
 

Comparing Care



 



 

Comparing Care

The care of the elderly in ten eu-countries

Evert Pommer

Isolde Woittiez

John Stevens

The Netherlands Institute for Social Research / scp

The Hague, November 2007



 

The Social and Cultural Planning Offi ce of the Netherlands (scp) was established by Royal Decree of 
March 30, 1973 with the following terms of reference:
a. to carry out research designed to produce a coherent picture of the state of social and cultural 

welfare in the Netherlands and likely developments in this area;
b. to contribute to the appropriate selection of policy objectives and to provide an assessment of the 

advantages and disadvantages of the various means of achieving those ends;
c. to seek information on the way in which interdepartmental policy on social and cultural welfare is 

implemented with a view to assessing its implementation.
The work of the Social and Cultural Planning Offi ce of the Netherlands focuses especially on 
problems coming under the responsibility of more than one Ministry. As Coordinating Minister for 
social and cultural welfare, the Minister for Health, Welfare and Sport is responsible for the policies 
pursued by the Social and Cultural Planning Offi ce. With regard to the main lines of such policies 
the Minister consults the Ministers of General Affairs; Justice; Interior and Kingdom Relations; 
Education, Culture and Science; Finance; Housing, Spatial Planning and the Environment; Economic 
Affairs; Agriculture, Nature and Food Quality; and Social Affairs and Employment.

© The Netherlands Institute for Social Research/scp, 2007
scp-publication 2007/32
dtp: Textcetera, The Hague
Cover design: Bureau Stijlzorg, Utrecht
Cover illustration: © Hollandse Hoogte

isbn 978 90 377 0303 0
nur 740

This report is printed on chlorine-free paper.

Insofar as reprographic reproduction of parts of this publication is permitted under Article 16h of the 
Copyright Act 1912 the fees payable by law therefore should be remitted to Stichting Reprorecht
(p.o. Box 3060, 2130 kb Hoofddorp, The Netherlands, www.repro-recht.nl). Permission for 
reproducing (a) selection(s) of this publication for anthologies, readers and other compilations 
(Article 16 Copyright Act 1912) may be sought from Stichting pro (Stichting Publicatie- en 
Reproductierechten Organisatie, p.o Box 3060, 2130 kb Hoofddorp, The Netherlands,
www.cedar.nl/pro).

The Netherlands Institute for Social Research/scp

p.o. Box 16164
2500 bd The Hague
tel +31 70 340 7000
fax +31 70 340 7044
email info@scp.nl
www.scp.nl



5

Foreword

The way in which social care is organised has recently changed in the Netherlands. 
In 2007, home care services have been transformed from a nationally organised 
social provision for long-term care into a locally provided social service. Under the 
new system, personal and/or nursing care will remain part of the national provision. 
Home care will still be funded from national resources, but local authorities are 
legally required to compensate for disabilities of their citizens. Home care is one of 
the most important provisions in compensating for those disabilities and ensuring 
continuity of daily functioning. In most other countries, home care forms part of 
the locally organised long-term care arrangements. It is therefore interesting to look 
at a number of the countries surrounding the Netherlands and to learn how elderly 
persons with disabilities are supported there. In this report we have elected to adopt 
the perspective of the elderly themselves: their disabilities, their resources and the 
care they receive.

In April of this year, the scp published a detailed report in Dutch on disabilities 
and the care provided in nine eu member states, based on the share 1 dataset 2004 
(excluding Belgium). share is a cross-national database of microdata on the health, 
socio-economic status and social and family networks of individuals aged 50 years 
or over. This report both summarises and extends that report, as well as adding 
some new information. The extension and addition of new information have been 
made possible by the availability of an improved and extended dataset (share 2), 
including Belgium. As a consequence, some of the results presented in this report 
may differ marginally from those presented in the original Dutch report. The dataset 
used in this report comprises the records of 26,500 respondents in ten eu countries.

We would naturally like to thank the share organisation for making available the 
Survey of Health, Ageing and Retirement in Europe (http://www.share-project.org/). 
Edwin van Gameren is one of the authors of the Dutch report, and we thank him 
for his contribution to this report. However, the responsibility for the results and 
presentation is of course ours.

Prof. Paul Schnabel





7

Table of contents

1. Why compare care? 9

2. Care models 12

3. Health and care problems 17

4. Available care 21

5. Care received 25

6. Use and non-use of care 28

7. Concluding remarks 34

Literature 39

This report is an extended summary of the Dutch publication “Verschillen in verzorging”, but is 

based on release 2 rather than release 1 of SHARE 2004. There may therefore be some minor 

differences in the fi gures presented.

This report uses data from Release 2 of SHARE 2004. The SHARE data collection has been 

primarily funded by the European Commission through the 5th framework programme (project 

QLK6-CT-2001-00360 in the thematic programme Quality of Life). Additional funding came 

from the US National Institute on Aging (U01AG09740-13S2, P01 AG005842, P01 AG08291, 

P30 AG12815, Y1-AG-4553-01 and OGHA 04-064). Data collection in Austria (through the 

Austrian Science Foundation, FWF), Belgium (through the Belgian Science Policy Offi ce) and 

Switzerland (through BBW/OFES/UFES) was nationally funded. The SHARE data collection 

in Israel was funded by the US National Institute on Aging (R21 AG025169), by the German-

Israeli Foundation for Scientifi c Research and Development (G.I.F.), and by the National 

Insurance Institute of Israel. Further support by the European Commission through the 6th 

framework programme (projects SHARE-I3, RII-CT-2006-062193, and COMPARE, 028857) 

is gratefully acknowledged. The SHARE data set is introduced in Börsch-Supan et al. (2005); 

methodological details are contained in Börsch-Supan and Jürges (2005).





9

1 Why compare care?

Old age and disabilities go hand in hand. In the Netherlands, around 30% of people 
over the age of 65 suffer from physical disabilities that are serious enough to affect 
their daily functioning. This group comprises around 400,000 individuals with mod-
erate physical disabilities and some 250,000 people with severe physical disabilities 
(scp 2006). Many elderly people are thus sooner or later confronted with disabilities 
and require care. Responsibility for providing this care lies partly with the govern-
ment and partly with individuals themselves. The government’s main responsibility 
is to provide care when people are no longer able to provide it themselves.

The reform of the Dutch long-term care act (awbz) in 2000-2003 marks a radical 
change in the position of the Dutch government. This change manifests itself in 
several ways. The government now encourages people to continue living at home 
for as long as possible when they become limited in their daily functioning. This 
encouragement fi ts in with the desire by most people to remain in control of their 
own lives for as long as possible. Moreover, providing care in the home setting is 
less expensive than providing care in a nursing or residential care home. In addi-
tion, the government now plans to reimburse only the direct costs of care for people 
with disabilities via the awbz. In principle, housing costs are borne by the indi-
vidual concerned and the costs of domestic help now fall outside the scope of the 
awbz. With regard to the provision of care at home, the concept of ‘usual care’ has 
been introduced. The introduction of this concept means that those closest to the 
person affected – in practice a partner where present and any children living at home 
– are expected to provide the necessary care. Only where the need for care is pro-
longed and there is a lack of informal resources are those affected eligible to apply 
for for mal care (ciz 2005). This means that the government is only responsible for 
the long-term care of people who are not able to fi nd their own solutions. In other 
words, responsibility has been shifted away from the government and on to the 
citizen.

