of formal and informal home care by the disabled elderly.In: Health Services
Research, vol. 27, pp. 421-51.

57

receiving and providing informal care: does context matter?

Knijn, T., C. Martin & B. Le Bihan (2014). Introduction: Workers under pressure and social care arrangements – A research framework. In: B. Le Bihan, C. Martin & T. Knijn (Eds.), Work and care under pressure:
care arrangements across Europe. Amsterdam: Amsterdam University Press, pp. 7-32.
Kolodziej, I.W., A.R. Reichert, & H. Schmitz (2018). New evidence on employment effects of informal care
provision in Europe. In: Health Services Research, vol. 53, pp. 2027-2046.
Li, L.W. (2005). Longitudinal changes in the amount of informal care among publicly paid home care
recipients. In: Gerontologist, vol. 45, pp. 465-473.
Lowenstein, A., R. Katz, & N. Gur-Yaish (2009). Cross-national variation in elder care: antecedents an outcomes. In: M.E. Szinovacz & A. Davey (eds.), Care giving contexts. Cultural, familial and societal implications.
New York: Springer, pp. 93-112.
oecd (2012). Accounting and mapping of long-term care expenditure under sha 2011. Paris: oecd, Health Division,
Directorate for Employment, Labour and Social Affairs.
oecd (2015). Health expenditure and financing – Long-term nursing care: home care. Via stats.oecd.org, November 9th 2015.
Oudijk, D., I. Woittiez & A. de Boer (2011). More family responsibility, more informal care? The effects of
motivation on the giving of informal care by people aged 50 or over in the Netherlands compared to
other European countries. In: Health Policy, vol. 101, no. 3, pp. 228-235.
Pavoline, E. & C. Ranzi (2008). Restructuring the welfare state: reforms in long-term care in Western European counties. In: Journal European Social Policy, vol. 18, pp. 246-259.
Pforr, Klaus (2014). Femlogit-implimentation of the multinomial logit model with fixed effects.
In: The Stata Journal, vol. 14, no. 4, pp. 847-862.
Pickard, Linda, Raphael Wittenberg, Adelina Comas-Herrera, Bleddyn Davies & Robin Darton (2000).
Relying on informal care in the new century? Informal care for elderly people in England to 2031.
In: Ageing and Society, vol. 20, no. 6, pp. 745-772.
Pickard, Linda (2015). A growing care gap? The supply of unpaid care for older people by their adult children in England to 2032. In: Ageing and Society, vol. 35, no. 1, pp. 96-123.
Pickard, Linda, Nicola Brimblecombe, Derek King & Martin Knapp (2018). Replacement care for working
carers? A longitudinal study in England 2013-15. In: Social Policy & Administration, vol. 52, no. 3,
pp. 690-709.
Pommer, E., I. Woittiez & J. Stevens (2008). Comparing Care. The care of the elderly in ten eu-countries. The Hague:
The Netherlands Institute for Social Research.
Reher, D.S. (1998). Family ties in Western Europe: persistent contrasts. In: Population and Development Review,
vol. 24, no. 2, pp. 203-234.
Roth, D.L., L. Fredman, & W.E. Haley (2015). Informal caregiving and its impact on health: a reappraisal
from population-based studies. In: The Gerontologist Special Issue 2015 whcoA, vol. 55, no. 2, pp. 309-319.
Simonazzi, A. (2009). Care regimes and national employment models. In: Cambridge Journal of Economics,
vol. 33, pp. 211-232.
Stabile, M., A. Laporte & P.C. Coyte (2006). Household responses to public home care programs.In: Journal
of Health Economics, vol. 25, pp. 674-701.
Swinkels, J.C., B. Suanet, D.J.H. Deeg & M.I. Broese van Groenou (2015). Trends in the informal and formal
home care use of older adults in the Netherlands between 1992 and 2012. In: Ageing and Society, vol. 36,
no. 9, pp. 1870-1890.

58

the effect of public expenditure on home care on unpaid caring:
differences between over-50s in work and not in work

Van Houtven, Courtney Harold & Edward C. Norton (2004). Informal care and health care use of older
adults. In: Journal of Health economics, vol. 23, pp. 1159-1180.
Verbeek-Oudijk, D., I. Woittiez, E. Eggink & L. Putman (2014). Who cares in Europe. A comparison of long-term care
for the over-50s in sixteen European countries. The Hague: The Netherlands Institute for Social Research.
Viitanen, T.K. (2007). Informal and formal care in Europe. In: iza Discussion paper, no. 2648.
Vilaplana Prieto, C. (2011). Informal care, labour force participation and unmet needs for formal care in the eu-27,
Croatia and Turkey (ancien-project). Brussel: Centre for European Policy Studies.

59

4

More family responsibility, more informal care?1
The effect of motivation on the giving of informal care by people aged over 50 in the
Netherlands and in Northern, Central and Southern Europe

4.1

Abstract

Against the backdrop of ongoing population ageing, informal care occupies an important
place on European political agendas. This article discusses informal caregiving by middle
aged and older persons in the Netherlands and other European countries, with particular
emphasis on the role played by motives. The data are drawn from share. Our results show
that in the Netherlands, it is mainly feelings of being needed and obligation that increase
the chance of informal care being given. Deriving pleasure from an activity, by contrast,
reduces the likelihood. In Southern Europe, where the responsibility for providing care
lies with the family, we found that, contrary to expectations, older carers do not more
often feel obliged. They less often report that they feel needed or see being socially active
as a way of contributing to society. Our simulations suggest that if the socially active
Dutch had the same motives as their Southern European counterparts and behaved
similarly in terms of informal caregiving, the number of informal carers would fall.
This implies that a greater policy emphasis on family responsibility could actually bring
about a decline in the amount of care given, as opposed to the envisaged increase.
4.2

Introduction

In this article we examine the role played by motives in informal caregiving. Population
ageing, which is happening in every European country, has consequences for the organisation and funding of public services such as health care (Economic Policy Committee
2001, Economic Policy Committee and European Commission 2006, Economic Policy
Committee and European Commission 2009). Against this background, informal caregiving and ‘productive ageing’ have become important topics for both scientists and
policymakers (Morrow-Howell et al. 2001; Bukov et al. 2002; vws 2007; Hank 2010).
Government targets have been formulated for providing help to family or friends.
The Dutch government believes it is reasonable to expect middle aged and older persons
who remain active for longer to make a productive contribution to society, whether
through paid work, by volunteering or by providing informal care. An important goal
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here, given the continuing population ageing, is to maintain and where possible increase
the number of people providing informal care.
There are more reasons for studying informal caregiving by middle aged and older adults.
First, in most research the elderly are generally regarded to as the group who need care.
Nowadays, it is acknowledged that they give help as well. A recent Dutch study suggested
that the percentage of informal carers aged 65 and over will increase from 20% in 2009 to
30% in 2030 (Sadiraj et al. 2009).
Second, the ageing of the population means there is likely to be growing demand for care
and care professionals (Eggink et al. 2010), while at the same time older persons will
become ever more healthy (Woittiez et al. 2009). This means that they will increasingly
have to make a decision about whether or not to provide informal care. Research has
shown that love and affection for the recipient play a major role in the giving of informal
care (De Boer et al. 2009).
Third, there is growing international recognition of the importance of social participation
by middle aged and older persons in Europe, including through informal caregiving
(Council of the European Union 2009). At the same time, there is a good deal of variation
in policy and provisions across Europe. In Southern Europe, a good deal of responsibility
is assigned to family networks, and there is little by way of professional care provision
(Pinchler & Wallace 2007; Fonseca et al. 2010). In Northern European countries such as
Sweden, by contrast, responsibility for care lies mainly with the government; informal
care is seen as a form of dependence and as a burden for women. The Netherlands is in a
transitional phase in which responsibility for care is increasingly shifting onto the family,
based on the assumption that this will reduce the pressure on professional carers and
increase the supply of informal care. The review committees that have been installed to
formulate cost-saving measures have also launched proposals for a new of long-term care
structure (tk 2009/2010). The situations in the countries surrounding the Netherlands are
used as an example here: ‘The principle there is evidently that people are able to do more
themselves, and for longer, where necessary with help from their families and social networks.’
Based on the available research it is not possible to estimate accurately what impact specific measures might have on the provision of informal care. An example of the obligatory
character being assigned to informal care in the Netherlands is the concept of usual care,
which means that, since 2003, people who need help and who have a healthy family
member in the household have lost some or all of their entitlement to lighter forms of
care funded under the Exceptional Medical Expenses Act (awbz). The number of informal
carers caring for a partner or child accordingly rose between 2001 and 2008 (Oudijk et
al. 2010).
The obligation of providing informal care is also seen in other European countries such as
Belgium, France and Germany. For instance, in Flanders children have to contribute to the
costs when their parent is placed in an institutional setting (e.g. a nursing home) and the
parent cannot pay for their stay (Moons & Vanderleyden 2010).
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Measures can also have a negative impact. For example, people in England are less enthusiastic about the idea of being paid for providing informal care through a personal budget
than people in the Netherlands (Grootegoed et al. 2010). It is therefore plausible to
assume that offering monetary rewards for informal caregiving would have the opposite
to the desired effect in England. This ‘crowding out’ effect has not been studied specifically for informal care, but has been confirmed in research on the effect of payments in
exchange for blood donation (Mellstrom & Johannesson 2008). From the perspective of
promoting informal care, therefore, it is important to identify the various motives that
prompt middle aged and older persons to give informal care. Since the use and availability
of informal care varies across Europe, it is also interesting to explore whether the middle
aged and elderly in the Netherlands have different motives from those in neighbouring
countries. It is unclear to what extent an increasing shift in the responsibility and
obligation to provide care will change the care given to members of the extended family.
What is known is that different care norms apply in Southern Europe, and that the level of
professional and supply of informal care is limited and declining due to decreasing solidarity between generations (Pommer et al. 2007; Fernandes 1997; Pinchler & Wallace
2007). This kind of institutional context is probably associated with different reasons for
providing informal care from those applying in the Netherlands, where professional care
is more widely available and more accessible. De Klerk et al. (2010) have for example
shown that two out of three Dutch people believe that responsibility for care is a matter
for the government. Despite this, a large majority also provide support themselves if
someone in their social network needs it. Measures to maintain or even increase the
number of informal carers by placing more responsibility for providing care with families
could consequently have a different effect from that envisaged.
In this article we analyse the role played by motives in the provision of informal care.
We compare socially active middle aged and older persons in the Netherlands with those
living elsewhere in Northern, Central and Southern Europe, on the basis of the following
research question: To what extent do older persons in the Netherlands differ from those in
other European regions in their motivation and in the effect this has on informal caregiving? We expect the differences in family responsibility across Europe to be reflected in
different motivations for giving care, and expect this to lead to differences in the supply of
informal care. We also present a number of simulations which show the potential effects
that a shift towards more family responsibility could have on the availability of informal
care provided by middle aged and older persons in the Netherlands.
Though providing informal care is not limited to the middle aged and older persons,
the age limit used in this study due to data restrictions covers most of the caregiving
population. For instance, in the Netherlands nearly two thirds of the caregivers is aged 50
or over (Oudijk et al. 2010).
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Determinants of informal caregiving
Several studies have been carried out on informal caregiving by middle aged and older
persons as a form of social participation. These studies characterise Southern Europe as a
region where a relatively large amount of care is provided within households and a relatively small amount outside (Pinchler & Wallace 2007). Despite stronger care norms
(Lowenstein et al. 2009), on balance less informal care is provided in Southern Europe
than in other European countries. Pommer et al. (2007) also show a mixed picture,
though this time from the perspective of informal care received. Broadly speaking,
the proportion of Southern Europeans who receive informal care from someone within
the household is higher than the average in Europe, and the proportion who receive
informal care from someone outside the household lower. The net effect is that the level
of informal care provided in Southern Europe is lower than in the other European regions
(Hank and Stuck 2008).
The differences in the provision of care to sick relatives are often explained on the basis of
the need for help (Silverstein et al. 2006; Eurocarers 2006). For the Dutch situation,
Timmermans (2001) and De Klerk (2003) showed that knowing someone who needs help
is the most important condition for providing care to them. Informal care giving is also
reflected by socio-demographic characteristics such as age, sex and health status (Arksey &
Glendinning 2008).
Many publications focus on altruism as being a motive to provide care. People care for
others out of love and affection (Eurocarers 2006). In addition, reciprocity is a frequently
cited reason. This means there is a reciprocal relationship between the giver and receiver
of the care (De Klerk 2003). It may involve a direct exchange (where advice is given in
exchange for domestic help or a money transfer as payment for provided services),
but may also be indirect (where there is a close link between help given in the past and the
support received now). Reciprocity and / or wanting to do something in return for the care
recipient is often mentioned as a motive to care (teusure 2006).
In addition, cultural and relational factors are cited by others (Rossi & Rossi 1990).
These not only include the norms that are imparted to people during their upbringing
(‘you should look after your family’), but also the preferences for a particular type of carer
(family, public service, both). In Greece, for example, cultural tradition reflects a duty of
family to take care of older people. As a result, Greeks are reluctant to consider care home
placement for their elderly (teusure 2006).
Beside these factors, the institutional context is also mentioned. In particular the eligibility criteria and the availability of state care arrangements, have an effect on the provision
of informal care (Broese van Groenou & Deeg 2006; Arksey & Glendinning 2007;
Hank 2010). The degree of government responsibility for care provision is reflected for
example in the number of long-term beds available. In Germany, Denmark and the
Netherlands, there is extensive availability because of large investments in residential
facilities. Formalised care is less prominent in Southern European countries. For instance,
in Italy and Portugal there is a low degree of both home care and institutional care
(Pavolini & Ranci 2010; Fonseca et al. 2010).
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Most studies show that informal care does not disappear entirely as responsibility shifts
more towards the state, but that its character changes (Oasis 2003). A large amount of
professional care in a country is not associated with less care provision by family members, but the help given is less intensive, less obligatory and less burdensome (Brandt et
al. 2009).
Summarising, informal care is likely to be provided because someone needs help,
out of love or out of a sense of moral duty (based on reciprocity, upbringing and/or a lack
of professional alternatives). Seen in this way, the effect of motives on informal caregiving
will vary from country to country.
4.3

