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Abstract

:

The current paper uses comparable data to present an overview of home-based long-term care (LTC) for persons over 65 years of age in Europe. It aims to provide new insights to aid discussions on LTC policy convergence in three areas: the need for services, the extent to which these needs are met and the means employed to do so. It uses data from wave 6 (2015) of the Survey of Health, Ageing and Retirement in Europe (SHARE). Four summary indicators are charted: (i) the care need: how many people need care; (ii) the care gap: the extent to which stated needs remain unmet; (iii) the care mix: how overall provision is divided into formal, informal or a mix of both; and (iv) care satisfaction based on stated preferences by recipients. Heterogeneity at individual level is explained by probit analyses, examining how individual factors (age, severity of need, gender, social networks, prosperity and others) combine with country group and country effects. Scatter plots are used to relate differences among countries to systemic variables, such as public expenditures. The key conclusions are that: (i) Once needs are defined in comparable terms, there remains a surprisingly large number of people across Europe whose needs are not addressed at all, what we call the care gap, especially among the younger group aged 65–80; this is evident everywhere and is not limited to any one type of system or group of countries; (ii) formal and informal care are both significant for the stability of an LTC provision system and for the well-being of care recipients; and (iii) recipients of care are especially sceptical about formal care, as they reward principally informal carers with whom they have personal relationships. The overwhelming finding is that the heterogeneity defies easy generalisations, whether these relate to individual characteristics or systemic effects. This (unexplained) heterogeneity is a challenge for researchers to explain, but it could also represent an untapped resource for policymakers to exploit.
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1. Introduction


As the world population is ageing, policies for efficient, equitable and sustainable long-term care (LTC) are being reassessed. The salience of this search is driven by the expected rise in longevity and its implications for gender balance, while the search for institutional innovations was given added urgency when the pandemic exposed previously unsuspected vulnerabilities in LTC systems.



Policy discussion is particularly lively in the European Union (EU). Mapping experiences across Europe using comparable information—benchmarking—is a necessary first step for systematic discussion, as Atkinson et al. argue in their influential report [1]. This should build up from individual-level data to allow for comparisons of the different need levels and responses to them in countries following different systems of LTC provision; ideally it should be possible to disentangle differences due to individuals’ circumstances with those due to systemic effects. Both the need for care and the responses to it should start from intuitive concepts captured through simple indicators which can be compared across member states but also with each other. The current paper approaches this task by using internationally comparable data to benchmark needs for LTC reported by individuals and the kinds of responses they elicit. The analysis uses three indicators to approach three broad questions: (i) What proportion of persons over age 65 need care (the care need indicator)? (ii) Of those in need of care, what proportion receives no care at all (the care gap indicator)?, and (iii) Of those able to access care, what is the type they receive (the care mix indicator)? A fourth exercise, tracking the stated satisfaction of recipients of care gives a first subjective indication of performance. Each indicator is followed by (a) an attempt to explain observed differences using a combination of individual- and country-level effects and (b) a scatter plot relating how far country differences are linked to common system-level factors such as public expenditure on LTC. The widespread publicity given to the toll the pandemic exacted among the population receiving care [2,3] motivated an examination of a potential correlation of COVID-19 mortality at a country level with formal home-based care.



Therefore, the aim of the paper is to look at the ‘big LTC picture’ comprehensively, to spot differences among the 18 countries that participated in the sixth wave (2015) of the Survey of Health, Ageing and Retirement in Europe (SHARE) and to begin the search for explanations. This encourages policy insights and could lead to new research questions. Moreover, the concise snapshot derived can serve as a reference point for future policy discussions.




2. Policy Relevance of Benchmarking and the Concepts Used


Since the turn of century, the EU had been trying to define a role for itself in social policy. The chief obstacle was legal: social policy under the European Treaties lies within the realm of ‘subsidiarity’, i.e., within the exclusive purview of member states [4]. The EU overcame this by experimenting with ‘soft law’, in the form of the Open Method of Coordination (OMC) [5]. This relies on a structured discussion between member states in which political agreement on the desirability of objectives translates into commitment to (quantifiable) targets, the progress towards which is followed by the European Commission, acting in concert with the member states [6,7].



The OMC approach was first applied to pensions and health care [8]. Towards the end of the 2010s, the EU was ready to apply the OMC to long-term care as the area most vulnerable to longevity. Similar policy quests were also taking place elsewhere, from Australia [9] to China [10]. The key obstacle in Europe was how to frame the discussion in the presence of pervasive heterogeneity regarding the needs for LTC and the institutional framework in place but also in what constituted a desirable system [9,11]. The EU needs to coordinate 27 separate national debates. These, as things stand, are currently conducted on parochial terms, which limits the potential for mutual learning or pooling of experiences [12].



The coronavirus pandemic of 2019 (COVID-19) and the toll it exacted among the older population [13] gave the search for a European stance on LTC renewed impetus. The pandemic brought unprecedented challenges to nursing homes [14] but also to home-based LTC. More importantly, the pandemic scorecard seemed to cast doubt on prevailing notions about the ranking of modes of provision, the balance of formal to informal care and the role of the family as a stakeholder.



Discussions of LTC in Europe remain overwhelmingly national. While it is everywhere appreciated that the major challenges—such as longevity—are common [15], administrative data cannot even compare numbers of persons in need of care. As noted in the 2021 LTC EU joint report: “There is no single internationally accepted and standardized definition of what constitutes long-term care needs. As a result, it is currently not possible to unambiguously identify the number of people in need of long-term care” [11] (p. 27). Systems follow different approaches to characterizing a person as vulnerable and hence entitled to public care [16]. Official publications (by, e.g., Organisation for Economic Co-operation and Development (OECD); EU; United Nations) and some individual researchers attempt to overcome institutional differences [8,11,16,17,18]. However, due to problems of data comparability, many conclusions remain tentative. Thus, while there can be a surfeit of national information, the overall picture remains hazy.



If an EU-wide re-examination is to lead to a fruitful dialogue, it must build up from a solid micro-foundation of comparative information. The objective is to see through the veil of institutional differences to compare individuals’ experience. This would allow policymakers to approach the European heterogeneity of experience and the diversity of approaches as twin sources of policy insights. Being able to compare across borders would facilitate the spread of good practice and prevent bad.



Once differences in individuals’ experience in states are charted, the next step is to see how far these are linked to individuals’ features—age, morbidity, social networks—or to systemic differences, e.g., LTC regimes, fiscal priorities. A further question of policy interest is the extent to which national differences conform to the different social policy models characterising groups of countries. The most influential such clustering originates with Gösta Esping-Andersen’s The Three Worlds of Welfare Capitalism [19], as supplemented by Maurizio Ferrera [20,21,22], an approach which would divide the EU into four country groups—Nordic, continental, southern and eastern.



To fill the gap in the policy discussion, we need comparable individual-level data with which to compute simple intuitive indicators. What follows catalogues previous attempts to approach the three metrics used in this paper.



First, the need for care is the first step in projecting future public expenditures on LTC, such as in the triennial reports of the Ageing Working Group (AWG) [23]. Unlike administrative data, individual-level population information must rely on self-assessment. Survey respondents are either asked an overall question of the need for care (such as the Global Activity Limitation Index) (GALI metric) or prompted to reply whether they are in need of help for a specific activity of daily life (ADL) or instrumental activity of daily life (IADLs). Different definitions give rise to widely different estimates, and hence, divergent projections of future needs, implying the need for standardisation and calibration [24]. To construct an indicator to compare the need for care in EU countries, using ADLs as starting point would be the preferred course of action—allowing in principle a more granular analysis [24].