This report places care for the elderly in the Netherlands in an international perspec-
tive. The existing international comparative research on care for the elderly rarely 
addresses the actual disabilities and actual care provided, but is often more focused 
on the institutional framework, i.e. the prevailing care systems and the formal 
rights of the elderly. While not directly concerned with the institutional framework, 
this report does draw on its characteristics (enforceable rights and government 
responsibilities) to defi ne more closely the level of care for people with disabilities as 
observed in practice.
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An international comparative study of available care and care actually received can 
offer several starting points for policy. It can make clear whether there are particu-
lar groups who are missing out on the care they need. A shift from government to 
personal responsibility can mean that people with disabilities have to make greater 
demands of those closest to them. The study can also show how the Netherlands 
performs in a European perspective when it comes to providing care, both formal 
and informal, for elderly persons with disabilities.

The central question addressed in this report is: How do elderly persons in different 
countries resolve their health impairments? We answer this question using data from 
the Survey of Health, Ageing and Retirement in Europe (share), which was con duc-
ted among people aged over 50 in several European countries (Börsch-Supan, A. et al. 
2005). Ten countries are brought into the comparison in this report: the Netherlands, 
Belgium, Germany, Austria, Denmark, Sweden, France, Italy, Spain and Greece.

We subdivide the main research question into four constituent questions focusing 
respectively on the identifi ed need for care, the available resources, the care provided 
and the relationship between formal and informal care:
1 What kinds of health impairments confront older persons in the various countries 

and how many people are involved?
2 How many people with health impairments have access to an informal network 

and how does this vary from country to country?
3 How much formal and informal care do people with health impairments receive 

and how does this vary from country to country?
4 How many people with health impairments are deprived of help, how can they be 

characterised and how does this vary from country to country?

The fi rst question relates to the care needs of the over-50s in Europe. A smaller 
number of people in need of care in a given country logically implies that less care 
needs to be provided in that country. The degree of need is determined on the basis 
of people’s disabilities. These may include physical disabilities, depressive symp-
toms as well as cognitive impairments which are related to the functioning of the 
memory and to elementary skills (language, arithmetic).

The second question is concerned with the availability of informal networks. Having 
a large informal network may be an indicator of the probability of receiving care 
from within or outside the household, and of the need to receive help via formal 
private or public provisions.

The extent to which people succeed in meeting this need is the subject of the third 
question, which compares the amount of informal and formal care actually received 
by elderly persons with disabilities in the ten countries studied. Formal care may be 
provided by both the public and private sector. Private care is paid or professional 
care that is not publicly funded (e.g. care provided by a ‘cleaning lady’ or ‘paid help’). 
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Public care incorporates the various forms of home care and institutional care in 
nursing homes in the countries studied, which may encompass both domestic help 
and personal care. Informal care is unpaid and may be provided by family, friends 
and neighbours.

Several individuals with health impairments and who are in need of care do not 
receive any care at all. In which countries does this happen and what are the charac-
teristics of these elderly persons? The answers to the fourth question are intended 
to provide an insight into these situations. Is there a real problem or can specifi c 
circumstances provide an explanation?

In order to answer the research questions, data were drawn from the share survey. 
However, while share is a rich source of information, it has a number of limitations 
which affect the study performed here. The two main limitations are that elderly 
persons with disabilities were not asked who carries out the informal care tasks in 
the household, and that elderly persons with disabilities were not asked whether the 
formal help they received was provided publicly or privately. This means that, in this 
report, formal care may be provided either by a public-sector organisation or a paid 
private helper.

Country codes

BE Belgium GR Greece IT Italy SE Sweden

DK Denmark ES Spain NL Netherlands

DE Germany FR France AT Austria
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2 Care models

According to Anderson and Newman (1973), we have to distinguish three com-
ponents in order to construct a model of care utilisation: needs, resources and 
predisposing circumstances (fi gure 1). Of course, needs are the most important 
precondition and determinant of care utilisation. Needs are related to health prob-
lems; we distinguish three kinds of health problems: physical disabilities, depressive 
symptoms and cognitive impairments. Next, we distinguish two kinds of means 
of responding to needs: the availability of care resources (family members, public 
services) and social circumstances. Social circumstances can be subdivided into pre-
disposed characteristics (age, sex) and achieved characteristics (education, income). 
This distinction is of interest because achieved characteristics are within the scope 
of infl uence of personal decisions and public policy. Some characteristics are situ-
ated between predisposed and achieved, such as the urban or rural character of the 
place of residence.

Figure 1
A global model of care

informal care
available

physical
disabilities

depressive
symptoms

cognitive
impairments

formal care
available

skills, income

sex, age

no care
 received

informal care
received

formal care
received

needs recourses circumstances care

Broadly speaking, a person with a health problem can choose between three options: 
no care, informal care or formal care. There are several views on the relationship 
between formal and informal care, which can be expressed in country typologies. 
In these different typologies, primary responsibility for meeting care needs may lie 
with the individual (Scandinavian model), the nuclear family (Continental model) 
or the extended family (Mediterranean model). The more the responsibility lies with 
the individual and not with their family, the bigger the role played by the govern-
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ment. In addition to this public ‘responsibility model’, there is also the ‘task-spe-
cifi city model’ (Litwak 1985), in which the family of the elderly person concerned 
performs light domestic work while professional carers carry out the more demand-
ing caring and nursing tasks. Thirdly, there is the ‘hierarchical model’ (Cantor & 
Little 1985), in which the family is the main provider of care and the formal care 
system only comes into play when the family is no longer able to continue. Most 
studies show that informal care will not disappear but the character of informal care 
changes (Oasis 2003). Where formal help is available, the family takes a step back, in 
the sense that they switch to performing lighter and more social tasks, leaving more 
of the intensive and long-term help to the formal care network.

In Mediterranean countries the family has a legal duty to support relatives up to 
the third remove. In Greece, there is in fact almost a total lack of public support, so 
even in situations where relatives are not available, someone in need of help almost 
always lacks formal care, too. In Italy, only the person with the need can enforce 
the right to receive care, but in Spain the government can also enforce this right. 
Public services are only available for individuals lacking informal resources. Moreo-
ver, in Spain and especially in Italy the government buys off the duty to provide 
care by paying cash benefi ts where no relatives are present. These cash benefi ts are 
need-based and mostly1 means-tested. Means-tests are not restricted to the persons 
in need but also apply to their relatives. A recent development in Mediterranean 
countries is the deployment of (female) immigrants. They help preserve the famil-
ial regime against societal developments, because the family remains responsible. 
These societal developments involve increasing female labour market participation, 
less extended families and weakening family ties.