Materials and methods

Data
The data used for this study were drawn from the 2004 baseline wave of the Survey of
Health, Ageing and Retirement in Europe (share). share contains information on the
socioeconomic status, health and family relationships of people aged 50 years and older
in several European countries (Börsch-Supan & Jürgens 2005), and is controlled for selective non-response (Klevmarken et al. 2005). A selection of ten countries was used in this
study: the Netherlands, Denmark, Sweden, Belgium, Germany, France, Austria, Spain,
Italy and Greece. In order to be able to answer the research question, we drew a sample
from the population who had taken part in at least one social activity in the month preceding the survey (n=10,731), who we call the ‘socially active population’. Motivations to
participate in the different activities is known for this particular population. The social
activities range from informal care (interpreted as care for sick or disabled adults),
voluntary work, helping family and/or friends to taking part in an educational or training
course, participating in a sports, social or other club, involvement with a religious,
political or other civil-society organisation. The dependent variable in our models,
which analyses the influence of motivation on informal caregiving compared to participating in other social activities, is defined as follows:
informal caregiving = 1 if a person provides informal care as one of the social activities
= 0 if a person takes part in any of the other social activities.
In our models motivations are used as independent variables. They provide more insight
in explaining the ‘choice’ between providing informal care or taking part in other social
activities.
For each activity, respondents were asked to state their motivation for taking part.
They were able to give more than one answer from the possibilities offered: to meet other
people; to make a useful contribution; to achieve a personal goal; because I am needed;
to earn money; because I enjoy it; in order to use my skills or to remain active;
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because I feel obliged. As the percentage of people who cited ‘to earn money’ as a motive
was too small, this motive was left out of the analysis.
We assume that the aforementioned factors (see ‘determinants of caregiving’) that play a
role in giving informal care are also (partially) reflected in the different motivations.
For instance, love, affection and the need for care (Timmerman et al. 2001; De Boer et al.
2011) are likely to be expressed in the motive ‘because I am needed’. The availability of and
access to state arrangements (Arksey & Glendinning 2007), reciprocity (De Klerk 2003)
and care norms (Rossi & Rossi 1990) are represented in the motive ‘because I feel obliged’.
These motivations measure the individuals’ attitude, including an intrinsic and a
provisional part, towards participation in activities.
Table 4.1
Validated and pre-used measurement instruments from share 2004
topic

measurement instrument

response categories

personal characteristics

sex
age
education
employment situation

male, female
50-64, 65-74, 75 and over
none, low, intermediate or high
non-employed, part-time or
full-time
none, living at home or living
outside home
none/ healthy partner or sick
partner
good, moderate or poor
none, slight, moderate, severe
Netherlands
Sweden, Denmark and Belgium
Germany, France and Austria
Greece, Spain and Italy

presence of children

health
European regionc

a
b
c

presence of sick partner in
household
perceived health
physical impairmentsa,b
Netherlands
Northern Europe
Central Europe
Southern Europe

Scale based on 20 items. Example: respondent has problems with bending, kneeling or
crouching. (Pommer et al. 2007).
Sum score of the scale was subdivided into four categories: none (sum score 0), slight (1 or 2),
moderate (3 to 6) and severe (7 or more).
Also see Pommer et al. 2007 and Grootegoed (2010).

Source: share 2004, release 2.0.1

In addition, we used information on personal characteristics and health status (using
measurement instruments that had been used and validated earlier). The degree of
physical impairment was for example ranked using a scale of 20 items, ranging from difficulty bending, kneeling and stretching to no longer being able to eat independently
(De Klerk et al. 2006). The countries were divided into four categories: the Netherlands,
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Northern, Central and Southern Europe (see table 4.1). This classification is comparable to
that used by Pommer and his colleagues (2007) and is based on the degree of family
responsibility for providing care (low in Northern Europe, high in Southern Europe).
Table 4.2 gives a description of the sample, both the active population and the informal
carers. Compared with the other activities, informal care is more often given by women
and younger members of the older generation. Informal carers also generally suffer less
from physical impairments.
Table 4.2
Description of (active) (European older persons (in percentages, n=20,899, weighted data)
% informal care in
total population

% other social activities
in total population

8
8
7
4

55
53
44
33

% informal care in socially
active population

% other social activities in
socially active population

12
12
12
10

88
88
88
90

informal carers

other social activities

female
50-64 years
65-74 years
75 years or older

66
60
27
13

53
58
27
16

non-employed
employed part-time
employed full-time

70
10
20

68
10
22

no education
low education
intermediate education
high education

7
34
36
24

5
36
36
23

Netherlands
Northern Europe
Central Europe
Southern Europe

Netherlands
Northern Europe
Central Europe
Southern Europe
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(Continued)
informal carers

other social activities

children living at home
children living outside the home
no children

33
30
37

33
30
37

no partner or healthy partner living in
the household
sick partner living in the household

85

90

15

10

good perceived health
moderate perceived health
poor perceived health

65
29
6

66
28
7

no physical impairments
slight physical impairments
moderate physical impairments
severe physical impairments

50
32
15
2

55
27
13
4

Source: share 2004, release 2.0.1

Methods
Descriptive analyses were used to investigate what proportion of the active population in
each European region provide informal care and how the distribution of the motivations
given varies from region to region. The effects of motivation on informal caregiving were
determined using a logit model in which giving informal care was compared with participation in non-care-related activities, with a correction being applied for personal and
health characteristics.
An indication of the effects of a policy emphasis on greater family responsibility can be
derived from the estimated effects of motivation on informal caregiving in the Netherlands and Southern Europe. In Southern Europe traditionally the family will care for those
who become needy due to ill health or old age; while this is not true for the Netherlands.
We expressed shifts within the Dutch care system towards greater family responsibility as a
shift towards a Southern European system, and operationalised this by changing the
Dutch motives for providing provide informal care, and the effects of those motives,
into their Southern European equivalents.
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4.4

Results

Middle aged and older Dutch persons relatively often provide informal care (8%;
table 4.2). This is very similar to the figure for informal caregiving by older persons in
Northern Europe. In Central Europe, 7% provide care to a sick or disabled adult;
in Southern Europe, the figure is just 4%. This corresponds with the findings of Pinchler &
Wallace (2007). These differences reduce slightly if we look at the ‘socially active population’: 12% of active middle aged and older persons in the Netherlands provide informal
care; this is the same as the figure in Northern and Central Europe, but slightly higher
than in Southern Europe.
Almost nine out of ten older informal carers in the Netherlands have mentioned ‘I am
needed’ as a motivation to participate in a social activity (table 4.3). 62% of the middle
aged carers mentioned ‘derive pleasure’ as a motivation to participate and 52% mentioned
they ‘feel obliged’. Comparison with other European regions suggests that the motivations of Dutch older persons most closely resemble those in Northern Europe, with the
exception that in the latter region only one in three middle aged and older caregivers
mention ‘feel obliged’ as a motive. In Scandinavian countries such as Sweden and
Denmark there is virtually no obligation to provide care for sick family members; care is
provided by the state. It is therefore conceivable that Northern European caregivers are
less likely to participate due to obligatory feelings.
The biggest differences emerge from the comparison with Southern Europe, where only
one in three middle aged and older caregivers mention ‘derive pleasure’ as a motivation
to participate, compared to 62% of their Dutch counterparts. This difference may be
explained by the relatively low coverage and availability of professional services in Southern Europe compared to those in the Netherlands. This restriction is a negative rather
than a positive incentive to provide care, which could be reflected in the somewhat less
positive motivations of Southern Europeans.
It is also striking that of the middle aged and older informal carers in Southern Europe
40% report ‘feel obliged’ as a motivation to participate in a social activity, while this is
only 21% among the persons participating in other social activities. This corresponds with
the statement made by Fonseca et al. (2010) that being a caregiver of a dependent parent is
viewed as a moral obligation in Portugal. This outcome can be a result of existing social
norms. In Spain, for example, it’s tradition for family members to take care of their old
and vulnerable.
People participating in other social activities most often mentioned ‘enjoy doing so’ as a
motivation, followed by ‘in order to use their skills and remain active’, and ‘in order to
meet other people’.
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Table 4.3
Distribution of informal caregiving and non-care-related activities, by European region, and distribution
of motivation across the activitiesa,b (in percentages, n=10,731, weighted data)
informal care
ne

ce

se

nl

86
62
48
33
34
32
23

77
50
43
53
19
22
24

70
33
36
40
7
9
16

89
62
56
52
38
32
20

53
71
38
16
42
43
20

42
65
38
23
25
35
26

23
48
25
21
8
16
15

50
72
38
25
43
38
14

540

374

222

168

3770

2521

1898

1238

motivation
I am needed
I enjoy doing it
making a contribution
I feel obliged
to use my skills /to stay fit
to meet other people
personal satisfaction
N
a

b

other social activity
ne

ce

se

nl

The differences between the motivations for informal caregiving and non-care-related activities
are significant for the different regions (Chi-squared test). Most of the differences in motivations
between the different regions are also significant. Only the differences in personal satisfaction
from informal caregiving are non-significant.
ne = Northern European countries, ce = Central European countries, se = Southern European
countries, nl = the Netherlands.

Source: share 2004, release 2.0.1

Table 4.4 provides an insight into the effects of attitude and characteristics on informal
caregiving compared to participating in other social activities. If an older Dutch person is
inclined to feel needed, the chance that they will provide informal care is almost nine
times greater than the chance that they will participate in non-care-related activities.
Feeling obliged and wanting to make a contribution also correlate positively with giving
informal care. If people take part in an activity for enjoyment, by contrast, the chance that
they will provide informal care reduces. These effects of motives on informal caregiving
cannot be caused by socio-demographic characteristics, since the models corrected for
these; age, sex, household type and health status play a subordinate role in the explanation.
Although the effects of motives on informal caregiving appear to be different in Northern,
Central and Southern Europe from those in the Netherlands, after testing this difference is
found to be significant for only two motives (not shown in table). Wanting to make a
contribution has a significantly bigger positive effect on informal caregiving in the
Netherlands than in the rest of Europe, and the same applies for feeling needed.
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Table 4.4
Informal caregiving (compared to participation in other social activities), by motives and background
characteristics (in odds ratios, n=10,730, weighted data)a
Northern Europe

Central Europe

Southern Europe

Netherlands

I am needed
I feel obliged
making a contribution
I enjoy doing it
personal satisfaction
to meet new people
to use my skills/to stay fit

5.23***
1.85***
1.34**
0.80
1.29
0.69**
0.72**

3.63***
2.97***
1.34
0.57***
1.68*
0.65**
0.62*

4.77***
3.06***
1.23
0.62*
1.40
0.87
0.78

8.95***
2.29***
2.12***
0.57**
1.15
0.87
0.84

woman aged 50-64 yearsb
woman aged 65-74 years
woman older than 74 years
man aged 50-64 years
man aged 65-74 years
man older than 74 years

0.87
0.95
0.70**
0.40***
1.17

1.24
1.05
0.56**
0.68
0.41*

0.74
0.39*
0.51*
0.38*
0.24**

0.78
1.57
0.60
0.41*
1.44

0.84

0.91

1.35

1.82*

0.86

0.94

1.19

1.69*

1.96***

1.89**

1.88*

1.48

1.11
0.91

1.55**
1.26

0.60
0.96

0.66
0.91

1.17

0.76

0.91

1.17

children living at home
children living outside the
home
no children
no partner or healthy partner
living in the householdb
sick partner living in the
household
no physical impairmentsb
slight physical impairments
moderate physical
impairments
severe physical impairments
R2

12%

16%

16%

19%

N

4309

2895

2120

1406

a
b

Included in the analysis but not statistically significant at 5% were: employment situation, education and
perceived health.
Reference category.