Second, the care gap measures whether there is a response to expressed needs: the probability that someone who states they need care, is, in fact, not accessing care of any type, either formal or informal. In other words, we put (expressed) demand and (effective) supply together to identify shortfalls in supply. Problems of access could be explained by the extent of public involvement in LTC and the social context and could be sensitive to the type of care of offer. Needs left unaddressed should be the most basic index of ‘the reach’ of overall societal arrangements, of whatever nature. The fact that this rather obvious statistic is seldom found in official publications probably signals, beyond definitional problems, unease about how LTC systems are organized and how they relate to informal family care. Independent researchers, on the other hand, do discuss unmet needs; Carrino et al. [25] used wave 1 and 2 SHARE data, while Lyberaki et al. [26] used definitions very similar to those employed here to compare data from 2015 with 2007, asking whether the financial crisis in three southern European SHARE countries led to a widening of care gaps.



Third, how care is provided is the object of what we call the care mix. The most basic classification, in the case of home-based care, is that between formal care provided by professionals and informal care provided without payment by family or friends. The involvement of professionals, whether employed by public social services or accessed from the market through payment, is the key distinction and is used in surveys such as SHARE and the Health and Retirement Study (HRS) in the United States (US) [27,28]. Thus formal care includes both publicly funded and individually financed care and would include ‘grey areas’ such as services financed through vouchers (as is common in Belgium and France [29]).



The EU has approached the need for comparable indicators with which to benchmark policy by making use of whatever transnational surveys were available; the precise choice of indicators was often dictated by the availability of information. The EU body entrusted with long-term ageing projections, the Ageing Working Group, has defined need at different times using either ADL or GALI. The most recent AWG reports use GALI as a proxy for LTC need, while earlier versions opted for ADLs, in common with most researchers (e.g., [16,30]). When Tinios and Valvis compared and calibrated the two notions, they concluded that projections based on GALI considerably overestimate need and argued for a unified scale including a notion of severity [24]. To make matters worse, in the same year, the 2021 EU LTC report [11] used a third, looser definition of need with data from the new Health Interview Survey (EHIS). Even when ADL is used as a measure, some use 1 ADL as a threshold for characterizing a person in need of care (e.g., [30]), while others use 2 ADLs (e.g., [31]).



However, it remains the case that something approximating the three indicators is a feature of official publications. For example, Dyer et al. [32] use the OECD database, and the European Commission found country differences using EU SILC; the EU LTC Report (2021) went a step further and estimated the volume of informal care in hours using the European Quality of Life Survey (EQLS, 2016) and EHIS. Other studies, such as Assessing Needs of Care in European Nations (ANCIEN) [33], benchmark using SHARE data. However, the picture they paint has gaps. The AWG report focuses on public spending only and does not discuss informal care at all. The European Social Policy Network Report (2018) [17], and the European Commission [23] and EU long-term care reports (2021) [11] talk about formal and informal care but do not put the two together to identify cases of no care being provided of any kind.



The fourth metric we present is satisfaction with care received, based on responses from people receiving care. The issue of satisfaction has been studied repeatedly. The ANCIEN project used SHARE 2007 data (w2) [33]; Fernández-Carro and Vlachantoni use SHARE; and Bettio and Veraschagina conducted a meta-analysis making use of both survey and national data [11,29,34]. However, overall satisfaction with the LTC system should extend to the well-being of carers, an issue examined in [35].




3. Materials and Methods


3.1. Data


This paper uses data from the sixth wave of the Survey of Health, Ageing and Retirement (SHARE), conducted in 2015. It supplements that survey’s data with macro, country-level data. SHARE is a multidisciplinary cross-national panel survey of micro data on the health, long-term care, socio-economic status and social and family networks of individuals over 50 years of age [36]. The sixth wave was conducted in 2015 in 16 EU countries, Switzerland (CH) and Israel (IS): namely, Sweden (SE), Denmark (DK), Germany (DE), Belgium (BE), Luxembourg (LU), France (FR), Austria (AT), Italy (IT), Spain (ES), Greece (GR), Portugal (PT), Czech Republic (CZ), Poland (PL), Slovenia (Sl), Estonia (EE) and Croatia (HR). We focus on individuals over 65. The reason for this decision is that age 65 is a frequent administrative cut-off for public LTC systems, while LTC at younger ages raises different issues, such as relationship with work or disability insurance. The original sample frame of SHARE was individuals living in households. However, individuals are followed in old-age homes in subsequent waves; this creates an uneven representation of the care home population depending on the number of waves each country has participated in [37]. It is for this reason that most of our analysis focuses on home care.



Scatter plots use estimates of two national-level variables. Public LTC expenditures per country as a percent of the gross domestic product (GDP) are taken from the 2021 Ageing Report [23] and from OECD [38]. The impact of the pandemic is approached by data from the COVerAge database [39]. To abstract from vaccinations, cumulative data up to 31 October 2020 are used, corresponding to the first two pandemic waves.




3.2. Measurements and Methods


The strategy proceeds in three steps for each of the three key indices. First, we use individual SHARE data to define and calculate each indicator: care need, care gap and care mix. Second, we run a probit analysis on the individual data to examine the extent to which national differences can be attributed to the ‘obvious’ explanatory factors behind individual heterogeneity: For care needs, these are health and physiological factors; for the care gap, social network and family variables; and for the probability of receiving formal care, social, economic and geographic factors. The third step returns to the macro level, using scatter plots to see whether the national pattern can be explained by systemic or fiscal features.



The starting point is demand, that is, the need for care. That is determined by the responses to questions on individuals’ abilities to perform standard self-assessed activities of daily living (ADLs) such as: (i) dressing, including putting on shoes and socks; (ii) walking across a room; (iii) bathing or showering; (iv) eating, such as cutting up your food; (v) getting in and out of bed; and (vi) using the toilet, including getting up or down. We consider a person as being in need of care when he faces difficulties with at least 1 ADL [24].



The care mix is defined as the type of care received by those in need. This can be formal, informal or a mix of both. SHARE distinguishes three types of care and help: (i) informal help provided by persons living outside the household, which includes personal care, practical household help and help with paperwork; (ii) informal personal care provided by someone living in the same household; and (iii) formal help, which includes professional services of personal care, practical household help, meals on wheels and help with other activities. Thus ‘formal care’ can include public care or private for-profit care, as long as it is provided by professionals. For the purposes of the current paper we opt for a wide definition, which includes all types of care received and help/practical assistance provided as long as it is provided on a regular basis (daily/weekly).



The care gap is defined as the proportion of persons in need of care who do not receive any kind of care, either informal or formal. If care need is an indication of the demand for LTC services, the care gap is linked to the supply. It is important for policymakers to gauge problems of access to services, a kind of performance test for social policy. The characteristics of those in the care gap could also be thought of as a social policy dashboard.



In addition to the indices, an indication of care satisfaction is also studied; those expressing a need who received help were asked to rate it as to the extent to which needs were met: ‘all the times’, ‘usually’, ‘sometimes’ and ‘hardly ever’.