In continental countries the family is the primary caring unit, but persons with 
more serious health problems have a legal entitlement to public services. This right 
to claim public services may be based on a public insurance system (Germany) or a 
public provision (Austria). In Belgium and France, both public systems are in opera-
tion. Cash benefi ts prevail in Austria, and are predominant in Germany and France, 
but are absent in Belgium. Cash benefi ts are entirely managed by local authorities in 
France and primarily so in Germany. Both cash benefi ts and benefi ts in kind depend 
on the level of dependency (all countries) and the level of family income (France). 
In Germany, Austria and France, many immigrants provide private care, though to a 
lesser extent than in the Mediterranean countries.

In Scandinavian countries and the Netherlands, the public sector has primary 
responsibility for persons in need for care. In Sweden and the Netherlands, the 
public sector does not have a legal duty to provide care when a partner of a person in 
need is available (a concept referred to as ‘usual care’). Children living at home are 
not responsible for taking care of their parents. In Denmark, families have no legal 
duty to care for elderly family members and help given is considered additional to 



14 Care models

public services (Colmorten et al, 2003). No cash benefi ts are provided in these coun-
tries (with the exception of some managed benefi ts in the Netherlands). Owing to 
the fairly generous level of public care, hardly any immigrants provide private care.

In general, therefore, three types of care regimes are distinguished: a family type 
(Mediterranean), a mixed type (Continental) and a public type (Scandinavian). 
However, the classifi cation of countries into care regime types can vary because the 
performance of countries is not always in line with theoretical expectations. For 
example, Leitner (2003) classifi es the Netherlands as a Mediterranean type of care 
regime. Her classifi cation of ‘ideal care types’ is based on two dimensions of public 
support: support provided directly by public provisions (home help services, nursing 
homes) and indirect support provided by offering relief to families in their caring 
functions (through care leave facilities, care transfers). However, the classifi cation of 
the Netherlands as a Mediterranean type of care regime is based on doubtful fi gures 
on home help services and care allowances. The other countries are classifi ed as 
expected, although the classifi cations are sometimes dubious on empirical grounds: 
the Scandinavian type (direct and indirect support), the Continental type (mainly 
indirect support) and the Mediterranean type (low levels of direct and indirect sup-
port). Bettio and Plantenga (2004) classify Ireland as a Mediterranean type, Austria 
and Germany as typical Continental regimes. Their classifi cation is based on the 
level of formal and informal care in different countries. In their analysis, the Nether-
lands also shows some affi nity with the Mediterranean type and France and Belgium 
with the Scandinavian type of care regime. Scandinavian countries (Denmark, 
Finland, Sweden) and Mediterranean countries (Italy, Greece, Spain, Portugal) are 
classifi ed as theoretically expected.

Diagram 1 summarises the types of care regimes according to primary responsi-
bility (state or family), kind of provision (in kind or cash) and fi nancial accessibility 
(universal or means-tested). There is a fairly strong correlation between primary 
responsibility and fi nancial accessibility. In Scandinavian countries, Austria and 
Germany, accessibility to public care is universal if needs are met by national or local 
eligibility criteria. In Mediterranean countries, elderly persons in need of care are 
means-tested on the basis of income.

Only a weak correlation is found between primary responsibility and type of provi-
sion. However, there is no theoretical reason to expect such a correlation. Cash 
transfers can be divided into supply-driven and demand-driven transfers. Supply-
driven transfers are bound by spending rules in public legislation. In France, for 
example, the National Dependency Allowance (apa) is established on the basis of a 
‘help plan’ and excludes informal carers. Comparable supply-driven transfers exist 
in Belgium, except that here in-kind provision dominates. On the other hand, in 
Austria and Italy care transfers can be spent as the recipient sees fi t (demand-driven) 
and can be paid to informal carers. In Germany and the Netherlands both systems 
exist, although in Germany more cash transfers are allocated and in the Netherlands 
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there are more in-kind provisions. In Denmark, Sweden and Spain (nearly) all care is 
provided on an in-kind basis.

Diagram 1
Global classifi cation of countries by primary responsibility, type of provision and public 
accessibility

primary responsibility type of provision means-testing

State DK, SW In kind DK, SW, SP, GR Universal DK, SW, AT, GE

↨
NL

↨
NL, BE

↨
NL, BE, FR

BE, FR, GE, AT GE, FR, IT IT

Family GR, IT, SP Cash AT Means-tested SP, GR

Figure 2
Who should provide care if parent could no longer live on their own (%)a

a Exact question: Let’s suppose you had an elderly father or mother who lived alone. What do you 
 think would be best if this parent is no longer able to live on his/her own? The response ‘family should 
 provide care’ is composed of choices: parent should live with one of us; we should live with parent; or 
 they should move closer to each other so that care can be given.

Source: Eurobarometer 2002 (EIRO 2004)
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The responsibility for providing care and the responsibility for paying for care is not 
only refl ected in the legal system but also in the minds of the population. The Euro-
barometer 2002 survey contained a number of questions about these responsibilities.

Family responsibility is felt most keenly in Mediterranean countries and least in 
Scandinavian countries (fi gure 2). The Netherlands fi ts more the individualistic 
Scandinavian type while Germany and Austria are more like the familial Mediter-
ranean type. Calling on home help services is the preferred option in France, the 
Netherlands and Denmark. Swedish respondents are most in favour of nursing or 
care homes in the event of care problems, but in the Mediterranean countries nurs-
ing and care homes are not really considered.

Family responsibility on the part of children is also refl ected in the views on paying 
for care. If eu citizens are asked who should have primary responsibility for paying 
for the care of an elderly parent (the parents themselves, their children or the public 
authorities), the North-South contrast emerges clearly. In Scandinavian countries 
fewer than 5% of the adult population expect their children to be mainly respon-
sible for paying for their parents’ care; in Continental countries the fi gure is about 
15% and in Mediterranean countries around 30% (eiro 2004). The Netherlands 
approaches the Scandinavian position. The only striking exception is the Austrian 
population, which fully shares the Mediterranean view that children should mainly 
pay for taking care of their parents.

The views of the population are of course refl ected in countries’ care systems and 
care policies. It is diffi cult to make causal inferences about the relationship between 
institutions (policy) and cultural values (opinions). Obviously, where public provi-
sions are scarce, family care becomes important; but this may be an expression 
of cultural values (children should take care of their parents) rather than a con-
sequence of inadequate supply or contrastive policy (children have to take care of 
their parents). In general, the care system refl ects public opinion. For instance, in 
Scandinavian countries elderly people stress the importance of their autonomy and 
independence, refl ecting the individualistic perspective (Larsson, 2004).
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3 Health and care problems

The approach chosen in this report is to follow the path from care needs to care 
provision. First, we try to identify how many and which elderly persons experience 
impairments. Next we describe the informal networks to which people have access 
and which may be important in meeting their care needs. Finally, we investigate the 
actual take-up of care by people with disabilities. Broadly, three situations are distin-
guished: no help, informal help and formal help.