Source: share 2004, release 2.0.1
*** p-value < 0.001, ** p-value < 0.01, * p-value < 0.05
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We used simulations to estimate the potential effects of emphasising family responsibility
on informal caregiving by the over-50s (see table 4.5). As mentioned we assume that the
type of care responsibility in Europe is reflected in the motivations for social participation. We operationalised the simulations in broad terms by imparting a socially active
Dutch person with the average motivations of those in Southern Europe. In order to be
able to interpret the effects of these simulations, we started with an ‘average Dutch
person’ with average characteristics and average motivation. In fact we assumed that every
Dutch informal carer has the same motivation (i.e. the average) for providing care.
Since in reality every individual will have their own motivations, our starting point
deviates from the actual situation as shown in table 4.2. If we look at the average Dutch
informal carer, we find that 21% of the active population give informal care, not 12%.
If the average Dutch informal carer is now assigned the same motivations as the average
Southern European informal carer (see table 4.3), the percentage of informal carers falls
to 14%, an average reduction of 33%. This occurs because active older Southern Europeans
cite ‘being needed’ as a motive less often than their Dutch counterparts, whereas older
persons who cite this motive give informal care more often than those who do not cite it.
Table 4.5
Change in share of informal carers if Dutch informal carers come to resemble Southern European carers
in terms of motivation and/or behaviour (in percentages)

simulation

description

% informal carers

reduction relative to average
Dutch informal carer

average Dutch informal
carer

21%

-

1

motivation of average
Southern European informal
carer

14%

-33%

2

starts to act like the average
Southern European informal
carer as regards motives

12%

-43%

3

both Southern European
motivations and Southern
European behaviour

9%

-57%

Source: share 2004 release 2.0.1

A second simulation we performed was to leave Dutch informal carers with the same
motivations as the average Dutch informal carer, but to have them react to a certain motivation in the same way as a Southern European. In other words, we changed the relation71
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ship between motivation and giving informal care. In concrete terms this means that we
changed the Dutch coefficients into Southern European coefficients (table 4.4). This led to
a fall in the percentage of informal carers to 12%. The reason for this is that an active older
person in Southern Europe who feels needed gives informal care five times more often
than someone who does not cite this motive, while their Dutch counterpart does so nine
times more often.
With a combination of Southern European motivations and behaviour, the supply of
informal care falls from 21% to 9% of the active population (third simulation). We may
conclude from this that a move towards greater family responsibility could lead to a substantial drop in the number of informal carers in the Netherlands. This is partly because
the motivations are different in a region where there is more family responsibility.
In addition, the social and demographic characteristics of a Dutch person are different
from those of a Southern European. The variation in informal caregiving is thus found to
be dependent both on which motivations respondents cite and on the reaction to those
motivations.
4.5

Discussion

In 2004, 8% of people aged over 50 in the Netherlands had given help to a sick or disabled
adult (informal care) in the month preceding the survey. The percentage in Northern and
Central Europe was comparable, but in Southern Europe only 4% of the over-50s had
given informal care. This is striking because of the strong care norms which apply
precisely in Southern Europe (Pommer et al. 2007). One possible explanation for the low
percentage of informal carers in these countries is that informal care is something that is
so natural that people do not think of it in those terms. It probably mainly involves giving
help to other household members, because people in Southern Europe live together in
larger families, often spanning several generations. Another explanation may be that
wide use is made in Southern Europe of cheap private help provided by migrants from
Eastern Europe and non-European regions, so that less informal care is required (Pommer
et al. 2007). For example, 13% of all Italian families with dependent family members privately contract migrant family care assistants; these numbers are very high as well in
Greece (Kluzer et al. 2010). In Portugal, the situation is similar where families with sufficient means tend to purchase private personal care services through the employment of
housekeepers, who effectively act as care workers, although they may not have been hired
for that purpose (Fonseca et al. 2010). It is also possible that a low supply of informal care
means that people who need help in Southern Europe receive relatively less (good-quality)
care.
Another important finding of this study is that motivations play a key role in people’s
decision as to whether or not to provide informal care. Alongside feelings of being needed and obligation, feelings of wanting to make a contribution also determines whether or
not a middle aged and older person in the Netherlands gives informal care. Like older persons in other countries, the Dutch who cite ‘I am needed’ as a motive for participating in a
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social activity, more often give informal care than others. The Netherlands occupies the
same position as Northern Europe on this point, but the two regions differ in the effect
that this motive has on informal caregiving. This finding may be the result of larger social
networks of older persons outside the family, so that people more often know someone
who needs help (Pommer et al. 2007). It is also possible that the moral duty to provide
informal care is relatively strong in the Netherlands (Dykstra & Fokkema 2007). The
motive is cited less often in Southern European countries.
Middle aged and older Dutch carers stand out when it comes to wanting to make a useful
contribution; they cite this motive more often than older persons in other countries, and
thus appear to regard care activities as a special form of active citizenship.
Experiencing a sense of obligation also makes one more inclined to provide care.
This suggests the presence of a trade-off relationship between caregiver and receiver.
The motive may represent either a straight exchange or a ‘repayment’ for what the caregiver has themselves received in the past or a reflection of existing care norms. It may also
be a consequence of limited professional care or a policy emphasis on family responsibility for care, giving rise to a sense of obligation in those who are expected to provide care.
Being needed, a sense of obligation and wanting to make a contribution are reported less
often by older persons who are socially active in other areas. For them, it is above all the
pleasure they derive from activity which motivates them to socially participate. This
motive is cited less often among informal caregivers, though is still reported by 62% of the
Dutch carers. This is in line with international research, which shows that giving informal
care is not only problematic and stressful, but also has positive aspects for the carer
(Kramer 1997; Brouwer et al. 2005).
By introducing the notion of usual care, the Dutch government has taken a first step
towards greater family responsibility for care. The recently proposed spending cuts in the
Netherlands suggest that this trend may be continued. Using simulations, we estimated
the potential effects of this policy on a specific segment of informal care (that provided by
persons aged over 50) by emulating the current situation in Southern Europe. If we suppose the average Dutch informal carer were to have the same motivations as the average
Southern European informal carer, there is a strong chance that older persons would provide care less often (-30%). This percentage could fall even further if the change in motives
also leads to a change in behaviour.
It is therefore important that policymakers pay attention to the motives which prompt
persons to provide informal care, and take great care when seeking to introduce measures
relating to those motives. The general assumption is that if informal care for sick and disabled persons is made more of an obligation, the amount of informal care will increase.
Caution is called for in making this assumption; this study shows that making informal
caregiving more obligatory might result in fewer informal carers, not more.
As in Southern Europe, informal care within the family would then become the norm,
while informal care outside the family would greatly reduce.
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5

Differences in care use between men and women: the
role of publicly financed and informal care at home1

5.1

Abstract

Although most recipients of long-term care are women, due to rising life expectancy
among men, future users of care are increasingly likely to be men. There are indications
that gender is an important factor in the way in which a country organises its care,
and that social policy can have diverging outcomes on the average health of men and
women. Nevertheless, gender differences in the use of care are seldom considered.
Research into possible explanations for these differences has focused mainly on differences between individual characteristics of men and women. In addition, this study examines the effect of public spending on professional home care and the average availability
of informal care by over-50s on the actual use of care. We use data from the Survey of
Health, Ageing and Retirement 2004, 2007 and 2013 from eight European countries,
in combination with oecd data on public spending on professional home care. We estimate a multinomial regression with fixed effects for the correlation between these macro
characteristics and individual use of care for men and women separately. Our findings
show that higher public expenditure on home care is associated with less use of paid care,
but also that this is particularly the case among men (‘paid care’ includes care paid for by
the user himself or herself). More plentiful informal care is associated with lower use of
paid care, in both men and women. One of the possible implications for future policy on
long-term care is that men are relatively more likely to respond to changes in the availability of home care than women, and that this responsiveness will become all the more
marked as the proportion of men using care rises.
5.2

Introduction

Moving forwards, long-term care faces a number of challenges. For example, the average
age of our population will continue to rise as the proportion of older people in the population continues to increase; demand for paid and unpaid forms of long-term care will
therefore also rise. Additionally, more and more older people prefer to be cared for in
their own home for as long as possible (oecd 2017). All these developments will not only
affect the affordability of care, but also the supply of care. Currently, most recipients of
long-term care are women (Colombo et al. 2011). This is unsurprising, since for many
years women have had a higher life expectancy than men. However, this difference in life
expectancy is decreasing (who 2016), which means that in the future long-term users of
care are increasingly likely to be men.

1

This article has been submitted. Co-authors: prof. dr. ir. A.H. de Boer and dr. I.B. Woittiez.
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Gender differences in the use of care have been investigated many times, and the finding
is usually that women receive more long-term care than men (see e.g. Katz et al. 2000;
Dorin et al. 2016; Schmidt et al. 2018; Grundy & Jitlal 2007; Luppa et al. 2009; Martikainen
et al. 2012; Enroth 2018). The explanations advanced for this have often focused on age
and health. Globally, life expectancy is higher for women than for men, and the decline in
mortality is lower for men than for women across all age groups (Wang et al. 2012).
Furthermore, women, regardless of their average age, also seem to report poor health
significantly more often than men (Boerma et al. 2016). This is despite the fact that morbidity for many disorders is higher in men (Hawkes & Buse 2013).
In addition to these types of individual characteristics, other determinants have also been
mentioned in order to account for the gender-specific use of care. This includes social
determinants, such as network characteristics, and also financial resources; determinants
often used in the explanation of care use (Babitsch et al. 2012; Von Lengerke et al. 2014).
Research shows that the majority of long-term care is provided by informal caregivers
(Chiatti et al. 2013), especially by the women in a family (Litwak 1985; Bond et al. 1999;
Silverstein et al. 2006). At least two developments are underway in social networks and the
informal help that these can provide. First of all, the relationship between family and
non-family care is changing. Several studies have shown that non-kin make up a rising
proportion of social networks for later birth cohorts (Suanet et al. 2017; Suanet &
Antonucci 2016). Suanet and Antonucci (2016) assume that this will have a particular effect
on women in the future. They anticipate that women’s networks will include more (ex-)colleagues and non-kin as a result of women’s increasing labour force participation.
Research shows, however, that non-kin are less likely to provide informal care than family
members (Barker 2002; Jacobs et al. 2016). Secondly, employment participation rates
among women have increased over recent decades, which means that the time they have
available for providing informal care may be decreasing. Although there is no one-on-one
relationship between informal care provision and paid work, there are indications that it
has become more difficult for older persons to receive informal care from adult daughters
or other family members (Haberkern et al. 2015).
Furthermore, men seem to ask for and accept professional care less often because they are
expected to solve their own care problems; this is an image that is reinforced through
social interactions (Verbrugge 1985; Pattyn et al. 2015). For example, Pattyn et al. show in a
vignette study that both men and women were more likely to advise men to look after
themselves, and they considered therapy less effective for men. Other research shows that
husbands are less likely to provide care for their wives than vice versa, possibly because
women tend to be seen as more suitable carers, having the right skills, or believing that
they have them (Schenk et al. 2013). Men therefore tend to prefer informal care (Pinquart
& Sorensen 2002) and receive informal care from their partners more often than women
do (Schenk et al. 2013; Glauber 2017).
Financial resources also play a role in gender differences in the use of care. Lower-income
groups generally receive more long-term care (Nihtilä & Martikainen 2007). On the other
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hand, higher income groups have more opportunities to purchase care (Broese van
Groenou 2006; Puthenparambil 2017). The income of older men is generally higher than
that of older women, although this difference is becoming less pronounced (oecd 2011).
The financial knowledge and skills of women also lag behind those of men, which means
that they are less likely to have made financial preparations for their future (Bucher-Koenen et al. 2017). Higher income groups are also more willing to pay for care than those
with lower incomes (Nieboer et al. 2010). Because of their higher income, men are more
likely to be able to afford to purchase care, while women are more likely to use publicly
funded care.
The role of the organisation of care and policy on care use are also cited as explanations
for care usage patterns (Suanet et al. 2011; Hlebec & Hratz 2016; Verbeek-Oudijk et al.
2014). For instance, the use of paid care is higher in countries where the responsibility for
long-term care lies mainly with the government (Verbeek-Oudijk et al. 2014). The availability of social care services (only available in the morning vs. throughout the day) and the
total number of users of these services also appears to be a second important predictor of
whether formal and informal care is received (Hlebec & Hratz 2016). Comparable results
were obtained by Suanet et al. (2011), who show that in countries with fewer home care
services, less institutional care and more informal care, older people are more likely to
rely on informal care alone. These studies did not look at the differences between men
and women. Although earlier research has found that no unequivocal conclusions can be
drawn about the link between formal and informal care (Pickard et al. 2000), the study by
Suanet et al. 2011, like many other studies (Kemper 1992; Van Houtven & Norton 2004;
Bolin et al. 2008; Hanaoka & Norton 2008; Gannon & Davin 2010) would suggest that
informal and formal care are substitutes for one another. A similar line of reasoning can
be used in relation to care that is paid for by the recipient and publicly funded care:
one form of care provides an alternative to the other.
The combination of gender differences with the use of formal/informal care and care provision has seldom been investigated, however. There are indications that gender is an
important factor in the way in which countries organise care. For example, Saraceno and
Keck (2011) state that, although it is formulated as gender-neutral, care policy is in fact
rarely gender-neutral. Beckfield et al. describe how the indicators of social policy have
different outcomes on the average health of men and women (Beckfield et al. 2018).
However, there is ambiguity about the direction of this relationship; some types of investment predominantly benefit men and others predominantly benefit women. If social
investment influences the health of men and women in different ways, it is plausible that
the same may apply to their use of care. Morgan et al. state that too little account is taken
of differences between men and women in the provision of care (Morgan et al. 2016).
They argue that gender affects needs, perceptions and outcomes across all facets of the
health system. In addition, they observe that social expectations dictate what men and
women ‘ought to do’, and that these influence the way in which people live, work and
relate to one another in multiple areas of life, including health and care. In their view,
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gender influences health, choices and behaviours, and thus it affects not only the demand
for care, but also the decision to use care and what type of care is required or desirable.
These assumptions have not been tested empirically, however.
It can be concluded from the literature that women, in particular, use care because they
tend to experience poorer health and have lower socio-economic status. In addition,
women tend to be more forthcoming in asking for professional care. They are therefore
more likely to be sensitive to the availability of care. If spending on publicly funded care
increases, we assume that women are more likely to use this care and less likely to receive
informal care or paid care. Because men are relatively more likely to receive care from
their partner, we assume that more men will rely on informal care. The expectation is that
a high level of informal care in a country is associated with more use of informal care,
especially among men. This brings us to the following hypotheses:
Hypothesis 1: Higher levels of public spending on professional home care are associated with lower
use of informal care and care paid for by the user, especially among women.
Hypothesis 2: Higher levels of informal care provision in a country are associated with higher use of
informal care and lower use of care paid for by the user, especially among men.
5.3