SHARE data are used for all indicators. However, due to the different focus of each indicator, the sample size differs for each. For care needs, the full sample is used. This includes those who transferred to nursing homes; otherwise, needs would be underestimated in countries where living in nursing homes is more common. The other indicators shift to home, community-based care and exclude nursing homes. Thus, the care gap and care mix are defined for all those living in households who signal they have at least one ADL deficiency. Finally, care satisfaction is derived from answers posed only to respondents receiving care regularly. Consequently, the question was not posed to approximately 7.8% of the sample who, despite receiving care in the sense used here, did not think of themselves as care recipients. Table 1 outlines the sample size for the total sample and by country group (Nordics: Sweden, Denmark; Continental: Austria, Belgium, Germany, France, Switzerland, Luxemburg; Southern: Spain, Italy, Greece, Portugal; Eastern: Czech Republic, Poland, Slovenia, Estonia, Croatia). Detailed information on sample size is provided in Appendix A.



We use histograms and simple descriptive statistics to illustrate the cross-country big picture. These are measures of central tendency (means, medians) and dispersion (coefficient of variation, values of quartiles ranges). The probabilities of individuals being classified in particular ways are analysed by means of probit equations, which allow for the investigation of the dependence of the categorical dependent variables on the cofactors and independent variables [40]. Using multivariate functions such as probits allows us to gauge the separate effects of individual factors and of fixed effects corresponding to countries or country groups.



We use probit models for the probability of being in need of care, the probability of receiving care and the probability of using formal care. Each probit is estimated using individual cofactors, country group effects, roughly corresponding to the groups originally suggested in [19], and separate country effects. More specifically: (i) for explaining the probability of needing care, we use cofactors standing for individual circumstances: age, gender, chronic illnesses, depression and obesity, as well as country groups and country; (ii) for explaining the probability of facing a care gap, we use cofactors related to the efficiency of systemic response: ADLs (depth of need), age, gender, household make-up, variables linked to finances, area of living, size of social network, country groups and country; (iii) for explaining the probability of accessing formal care (alone and/or in conjunction with informal), we use the following cofactors: ADLs (depth of need), age, gender, household synthesis, variables linked to finances, country groups and country, in a manner analogous to Lyberaki et al. [26]; and (iv) for explaining the probability of care provision always meeting needs (care satisfaction), we use the following cofactors: type of care received, ADLs (depth of need), age, gender, household synthesis, variables linked to finances, area of living, size of social network, country groups and country.



As a final exploratory device, we use scatter plots to investigate a number of potential correlations: (a) of the care gap with LTC public expenditures, (b) of the relative COVID-19 mortality of older people (the odds ratio of deaths for the over-65 population compared with the under-65 group) with the care mix and (c) of informal care with public per capita LTC expenditure.



In the conclusion, we use a scatter plot to summarise findings. We thus put the three indicators and care satisfaction together into a scatter plot, where formality is classified in three groups according to the reach of formal systems; this would include cases where provision is exclusively formal as well as others where many people combine formal services with some informal.




3.3. Limitations


People who reside in care homes are not representative of the population. SHARE is primarily a household panel survey; however, original respondents who moved to care homes were followed into their new abodes. Moreover, attrition from the panel is higher for those moving to nursing homes. Thus, though care homes are not excluded, they are underrepresented. The results for countries which have been in the SHARE panel longest or which rely on nursing homes contain the largest concentrations of individuals in nursing homes. Even so, SHARE would not be unrepresentative of community-based LTC, which is, arguably, of greater importance in planning for future LTC needs whether public or private. Care satisfaction in the present paper refers to the satisfaction of direct beneficiaries and does not examine the views of carers.



We know that much care is concentrated in the last six months of life [41]. These are the subject of a separate SHARE ‘exit interview’ completed by relatives after the death of a member of the panel. However, these were not included in our analysis; similar to the previous point, this is unlikely to be a major concern for community-based LTC.



Sampling the very old and frail, who are also most heavily in need of LTC, is fraught with difficulties. As a result, this group is often underrepresented in surveys of the general population. SHARE guards against that through surveying all individuals resident in a household, using proxy respondents and keeping track of non-response biases [32].



A concern with international surveys is the fidelity and consistency of translations. The SHARE questionnaire [27] is translated into 18 languages. Special attention is placed on consistency in translations; moreover, the repetition of the survey and its panel nature guard against major issues. A more important point is the impact of different institutional structures for the provision of services. In countries relying on formal systems, which invariably involve judgments of severity, bureaucratic classifications will most likely influence individuals’ own perception of severity and possibly affect expressed needs. In more familial systems, such as those in the south and east of Europe, this would be more limited. Subjective evaluations are filtered by answering styles, attitudes (e.g., being stoic and showing a ‘stiff upper lip’) or health conditions which ‘justify’ needing care; these might vary from country to country or by gender. These are partly allowed through the presence of cofactors and country dummies in multivariate analyses, such as probits. The presence of other cofactors or non-linearities cannot, however, be ruled out.



LTC public expenditures are not recorded in a unified way across Europe; the provision of services is fragmented, and statistical data are insufficient. LTC has also historically been a relatively low policy priority and, consequently, in terms of the development of statistical data definitions and collections [11]. However, the estimates made in the EU Ageing Reports are commonly used as reference points [23]. They are based on a combination of administrative data, European survey data, European System of Integrated Socia PROtection Statistics (ESPROSS) data and proxy variables which calibrate different approaches among countries.





4. Results


In this section, we present findings for 18 countries for persons aged 65 or more. The section is divided into four subsections: (i) the care need indicator, (ii) the care gap indicator, (iii) the care mix indicator and (iv) satisfaction with care received.



4.1. The Care Need Indicator


Figure 1 shows the proportions of persons in need for care per country and by number of ADLs. Taking all countries in the sample together, 18.9% of people of age 65 or more need care, of whom almost half (8.5%) face difficulties with just 1 ADL, 3.7% with 2 ADLs and 6.7% with 3 or more ADLs.



Many countries cluster around the middle. However, variations are wide, especially for persons facing limitations with three or more ADLs. Nordic countries and Switzerland appear to have the lowest proportion with three or more ADLs. In the southern group, we find the country with the highest needs (Portugal) and the fewest (Greece); similarly, Belgium is a long way from Switzerland or Luxembourg.



The bulk of the explanation in the probit analysis is provided by individual characteristics, whose impacts are remarkably robust as country effects are introduced (Table 2). Being in need increases significantly with age in a non-linear fashion; the probability roughly doubles for each 5-year age group after 70 years of age. More specifically, persons aged 85+ have a 38-percentage-point (pp.) greater probability of needing care than persons between 65–69. The existence of more than two chronic diseases, of obesity and of depression also exercise considerable influence. Adding country groups has a smaller effect than adding separate country effects. A distinct ‘country group’ identity can be discerned only within the Nordic group, which is the only group to reach statistical significance at 99%. Divergences are marked in the southern and continental groups, defying easy generalisations.




4.2. The Care Gap


This section examines whether persons who need care can access services, of whatever kind (formal or informal. In Figure 2, we see the home-care gap for persons living in the community when facing difficulties with at least 1, 2+ and 3+ ADLs. One in three experience unaddressed needs, with elderly persons in Sweden, Portugal and Switzerland facing the highest care gaps. A total of 15% of persons with 3+ ADLs do not receive any care. Whereas Austria and Belgium have care gaps of less than 5% for persons with 3 or more ADLs, this rises to 24% in Sweden. When including the nursing home population as by definition receiving care, the total (home together with nursing homes) care gap proportion falls by some 5 pp in Sweden and by 2 pp in Switzerland and Portugal; the picture therefore is not materially affected. The dispersion appears to rise with the number of ADLs (see Table 3).