What are the health problems faced by elderly persons in the different countries, 
how many people are affected and which type of people are mainly affected? To 
answer this question, a ‘disability scale’ was constructed, consisting of three 
underlying measures of health problems: physical disabilities, depressive symptoms 
and cognitive impairments. This indicator made it possible to determine how many 
over-50s experience disabilities and how serious they are. We defi ne a needy elderly 
person as being someone who suffers moderate or severe health problems because 
of physical disabilities, depressive symptoms or cognitive impairments.

Figure 3
Type of health problem by country of people aged over 50 years (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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Physical disabilities impose restrictions on traditional household (cleaning, cook-
ing, laundry) and personal care (toileting, bathing, dressing) activities. It is assumed 
that below a certain level of physical health, personal help is needed for cleaning 
and personal care. Of course, the formal eligibility criteria for receiving help differ 
between countries, but in this report we use the same yardstick for all persons in 
need. Depressive symptoms restrict the psychological functioning and symptoms of 
dementia impair cognitive functioning.

On average, 65% of the population aged over 50 years have no serious health prob-
lems. However, around 35% of the over-50s in the ten European countries studied 
suffer from a physical, mental or cognitive problem. The proportion of people with 
physical disabilities is 25%; roughly 15% of the over-50s suffer depression-related 
problems and 12% suffer from cognitive impairments. A good deal of overlap can be 
observed in the disability scale: more than 60% of people with a depressive symptom 
or cognitive impairment also suffer from a physical disability. The converse does 
not hold, because there are considerably more people with physical disabilities than 
with depressive symptoms or cognitive impairments. On average, 13% of the over-
50s suffer a combination of a physical disability, a depressive symptom or cognitive 
impairment.2 13% of the over-50s thus suffer only from physical disabilities, 6% only 
from depressive symptoms and 4% only from cognitive impairments.

People in southern countries suffer relatively more often from cognitive impair-
ments. In Spain and Italy, especially, more older persons face serious memory, read-
ing or writing problems. Since they also suffer from more physical disabilities, more 
combinations of health problems are found in these countries.

The proportion of people with disabilities is relatively high in the southern coun-
tries, and relatively low in the Netherlands and the other northern countries (fi gure 
3). In Spain, for example, according to the scale used, there are almost twice as 
many people with disabilities as in the Netherlands (49% versus 27%). This largely 
has to do with underlying factors which infl uence the likelihood that someone will 
suffer from disabilities. For example, the chance of physical disabilities increases 
with advancing age, and a low education level increases the probability of cogni-
tive impairments. The distribution of these factors in different countries largely 
determines the number of individuals with disabilities. If allowance is made for the 
degree to which factors such as these play a role in the various countries, the country 
differences are found to be considerably smaller; for the Netherlands, for example, 
30% of people would be expected to have health problems on the basis of underly-
ing factors, while the fi gure for Spain would be 44% (fi gure 4). Only Sweden (lower) 
and Spain (higher) achieve scores that are signifi cantly different from what might be 
expected on the basis of the available explanatory factors.
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Figure 4
Difference between observed and expected number of persons aged over 50 with health 
problems (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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Figure 5
Observed and perceived health problems of the over-50s (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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The observed physical, psychological and cognitive health problems are not always 
perceived by those affected as a hindrance to their daily functioning. This applies 
particularly in the southern countries (fi gure 5). On average, just under 45% of the 
over-50s with health problems regard their problems as a hindrance to their daily 
functioning. This proportion is lower in the southern countries (35%) than in the 
northern countries, including the Netherlands (49%). To take account of this, a care 
problem approach for disabilities is also incorporated in this report, in which people 
experience impairments in both an objective and subjective sense. The proportion of 
over-50s with impairments then falls from an average of 35% to an average of 16%. 

Observed health problems which are perceived as health problems are called ‘care 
problems’. They are expected to reduce daily functioning seriously. On average, 
therefore, 35% of the over-50s are confronted with health problems and 16% with 
care problems. The differences between individual countries are much smaller with 
the care problem approach (ranging from 11% to 17%) than with the health problem 
approach (26% to 49%).

We can conclude that in the Mediterranean countries a relatively high proportion 
of elderly people report disabilities, while in the Scandinavian countries and the 
Netherlands, by contrast, a relatively low number of elderly people are affected by 
disabilities. The presence of chronic diseases has a major impact on limiting daily 
functioning. However, people of advanced age, people with a lower education level 
and women are also at higher risk of impairments in their daily functioning. If 
allowance is made for these explanatory factors, differences are still found between 
countries, though they are considerably smaller than if no account is taken of these 
factors. One reason for this may be differences between the objective and subjective 
disability scales. The subjective scale is determined by perceived impairments. The 
specifi c effect of the southern countries disappears if the analysis is repeated on a 
group of over-50s who suffer impairments both objectively and in their own percep-
tion. In other words, the southern countries have an overrepresentation of people 
with disabilities, but those disabilities are perceived as such to a lesser extent in 
everyday practice.
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4 Available care

Roughly 80% of the population aged over 50 in the selected countries potentially 
have access to an informal network. Only nuclear and extended family members are 
included in the informal network here; although neighbours and friends can provide 
informal care, these are not traditionally counted as being part of the informal net-
work because they cannot be called upon to provide informal care. Moreover, they 
rarely do provide care in practice (De Boer, 2007).3 Family members with disabilities 
are excluded from the informal network, since it is assumed that they generally can 
not or hardly provide informal care. Children living more than 25 km away from 
their parent(s) are also excluded from the network. If we consider only people with 
disabilities, the availability of an informal network falls to 72% (fi gure 6). This is 
because of the greater age of these people and consequently the smaller chance that 
there will be a partner (fi gure 7).

A striking phenomenon is the combination of a low presence of partners and a high 
presence of children in some countries, such as Austria, Italy and Spain. Elderly 
persons with care problems are most likely to have a partner in Denmark, the Neth-
erlands, Belgium and France, and least likely in Spain and Austria. Children living 
with their elderly parents is a familiar phenomenon in southern countries such as 
Italy and Spain, where extended families still exist, although the number of older 
people living with younger relatives is declining (Da Roit 2007).

Figure 6
Access to an informal network inside or outside the household of persons with care problems (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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Elderly persons in Sweden and France achieve the lowest mean score on availability 
of an informal network (fi gure 7). By contrast, elderly persons in the Netherlands, 
Greece, Belgium and Italy have access to a relatively large informal network in our 
share sample.

Not all potential informal help is actually available in practice, because relatives may 
themselves suffer from disabilities or may have a full-time job. In total, these limita-
tions apply to a quarter of the potentially available help. This reduces the availability 
of the informal network from an average of 72% to 55%. The Netherlands occupies a 
relatively favourable position on informal networks, partly because of the high pro-
portion of part-time workers, especially woman (part-time working family members 
are part of the available network). The same applies to a lesser degree to Germany 
(oecd, 2006).