Materials

In order to accurately estimate the relationship between macro characteristics, on the one
hand, and the use of care on the other, we used data from a longitudinal database:
The Survey of Health, Ageing and Retirement in Europe (share; Börsch-Supan et al. 2003).
We selected eight countries and three years: 2004, 2007 and 2013. The data concerns
over-50s who participated in the share survey at least twice, and whose use of care
changed during the research period. For an overview of the study population,
see table 5.1. The longitudinal nature of the data and analysis helped us to isolate the relationship that interested us, although the relationships cannot be interpreted as causal, as
we will explain later.
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Table 5.1
Descriptives of research population in the years 2004, 2007 and 2013 (in percentages and averages,
n = 16,458)
2004

2007

2013

average age
man
woman

68
40
60

69
40
60

73
37
63

physical limitations: none
slight
moderate
serious
depressive feeslings: none
slight
moderate
serious
average number of chronic conditions

38
27
23
13
69
14
9
8
1,6

41
24
22
14
69
14
9
8
1,6

32
23
23
21
66
15
10
10
2

presence of partner (yes)
child > 17 years in household (yes)

59
10

58
8

54
10

income quartile: 1
2
3
4

29
27
24
21

28
29
23
20

35
30
20
15

Austria
Germany
The Netherlands
Spain
France
Denmark
Switzerland
Belgium

9
12
14
13
15
10
4
22

8
12
13
12
15
14
6
20

6
9
12
21
13
14
6
19

5580

6125

4753

number of observations

Source: oecd 2015 (stats.oecd.org; Health expenditure and financing - Long-term nursing care:
home care), share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)
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Macro data
For this study, we included national datasets to account for the use of informal care.
The first of these was public spending on home care, which includes the bulk of expenditure on long-term care (Grabowski et al. 2012; Colombo et al. 2011). This is government
spending on professional home care.2 This expenditure is recorded by the oecd and divided into 'healthcare' and 'social care'. The former relates to, among other things,
personal care and nursing care, and the latter includes domestic help and support.
However, countries differ in which spending they define as healthcare and which as social
care. To minimise the effect of any differences in these definitions between countries, we
combined both types of spending. Overall spending also fits better with the evaluation of
individual care use in share, which includes both personal care as well as household care.
Expenditure is measured as a percentage of gross domestic product (gdp); this is the best
available indicator for the countries and the research period that this study focuses on.
Spending on home care as a percentage of gdp describes the relative importance that the
government accords to home care compared to other publicly funded services.
The supply of informal care is not available in the registration data. However, the share
data also makes it possible to aggregate data on informal care at the country level. There is
no generally accepted definition of informal care (Roth et al. 2015). For the purpose of this
study, we based our definition on the questions in the share survey. A person provides
informal care if he/she provides personal care to someone in their own household and/or
provides support in the form of household or personal care to someone outside their own
household. Care within the same household is help that is provided on a daily basis. For
care outside of the household, it was asked how often care is given: occasionally,
monthly, weekly or daily. This means that we know whether each of the respondents,
aged 50 years or above, provides informal care and whether that care is occasional or regular, and the frequency with which it is provided. We were able to use this data to create a
measure for the provision of informal care, as well as the frequency of the care provided.
The starting point was a discrete variable that takes the value 0 if no informal care is
provided, the value 1 if care is provided monthly or less frequently, and the value 2 if it is
weekly or daily. We then calculated the average of this variable for each country and each
year. The change in this average thus reflected the change in the supply of informal caregiving among over-50s in a particular country. Table 5.2 provides an overview of the
national data that we included for this study.
What is remarkable is that the share of public spending on home care increased in all
countries between 2004 and 2013. By contrast, the degree to which informal care was provided in these countries decreased everywhere, and was substantially lower in 2013 than
nine years earlier. Public spending on home care is particularly high in Denmark and the
Netherlands, and lower in Spain and Switzerland. It is also remarkable that the extent to
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which informal care is provided is also relatively high in Denmark and the Netherlands
and lower in Spain and Switzerland.
Table 5.2
Summary of public spending on home care and average supply of informal care for the over-50s in eight
European countries in 2004, 2007 and 2013 (% gdp, average value of categorical variable 0-2a)
public spending on home care (% gdp)

Austria
Belgium
Denmark
Germany
France
The Netherlands
Spain
Switzerland
unweighted
average
a

average supply of informal care (0-2)

2004

2007

2013

2004

2007

2013

0.67
0.56
1.05
0.71
0.42
1.47
0.14
0.47
0.69

0.66
0.59
1.12
0.78
0.39
1.48
0.17
0.49
0.71

0.74
0.80
1.22
0.96
0.49
1.82
0.22
0.55
0.85

0.44
0.74
0.68
0.53
0.49
0.66
0.36
0.58
0.56

0.51
0.71
0.66
0.58
0.48
0.68
0.35
0.52
0.56

0.39
0.54
0.56
0.45
0.43
0.51
0.29
0.37
0.44

0 = provides no informal care; 1 = provides occasional or monthly informal care; 2 = provides
weekly or daily informal care.

Source: oecd 2015 (stats.oecd.org; Health expenditure and financing - Long-term nursing care: home
care), share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/share.w5.100)

Micro data
The source for the individual data was the Survey of Health, Ageing and Retirement in
Europe (share) (Börsch-Supan et al. 2003). The data concerned people aged over 50 living
independently in various European countries. share is a longitudinal survey. The survey
was carried out for the first time in 2004 and repeated in 2007, 2011 and 2013. We selected
respondents from eight European countries - Austria, Belgium, Denmark, France,
Germany, the Netherlands, Spain and Switzerland - who had participated in the survey at
least twice in 2004, 2007 or 2013 and for whom a change in the use of care had occurred.3
As explained previously, we used the longitudinal nature of the data in order to better
estimate the relationship between macro characteristics and the use of care. We focused
on changes over time and not on differences between individuals. This means that our
method (see description of the statistic method) only included those characteristics that
changed over time.

3

We did not include the 2011 measurement because that survey did not include questions about the
receipt of paid care.
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The dependent variable that interested us in this study was the use of care. We created a
discrete variable to which three variables could be assigned (no care, informal care and
paid care).4 We based our definitions of informal care and paid care on the questions
included in the share survey. A respondent received informal care if he/she received personal care and support from someone in their own household and/or received support in
the form of household or personal care from someone outside their own household. Paid
care was defined as the use of professional or paid care services at home due to physical,
mental, emotional or memory problems. Unfortunately, user-paid and publicly funded
care cannot be differentiated. It is probable that the relationship between public spending on home care and the individual use of home care is different from that between userspending and paid care. After all, these forms of care are substitutes for one another.
In 2004, 20% of men aged 50 and older received care in these eight European countries;
14% received informal care and 6% paid care, possibly including informal care (table 5.3).
The share of men receiving informal care fell by 4 percentage points to 10% in 2013.
The share of men receiving paid care increased less rapidly, by only 1 percentage point.
The use of care was higher among women over-50. 30% of women received care; twothirds of these received informal care and one-third received paid care. The difference in
the use of care between men and women hardly changed in the period 2004-2013,
although the share of users of informal care fell slightly.
Table 5.3
Use of informal and paid care among over-50s in eight European countries in 2004, 2007 and 2013, by
gender (in percentages, 2004, 21,373 observations, 2007, 24,397 observations, 2013, 37,117 observations)
no care

2004
2007
2013

informal care

paid care

men

women

men

women

men

women

80
82
83

70
71
73

14
13
10

19
19
13

6
5
7

11
10
14

Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)

In addition to the macro characteristics, we included a number of explanatory variables
for the use of care, as outlined earlier. Three health characteristics were included that
described the care needs of the respondent. First of all, the degree of physical limita-
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differences in care use between men and women: the role of publicly
financed and informal care at home

tion (0-3), defined as no, slight, moderate and serious limitations. A similar categorisation was used in relation to signs of depression. This was the second health characteristic
that we included. Finally, we counted the number of chronic health conditions that the
respondent was living with. This variable included between 0 and 8 conditions.
The method we used to construct the hierarchical scales for physical limitations and
depression was developed by Mokken (1971). The scale for the physical limitations was an
indication of the extent to which respondents have difficulty carrying out a selection of
22 daily activities (I)adl. The score for indicators of depression was based on feelings of
sadness, fatigue, poor sleep, reduced appetite, lack of interest in surroundings and feelings of no longer wanting to live. The construction of both scales has been described
extensively (Oudijk et al. 2011; Verbeek-Oudijk et al. 2014) and has been applied (Plaisier et
al. 2015) in previous studies.
Social and economic sources are another important explanatory variable for the use of
care (Babitsch et al. 2012; Von Lengerke et al. 2014). A large proportion of informal care
comes from partners and adult children (Tarricone & Tsouros 2008; Triantafillou et al.
2010). For this reason, we included the presence of a partner (yes/no) and adult children
within the household (yes/no) in our analyses. Because income was measured in a different way in 2007 and was consistently lower in that year compared to in other years,
we could not include income amount in our analysis. As an alternative, we used the
income quartile which the respondents belonged to as a proxy for financial resources.
Finally, we included a dummy for ‘year’ as an explanatory variable. We did this because the
macro variables are country-specific variables that vary over time. If we had not corrected
for time separately, general shocks may have rendered the effect of macro variables less
clearly visible over time. One example of this was the economic crisis that occurred in
2008, which may have impacted on spending on home care.
Method
We estimated the relationship between the macro characteristics and individual use of
care separately for men and women, correcting for the micro-characteristics mentioned
previously by using multinomial logistic regression with fixed effects, as developed by
Chamberlain (1980) and implemented by Pforr (2014) in Stata. The method was developed
for longitudinal data and controls for the effects of unmeasured variables that may have
influenced the relationship between the macro characteristics on the one hand and the
use of care on the other, which may have led to inconsistent estimates. An example of
such unmeasured variables are individual personality traits. For example, an assertive
individual would be likely to seek a solution to their care problem more quickly than a
person who is more reserved. In a regression without fixed effects, the degree of assertiveness could then have a distorting effect on the relationships between spending on care
and use of care. Fixed effects analyses focus on variations in individuals, or on variations
over time, and not on variation between individuals. The models control for time-invariant
unobserved heterogeneity (Gangl 2010). The assumption here was that the unmeasured variables would remain constant over time.
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The macro characteristics that we included in our model were country-specific variables
that varied over time. This meant that the variables had the same value for all individuals
in a particular country in a given year. Because individuals were clustered within countries, this could have influenced the correlation between the macro characteristics and the
individual’s use of care. We therefore adjusted the standard error by using the HuberWhite Sandwich Estimator to control for this clustering. Our model included two countryspecific variables that varied over time. The reliability of our results could have been
undermined if the correlation between the variables was too high. For this reason,
we verified whether multicollinearity played a role in these macro characteristics. In
contrast to other regression analyses, there is no standard multicollinearity test in fixed
effects analyses. To gain some understanding of the mutual correlation, we calculated the
chronbach's alpha. The reliability of the association, which was 0.4, did not appear to be
too high. Additionally, as a sensitivity analysis, we added the macro variables one by one
to see if the coefficients were stable and did not change too much. This appeared to be the
case; there was therefore no indication of multicollinearity in the analyses.5 We assessed
whether the relationship between the macro characteristics and the use of care among
men differed significantly from that among women in two ways. First of all, we calculated
the Z scores: (Bwoman-Bman)/√(sewoman2 + seman2) (Paternoster, Brame, Mazerolle & Piquero
1998). In addition, we estimated a model for men and women together, in which we
included interaction terms with gender for all macro and individual characteristics.
Because we were particularly interested in the effects of the macro characteristics in this
study, we will only present these interaction terms. To get an idea of the effect of the level
of public expenditure on home care and the average supply of informal care among
people over 50, we calculated the average (semi) elasticity using the Stata module aextlogit
(Kemp & Silva 2016). The coefficients that this produces can be interpreted as 'when
expenditure is increased by e.g. one unit, the average chance that care is received
increases by x%'.6
There are two possible endogenous issues in the use of panel data that we needed to
address: omitted variable bias and reverse causality. Macro attributes at the country level
may unintentionally reflect the effects of other variables that vary over time. In such cases,
there is omitted variable bias. To correct for this, we included a dummy for ‘year’ in our
model that controlled for general shocks, such as the economic recession of 2008 which
affected care spending and possibly informal caregiving. Reverse causality implies that
causality also runs in the opposite direction. The macro variables in our analyses related