Table 3 explains unaddressed needs (the care gap) with a probit model using two types of cofactors, relating to the intensity of need and to the ability to access LTC services. The sample is limited to those living in the community who have expressed an inability to perform at least one ADL. Depth of need, in the form of more ADLs, and older age are the two strongest factors. Poverty is important in the form of ‘facing great difficulties making ends meet’; its significance diminishes when country effects are allowed. Accessing care through social networks is less important. Other social or geographic characteristics exercise weak effect on care gaps. Country group effects have a smaller impact than country effects. A distinct group identity can be discerned only for Nordic countries, which show increased probabilities of facing home-care gaps. The large differences within the continental group are noteworthy, spanning a range of 17.3 pp, where Austria (AT) is 7.5 pp better than Germany and Switzerland (CH) 9.8 pp worse.



Does spending more on public care close care gaps? The scatter plot (Figure 3) relates the care gap to LTC public expenditures per person aged 65+ (in thousands of purchasing power parity (PPP) euros) in 2016. The impression derived is indicative, given that estimates of LTC public expenditures include institutional care. Nevertheless, the scatter diagram shows practically no correlation between the care gap and public expenditures (R2 0.05). In a separate scatter plot relating the gap to LTC expenditure as a percentage of GDP, the relationship was not only very weak but also of a ‘perverse’ sign: the gaps rose with expenditures.




4.3. The Care Mix Indicator


Figure 4 examines how home care is divided between formal and informal. Of those of age 65+ in need of care who receive care, 40.7% receive only informal care, 41.7% receive both formal and informal care and 17.6% receive only formal care. There are marked differences between countries following a distinct geographical pattern. Eastern Europe relies heavily on informal care; those receiving exclusively informal care range from 63.6% (CZ) to 81.1% (HR). South Europe ranges from 47.1% to 59.9%, while Central European countries rely roughly equally on formal and informal care: 50% to 60% receive both. Finally, in Nordic countries and Switzerland, we find the highest proportions of exclusively formal care. A key finding is that informal care is always present, even where formality dominates.



In the probit in Table 4, we see that country and group effects have a far more important influence, at least in the sense of explaining the observed variability: R2 almost triples from 0.06 to 0.17. Similarly, the sign and magnitudes of individual country effects are minor compared with the between-group effects. Formal access responds chiefly to depth of need (ADL) and less so for age, where sizeable impacts appear after age 75. Formal care is also much more common for persons living alone. Another factor which seems to have an impact is facing great difficulties making ends meet; its significance, however, disappears when the country effect is brought in.



The scatter plot in Figure 5 examines whether there is an association between a rough measure of the virulence of the pandemic effect on the older adults—the odds ratio of deaths for the over-65s compared with the under-65s until November 2020—with the prevalence of formal care. Though the correlation is not overwhelming (R2 = 0.16), some relationship appear surprising at this level of aggregation.



As a further investigation of systemic effects, the link of existence of some informal care and public expenditure is probed by a scatter plot of informal care with LTC public expenditures per capita of people over 65 (Figure 6). The relationship is close (R2 0.67) and strongly negative; the association of informal care with public LTC expenditures is high.




4.4. Satisfaction with the Care Supplied


An important question regarding LTC provision is how well the needs of those receiving home care are served. Interviewees receiving care were asked if the care they received had met their needs. Figure 7 charts their responses from ‘all the time’ to ‘hardly ever’; 70% replied ‘all the time’; the range is from 48.6% (DK) to 83.3% (PT). Only 7.2% answered that the care they receive met their needs ‘hardly ever’ or ‘sometimes’ (range 2.4–20.6%). Denmark and Sweden vie for the lowest satisfaction scores, with Portugal, Poland and Italy at the other extreme.



Figure 8 reports satisfaction for all the countries in total by type of care. It is higher when the care received is informal, as compared with formal care. Of those receiving exclusively formal care, only 49.8% declare that the care provided meets needs ‘all the time’, climbing to 67.5% for those receiving both and to 76.7% for those receiving only informal care.



Table 5 shows the probability of always being satisfied with the care provided. The overall extent of explanation achieved is low; this rises only marginally when country effects are introduced. The strongest influence by far is the simple presence of informal care; another significant influence is not living alone. The number of ADLs begins to matter only after 3. In countries where formal care dominates (Nordic), the country effect pushes results down; the opposite holds and informal is the norm (Southern Europe). Allowing cofactors in the probit goes some way towards rebutting a comment that the apparent relationship in Figure 8 simply reflects the greater severity of need in formal provision.




4.5. An Overview: Summarising Results


The empirical exercise of benchmarking LTC in Europe examined three indicators and one impact measure. Descriptive statistics and a summary appear in Table 6. Table 6 also reports the indicators for the top and bottom 20%, the median, the overall range and the coefficient variation. These confirm the impression that the majority of countries are relatively close to the median but that there exist outliers in every country group. The table also reports the top and bottom performing countries. Sweden, for example, is among the top performers in needs, but among the worst in satisfaction.



The scatter plot in Figure 9 attempts a graphical representation of all indicators together. There exists a relationship between care need (for the population age 65+) and care gaps (expressed as a percent of those needing care): greater needs imply larger gaps. Importantly, the Scandinavian countries and Switzerland form exceptions, where large formal systems coexist with ‘abnormally high’ care gaps and are also combined with low satisfaction. Many countries appear to bunch around the overall averages. Both care gaps and incidence of dissatisfaction, however, are surprisingly extensive for countries with advanced welfare systems. Apart from this observation, it must be admitted that the picture defies easy categorisations. With the exception of Scandinavia, countries usually thought similar exhibit very different behaviour. This is most obvious in the southern countries, with Greece and Portugal at opposite ends and Italy and Spain securely in the middle. However, it also applies to continental countries, where Austria, Germany, Belgium and France appear in different quadrants of the chart.





5. Discussion


This exercise reached some robust conclusions and raised some questions. Regarding the need for care, while half the countries lie within a few percentage points of the mean and median, there are notable outliers, with the overall range being quite wide. The Nordic countries appear to need less care, while Poland and Portugal are at the other end. Our findings are in line with other studies [11,30,31,42]. The probit showed that health and age are the most significant parameters affecting the proportion of persons 65+ being in need of care. An obvious research question is why people of similar age and characteristics appear to have such great differences in the need for care in certain countries. Are these differences due to better physical health or do they simply reflect national answering styles, a different level of stoicism?



As far as care provision is concerned, the probability that someone will not receive any care at all—the care gap—is, surprisingly wide, for countries with advanced welfare states. This could be explained by our findings related to the limited informal care provision; informal care may be expected to be quicker to respond to needs [43]. One in three people who are unable to perform at least one daily activity are not receiving help. This is negatively related to seriousness of need, so the systems do react to greater need, however imperfectly. Wide gaps in care occur to a similar extent in countries following different logics in care provision. Older people face a lower probability of denial, as do men. Finding little association between care gaps and public expenditure seems paradoxical, especially given that home-based LTC is held to be the preferred kind of care for the EU [9,11]. It is explainable in conjunction with the subsequent finding that public expenditure is inversely associated with informal care (Figure 6). This would happen, for instance, if expenditure is directed to supporting informal carers—e.g., by respite schemes. This could be because encouraging female carers to participate in the labour market serves as a reminder that the question of the substitutability of the two kinds of care is complex. It is true to say, however, that where combinations of care are common, care gaps tend to be less frequent. Spasova et al. [17], through the study of national policies, point out the insufficient availability of formal care provision in southern and Eastern European countries compared with the Nordic and continental countries, while Mot and Biro [44] used SHARE data (wave 2) for different years and also found wide differences, with the care gap being highest in Germany and lowest in Poland. However, although care gaps in southern Europe are still high, it seems they follow a decreasing trend compared with 2007, despite the ravages of the financial crisis; the authors of [26] interpret this as a sign of the maturation of formal systems but also evidence of a more active care market.