Figure 7
Presence of a partner or a child within the households of persons with care problems (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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If we break down the total availability of informal care into availability within and 
outside the household, we fi nd that older persons in Sweden have access to less 
informal care both within and outside the household. In Austria there is less infor-
mal care available within the household and in Denmark and France there is less 
informal care available outside the household. Elderly persons with health problems 
in the Netherlands, Italy and Spain have the most extensive informal networks. 
Italian and Spanish elderly persons mainly have larger extended families, while 
in the Netherlands elderly partners tend to attain a relatively high age together. 
Within the southern cluster, people in Greece have a relatively small network, partly 
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because of the high percentage of women who work full-time (oecd, 2006). There 
is virtually no correlation between availability of informal care within and outside 
the household. It seems plausible to assume that in the southern countries, where 
the availability of care within the household is greater because of children living at 
home, there will be fewer children able to provide care outside the home. However, 
in practice there is virtually no evidence to support this negative correlation.

The availability of formal care (paid private care or subsidised public care) varies 
widely between countries. In some countries, especially the Mediterranean coun-
tries, private care is an important part of the care supply. In particular, older migrant 
women from less affl uent societies provide care in the private homes of elderly 
people in a live-in working arrangement (Escrivà & Skinner, 2006). In Greece, with 
hardly any formal care, the family would probably hire an immigrant worker if the 
family were no longer able to cope. Little fi nancial assistance would be available 
(Blackman, 2000). However, different modalities of care supply emerge between 
public professional care and unpaid family care, which are diffi cult to classify into 
formal and informal care. For instance, in countries with unconditional cash trans-
fers to persons in need of care (Austria and to some extent in Germany and Italy), 
those transfers can be spent on private care (a ‘cleaning lady’) but also on family care 
(a ‘cleaning daughter’). Consequently, informal care acquires some of the character-
istics of formal care, although in a sense these transfers can be viewed as symbolic 
payments, adding purchasing power to the family (Hammer & Österle, 2003). In this 
report, therefore, cash transfers are treated as formal care.

Figure 8
Supply/use of formal (public and private) care per 100 elderly persons (65+), 2000

Sources: OECD, 2005 (Austria, Germany, Sweden, Netherlands), Comas-Herrera et al, 2003 (Spain, Italy), 
Eurofamcare (Belgium, France, Denmark, Greece), DREES (France); SCP treatment.
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Owing to the limited representativeness of the share dataset with regard to nurs-
ing and care homes, information about the supply of care is also drawn from other 
records too (fi gure 8). Nursing home care is fairly extensive in Scandinavian and 
some Continental countries (Netherlands, Belgium) and virtually absent in Greece. 
Home care is frequently used in Denmark, Austria, Belgium and the Netherlands, 
and again hardly at all in Greece. Germany, Italy and Spain have moderate levels of 
home care facilities.

We can conclude that on average, just over a quarter of people with disabilities have 
no access to an informal network. There is also a clear difference in the care avail-
able between the Continental and Mediterranean countries (with the exception of 
Greece and the Netherlands), with people in the southern countries having access to 
a larger informal network within or outside the household. In the southern cluster, 
people in Greece have a relatively small network, while among the northern group 
the Dutch have a relatively large network. A number of factors emerge when we try 
to explain why some people with a disability have access to an informal network 
while others do not. The availability of informal care in a person’s own household 
decreases as they grow older (loss of a partner); in addition, people living in urban 
areas have less access to informal networks.
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5 Care received

Almost 45% of older people with health problems and almost 60% of older people 
with care problems receive informal care, sometimes in addition to formal care (see 
fi gure 9). Just under 30% of older people with health problems and almost 40% of 
older people with care problems receive only informal care. Four countries stand 
out: in Belgium, France, the Netherlands and Denmark a relatively high proportion 
of older persons with disabilities receive at least formal care (fi gure 9). Greece is 
characterised by a particularly low level of formal care, though the amount of formal 
care is also limited in Italy and Spain. The Netherlands and Denmark have high 
levels of both home care (especially domestic services) and institutional care, while 
in France a large number of older persons receive home care (especially nursing 
services). In all three countries, older persons receive large amounts of both domes-
tic care and personal and nursing care compared with the other countries. Accord-
ing to Viitanen (2007), formal care substitutes informal care that is given outside 
the carer’s own household but not that which is provided within the household. 
Informal and formal care tend to complement each other when it comes to provid-
ing household services and substitute each other for nursing and personal services. 
The Netherlands forms an exception when it comes to household care, with a high 
level of formal care and a low level of informal care. This fi ts in with the fi ndings of 
Timmermans et al. (2003). Evidently the task-specifi city model operates in the Neth-
erlands, in which the family performs light household tasks and leaves the more 
demanding care and nursing tasks to the professionals.

There are striking differences between the availability and take-up of care for people 
with disabilities. The availability of informal care is greatest in the Netherlands 
and lowest in Sweden. However, the take-up of informal care appears to show little 
correlation with this, being highest in Greece and lowest in the Netherlands. High 
availability therefore does not necessarily translate into greater use of informal care, 
as is well illustrated by the Netherlands, where as stated the relatively high avail-
ability of informal care is accompanied by a relatively low take-up. The intensity of 
care also varies considerably. In the southern countries, in particular, partners or 
children often provide daily or weekly care to needy relatives (called ‘intensive’ in 
fi gure 9); in the northern countries and the Netherlands this is much less the case. 
These conclusions retain their validity if allowance is made for differences in the age 
profi le of the various countries, differences in the numbers of people with disabili-
ties and differences in the available networks.
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Figure 9
Care received by persons with care problems (%)

Source: SHARE 2004 (Release 2, SCP treatment); in Austria and Germany formal care includes care 
insurance payments
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The availability of informal care does however tend to depress the amount of formal 
care received; governments evidently respond to the availability of an informal net-
work.

If we categorise countries by the actual take-up of formal and informal care by 
people with disabilities, a rather complex picture emerges (fi gure 10). In this picture, 
the very low levels of formal and informal care (less than once a week or one hour 
a week) are excluded. The Netherlands, together with Denmark and Sweden, then 
represents the individualistic Scandinavian model (a high level of formal care and a 
low level of informal care). The same calculations show that greater use is made of 
professional care in the Netherlands than in many other countries in comparable 
circumstances.

Although Sweden still represents the Scandinavian model, in the last twenty 
years the amount of home care has greatly reduced and been replaced by family care 
and private care. The balance between families and the state has thus shifted and 
Sweden is moving from the Scandinavian towards the Continental model of care 
(Sundström & Johansson, 2005).

Greece represents the archetype of the extended family-based Mediterranean model 
(a low level of formal care and a high level of informal care). Belgium and France, 
together with Austria, represent the nuclear family-oriented Continental model 
(relatively high levels of both formal and informal care), although Belgium seems to 
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score rather highly on both dimensions of care. Spain, Italy and Germany occupy a 
position between the extended family-based model represented by Greece and the 
individualistic Scandinavian model. Evidently, the reality on the ground is diffi cult 
to encapsulate in the ‘ideal’ cluster types outlined earlier, which are also refl ected in 
the opinions expressed by the public.