5
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The same also applies to the other explanatory variables. The direction and order of magnitude of
the coefficients were very stable.
The basic estimate of the aextlogit is a conditional logit and it therefore deviates from the multinomial logit with fixed effects, which is central to this article. This means the likelihood of paid care
vs. no care and the likelihood of informal care vs. no care were estimated. The results of the conditional logit did not deviate greatly.
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to the individual use of care. It is plausible that changes in the use of care at the individual
level also affected the macro variables in our analyses, but we think that this effect would
have been delayed. The countries that we studied use (varying degrees of) budgeted ltc
systems with access criteria. As such, undesirable developments in the individual use of
care often lead to changes to the access criteria, which ultimately lead to a change in
expenditure on care. Nevertheless, reverse causality cannot be ruled out and it is appropriate to exercise caution when it comes to attributing causality. For this reason, in this
study we speak of correlation rather than causation.
5.4

Results

The relationship between the macro characteristics and the individual use of care differs
between men and women. Public expenditure on home care is negatively correlated with
the likelihood of receiving informal care, but only among men (β = -2.46, table 5.4).
For both men (β = -6.97) and women (β = -3.29), public expenditure on home care is also
associated with a lower likelihood of the use of paid care. As mentioned previously,
unfortunately it was not possible to distinguish between publicly funded home care and
care paid for by the user. However, the negative association that we found between public
expenditure on home care and paid care would suggest that the majority of the paid care
reported in the survey was care paid for by the user.
The proportion of informal carers aged 50 or older in a country does not correlate significantly with informal care received, but is negatively associated with the receipt of paid
care (men, β=-12.12, women, β=-6.92). The absence of any association with informal care
could be explained if the increase in the supply of care mainly results in more hours of
care being received rather than more people receiving care. Alternatively, and conversely,
it could be explained if a decrease in the supply of informal care, as we saw in table 5.1,
mainly results in a decrease in the number of care hours provided. Additionally, some of
the care will also be provided by those aged below 50 years, and the data did not include
this information.
We also see remarkable differences between men and women in terms of individual characteristics. The presence of a partner and adult children in the household is significantly
negatively correlated with the use of informal care among women but plays no role in this
among men. The likelihood of receiving informal care is lower for women when a partner
or adult child is present. This is probably because these women are often younger and are
less likely to receive care from their partner. Among men, we see a significant relationship
between income quartile and the informal use of care. The likelihood of receiving informal care is higher in the higher income quartiles than in the lower income quartiles,
although this effect becomes less pronounced as incomes increase. The average age is
generally higher in the lower-income groups. As age increases, the size of the social network shrinks and those who remain often also face health problems themselves,
which can affect their ability to provide informal care.
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Table 5.4
Multinomial logical regression with individual fixed effects of the use of informal and paid care by
over-50s in eight European countries, by sex (6,576 observations for men and 9,882 observations for
women) a,b,c
men
informal care

paid care

β (95ci)

β (95ci)

-2,46 (-4,03--0,90)**
0,40 (-2,27-3,07)

-6,97 (-9,17--4,77)***
-12,12 (-15,64--8,60)***

micro characteristics
physical limitations
slight
moderate
serious

0,80 (0,60-1,01)***
1,31 (1,06-1,56)***
2,61 (2,22-2,99)***

0,81 (0,50-1,11)***
1,65 (1,30-2,01)***
2,64 (2,22-3,06)***

depressive feelings
slight
moderate
serious
number of chronic conditions

0,28 (0,03-0,54)*
0,49 (0,12-0,87)**
1,02 (0,58-1,46)***
0,11 (0,03-0,18)**

0,64 (0,28-1,00)***
0,68 (0,21-1,14)**
1,31 (0,82-1,81)***
0,37 (0,26-0,47)***

macro characteristics
public spending on home care
proportion of informal carers
aged 50 years and older

household situation
partner present
child >17 years in household
income quartile
second quartile
third quartile
fourth quartile
year
2007
2013
pseudo R2
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-0,20 (-0,53-0,12)
-0,17 (-0,49-0,14)

0,44 (0,22-0,66)***
0,35 (0,10-0,60)**
0,36 (0,11-0,62)**

-0,06 (-0,19-0,07)***
0,15 (-0,17-0,47)
0,21

-0,20 (-0,63-0,23)
-0,47 (-0,96-0,02)

0,13 (-0,18-0,44)
0,06 (-0,28-0,41)
-0,05 (-0,43-0,33)

0,31 (0,10-0,51)**
0,68 (0,20-1,16)**
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Table 5.4
(Continued)
women

macro characteristics
public spending on home care
proportion of informal carers
aged 50 years and older

informal care

paid care

β (95ci)

β (95ci)

-0,41 (-1,64-0,83)
1,71 (-0,43-3,85)

-3,29 (-4,80--1,88)***
-6,92 (-9,41--4,43)***

micro characteristics
physical limitations
slight
moderate
serious

0,56 (0,40-0,71)***
1,02 (0,82-1,21)***
2,06 (1,79-2,33)***

0,78 (0,53-1,02)***
1,43 (1,18-1,69)***
2,71 (2,38-3,03)***

depressive feelings
slight
moderate
serious
number of chronic conditions

0,28 (0,11-0,45)**
0,55 (0,34-0,76)***
0,57 (0,33-0,82)***
0,15 (0,10-0,21)***

0,55 (0,33-0,77)***
0,69 (0,42-0,95)***
0,85 (0,55-1,14)***
0,18 (0,12-0,25)***

household situation
partner present
child >17 years in household

-0,52 (-0,79--0,25)***
-0,30 (-0,58--0,04)*

income quartile
second quartile
third quartile
fourth quartile
year
2007
2013

0,00 (-0,11-0,11)
-0,05 (-0,31-0,21)

pseudo R2
a
b
c

0,12 (-0,04-0,28)
0,04 (-0,15-0,23)
0,02 (-0,18-0,24)

-0,18 (-0,53-0,16)
-0,19 (-0,59-0,21)

0,16 (-0,03-0,37)
0,17 (-0,08-0,42)
-0,15 (-0,43-0,13)

0,18 (0,02-0,33)*
0,73 (0,38-1,08)***

0,19

Huber-White sandwich estimator used for heteroscedasticity-consistent standard errors.
reference categories are: no physical limitations, no depressive feelings, no partner present, no
child older than 17 years present, first income quartile and 2004.
Notation of significance level: * p-value < 0.05, ** p-value < 0.01, *** p-value < 0.001.

Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)
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We subsequently tested the differences between men and women in the effect of the
macro characteristics on the use of care for significance in two ways; a Z-test and interaction terms. The differences between men and women described above remained valid
in all cases (table 5.5).
Table 5.5
Tests for differences in effects of macro characteristics on use of informal and paid care between men
(6,576 observations) and women (9,882 observations) (Z-score and interaction term) a,b
Z-test

public spending on
home care
proportion of
informal carers aged
50 years and older
a
b

interaction terms

informal
care

paid
care

informal care

paid care

ZM-W
2.01

ZM-W
2.71

ΒM*macrocharacteristic (95ci)
-2,60(-4,16--1,05)**

ΒM*macrocharacteristic (95ci)
-6,71(-8,90--4,51)***

0.75

2.36

-0,30(-2,77-2,16)

-11,40(-14,69--8,10)***

Interaction term calculated using a multinomial logistic regression in which all macro and
individual characteristics are interacted with gender.
Notation of significance level; Z-score >1.96 in bold, interaction term * p-value < 0.05, ** pvalue < 0.01, *** p-value < 0.001.

Source: share Waves 1, 2, and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w5.100)

To get an idea of the strength of the relationships found here, we determined their (semi-)
elasticity.7 When public spending on home care increases by one unit, the average likelihood of men receiving paid care decreases by 7.0% (p < 0.001) and the likelihood of men
receiving informal care decreases by 1.9% (p < 0.01). For women, there is only a significant
relationship for the use of paid care, which is considerably lower, with an average
decrease of 3.2% (p < 0.001). We also looked at the (semi-)elasticity of the average supply
of informal care. When the supply of informal care increases by one unit, the likelihood of
men receiving paid care decreases by 11.8%. The association between both spending on
home care and the average supply of informal care is therefore greater for men than for
women. These results suggest that men are likely to respond more strongly to the supply
of (informal and paid) care than women, for whom the use of care is influenced more by
individual characteristics.

7
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This relates firstly to the likelihood of paid care vs. no care, and secondly to the likelihood of
informal care vs. no care.
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5.5

Discussion

Given the increasing number of older people and increasing life expectancy, the use of
long-term care will increase in the years to come. In the past, it was mainly the women
who were living longer and who therefore used more care; however, the difference in life
expectancy between men and women, and therefore the differing demand for care,
will decrease steadily in the future. The provision of care will need to respond to this
change. This article helps to determine to what extent this will be necessary. We have
examined whether the supply of informal and publicly funded home care has a different
effect on the use of care among men and women. We have studied the relationship
between both the supply of home care - measured as public spending on home care - and
informal care (the extent to which over-50s provide care), and the use of paid and informal care among older persons.
The appropriate supply of care differs for men and women
Our first hypothesis was that higher public expenditure is associated with a lower likelihood of the use of informal care and care paid for by the user, and that this would particularly be the case among women. Our results show that a more plentiful supply of care paid
for through higher public expenditure is used by men in particular. For men, this type of
care seems to be a substitute for informal care and for care paid for themselves. Among
women, we found no significant association with informal care they received, and only
paid care is used less often. It is possible that the higher age of the respondents plays a
role here, meaning that the difference between men and women was other than what was
predicted beforehand. In general, the higher the age, the more health problems an individual will have, and there comes a point when ‘not asking for help' is no longer a realistic
option for that individual. Although we could not distinguish between care funded by
government and care that users pay for themselves, our findings imply that the majority
of the results reported here involved care paid for by the receiver. After all, if paid care
mainly involved publicly funded care, we would have found some kind of positive association between the use and supply of this paid care. Men generally have more money to
spend than women and are more likely to be able to afford user-paid care, and this could
also explain the fact that, among men, the association between the supply of publicly
funded home care and the use of (user-)paid care is stronger than among women.
Our second hypothesis is partly supported by our findings. We find that the degree to
which informal care is provided in a country is significantly correlated with (user-)paid
care, but is not related to receiving informal care. This applies to both men and women.
A more plentiful supply of informal care is therefore not associated with more recipients
of care, but with fewer recipients of paid care. The results of our model therefore suggest
that the supply of informal care benefits those who are already receiving informal care,
and that it also acts as a substitute for paid care. The latter finding suggests that paid care
is used mainly by individuals who have nobody in their social network who is willing or
able to provide care.
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This study has adopted a fairly rough and ready approach to the provision of publicly funded care and informal care. Data on the number of working professionals and the number
of hours of care they provide would provide a more accurate estimate of the supply of care
available. After all, higher spending on home care may also lead to qualitative improvements. However, such data is not currently available. In relation to the supply of informal
care, too, a more detailed analysis of the amount of care provided would be preferable.
The share data includes information about the frequency of care, but not about how
many hours of care are provided, for example. Care that is provided weekly is obviously
less frequent than care provided daily, but if the daily care involves one hour per day and
the weekly care involves eight hours per week, it is unclear which frequency might provide
a greater benefit. We also see opportunities for improvement in the individual measurement of the use of care. The share data now includes the paid care that is received, but
does not distinguish between care paid for by the user and publicly funded care. Earlier in
this article, we argued that these two forms of financing can act as substitutes for one
another, but also for informal care. The negative relationship between the supply of publicly funded home care and user-paid care would probably have been stronger if we had
been able to differentiate between these types of care empirically. Furthermore, migrants
are over-represented in privatized care services in many European countries (Da Roit &
Weicht 2013) which could lead to cultural differences in the care that is received. Although
we would have ideally taken this into account there was no information on migrant care
available.
Our study is based on data from different countries. Although it relates to Western countries that generally have reasonably good arrangements in place in relation to long-term
care, the countries included also differ in many respects. We have corrected for this by
looking at changes over time in particular individuals, so that differences between individuals - and therefore between countries - play no role. Although we believe that the
associations that we have found in this study apply to all the countries studied, the extent
to which they are applicable may vary. One recommendation for future research would
therefore be to conduct an in-depth study into the role of differences in care provision
and the use of care by men and women in the same country but in different regions.
Implications for policy and future research
In the period 2004-2013, we saw that although the number of older persons increased
everywhere, the proportion of care users among them decreased. It decreased more
among women than among men. This was mainly because the use of informal care
among women fell more than it did among men. The demand for long-term care among
men is likely to continue to increase. Our results show that the supply of both informal
care and expenditure on home care seems to have a stronger negative correlation with the
use of (user-)paid care among men than among women. This would appear to lend further credence to the appeal made by Morgan et al. (2016) that differences between men
and women should be taken into account in the design of care systems, the supply of care
products, the nature of the labour market in care, and also the way in which it is funded.
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Our expectation was that the relationship between public spending on home care and the
use of care, both informal care and (user-)paid care, would be stronger among women
than among men, because women tend to experience a greater need for care and the
threshold for requesting professional care seems to be lower among women. If the proportion of men among care users increases, a policy mismatch may develop (because
women respond differently to men to changes in the supply of home care). Our findings
show that among men there is a stronger correlation between the use of care and the supply of both publicly funded home care and informal care than among women. This means
that changes to care policy or to the financing and supply of care may have a greater
impact in the future, and lead to greater shifts in the use of care that have been observed
hitherto. Although these effects found here are relatively small, it could possibly affect
several million potential care users, amounting to billions of euros. In view of this,
it is important for policymakers to understand that investment in home care can have
differing effects on men and women. Men appear to be more sensitive to changes in the
provision of care than women, and among women in particular, individual sources of
care, such as a partner, play a more important role in the use of care.
5.6
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6