Regarding the care mix, the north–south gradient in care is a finding common to all comparative investigations, e.g., [16,18,29,45,46,47]. This is usually interpreted as arising from supply-side factors such as the capacity of public bodies or from the character of the welfare state; the social context is also a determinant of the use of the type of care [48]. A reinforcing reason could be the existence of different attitudes as to who should bear the responsibility for care—the family or the state. This was probed in SHARE wave 1 and wave 2, which asked who should provide ‘help with household chores for older persons in need’. Answers in 2004 and 2007 almost exactly mirror each other on the responsible care provider. Eastern countries and Greece agree that this should be the family (over 50%), northern countries and France believe that it should be the state (over 85%) while continental countries lie somewhere in between [49]. This suggests that attitudes could adapt to the prevalent system, or possibly vice versa. Similarly, differences in the nature of social expectations about the role of the family and the community are marked across countries over time [11,18,50]. The sign and magnitudes of individual country effects seem to conform to the Esping-Andersen [19] categorization, where within-group differences are minor compared with between-group effects. The likelihood of receiving formal care increases with the severity of need and age. Men have a reduced probability of receiving formal care; one could argue this could be because of the care provided by spouses. The link between informal care and public expenditure is strongly negative. This, combined with the lack of association between a lower care gap and higher public expenditures, could indicate that public expenditures have been aimed, as already proposed above, to allow informal carers—mainly women—to partially abstain from care responsibilities to facilitate their labour market participation.



Satisfaction with care received was a clear case where informal care helps, adding the ‘human touch’ to the ‘professionalism’ of formal care. Previous studies [35,51] examine issues related to satisfaction and note that beneficiaries of care seek a greater voice and more control over their lives [35]. We find that people seem to prefer that formal and informal care coexist; the optimum is a combination of both. It should not escape comment that Nordic countries, widely considered models for social care policies but places where informal care is less frequent, are the locus of most expressed dissatisfaction. One could argue that formal care guarantees professionalism, while informal care provides emotional security and is more generous in terms of time. Informal care given to relatives or friends has no time limitations and can be emotionally generous, even if lacking in technical expertise. Formal professional help can be efficient but has to economise on face time with recipients, running the risk of being thought impersonal [52]. The two can be complements in the sense that informal help can make tailor services to individual needs. An alternative interpretation is that the intervention of payment for professional services places the relationship with recipients on a different level, with greater expectations than for services provided free with no overt obligation, the Titmuss [53] argument for free provision. An interesting finding is that of those receiving care, only those in severe need (more than 3 ADLs) express satisfaction, possibly acknowledging situations where technique or expertise matter. Conversely, the majority who have lighter needs would like more attention. Informal care recipients appear happy with the care they are given, presumably acknowledging the (selfless) efforts of their carers. This, however, says little about how those carers feel, for example about having to give up employment or retire early (which is common for women informal carers).



A word is due to country effects. Much commentary on LTC uses as a starting point the categorization of ‘the Worlds of Welfare Capitalism’ of Esping-Andersen [9,11,18]. Our analysis mixes individual effects with country level and country-group effects and thus enables a direct test of salience of the categorization. While the country groups supposedly corresponding to different welfare models certainly play a role in the provision of care, as evidenced in our analysis of the care mix, their effect in explaining outcomes such as the need for care or the care gap recedes considerably. Only the Nordic group seems somewhat homogeneous, while in other cases there is considerable national heterogeneity within groups, and individual factors provide the bulk of explanation. A positive reading of the robustness of individual effects to allow for national effects is that all systems are (roughly) equally responsive to individual circumstances. Still, the overall picture can be taken as a stern warning against the adoption of easy ex ante generalisations.



What do our findings mean for policy at a European level? It is clear that formal and informal care are both significant for the stability of an LTC provision system; one type of care cannot fully supplant the other. Countries with mixed care systems—a combination of formal and informal care—can reap the benefits of both. They appear able to reconcile the well-being of informal caregivers, the satisfaction of the needs of care recipients, the adequacy of care and the balanced distribution of human and financial resources, which are not inexhaustible. Whereas there is a clear implication that policy should move in the direction of greater support to familial/or informal carers and of maximising synergies between formal and informal systems, it is hard to be more specific. There is a clear need for a standardized needs assessment and for the classification of care needs that also takes into account those in moderate need of care, of ages 65–80, as an instrument that would enable fruitful national and transnational conversations to take place [24]. Similarly, the existence of wide gaps in very different systems could signal the need to encourage mixed systems; it also probably signals the need to ensure an adequate workforce for LTC, whether private or public. National policymakers should not abandon the search for new modes and avoid the traps of ruling off options, which could prove useful.




6. Conclusions and Policy Lessons


The 18th principal Statement of the European Pillar of Social rights states boldly: “Everyone has the right to affordable long-term care services of good quality, in particular home-care and community-based services” [54]. Our paper, as mentioned in the introduction, used individual data to look at the ‘big LTC picture’ comprehensively, both how needs are articulated in the EU and what guides or distinguishes the systemic response to those needs. What would policymakers’ intent on realising the stated goal make of our findings?



The overview of the situation pertaining to long-term care in Europe in the years before the pandemic often yielded a picture of unexplained heterogeneity, both in needs and in responses to them. These differences appeared impervious to easy explanations, whether arising from circumstances of individuals or systemic effects that operate at country level. Greater expenditure does not seem to guarantee greater success in responding to needs: in some cases (such as in the provision of formal care), it may have exposed beneficiaries to greater dangers during early stages of the pandemic. If a generalisation is to be made, it is that national long-term care systems exist in a state of flux, where similar needs appear to elicit very different responses in different countries with results which are not always easy to assess. Neither the difference in the character of needs nor the responses to them appear amenable to easy explanations. Dissatisfaction appears to affect beneficiaries—who are ready to reward only people close to them who provide informal care, but who remain sceptical of formal provision—whether private or public.



However, these recommendations, at this stage, cannot be made specific. Discussions of the optimum care mix need to shed the ideological overtones of much of the debate on the public character of care and come to grips with the reality that the two systems need to work together to accommodate the growing needs. The characteristics and modalities of cooperation between public, private and informal care provision are a more urgent matter for research than any search for the elusive ‘optimum’. Similarly, research needs to address the reasons for and determinants of the low level of satisfaction.



The final thought returns to the starting point of the paper. The looming challenge of long-term care is so large, and the resources available are already so stretched, that no country can afford to ignore what is happening around it. The heterogeneity uncovered in our paper is certainly a challenge for researchers to explain; at the same time, it represents a wealth of experience, both negative and positive, out of which a response to the challenge can be fashioned.
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Table A1. The sample sizes of persons aged 65+ by gender and age.






Table A1. The sample sizes of persons aged 65+ by gender and age.