The classifi cation in fi gure 10 is roughly in line with Bettio and Plantenga (2004), 
based on the same criteria, although some differences can be observed. In our 
‘empirical’ classifi cation, Belgium and France have a higher level of formal care and 
the Netherlands a lower level of informal care. Moreover, Italy and Spain are shift-
ing in our analysis from the extended family-based Mediterranean type towards the 
intermediate Continental type of care system.

Figure 10
Relationship between formal and informal care given (%)

Source: SHARE 2004 (Release 2, SCP treatment)
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6 Use and non-use of care

The fi ndings of this report suggest that people with disabilities in Denmark, Bel-
gium and Austria are in the best position in terms of care. Disabled persons in these 
countries have the best chance of receiving some form of care (fi gure 9). Belgium 
and Denmark score highly because of the high level of formal care, while in Austria 
high levels of both formal and informal care are provided. The Netherlands broadly 
follows the Danish pattern, with a high level of formal care and a modest level of 
informal care. People with disabilities are worst off in the Mediterranean countries: 
many receive no care at all, and if they do receive care it is generally informal in 
nature.

The question of how people with disabilities receive help is answered in three stages. 
First, factors are examined which determine the use or non-use of care. Second, 
when persons receive care, factors are examined which determine whether they use 
formal or informal care. Third, factors are examined which determine the use of 
informal care inside or outside the household.

The main factor determining the chance of receiving care is old age; but having 
a disability is also found to be related to the care provided. Table 1 presents the 
percentage of persons with physical disabilities by type of help received. In particu-
lar, persons receiving no help relatively often have less serious physical disabilities, 
irrespective of country of residence (varying from 25 % in the Netherlands to 34% 
in Germany). Persons in Mediterranean countries receiving formal care suffer 
from serious physical disabilities to a greater extent than in other countries, so 
that formal care in Mediterranean countries is mainly reserved for those with the 
greatest need. The high percentage (67%) of Swedish disabled people who receive 
informal care from outside the household is striking. In 1992 the Swedish govern-
ment introduced a different care policy (ädel reform) to reduce costs and to solve 
the ‘bed-blockers’ problem. The intention was that ‘bed-blockers’ in hospitals should 
receive home care. As a result, the coverage of home care halved for the elderly aged 
65 and over (from 16% in around 1980 to 8% in around 2000) and the help given 
intensifi ed. Elderly persons with extensive care needs had to fall back on their family 
(Trydegård 2003).

Table 1 shows that there is a relationship between care received and physical disabili-
ties. However, personal and social factors and the extent to which elderly persons 
have access to informal networks are also determinants of the provision of care for 
people suffering from disabilities. Using an explanatory care-use model, the path-
way from disabilities to provision of care was analysed further in order to obtain a 
more in-depth answer to the four study questions.
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Table 1
Persons with physical disabilities by type of help received (%), subsample: over-50s with care 
problemsa)

Nether-
lands

Den-
mark Sweden Belgium Germany Austria France Spain Italy Greece

none 25 28 30 29 34 30 26 33 33 28

informal, within 47 54 53 61 53 66 54 64 71 73

informal, low 
level, outside 37 43 44 25 38 42 36 38 43 65

informal, high 
level, outside 32 28 67 42 40 50 47 58 59 65

at least formal 
help 58 65 72 65 76 70 66 81 76 88

a) Weighted percentages; 3-4 disabilities is weighted by 0.25; 5-6 by 0.50; 7-8 by 0.75 and 9 or more by 1.00.

Source: SHARE 2004 (Release 2, SCP treatment)

In our model (fi gure 11) the use of long-term care in ten European countries is ana-
lysed,4 starting with elderly persons with a care problem and ending with care pro-
vided. We distinguish four different categories, only one of which is chosen by each 
elderly person. The fi rst category is one in which no long-term care is used. If the 
elderly person does use long-term care, it may be unpaid informal care provided by 
other household members, unpaid formal care provided from outside the household 
(by friends, relatives, neighbours) or formal care (publicly or privately fi nanced).

Figure 11 shows large differences between countries. On average 30% of the eld-
erly with physical disabilities in the European countries studied do not receive any 
care. In the southern countries relatively many elderly persons receive no care; in 
Denmark, Austria and Belgium relatively few do so. Half of the elderly people who 
receive care receive only unpaid care; the remaining half receive paid care (possibly 
in addition to unpaid care). The differences between countries are striking. Three 
countries stand out: in Belgium, the Netherlands and Denmark a relatively high 
proportion of older persons receive paid care. Greece is characterised by a particu-
larly low level of paid care, though the amount of paid care is also limited in Italy. 
Of the elderly people receiving care, 50% receive solely informal care and no formal 
care. About 55% of informal care is provided by someone outside the household, the 
fi gure being highest in Greece and Germany and lowest in France and Spain.

Can we attribute the differences between countries in care shown in fi gure 11 to 
observable differences in needs, resources and circumstances? The coeffi cients in 
our care-use model (table 2) show that having severe physical disabilities, in par-
ticular, increases the probability of receiving care and, conditional on that, also 
raises the probability of receiving paid care and unpaid care from relatives inside 
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the household. In line with the reasoning in fi gure 11 we observe in general that the 
choice between care and no care is dominated by differences in needs and age; the 
choice between formal and informal care by differences in country and age, and 
fi nally the choice between informal care from inside or outside the household by dif-
ferences in available resources.

Figure 11
A formalised model of care: the care-use model (use in %)
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More specifi cally, having a partner or children who are able to provide care, because 
they are not impaired and do not work full-time (having an informal network inside 
one’s own household) increases the probability of receiving care and also the prob-
ability of receiving informal care from inside the household. The existence of an 
informal network inside the household does not play no role in the ‘choice’ between 
formal and informal care, while living alone does. Having an informal network 
outside the household (only children) increases the probability of receiving care, 
but this in turn decreases the probability of receiving formal care and informal 
care from within the household. Age appears to have a positive effect on receiving 
care, as it does on receiving formal care and informal care from relatives inside the 
household.
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Table 2
Nested logit estimates of use of care by the over-50s with care problemsa) 

care/no care
formal/informal 
(care users)

inside/outside 
(informal care users)

needs

severe physical impair-
ments 1.9 *** 1.0 ** 1.0 ***

having had a stroke 0.4 ** 0.4 ** -0.2

resources

single-person household 0.7 *** 0.8 *** n/a

informal network inside 0.3 *** 0.1 1.4 ***

informal network outside 0.2 *** -0.5 *** -1.1 ***

circumstances

age 50-64 (reference age) 0 0 0

age 65-74 0.4 *** 0.6 *** 0.7 ***

age 75-84 1.1 *** 0.9 *** 0.3

age 85+ 1.9 *** 2.0 *** 0.3

gender: female 0.1 -0.0 -0.4 **

Country-specifi c effects

Netherlands (reference 
country) 0 0 0

Denmark 0.2 -0.2 0.3

Sweden -0.6 ** -1.3 *** 0.1

Belgium 0.1 -0,1 0.7 *

Austria -0.5 ** -1,3 *** 0.3

Germany -0.0 -1.0 *** 0.5

France -0.1 -0,2 0.7

Spain -1.2 *** -1,6 *** 0.8 *

Italy -1.0 *** -2,0 *** 0.5

Greece -1.1 *** -3,9 *** 0.1

R2 0.19 0.22 0.32

*** signifi cant at the 1% level, ** signifi cant at the 5% level, * signifi cant at the 10% level.
a) The variables gender, level of education, degree of urbanisation, income distribution, long-term illness, ill-health 

symptoms, diabetes and being an alcoholic are not statistically signifi cant at the 10% level and are not presented.