Summary and discussion

6.1

The influence of contextual factors on giving and receiving long-term care

For many years, in many Western countries, a debate has been going about the best way to
provide care, especially for older persons, and how to ensure that care remains affordable
in the future (Spasova et al. 2018). Not only is the number of older people in society on the
rise, but average life expectancy in this group is also rising. This means that the use of
long-term care facilities, and the associated costs, are also predicted to rise. In many European countries, reforms to long-term care, which have partly been motivated by the need
to control costs, have gone hand in hand with attempts to increase citizens’ awareness of
their duty to take care of others and to take responsibility for others, helping to reduce the
demand for care (Pavoline & Ranzi 2008; Colombo et al. 2011). Increasingly, therefore,
care for older persons is dependent on the unpaid contribution of informal caregivers.
A great deal of research has been done into the relationship between formal and informal
care at the individual level and the extent to which these forms of care are substitutable or
complementary (see e.g. Greene 1983; Swinkels et al. 2015; Bremer et al. 2017; Lambotte et
al. 2018). However, the relationship between contextual factors and, more specifically,
between the supply of formal and informal care in a country and the individual care
received has scarcely been researched. Yet at this national level major changes are also
taking place. This thesis addresses this knowledge gap by relating macro-level contextual
factors to care that is given and received at the individual level by people aged 50 and over
living at home. See inset 1 for a description of the key terms used in this thesis.
The following question is central: To what extent does context, and specifically the national supply of
publicly funded home care and the national supply of informal care, affect the giving and receiving of care
by older persons, and does this differ between groups?
‘Context’ is understood to mean the entire physical and social setting in which citizens'
options for action are located. Oftentimes, a distinction is made (see e.g. Vrooman 2009)
between (1) the social context, such as economy, demography, technology, and ideology,
(2) the formal and informal institutions that interact with the social level, such as legal
regulations, but also including behavioural rules and expected behaviours, and (3) organisation, for example how home care is organised. This study considers certain aspects of
these three components of ‘context’ where these are relevant to giving and receiving
(informal) care. As far as the way in which care is organised is concerned, we focus on
both the provision of publicly funded home care – measured as how much is spent on
home care in a country – and the supply of informal care (how many citizens provide
informal help). The social context and formal and informal institutions are taken into
account by looking at the differences between countries as well as the prevailing norms
regarding care that accompany them. For example, in some countries it is much more
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common to care for relatives who need support than it is in other countries. In particular,
we will consider possible social differences in relation to the influence of ‘context’.

Inset 1

Definition of key terms

older persons

citizens aged 50 years or older

informal care	unpaid personal or domestic care provided to someone outside the
same household and/or personal care provided to someone within the
same household
self-paid care

care that is purchased and paid for from the recipient’s own pocket

publicly funded care

professional home care financed by public funds

paid care

self-paid and publicly funded care

supply/use of care

total of informal, self-paid and publicly funded care (see above)

eight european countries t his study focuses on eight european countries: Austria, Belgium,
Denmark, Germany, France, the Netherlands, Spain and Switzerland

The central research question is answered by means of four sub-studies. First of all,
the relationship between the supply of publicly funded home care and the informal and
paid care individually received by those over the age of 50 is examined, and an assessment
is made of the possible effects of changes in supply in relation to care received.
Subsequently, the second study examines whether the relationship between the supply of
publicly funded home care is related to the provision of informal care by over-50s,
and whether this relationship is different for working and non-working older persons.
This knowledge is relevant because in the future, older persons are expected to remain
active in the labour market for longer. If the relationship between providing informal care
and the supply of publicly funded home care for those in work differs from that for those
not in work, then changes in the area of publicly funded home care may have greater
implications for the amount of informal care in a country than is currently the case.
Because there are only a limited number of hours in the day, participation or non-participation in the labour market may have implications for the provision of informal care, and
vice versa. The third study zooms in more closely on the provision of informal care by
older persons and examines the intrinsic and extrinsic motivations cited by persons aged
over 50 in relation to providing informal care and other social activities and whether these
differ between residents of the European countries in question. Each country has its own
standards, values, customs and institutional context regarding long-term care. By investigating these motivations, we gain insight into the relationship between the context in
which an individual finds himself or herself, and the influence that this has on the pro-
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portion of informal caregivers in a country. In the fourth and final study, the knowledge
from the previous sub-studies is brought together and the effect of both the supply of
publicly funded care and the provision of informal care on the individual care received by
the over-50s is examined. In this study, differences in the relationship between the available supply of care on the one hand, and the use of care on the other, are studied separately for men and women. Currently, most recipients of long-term care are female
(Colombo et al. 2011), but the increasing life expectancy of men in particular will ensure
that the long-term care users of the future will, increasingly, be male. It is unclear, however, whether the effect of supply on the receipt of care differs between men and women.
If this is the case, changes in the supply of care may lead to different shifts in the use of
care than has been the case up to now.
In each study, an aspect of the (national) context in which individuals operate is related to
the choices that they make with respect to giving and receiving long-term care. In the field
of economics, the term ‘choice’ is generally used to describe the decision people make
between given alternatives. The term choice is also used in this thesis. However, many
care situations are characterised by some degree of urgency, meaning that the ‘choice’ to
give or receive care is not necessarily a free one (also see the introduction of this thesis).
But while the process behind the choice may be a less rational one than with, for
example, the purchase of a new car, ultimately a choice is still made.
6.2

Macro-micro transitions

Figure 6.1
Schematic representation of the macro-micro transition of Coleman (1990)

micro

intervention

opportunities for choice

social effects

choice

scp.nl
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The correlation between institutional characteristics on the one hand, and the choices
and behaviour of citizens regarding long-term care on the other, can be clarified by considering these using the Social Theory defined by Coleman (1990). The basis of this theory
lies in the connection between the macro and the micro levels (see figure 6.1). In essence,
Coleman states that interventions at the macro level - for example, in this study,
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regarding investment in home care - only have a social effect - for example an increase in
the number of users of care - through the behaviour of the individuals for whom the
intervention is intended. If individuals have a strong preference for informal help, investing more in home care will not lead to more use of this type of care. In order to assess the
possible implications of policy interventions or social interventions properly, and to maximise their impact and effectiveness, it is therefore important to gauge the influence of
the intervention on individual behaviour within the target group, as well as to estimate
the social effects (for specific groups, for instance).
6.3

Method

This thesis uses data from various editions of the Survey of Health, Ageing and Retirement
in Europe (share) between 2004 and 2013 regarding around 30,000 residents from eight
European countries, in combination with oecd data on national public spending on professional home care. Together, these form a unique data set that brings together data on
individuals with national-level data. The strength of this longitudinal data is exploited by
using advanced econometric techniques to estimate the relationship between the characteristics of the supply of care and the care received and provided by over-50s as precisely as
possible. In cross-sectional data there is a strong correlation between the national supply
and the country in which a person lives. In such data, the effect of the supply is then
distorted by other country-specific factors, such as cultural aspects. This problem was
resolved by using longitudinal analyses with fixed effects. In these analyses, use was made
of variation over time (e.g. supply) and constant factors over time (e.g. the country in
which a person lives) were controlled for. This means that this dissertation is at the interface of two disciplines, whereby the sociological approach is complemented by a strong
econometric methodology.
6.4

Context influences the extent to which publicly funded care is an alternative to
informal care

The first study in this thesis focused on the relationship between spending on publicly
funded home care and the care received by over-50s in the period 2004-2013 (see figure 6.2
for a schematic representation). In addition, an estimate was made of the possible influence of increasing appeals to citizens’ own responsibilities in relation to providing care to
others. The starting point here was the extent to which residents of the eight European
countries1 that were part of this study differed in the extent to which they viewed care as
the responsibility of family members or as the responsibility of the government (VerbeekOudijk et al. 2014; Verbakel 2018), and the extent to which citizens depended on family,
state or market for care (Saraceno 2016).

1
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The countries where the government is largely responsible for long-term care are also
those countries with relatively high public spending on care (Verbeek-Oudijk et al. 2014).
This knowledge enables us to study the relationship between the policy shift towards
greater personal responsibility, lower public spending on home care and more informal
care. Firstly, the findings support the hypothesis that higher spending on publicly funded
home care goes hand in hand with a lower chance of receiving informal care, after adjusting for individual differences in health and socio-economic resources and the use of
(self-)paid care. This link persists when we control for national differences in the growth
of the number of older persons as a proportion of the population. These findings are in
line with previous studies showing that at the individual level, publicly funded home care
for over-50s acts as an alternative to care from family and friends and for self-paid care
(Van Houtven & Norton 2004; Bolin et al. 2008; Hanaoka & Norton 2008; Gannon & Davin
2010; Suanet et al. 2011; Bremer et al. 2017). Higher public spending on home care goes
hand in hand with less informal care received on average. The simulations suggest that a
decrease in public spending on home care and an increasing appeal to the responsibilities
of citizens and their family members are, as expected, related to greater use of informal
care in a country, on average. What is new is the degree of difference between different
groups of countries. For example, we see that the proportion of residents receiving informal care in those countries where traditionally the government is responsible for longterm care lags behind that in countries which have traditionally been set up for familyprovided care, even when in the simulations the level of public spending on home care in
the former group of countries is reduced to the levels of the latter group of countries.
This result indicates that the extent to which the supply of public care and the individual
use of care affect one another depends on the European region in which a person lives i.e. it is dependent on the wider social context and the predominant formal and informal
institutions. In some countries it is more common to be cared for by family members,
when required, than in other countries. In countries where this is not the case,
the supply of publicly funded care is generally higher and residents will (prefer to) rely less
on family members than in countries where informal care is taken for granted.
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Figure 6.2
Schematic representation of study 1: the influence of context on receiving care
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Higher spending on publicly funded home care is linked to fewer people over 50
who provide informal care – especially among those not in employment

The second study examined the relationship between public spending on home care and
informal care provided by people over 50, and examined whether this relationship is different for those in paid employment and those who are not in employment (see figure 6.3
for a schematic representation). After all, working people have less time available to
spend on care responsibilities, so that their decision framework regarding informal care is
different from that of those not in employment. Relatively high spending on publicly
funded home care goes hand in hand with a lower chance of providing informal care,
but only among those not in paid employment. This implies that a rise in public spending
on home care would make it more likely that non-working people would cease to provide
informal care and that paid care would probably be used instead, both self-paid care and
publicly funded home care. Relatively high spending is associated with a lower chance of
providing frequent - daily or weekly - informal care, but there is no significant correlation
with the occasional provision of informal care.
There are several reasons why the supply of home care mainly affects care provided by
those not in employment. First of all, and most obviously, those not in employment
generally have more time to spend on providing care. In addition, they are on average
older than those over-50 who are in employment; many of them are already retired and
they are more likely to have a partner who needs care. In this group, the likelihood that
there is a person with care needs in their immediate environment to whom they provide
care is also higher. For those in employment, it is conceivable that they only provide informal care on an occasional basis when the need arises, due to their lack of time and/or
because there are no other people who can provide this care. For example, we know from
previous research that having a (full-time) job can lead people to put off taking on informal care responsibilities (Josten & De Boer 2015). In cases where they do provide informal
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care, it is likely to be to someone who is very close to them and an increase in the supply
of home care will not necessarily mean that they stop providing that care. The increase in
the retirement age in countries such as the Netherlands, and greater encouragement to
participate in the labour market, means that those not in employment will be encouraged
to enter or re-enter the employment market. Our findings provide an indication that
investing in home care, and the consequent reduced need to provide informal care, may
also provide opportunities for older persons to remain in employment for longer, to work
longer hours, or to re-enter the labour market.
The supply of home care is therefore linked not only to the receipt of informal care
(and paid care - see first study), but also to the choice of persons aged 50 or older to
provide informal care or not, and the frequency with which they do this. Once again,
the context in which this decision is made is important, and the degree of influence that
the supply of care has will also depend on the labour market position of the older persons
concerned.
Figure 6.3
Schematic representation of study 2: the effect of context on providing informal care among those in
employment and those not in employment
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6.6