	Country
	65+
	Men
	Women
	65–79
	80+





	Austria
	2224
	943
	1281
	1798
	426



	Germany
	2365
	1216
	1149
	1977
	388



	Sweden
	2817
	1315
	1502
	2235
	582



	Spain
	3629
	1660
	1969
	2513
	1116



	Italy
	3091
	1474
	1617
	2517
	574



	France
	2264
	956
	1308
	1629
	635



	Denmark
	1875
	892
	983
	1508
	367



	Greece
	2669
	1253
	1416
	2087
	582



	Switzerland
	1730
	820
	910
	1348
	382



	Belgium
	3015
	1356
	1659
	2256
	759



	Israel
	1331
	587
	744
	990
	341



	Czech Republic
	3101
	1291
	1810
	2583
	518



	Poland
	953
	417
	536
	756
	197



	Luxembourg
	732
	364
	368
	591
	141



	Portugal
	1012
	476
	536
	844
	168



	Slovenia
	2412
	1058
	1354
	1891
	521



	Estonia
	3323
	1251
	2072
	2544
	779



	Croatia
	1164
	534
	630
	996
	168



	Total
	39,707
	17,863
	21,844
	31,063
	8644
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Table A2. The composition of the overall sample of persons aged 65+ by gender and age.






Table A2. The composition of the overall sample of persons aged 65+ by gender and age.





	
Country

	
65+

	
Men

	
Women

	
65–79

	
80+




	
Observations

	
%

	
%

	
%

	
%






	
Austria

	
2224

	
42.4

	
57.6

	
80.8

	
19.2




	
Germany

	
2365

	
51.4

	
48.6

	
83.6

	
16.4




	
Sweden

	
2817

	
46.7

	
53.3

	
79.3

	
20.7




	
Spain

	
3629

	
45.7

	
54.3

	
69.2

	
30.8




	
Italy

	
3091

	
47.7

	
52.3

	
81.4

	
18.6




	
France

	
2264

	
42.2

	
57.8

	
72.0

	
28.0




	
Denmark

	
1875

	
47.6

	
52.4

	
80.4

	
19.6




	
Greece

	
2669

	
46.9

	
53.1

	
78.2

	
21.8




	
Switzerland

	
1730

	
47.4

	
52.6

	
77.9

	
22.1




	
Belgium

	
3015

	
45.0

	
55.0

	
74.8

	
25.2




	
Israel

	
1331

	
44.1

	
55.9

	
74.4

	
25.6




	
Czech Republic

	
3101

	
41.6

	
58.4

	
83.3

	
16.7




	
Poland

	
953

	
43.8

	
56.2

	
79.3

	
20.7




	
Luxembourg

	
732

	
49.7

	
50.3

	
80.7

	
19.3




	
Portugal

	
1012

	
47.0

	
53.0

	
83.4

	
16.6




	
Slovenia

	
2412

	
43.9

	
56.1

	
78.4

	
21.6




	
Estonia

	
3323

	
37.6

	
62.4

	
76.6

	
23.4




	
Croatia

	
1164

	
45.9

	
54.1

	
85.6

	
14.4




	
Total

	
39,707

	
45.0

	
55.0

	
78.2

	
21.8
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Table A3. The sample sizes of persons aged 65+ with 1+ ADL, by gender and age.






Table A3. The sample sizes of persons aged 65+ with 1+ ADL, by gender and age.





	Country
	65+
	Men
	Women
	65–79
	80+





	Austria
	305
	122
	183
	164
	141



	Germany
	340
	167
	173
	228
	112



	Sweden
	281
	135
	146
	183
	98



	Spain
	617
	230
	387
	252
	365



	Italy
	445
	166
	279
	244
	201



	France
	418
	175
	243
	206
	212



	Denmark
	174
	85
	89
	111
	63



	Greece
	327
	121
	206
	180
	147



	Switzerland
	144
	64
	80
	80
	64



	Belgium
	537
	217
	320
	306
	231



	Israel
	269
	110
	159
	115
	154



	Czech Republic
	499
	194
	305
	342
	157



	Poland
	201
	82
	119
	123
	78



	Luxembourg
	85
	41
	44
	51
	34



	Portugal
	246
	86
	160
	178
	68



	Slovenia
	403
	175
	228
	253
	150



	Estonia
	644
	216
	428
	400
	244



	Croatia
	171
	58
	113
	116
	55



	Total
	6106
	2444
	3662
	3532
	2574
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Table A4. The composition of persons aged 65+ with 1+ ADL, by gender and age.






Table A4. The composition of persons aged 65+ with 1+ ADL, by gender and age.





	
Country

	
65+

	
Men

	
Women

	
65–79

	
80+




	
Observations

	
%

	
%

	
%

	
%






	
Austria

	
305

	
40.0

	
60.0

	
53.8

	
46.2




	
Germany

	
340

	
49.1

	
50.9

	
67.1

	
32.9




	
Sweden

	
281

	
48.0

	
52.0

	
65.1

	
34.9




	
Spain

	
617

	
37.3

	
62.7

	
40.8

	
59.2




	
Italy

	
445

	
37.3

	
62.7

	
54.8

	
45.2




	
France

	
418

	
41.9

	
58.1

	
49.3

	
50.7




	
Denmark

	
174

	
48.9

	
51.1

	
63.8

	
36.2




	
Greece

	
327

	
37.0

	
63.0

	
55.0

	
45.0




	
Switzerland

	
144

	
44.4

	
55.6

	
55.6

	
44.4




	
Belgium

	
537

	
40.4

	
59.6

	
57.0

	
43.0




	
Israel

	
269

	
40.9

	
59.1

	
42.8

	
57.2




	
Czech Republic

	
499

	
38.9

	
61.1

	
68.5

	
31.5




	
Poland

	
201

	
40.8

	
59.2

	
61.2

	
38.8




	
Luxembourg

	
85

	
48.2

	
51.8

	
60.0

	
40.0




	
Portugal

	
246

	
35.0

	
65.0

	
72.4

	
27.6




	
Slovenia

	
403

	
43.4

	
56.6

	
62.8

	
37.2




	
Estonia

	
644

	
33.5

	
66.5

	
62.1

	
37.9




	
Croatia

	
171

	
33.9

	
66.1

	
67.8

	
32.2




	
Total

	
6106

	
40.0

	
60.0

	
57.8

	
42.2
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Figure 1. The care need indicator; proportion (%) of persons in need of care (n = 39,707), per country, age 65+; Source: authors’ own calculations, SHARE wave 6. ADL: activities of daily living, SE: Sweden, DK: Denmark, DE: Germany, BE: Belgium, LU: Luxembourg, FR: France, CH: Switzerland, AT: Austria, IT: Italy, ES: Spain, GR: Greece, PT: Portugal, CZ: Czech Republic, PL: Poland, Sl: Slovenia, EE: Estonia, HR: Croatia, IL: Israel, n: number of observations. 
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Figure 2. The care gap indicator; proportion (%) of persons living in the community not receiving care by number of ADL limitations, per country, age 65+; Source: authors’ own calculations, SHARE wave 6. Abbreviations as in Figure 1. 
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Figure 3. Home-based care gaps per country, age 65+: LTC public expenditures scatter diagram; Source: authors’ own calculations; supplementing SHARE (w6) data with data from the 2018 EU Aging Report [23] and OECD 2020 [38]. PPP: purchasing power parity. 
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Figure 4. The care mix indicator; proportion (%) living in the community with at least 1 ADL receiving care, per type of care, per country, age 65+ (n = 4113). Source: authors’ own calculations, SHARE wave 6. Abbreviations as in Figure 1. 
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Figure 5. Scatter diagram of the receipt of only formal home-based care and the COVID-19 odds ratio mortality correlation. Source: authors’ own calculations; supplementing SHARE (w6) data with data from COVerAGE-DB [39]. 
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Figure 6. Informal care, age 65+—LTC public expenditures scatter plot. Source: authors’ own calculations; supplementing SHARE (w6) data with data from 2018 EU Aging Report [23] and OECD 2020 [38]. 
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Figure 7. Care provision satisfaction; persons in the community with 1 ADL+, receiving care, per country, age 65+ (n = 3790); Source: authors’ own calculations, SHARE wave 6. Abbreviations as in Figure 1. 
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Figure 8. Satisfaction per type of care received; persons 65+; n: number of observations; Source: authors’ own calculations, SHARE wave 6. 
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Figure 9. Key country LTC index mapping, authors’ own calculations. 
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Table 1. The sample sizes of the four metrics.
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	Sample Size
	Total
	Nordics
	Continental
	Southern
	Eastern
	Israel