Source: SHARE 2004 (Release 2, SCP treatment)

Even after correcting for differences in the distribution of needs, resources and 
circumstances, we fi nd country-specifi c differences between the share of elderly 
persons receiving care. A part of the differences between countries can thus be 
attributed to the aforementioned observable differences between countries, while 
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a further part can be ascribed to observed country-specifi c factors that were not 
observed. A dichotomy emerges between the Netherlands, Denmark, Belgium, 
Germany and France, with a high probability of care, and Sweden, Austria and the 
southern countries with a low probability of care. With the exception of Germany, 
the probability that those in receipt of care will be receiving formal care is also 
higher for the same countries. If an elderly person receives informal care, the prob-
ability of receiving care from persons inside the household is higher in Belgium and 
in Spain than in all other countries.

On average 30% of elderly people with care problems in the selected countries do 
not receive any care. The differences between the countries are wide, however. Who 
are these elderly who have a care problem but who are not receiving care? Using the 
care-use model we divide elderly persons with a care problem into two groups: the 
potential care users, namely those whose characteristics would lead one to expect 
(based on the model) that they would be receiving care, and the predicted non-users, 
i.e. those whose characteristics are such that we would not expect them to be receiv-
ing care. Figure 11 shows the division of elderly people with care problems who do 
not receive care into potential care users (the group at risk of not receiving the level 
of care they really need) and predicted non-users.

Figure 12
Non-users of care divided into predicted non-users and potential users (%), subsample:
over-50s with care problems

Source: SHARE 2004 (Release 2, SCP treatment)
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The countries with the highest proportion of elderly people with a care problem 
who are not receiving care are also those with the highest proportion of potential 
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care users among the non-users. This implies that in these countries (Spain, Italy, 
Greece and Germany) elderly people who are genuinely in need of care but who are 
not receiving it are at risk. Their daily functioning probably leaves a lot to be desired. 
On average, half of this high-risk group live alone.

On average, the potential care users among the non-users are almost ten years older 
than the predicted non-users among the actual non-users. More of them suffer from 
long-term illnesses or have serious physical disabilities. Almost half the potential 
care users among the non-users live alone, and relatively few have an informal 
network available. Once again this is a signal that this group is at risk of getting into 
serious diffi culties. Of the predicted non-users among the actual non-users, only 
15% live alone, and almost all have a partner or children living in the household to 
care for them.

There are considerable differences between the countries in the composition of the 
potential care receivers among the non-users. In both the Netherlands and Germany, 
for example, 30% of elderly people with care needs do not receive care. However, in 
Germany the proportion of potential care users is almost twice as high. The poten-
tial care users in Germany are almost six years older; most are female, living alone 
and have severe physical disabilities. All this could mean that the risk that poorly 
functioning elderly people who are genuinely in need of care but do not receive care, 
is greater in Germany than in the Netherlands.
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7 Concluding remarks

The questions addressed in this report are concerned with health problems, need 
for care, available resources and care provided to people aged over 50 in ten Western 
European countries. Table 3 recaps the main results based on the share sample, 
dividing the countries into three main clusters: the Scandinavian, the Continental 
and the Mediterranean types. In the Scandinavian group, individuals by and large 
carry primary responsibility for their own care provision, with the government step-
ping in when the individual experiences health problems. In the Continental model 
the nuclear family is primarily responsible in the event of health problems, while in 
the Mediterranean model this role is fulfi lled by the extended family (including rela-
tives outside the nuclear family). It should be borne in mind that this is no more than 
a broad categorisation; the Netherlands, with the recent introduction of the concept 
of ‘usual care’ (fellow household members should care for family members), has for 
example moved towards the Continental model.

The division into country clusters is most clear-cut when it comes to the preference 
of children for the care provided to their parents: who bears primary responsibil-
ity when parents need help? The opinion that this responsibility lies primarily with 
the children themselves is least strongly represented in the Scandinavian countries 
(Sweden: 16%), and most strongly felt in the Mediterranean countries (Greece: 
89%). In practice, however, this distinction is less easy to fi nd. The informal care 
received by people with disabilities varies from 25% (Netherlands) to 59% (Greece). 
The notion that the family should take responsibility does not always readily lead to 
the provision of informal care in practice. This brings the danger that needy elderly 
persons will be deprived of help. For example, 41% of people needing help in Spain 
and 35% in Italy do not receive the help they need, compared with about 23% of older 
persons needing help in Belgium, Austria and Denmark. The Netherlands is not in 
a favourable position here, partly because of the limited use of informal care. This 
is not caused by limited availability; on the contrary, there are relatively few house-
holds in the Netherlands where no informal care network is available, partly because 
of the high proportion of women working part-time (full-time workers are regarded 
as unavailable for providing informal care).

The position of the Netherlands in a European perspective is a topical subject. Does 
the Netherlands score better or worse on the care provided to people with disabilities 
than its neighbouring countries, and should it mirror itself on the countries where 
the levels of care are lower? The empirical fi ndings point to something of a two-way 
split, in which the total amount of care received in the Mediterranean countries is 
signifi cantly lower than in the rest of the countries studied. The reasons for this 
have to be sought in the lower availability and lower take-up of formal care; extended 
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families in Mediterranean countries are (or feel) responsible for providing care to 
their close relatives, and this is refl ected in reduced availability of public provisions.

Table 3
Key fi gures for the over-50s: from disabilities to care provided (in percentages)

who has to 
provide carea with health problemsb with informal networkc help receivedd total

country 
cluster

own
family

home
care

institu-
tional

perceived 
& 
observed

only 
observed

none/
light

inside 
& 
outside 

inside 
or
outside none

no
help

infor-
mal

for-
mal

Scandina-
vian

Sweden 16 41 44 13 14 73 4 42 54 30 32 38 100

Denmark 21 46 33 12 14 74 5 49 46 24 29 47 100

Nether-
lands 22 43 36 15 13 73 7 54 38 30 23 47 100

Continental

Belgium 43 33 24 14 18 68 7 50 43 22 28 50 100

France 42 43 15 17 19 65 6 43 51 29 26 45 100

Austria 55 33 11 12 17 71 7 45 48 22 38 40 100

Germany 63 25 11 16 12 71 7 48 44 30 41 29 100

Mediterra-
nean

Italy 69 29 2 15 25 60 12 47 41 35 47 18 100

Spain 84 11 5 17 32 51 10 47 43 41 36 23 100

Greece 89 11 0 11 24 65 6 48 46 34 59 7 100

a Question put to children about care for their own parents (Eurobarometer).
b The health problem variant relates to people with moderate or severe disabilities; the care problem variant relates to people 

who also perceive this to be so, none/light (SHARE).
c Family members, within or outside household of people with disabilities (health problem variant); the fi gures for the care 

problem variant are virtually identical (SHARE).
d People with disabilities (care problem variant, SHARE). People receiving formal care may also receive informal care. Austria 

and Germany includes care transfers

Source: Eurobarometer 2002 and SHARE 2004 (Release 2)

Less use is made in the Netherlands than in other countries of informal help with 
household tasks provided by people outside the household. In addition, there is a 
greater readiness in the Netherlands to use formal public care services for help with 
daily living tasks. The responsibility of individual citizens has however recently been 
increased, with the introduction of the assumption that family members will provide 
‘usual care’, especially with domestic tasks.