Intrinsic motivations differ between European citizens and are a determining
factor in the provision of informal care

When a loved one develops health problems and requires care, a certain need to provide
care arises. Whether a solution is sought in publicly funded home care or from one or
more family members will also depend on how ‘normal’ it is within their social setting to
choose a particular option. The differences between countries, in terms of the prevailing
norms regarding care and the available home care services, have already been described
(Verbeek-Oudijk 2014; Saraceno et al. 2016; Verbakel 2018). For example, in Southern
Europe, it is much more common to provide informal care to a loved one, and this is seen
as the most normal choice, and the relatively scarce supply of home care also means that
it is more necessary; in Scandinavia and the Netherlands, on the other hand, public care
services are used more often. This difference is also reflected in the living situation of
older people; in Southern European countries, older persons are much more likely to live
with their adult children, or vice versa (Grundy & Murphy 2018), than elsewhere.
The supply of informal care is under threat from rising individualism and declining intergenerational solidarity (Pinchler & Wallace 2007; Swinkels et al. 2015; Broese van Groenou
& De Boer 2016), and as a possible consequence of this there is greater pressure to provide
public care services, which pushes up the costs of elderly care substantially. It is therefore
important to understand what motivates people to provide informal care. The third study
in this thesis examined whether the motivation for providing care differs from the motivation to participate in other social activities among citizens aged 50 years or older, and
whether the social context plays a role here due to differing motivations among citizens in
different countries (see figure 6.4 for a schematic overview). Respondents were asked
about their participation in various social activities: engaging in voluntary or charitable
work, caring for a sick or disabled adult, providing help to family members, friends or
neighbours, following an education or training course, attending a sports club,
community centre or other type of association, being active in a church or other religious
organisation, being active in a political or social organisation. The motivation for these
forms of social participation was explored for each activity. The respondents could choose
between the following options: to meet other people; to make a useful contribution;
to achieve a personal goal; because they need me; to make money; because I enjoy it; to
make use of my skills or stay active; and because I feel obliged to. Extrinsic motivation is
motivation that arises from an external source, such as the prospect of a reward or to
avoid a punishment. Intrinsic motivation, by contrast, is a motivation to do something
that comes from within the person himself or herself. In the list above, the motivations of
‘earning money’ and ‘feeling obliged’ are examples of extrinsic motivations, while the
other motives are examples of intrinsic motivations.
The results show that in the Netherlands, in particular, those respondents who mentioned ‘feeling obliged’ and ‘being needed’ were more likely to provide informal care.
Seeking ‘enjoyment’ from an activity lowers this chance, but is positively correlated with
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participation in other social activities. Intrinsic motivations appear to motivate people to
provide informal care more often than extrinsic motivations. In southern Europe,
as has been mentioned, providing care for an immediate family member who needs it is
more commonplace. The care system therefore provides a relatively limited range of public facilities. Yet it is not the case that older South European carers felt more obliged to
provide care. Although feeling obliged was also one of the most frequently mentioned
motivations for providing informal care in southern Europe, citizens mentioned this less
often than in other European regions and they were less likely to see social activities as a
way of contributing to society. Subsequently, using simulations, an estimate was made of
the possible consequences of encouraging citizens to provide (more) informal care and
the shift in the motivations for providing care that such a policy would probably entail.
This shift in motivations was operationalised by replacing the average motivation mentioned by Dutch over-50s with regard to providing care with the average values reported by
older persons in Southern Europe. In concrete terms, this means that Dutch respondents
were allocated lower intrinsic motivation. The simulations suggest that if socially active
older persons in the Netherlands had the same motivations as their Southern European
peers, and if their behaviour with regard to informal care provision was comparable,
the number of informal care providers in the Netherlands would actually fall.
This suggests that a greater emphasis on family responsibility in providing care may lead
to a decrease in informal care rather than leading to an increase as intended. The explanation for this lies in the appeal to the extrinsic motivation of potential care providers; in
fact, it appears that older people are primarily motivated to provide care when their motivation is intrinsic. This relates to feelings such as: 'I feel that I am needed, I want to help'.
Appealing to intrinsic motivations in order to contribute to society or reinforce feelings of
being needed would probably lead to an increase in informal care.
The results of this study also underline the importance and influence of the social and
formal/informal institutional context in the choices made by older persons with respect
to providing informal care. In addition to the effect that the public provision of home care
has on whether or not informal care is provided (study two), norms, values and practices
also play an important role, which particularly affect people’s intrinsic motivation with
regard to providing care.
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Figure 6.4
Schematic representation of study 3: the effect of context on providing informal care focusing on the
role of intrinsic and extrinsic motivations

micro

6.7

context: formal and
informal institutions
(European region in which
a person lives)

opportunities for choices
(intrinsic and extrinsic motivations +
determinants of provision of informal care)

total provision of
informal care

chance of providing informal care
scp.nl

macro

The supply of publicly funded home care and informal care relates mainly to the
use of care by males aged over 50 years

In the last study, the knowledge from the previous studies was combined and the influence of the supply of publicly funded home care and the supply of informal care on the
use of care among persons aged over 50 was examined. Further differentiation was sought
in the possible differences that exist between men and women (see figure 6.5 for a
schematic overview). Although most recipients of long-term care are currently women,
future users of care are increasingly likely to be men as life expectancy among men and
women converges. It is therefore increasingly important to look at gender differences,
from a demographic point of view alone.
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Figure 6.5
Schematic representation of study 4: the influence of context on receiving care among men and women
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There are indications that gender is an important factor in the way that countries organise
care. Policy is often formulated in a gender-neutral manner, but its effect is rarely genderneutral (Saraceno & Keck 2011). The expectation is that women are more susceptible to the
availability of publicly funded care because they experience more health problems
(Boerma et al. 2016), are more inclined to ask for professional care than men (Pattyn et al.
2015) and because their socio-economic status is less favourable than that of men meaning that they can make less use of self-paid care (oecd 2011). However, the findings of the
fourth study do not support these assumptions. High public spending on home care is
negatively correlated with both informal and self-paid care use among men, and more so
than among women. A greater supply of informal care is also more strongly associated
with lower use of paid care among men. There are a few possible explanations as to why
these results were different to what was expected. The average age of those over 50 may
play a role. Generally, the higher the age, the more health problems an individual will
have, and there comes a point when ‘not asking for help’ from family members or professionals is no longer a realistic option for that individual. It is therefore conceivable that
differences in discomfort about asking for help between men and women at older ages
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play a smaller role. Older persons are also offered more care and are therefore less likely
to need to ask (Vermeij 2016). In addition, men are more likely to be able to afford selfpaid care because they generally have more financial resources at their disposal.
This is one possible explanation for the fact that, among men, the association between
the supply of publicly funded home care and the use of (self-)paid care is stronger than
among women. Among women, it is mainly individual characteristics, such as having a
partner, that influence whether or not they receive care. Looking to the future, with the
expectation that the proportion of men among users of care will increase, policy interventions should take account of such male-female differences. Our findings show that among
men there is a stronger correlation between the use of care and the supply of both publicly funded home care and informal care than among women. This means that changes
to care policy or to the financing and supply of care may have a greater impact in the
future, and lead to greater changes in the use of care that have been observed hitherto.
As a result, a decrease in the supply of home care will be related mainly to less (self-)paid
care being received and more informal care by male older persons. In view of this, it is
important for policymakers to understand that investing in or cutting back on publicly
funded home care can have differing effects on men and women.
Once again, the conclusion is that the context in which choices are made regarding the
use of care matters. Not only do various aspects of this context play a role - in this case the
average supply of publicly funded home care on the one hand and the average supply of
informal care on the other - but the impact can also vary between subpopulations, namely
men and women.
6.8

Discussion

The title of this thesis is giving and receiving informal care: does context matter? Based on the
findings described here, the brief answer to this question is ‘yes'. But what are the implications of this finding? With respect to the theme of this thesis, ‘context’ broadly
speaking means all the environmental factors that make up the framework within which
choices regarding giving and receiving care are made. Does it matter, for example,
which country a person lives in? Or which norms regarding care are prevalent?
What do most people do in a situation in which care is required? How is care organised in
a country, how much is spent on home care and how many citizens provide informal
care? And do people make different choices when the context in which those choices are
made changes? The way in which care is organised is an important - government-managed - aspect of the context that influences the individual care choices that people make.
Here, the organisation of care relates to public spending on home care and the average
level of informal care provided in a country. The societal context and the formal and informal institutions were also examined in a comparative study (study 3), which focused on
the differences between countries in terms of prevailing norms, traditions, values and
varying motivations for providing informal care. When it comes to the influence of public
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spending on home care and the average level of informal care provision in a country on
giving and receiving care, a number of key conclusions can be drawn.
–
A greater supply of publicly funded home care is associated with less informal and
(self-)paid care provided by over-50s (1) and the possible effects differ between
European regions (2).
–
A greater supply of publicly funded home care is also associated with less informal
care provided by over-50s (3) but only among those not in employment (4).
–
In northern European countries in particular, such as the Netherlands, intrinsic
motivations are an important reason for people providing informal care, while this
is less pronounced in Central and Southern Europe (6). In Northern European countries, more people over 50 choose to provide informal care than to participate in
other social activities.
–
Independently of the association between a greater supply of publicly funded home
care and less informal and (self-)paid care being received by those over the age
of 50 (1), there is also an association between a greater supply of informal care and
less (self-)paid care being received, and this association is stronger among men than
among women (7).
As outlined earlier, the theoretical and conceptual framework of Coleman's Social Theory
(1990) can help us to understand the mechanisms behind these key findings. Coleman
describes the macro-micro-macro transition as the macro-level conditions that lead to
(sometimes unexpected) social phenomena, through the choices that are made by individuals (also see Marangos 2018). Both the choices made by individuals and the underlying social mechanisms can be better understood using theoretical models for people’s
behaviour in certain situations.
Not only is there a clear relationship between characteristics at the macro level on the one
hand and the choices that individuals make on the other hand, but the results presented
here also show that the influence of this is different among different subgroups of
individuals. For instance, individual behaviour is influenced by which country or region a
person lives in, whether they are in work or not, and whether they are a man or a woman.
6.9