	Care needs: All Persons age 65+
	39,707
	4692
	12,330
	10,401
	10,953
	1331



	Of whom: in nursing homes
	619
	85
	299
	88
	124
	23



	Percentage (%) of the sample in nursing homes
	1.56%
	1.81%
	2.42%
	0.85%
	1.13%
	1.73%



	Care gap: age 65+, 1+ ADL, in the community
	6106
	454
	1854
	1626
	1912
	260



	Care mix: age 65+, 1+ ADL, in the community, receiving care
	4113
	250
	1262
	1108
	1267
	226



	Satisfaction: age 65+, 1+ ADL, in the community, considering themselves as receiving care
	3790
	226
	1132
	1034
	1183
	215







ADL: Activities of daily living. Source: SHARE wave 6.
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Table 2. The probit model for the probability of needing care.
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Probability of Needing Care

(Facing Difficulties with at Least 1 ADL)

	
Only Cofactors

	
Cofactors and Country Group Effects

	
Cofactors and Country Effects




	
Marginal

Effect (pp.)

	
St.err *e2

	
Marginal

Effect (pp.)

	
St.err *e2

	
Marginal

Effect (pp.)

	
St.err *e2






	
age 65–69

	
f

	

	
f

	

	
f

	




	
age 70–74

	
3.9 **

	
1.1

	
4.0 **

	
1.1

	
4.0 **

	
1.1




	
age 75–59

	
8.9 **

	
1.2

	
8.9 **

	
1.2

	
9.1 **

	
1.2




	
age 80–84

	
18.7 **

	
1.5

	
18.8 **

	
1.5

	
19.0 **

	
1.5




	
age 85+

	
38.1 **

	
1.7

	
38.2 **

	
1.7

	
38.6 **

	
1.7




	
male

	
−0.6

	
0.7

	
−0.5

	
0.7

	
−0.5

	
0.7




	
2 or more chronic illnesses

	
12.9 **

	
0.6

	
12.9 **

	
0.6

	
12.7 **

	
0.6




	
depression

	
8.2 **

	
0.8

	
8.1 **

	
0.8

	
7.9 **

	
0.9




	
Obesity

(body mass index > 30 kg/m2)

	
8.0 **

	
0.9

	
7.9 **

	
0.9

	
8.0 **

	
0.9




	
Central European

	

	

	
f

	

	

	




	
Germany

	

	

	

	

	
f

	




	
Switzerland

	

	

	

	

	
−5.1 **

	
1.1




	
Austria

	

	

	

	

	
−1.6

	
1.2




	
France

	

	

	

	

	
1.3

	
1.2




	
Belgium

	

	

	

	

	
4.0 **

	
1.2




	
Luxembourg

	

	

	

	

	
−3.0

	
1.5




	
Nordic

	

	

	
−3.9 **

	
0.7

	

	




	
Sweden

	

	

	

	

	
−3.6 **

	
1.1




	
Denmark

	

	

	

	

	
−3.2 **

	
1.2




	
Southern

	

	

	
−0.7

	
0.7

	

	




	
Spain

	

	

	

	

	
−1.7

	
1.2




	
Italy

	

	

	

	

	
0.3

	
1.2




	
Greece

	

	

	

	

	
−6.3 **

	
0.9




	
Portugal

	

	

	

	

	
9.4 **

	
2.8




	
Eastern

	

	

	
1.0

	
1.0

	

	




	
Czech Republic

	

	

	

	

	
0.2

	
1.2




	
Poland

	

	

	

	

	
2.2

	
1.7




	
Estonia

	

	

	

	

	
1.1

	
1.2




	
Croatia

	

	

	

	

	
−0.6

	
1.5




	
Slovenia

	

	

	

	

	
0.2

	
1.2




	
Israel

	

	

	

	

	
0.7

	
1.5




	
pseudo R-square

	
0.1453

	
0.1459

	
0.1500








n = 39,686; * p < 0.05, ** p < 0.01; f: value omitted; ADL: activities of daily living; pp.: percentage points; St.err. *e2: standard error multiplied by 100; n: number of observations. Source: authors’ own calculations, SHARE wave 6.
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Table 3. The probit model for the probability of not receiving care.
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Probability of Not Receiving Care (Care Gap)

	
Only Cofactors

	
Cofactors and Country Groups

	
Cofactors and Countries




	
Marginal

Effect (pp.)

	
St.err *e2

	
Marginal

Effect (pp.)

	
St.err *e2

	
Marginal

Effect (pp.)

	
St.err *e2






	
1 ADL

	
f

	

	
f

	

	
f

	




	
2 or 3 ADLs

	
−15.5 **

	
2.0

	
−15.6 **

	
2.0

	
−15.2 **

	
2.0




	
more than 3 ADLs

	
−27.4 **

	
1.8

	
−27.7 **

	
1.8

	
−27.3 **

	
1.8




	
age 65–69

	
f

	

	
f

	

	
f

	




	
age 70–74

	
−10.0 **

	
2.8

	
−9.8 **

	
2.9

	
−9.5 **

	
2.9




	
age 75–79

	
−9.1 **

	
2.8

	
−9.0 **

	
2.8

	
−8.8 **

	
2.8




	
age 80–84

	
−17.9 **

	
2.5

	
−18.0 **

	
2.5

	
−18.2 **

	
2.5




	
age 85+

	
−28.4 **

	
2.3

	
−28.5 **

	
2.3

	
−28.5 **

	
2.3




	
male

	
8.6 **

	
2.2

	
8.9 **

	
2.2

	
8.9 **

	
2.2




	
living alone

	
−2.8

	
2.3

	
−2.4

	
2.3

	
−2.0

	
2.3




	
top 10% income per country

	
3.9

	
5.6

	
3.4

	
5.5

	
2.9

	
5.5




	
great difficulty in making ends meet

	
7.8 **

	
2.8

	
6.7 *

	
2.9

	
6.8 *

	
3.0




	
Living in big city or large town

	
2.7

	
2.1

	
2.6

	
2.1

	
3.8

	
2.2




	
Size of social network within 5 km

	
−0.2

	
0.8

	
−0.1

	
0.8

	
−0.2

	
0.8




	
Central European

	

	

	
f

	

	

	




	
Germany

	

	
f

	




	
Switzerland

	

	
9.8 *

	
5.1




	
Austria

	

	
−7.5 *

	
3.5




	
France

	

	
8.0 *

	
3.7




	
Belgium

	

	
−2.8

	
3.1




	
Luxembourg

	

	
−3.4

	
5.5




	
Nordic

	

	

	
7.1 *

	
2.9

	

	




	
Sweden

	

	

	
12.6 **

	
4.3




	
Denmark

	

	

	
4.3

	
4.5




	
Southern

	

	

	
3.4

	
2.4

	

	




	
Spain

	

	

	
4.8

	
4.2




	
Italy

	

	

	
6.3

	
3.9




	
Greece

	

	

	
−5.9

	
3.8




	
Portugal

	

	

	
14.8 *

	
6.8




	
Eastern

	

	

	
4.5

	
3.2

	

	




	
Czech Republic

	

	

	
3.5

	
3.9




	
Poland

	

	

	
9.3 *

	
5.0




	
Estonia

	

	

	
3.9

	
3.5




	
Croatia

	

	

	
−1.3

	
5.0




	
Slovenia

	

	

	
9.3 *

	
4.1




	
Israel

	

	

	

	

	
−6.9

	
4.3




	
pseudo R-square

	
0.1441

	
0.1454

	
0.1520








n = 6106; * p < 0.05, ** p < 0.01; f: value omitted; Source: authors’ own calculations, SHARE wave 6. Abbreviations as in Table 2.
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Table 4. The probit model for the probability of receiving some formal care.
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Probability of Receiving

Some Formal Care

	
Only Cofactors

	
Cofactors and

Country Groups

	
Cofactors and Countries




	
Marginal

Effect (pp.)