The European countries included in this report differ from the Netherlands on a 
number of points. To some extent these differences can be explained by country-
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specifi c differences in age distribution, disabilities faced by the elderly, household 
composition and education level. However, country-specifi c differences remain even 
after allowing for these factors, which we did not specify further. What explana-
tions can we offer for this? Differences in household composition between countries 
partly explain differences in informal care. In Southern Europe, people live together 
in larger families, often covering several generations. This has to do not only with 
cultural differences, but also with more practical matters. In Italy, for example, it 
is diffi cult for young couples to fi nd an affordable home of their own. In addition, 
increasing prosperity leads to a reduction in the birth rate, and the smaller number 
of children in turn leads to a reduction in the availability of informal care. At the 
same time, friends and neighbours in the social network are becoming increasingly 
important as potential providers of informal care.

In addition, a number of differences between countries can be identifi ed which 
could not be considered in this report due to measurement problems, but which 
do infl uence care. These include the employment rate, the social distance between 
parents and children, the wishes of the older person and institutional differences. 
A person’s labour market position has an infl uence on the informal care they may or 
may not provide; the more time people spend at home, either willingly (by choosing 
part-time work or choosing not to work) or unwillingly (high unemployment rate), 
the more opportunity they have to provide informal care. In Denmark and Sweden 
people spend a great deal of time in paid work, which may explain the lower amount 
of informal care provided in those countries. In the Netherlands and the Mediter-
ranean countries, the employment rate of women has risen sharply in the last twenty 
years (oecd 2004), putting further pressure on the availability of informal care.

In this report, the physical distance between parents and children plays a role, but 
not the social distance between them. It is logical that partners are willing to care 
for each other, but we do not know how and whether children and neighbours are 
also inclined to provide care. The report Old Age and Autonomy (Oasis 2003) charac-
terises countries by the way in which family relationships function, ranging from 
‘close’ to ‘distant’. No clear country picture emerges, and in particular not the antici-
pated picture that Mediterranean countries more often fall into the fi rst category 
and Scandinavians more often into the second. What does become apparent is that 
many ambivalent relationships arise when parents and children ‘negotiate’ with 
each other on the dividing line between autonomy and dependence.

The wishes of the elderly persons concerned are a very important factor in the 
provision of informal care. Much depends on whether an elderly person wants to 
receive help from their family or prefers formal care. It may also be that the elderly 
person wishes to continue doing as much as possible for themselves. This desire can 
perhaps be supported by the provision of aids such as a wheelchair or home adapta-
tions. Research suggests that older persons wish to continue living independently 



37Concluding remarks

for as long as possible and limit the help provided by family if alternatives are avail-
able (Oasis 2003). These fi ndings fi t in with the notion of the citizenship paradigm: 
citizens continue to play a normal part in society for as long as possible and wish to 
receive support in doing so for as long as possible; that support may be found in the 
form of medical and other aids and in the social network (Van Gennip 1997).

Institutional factors mainly affect the provision of formal care. These factors include 
things such as legislation and regulations, social norms and public provisions. The 
legislation in all countries has a residual and generic character: the government is 
expected to provide the services that people with disabilities need and which they 
and their close relatives are unable to provide. However, this principle can be inter-
preted in either a fl exible or a strict sense. For example, the Mediterranean countries 
tend towards a strict interpretation (the extended family bears responsibility, unless 
this is not a real option), while the Scandinavian countries adopt a more fl exible 
interpretation (the government is responsible, unless the family is still able to meet 
the need).

The strong focus on the family in providing care for the elderly has been under 
great pressure in recent years, especially in the Mediterranean countries. It is not 
only demographic factors that are responsible for this (fewer families with children 
and fewer children per family); geographical factors (increasing physical distance) 
and economic factors (rising female employment rate) also play a role. The familial 
support principle is sustained to a large extent by the large-scale hiring of migrants 
from Eastern European and non-European regions. This provision of care by immi-
grants has become very popular in recent years in countries such as Spain, Italy and 
Greece. In Italy, for example, the number of domestic carers has quadrupled in the 
last fi fteen years and the proportion of foreign carers – due in part to the introduc-
tion of the personal budget to be spent as people see fi t and to the low wages paid 
to immigrants – has risen from around 15% in 1990 to approximately 85% in 2005 
(Lamura et al. 2006). Although the marked increase in the provision of domestic help 
by immigrants has clear advantages (meeting a need, low costs), there are also clear 
disadvantages, relating among other things to the position of immigrants and the 
sustainability of the migration model. This kind of substitution is not yet an issue in 
the Dutch context, partly because the government already goes a long way towards 
meeting the need for formal care.

The fi ndings also reveal another picture. Of the total number of people with mod-
erate and severe disabilities, a third receive no help whatsoever, either formal or 
informal. The Netherlands occupies an average position here among the ten Euro-
pean countries studied. This picture is perhaps less rosy than expected, including 
in the light of future developments. The social networks of older people are increas-
ingly reliant on friends and neighbours and less and less on family. Older persons in 
the Netherlands contribute to this trend themselves because of their preference for 
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a greater degree of independence. The contributions payable by the clients of public 
services are increasing, especially in situations which the government does not see 
as its primary responsibility. This applies in particular for provisions falling outside 
the realm of direct care (housing and transport provisions which enable older people 
to retain their independence for longer). A shift is taking place from a providing gov-
ernment (the government is responsible unless the family is still well able to provide 
the care) towards a supporting government (the family is responsible, unless this is 
genuinely no longer possible). Given the problems outlined earlier in the Mediter-
ranean countries, a further shift towards the Mediterranean familial model does not 
seem likely. The way in which the present situation evolves in practice should make 
clear whether the recent shift towards the more nuclear family-oriented Continental 
model will be enough to enable people with disabilities to meet their needs for care.
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Notes

1 In Italy, the national allowance is not means-tested.
2 About 95% of the combinations are with physical disabilities.
3 We also know that personal and domestic care is predominantly undertaken by female 

spouses and daughters (Walker and Malthby, 1997).
4 We have estimated a sequential nested logit model (McFadden (1978)) in stata. In the 

nested logit model, the set of alternatives is partitioned into subsets (called nests) such 
that iia holds within each subset, and does not hold for alternatives in other subsets. For 
our choice set, the tree diagram in fi gure 11 depicts the natural substitution patterns.
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