Policy implications

What do these findings imply for policymakers in the Dutch context?
Since the reforms to long-term care of 2015, care has been increasingly decentralised and
more care is expected to be provided through recipients’ own social network in the future
(Kromhout et al. 2018). Recently, the langer thuis (Longer At Home) action programme was
launched (Ministry of Health, Welfare and Sport 2018 (vws)) with the aim of allowing
older persons ‘to live independently and enjoy their old age in familiar surroundings with a good quality
of life’. The increasing number of older persons and the consequent increase in the use of
care expected are also factors in this policy development. In order to accommodate this,
the new policy focus on personal responsibility, family care and less publicly funded care
seems a credible response. The results described in this thesis show that in the supply of
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publicly funded home care, policymakers have an instrument with which to affect the care
choices that people make. However, it would certainly be advisable to take account of the
differences between target groups in their response to the policy pursued and to anticipate any unintended differences that this may lead to. For example, the policy documents
implicitly assume that a reduced supply of home care is enough in itself, because people
can do more for each other. However, little is known about whether that scope actually
exists, and among which particular groups. The fact that among the over-50s it is mainly
informal caregivers who are not in employment who would probably provide the most
care as a result of reducing the provision of publicly funded home care is one observation
that should be taken into account when implementing such a policy. This will be all the
more true if, in the future, more people carry on working later in life due to developments
in the labour market and changes to the retirement age, which would push the average
age of those not in employment higher. One possible consequence of this would be that
informal care could end up largely the responsibility of an already vulnerable group.
On the other hand, informal care responsibilities may also be taken on by more employed
persons, which could lead to difficulties for them in combining and ‘juggling’ more
responsibilities than is currently the case. It remains unclear what the effects of combining informal care with paid employment are, and which developments may take place
(Ministry of Social Affairs and Employment (szw) 2018). It is not only important to focus
on and support the older, more vulnerable group, in which partners provide care (sometimes to one another) when the need for care arises, but also to try to facilitate the combination of paid employment and care responsibilities, so that those in employment can
adopt these more easily. The fact that the Ministry of Social Affairs and Employment has
given a prominent place to this theme in its knowledge agenda for the coming years
(szw 2018) is a positive development.
It also appears that it is mainly men for whom the public supply of home care plays an
important role in the amount of care they receive. As the number of older men who
require support grows, they are more likely to make use of home care, while women will
draw on their network more often. While hitherto men have mainly received informal
help from their partner (Schenk et al. 2013; Glauber 2017), women will therefore have to
make greater demands on their partners in the future. With the reduction in publicly
funded care and the appeal to citizens to provide more care to relatives who need it, the
need to provide informal care will implicitly increase. In order to ensure that more people
start providing informal support, it will be necessary to identify ways of appealing to the
intrinsic motivations that lead people to take on such responsibilities and to sustain these
over the long term.
6.10 Strengths and limitations of this study
This thesis is located at the interface between two disciplines and investigates insights
from sociology using econometric methods. We built on the micro-macro perspective as
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proposed by Coleman (1990) by taking into account the varying degree of influence of
(macro) contextual factors such as the supply of care on the individual use of care and
informal care provision for different (target) groups. Rather than looking at potential care
users and informal caregivers as a general group to study the effects of policy or social
interventions, we posit that taking possible (target) group differences into account helps
to assess the possible implications of interventions properly, and to maximise their
impact and effectiveness.
The strength of the longitudinal data from different countries was used to explore the
relationship between the supply of care at the national level with the individual receipt
and provision of care in as much depth as possible. The influence of the supply of care
from a policy and societal perspective was studied not only by looking at the role of the
supply of publicly financed care and how changes in this affect the giving and receiving of
care, but also by explaining how this interplay can produce different results for different
target groups. This knowledge had not previously been available. As mentioned before,
the longitudinal approach helps to address and overcome the strong correlation between
the national supply and the country in which a person lives in cross-sectional data.
In such data, the effect of the supply is then distorted by other country-specific factors,
such as cultural aspects. The method used in this thesis exploits the within variation – or
changes over time – to get the most adequate estimation of the relation between the supply of care on a national level and the use and provision of care of individuals and controls
for all factors that are stable over time. Gender is one of them, for instance. Because gender (usually) doesn’t change over time it does not influence changes in informal caregiving or use of care by the individual concerned. For instance, a respondent provided informal care in 2004 and no longer provided such care in 2007. Gender was the same in both
instances and can therefore not explain why that same individual stopped providing
informal care but other factors that changed over time can, like public spending on home
care.
Our studies have adopted a fairly rough and ready approach to the supply of publicly
funded care and informal care. More detailed data that spanned several years was unfortunately not available. For instance, the supply of care provided could be gauged more accurately by including data on the number of working professionals in the sector and the
number of hours of care they provide. After all, higher spending on home care could be
targeted at qualitative improvements or salary increases, not just at providing more hours
of care. With respect to the supply of informal care, too, a more detailed analysis of the
total amount of care provided would be preferable. The share data includes data on the
frequency of care, but not on how many hours of care are provided. If one person provides
informal care every day for one hour and another person provides informal care for eight
hours a week, the care provided is more frequent in the first case, but it is unclear which
care situation is more intensive. The individual quantification of the receipt of care also
has its limitations. The share data currently includes paid care that is received, but does
not distinguish between care paid for by the user and publicly funded care. The relation111
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ship between the supply of publicly funded home care and the receipt of user-paid care
would probably have been stronger if we had been able to differentiate between these
types of care empirically. Although the relationship that was found between the supply of
care, care received and care provided was stable over time, the relationship between these
two aspects was only established on the basis of a relatively limited number of measuring
points.2
The data that formed the basis for the studies relates to the population aged 50 years or
older. Because most long-term care is received by older persons, this was not a major issue
in terms of the representativeness of long-term care use. With respect to the provision of
informal care, however, there was more reason to suspect a sub-population because of
the relatively advanced age of the research population. In the Netherlands, for example,
a not insubstantial share of informal care is provided by those aged below 50 years.
However, there is not much reason to assume that the results described here would be
different for younger age groups. Although those aged below 50 are more likely to have to
combine care with paid employment, the intensity of the care provided is often lower,
which may make it easier to combine with working.
6.11 Future research
The studies in this thesis are strongly quantitative in nature. Although this approach has
the advantages of representativeness, large numbers and comparability, quantitative
research makes it difficult to explore the exact trade-offs that take place in daily life.
It remains unclear which factors older persons consider and what they do and do not
include when choosing a certain type of care or deciding to provide informal care to a
dependent loved one. Nor in which order these decisions are made. To discover more
about this, qualitative research could provide additional insights, including interviews to
explore this decision-making process in greater depth, and the considerations that play a
role. Ideally, this should happen soon after the dependent older person requires support
for the first time. These insights could be strengthened if the motives of those requiring
care and those closest to them could be explored at the same time.
This study used national data that was linked with individual measurements. Within the
countries studied, however, there may be (significant) regional differences that have gone
unexplored. Future research could focus on the relationship between regional differences
in the supply of care and the individual choices people make regarding the use of care and
informal care provision. The relationship between public spending at the national level
and the use of paid care may mask large regional differences, especially in those countries

2

112

It was only in the final phase of this thesis that the latest data from the share dataset, with the full
figures for 2015, became available. On the basis of previous years, there was no indication that the
relationship between the supply of care and the use of care had changed, and to enhance the
coherence between articles, the decision was made to base the analyses on the same research
period, namely the period 2004 to 2013.
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where the distances between cities are larger and where the organisation of home care is
highly decentralised.
This thesis has taken a first step towards identifying the varying degree of influence
between the supply of care, the use of care and informal care provision for different
(target) groups. It may also be interesting to examine other subgroups. For example,
the very oldest may make different choices to younger generations, partly because they
tend to have a more limited social network and may therefore be less able to appeal to
others to provide care. The type of care needed may also have an influence. For example,
care for those with mental health problems may be more difficult to take over from professional care and the influence of the supply of care may be different to cases where care
is required due to physical problems. An important next step would be to explore the role
of the supply of care in choices relating to long-term care for these particular groups. A
first step may be to look at the influence of the supply of care on the choices made by
younger generations. After all, the today’s young people will become tomorrow’s older
people.
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Appendix A

contextual factors (home care expenditure)

enabling factors
caregiver

mental and physical health

carereceiver’s
need for care

disposition caregiver
- do I want to
- do I have to
- can I (work, income)

provision of
unpaid care

yes/no, intensity

enabling factors
caregiver

scp.nl

household composition
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Appendix B
Table B1
Overview of characteristics of respondents who provided unpaid care in one of the measurement years
and no unpaid care in another, and respondents who provided unpaid care but at a different frequency
(percentages, 2004 and 2013)a
provision

frequency

2004

2013

2004

2013

14
23
30
33

11
24
34
31

13
23
31
34

11
24
33
32

98
2

99
1

98
2

99
1

7
13
15
11
15
10
6
23

10
6
11
17
16
11
9
20

7
13
16
10
15
11
6
24

10
6
11
17
16
11
10
20

had paid work when first participated in questionnaire
no
67
yes
33

56
45

65
35

54
46

health
physical impairments
none
mild
moderate
severe

58
23
13
6

57
27
13
4

59
22
13
6

demographics
income quartile (1-4)
1
2
3
4
child under the age of 12
no
yes
country
Austria
Germany
Netherlands
Spain
France
Denmark
Switzerland
Belgium

56
27
13
4
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Table B1
(Continued)
provision
2004
signs of depression
none
mild
moderate
severe
mean number of chronic conditions
need to provide care
health mother
deceased
excellent health
very good
good
fair
poor
health father
deceased
excellent
very good
good
fair
poor
health partner
no partner or healthy partner
partner with physical impairments
number of observations

frequency
2013

2004

2013

80
10
5
4
1.2

78
11
6
4
1.3

80
10
5
4
1.2

78
11
6
5
1.3

71
2
9
11
5
1

75
1
2
8
9
5

69
3
10
12
6
2

74
1
2
8
9
6

88
1
4
4
2
1

91
1
1
3
3
2

87
1
4
5
2
1

90
1
1
4
3
2

81
19

79
21

82
18

80
20

3347

7021

4000

7529

An overview of the characteristics in 2007 and 2011 are available from the authors upon request.
Source: share Waves 1, 2, 4 and 5 (dois: 10.6103/share.w1.260, 10.6103/share.w2.260, 10.6103/
share.w4.500, 10.6103 share.w5.100)
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Dankwoord
De afgelopen zes jaar heeft mijn leven voor een groot deel in het teken gestaan van dit
proefschrift. Uren, dagen, weken was ik ondergedompeld in statistische analyses, theoretische verklaringen en het zoeken naar de juiste formuleringen. Nu is het af – eindelijk –
en toch vind ik mezelf nog steeds achter de laptop zoekend naar de juiste woorden en formuleringen voor dit dankwoord. Hoewel het onmogelijk is om met slechts een paar
woorden van dank echt recht te doen aan de steun en hulp die ik van velen heb mogen
ontvangen bij de totstandkoming van dit proefschrift, doe ik toch een poging.
Mijn dank gaat allereerst uit naar mijn promotoren Alice de Boer en Isolde Woittiez.
Zonder jullie aanmoedigingen na het afronden van mijn masterscriptie had ik waarschijnlijk nooit gedacht dat dit traject iets voor mij zou zijn. Alice, naast je inhoudelijke en vakkundige kennis breng je altijd een ongekende hoeveelheid positiviteit met je mee. Als ik
even niet meer zag wat er ook alweer zo leuk en goed aan het proefschrift was, was er
slechts een telefoontje nodig en had je dat gevoel binnen een minuut weer omgedraaid.
En daar maakte jij altijd tijd voor, zelfs als dat een keer ’s avonds of in het weekend was.
Isolde, het is zo knap hoe je jouw inhoudelijke en methodologische kennis op zo’n toegankelijke manier weet over te dragen. Je bent altijd bereid om mee te denken, hierin
altijd constructief en ook altijd oprecht geïnteresseerd in de ander. Je hebt me op een hele
fijne manier geholpen tijdens dit proefschrift en ik denk met veel plezier terug aan alle
leuke gesprekken die we samen hebben gehad over veel meer dan alleen onderzoek.
Ik gun alle promovendi zo’n dreamteam!
Ik ben ook veel dank verschuldigd aan Saskia Keuzenkamp die, voordat zij een nieuwe uitdaging aanging in een nieuw ingestelde leerstoel, in de eerste jaren van mijn proefschrift
als promotor bij het team betrokken was. Saskia, jij hebt de gave om mij bij het formuleren van de vraagstellingen en conclusies telkens weer terug te brengen naar de kern van
het verhaal wanneer ik dreigde teveel uit te waaieren.
Graag wil ik ook de directie van het Sociaal en Cultureel Planbureau (scp) – Kim Putters en
Marjolijn Olde Monnikhof en hun voorgangers Paul Schnabel en Rob Bijl – en mijn leidinggevenden, Evert Pommer, Cok Vrooman en Mirjam de Klerk bedanken omdat zij mij
naast mijn werkzaamheden voor het scp de ruimte gaven om mijn proefschrift tot een
goed einde te brengen.
Werken bij het scp betekent omringd worden door meelevende, betrokken collega’s.
Graag wil ik jullie allemaal bedanken voor het mee zuchten wanneer het tegen zat,
het mee juichen bij de kleine succesjes en de overweldigende, warme reacties die ik heb
ontvangen toen duidelijk was dat het proefschrift was goedgekeurd.
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Gabriel en Anna Maria, de overgang van collega naar paranimf ging bij jullie met zoveel
enthousiasme en steun dat ik er een beetje stil van werd; jullie zijn fantastisch! En Evelien,
de dagelijkse afdaling naar de echt goede koffie beneden was vaak een welkome minibreak – en nog steeds. Geregeld kwam het voor dat ik die minibreaks aangreep om in die
paar minuten even mijn data-, analyse- en tekstproblemen van me af te praten, om vervolgens met koffie (!) en goede suggesties weer aan de slag te gaan! En wat fijn om dat te
kunnen doen in de leukste kamer van B30, op ‘mijn vaste flexplek’ omringd door – vaak al
net zo flexibele, maar zeker de gezelligste – kamergenoten.
Dankbaar ben ik ook voor het rotsvaste vertrouwen in mijn kunnen dat jullie altijd hebben gehad, pap en mam. En ook een welgemeend dankjewel aan alle lieve familie en
vrienden die vaak informeerden hoe het ging met dat proefschrift en dan vervolgens al
mijn verzuchtingen hierover moesten aanhoren. Ik kijk ernaar uit om alle warme, gezellige momenten met jullie voort te zetten.
Mijn allerliefste Chloë en Owen. Ik kan niet in woorden weergeven hoe ongelooflijk gek
en trots ik op jullie ben. Het was niet altijd even makkelijk een leven met jonge kinderen
te combineren met het schrijven van een proefschrift, maar ik had het niet anders gewild.
En eerlijk is eerlijk, mijn proefschrift is alleen maar beter geworden door het geregeld aan
de kant te schuiven voor spelen in de zandbak, knutselen, knuffelen en het bouwen van
tenten.
Tot slot, zonder jouw steun was mij dit niet gelukt, Vincent. Ik weet dat een zoetsappig
woord van dank eigenlijk niet aan jou is besteed. En gelukkig maar, want ik zou niet
onder woorden kunnen brengen hoeveel jij voor mij al zoveel jaar betekent. Jouw liefde,
steun en toepasselijke film- en seriequotes voor elk moment zijn alles voor me!
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