	
St.err * e2

	
Marginal

Effect (pp.)

	
St.err * e2

	
Marginal

Effect (pp.)

	
St.err * e2






	
1 ADL

	
f

	

	
f

	

	
f

	




	
2 or 3 ADLs

	
8.9 **

	
3.2

	
11.8 **

	
3.3

	
11.7 **

	
3.3




	
more than 3 ADLs

	
7.6 *

	
3.4

	
13.4 **

	
3.3

	
13.5 **

	
3.4




	
age 65–69

	
f

	

	
f

	

	
f

	




	
age 70–74

	
0.1

	
5.3

	
−3.7

	
5.9

	
−3.9

	
5.9




	
age 75–79

	
4.1

	
5.0

	
2.7

	
5.5

	
3.1

	
5.5




	
age 80–84

	
7.7

	
4.8

	
8.6

	
5.1

	
8.7

	
5.1




	
age 85+

	
11.1 *

	
4.6

	
12.5 *

	
4.9

	
12.4 *

	
5.0




	
male

	
1.8

	
2.8

	
−1.1

	
3.1

	
−1.2

	
3.1




	
living alone

	
22.2 **

	
2.9

	
16.8 **

	
3.1

	
18.0 **

	
3.0




	
have children

	
−11.9 *

	
4.4

	
−9.9

	
4.9

	
−9.5

	
4.9




	
top 10% income per country

	
2.2

	
6.7

	
7.7

	
6.0

	
7.6

	
6.2




	
great difficulty in making ends meet

	
−16.3 *

	
3.5

	
−5.2

	
3.6

	
−4.0

	
3.8




	
Living in big city or large town

	
1.9

	
2.9

	
0.8

	
3.0

	
−0.1

	
3.8




	
Central European

	

	

	
f

	

	

	




	
Germany

	

	

	
f

	




	
Switzerland

	

	

	
11.7

	
6.2




	
Austria

	

	

	
−6.8

	
5.3




	
France

	

	

	
5.2

	
5.1




	
Belgium

	

	

	
7.9

	
4.5




	
Luxembourg

	

	

	
−1.5

	
8.6




	
Nordic

	

	

	
3.8

	
4.1

	

	




	
Sweden

	

	

	
6.7

	
5.7




	
Denmark

	

	

	
5.2

	
6.5




	
Southern

	

	

	
−34.6 **

	
3.1

	

	




	
Spain

	

	

	
−24.6 **

	
5.0




	
Italy

	

	

	
−39.5 **

	
4.7




	
Greece

	

	

	
−33.7 **

	
5.0




	
Portugal

	

	

	
−25.9 **

	
8.9




	
Eastern

	

	

	
−45.0 **

	
3.5

	

	




	
Czech Republic

	

	

	
−38.5 **

	
4.2




	
Poland

	

	

	
−42.3 **

	
5.3




	
Estonia

	

	

	
−44.6 **

	
3.4




	
Croatia

	

	

	
−50.8 **

	
3.7




	
Slovenia

	

	

	
−47.4 **

	
3.5




	
Israel

	

	

	

	

	
3.3

	
5.9




	
pseudo R-square

	
0.0646

	
0.1587

	
0.1669








n = 4113; * p < 0.05, ** p < 0.01; f: value omitted. Source: Authors own calculations, SHARE wave 6. Abbreviations as in Table 2.
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Table 5. The probabilities that care provision always met needs.
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Probability that Care Always Met Needs

	
Only Cofactors, without Countries

	
Country Group and Cofactors

	
Country and Cofactors




	
Marginal

Effect (pp.)

	
Std.err *e2

	
Marginal

Effect (pp.)

	
Std.err *e2

	
Marginal

Effect (pp.)

	
Std.err *e2






	
only formal care

	
f

	

	
f

	

	
f

	




	
both formal & informal

	
11.8 **

	
3.9

	
12.3 **

	
3.9

	
12.1 **

	
3.9




	
only informal care

	
20.5 **

	
3.7

	
18.9 **

	
3.8

	
18.1 **

	
3.9




	
1 ADL

	
f

	

	
f

	

	
f

	




	
2 or 3 ADLs

	
1.6

	
3.2

	
1.2

	
3.2

	
1.4

	
3.2




	
more than 3 ADLs

	
9.8 **

	
3.2

	
8.8 **

	
3.2

	
8.9 **

	
3.2




	
age 65–69

	
f

	

	
f

	

	
f

	




	
age 70–74

	
2.1

	
5.1

	
2.1

	
5.1

	
2.2

	
5.1




	
age 75–79

	
5.0

	
4.6

	
4.6

	
4.6

	
4.7

	
4.6




	
age 80–84

	
8.3

	
4.4

	
7.3

	
4.5

	
7.1

	
4.5




	
age 85+

	
6.8

	
4.5

	
5.8

	
4.5

	
5.9

	
4.5




	
Male

	
1.5

	
2.8

	
2.1

	
2.8

	
2.3

	
2.8




	
Living alone

	
−9.9 **

	
3.1

	
−8.9 **

	
3.1

	
−9.4 **

	
3.1




	
2 or more chronic illnesses

	
−0.5

	
3.6

	
−0.3

	
3.6

	
0.2

	
3.7




	
depression

	
−8.8 **

	
2.8

	
−8.7 **

	
2.8

	
−8.9 **

	
2.8




	
top 10% income per country

	
−2.9

	
6.6

	
−3.7

	
6.7

	
−4.8

	
6.8




	
great difficulty in making ends meet

	
−3.6

	
3.6

	
−5.7

	
3.7

	
−6.1

	
3.8




	
Living in big city or large town

	
0.5

	
2.8

	
0.4

	
2.8

	
1.4

	
2.9




	
Size of social network within 5 km

	
1.3

	
1.1

	
1.3

	
1.1

	
1.6

	
1.1




	
Central European

	

	

	
f

	

	

	




	
Germany

	

	

	
f

	




	
Switzerland

	

	

	
7.0

	
6.3




	
Austria

	

	

	
5.3

	
4.6




	
France

	

	

	
−1.7

	
4.8




	
Belgium

	

	

	
5.6

	
4.1




	
Luxembourg

	

	

	
−0.3

	
7.9




	
Nordic

	

	

	
−8.5 *

	
4.3

	

	




	
Sweden

	

	

	
−7.1

	
6.3




	
Denmark

	

	

	
−10.3

	
6.5




	
Southern

	

	

	
7.7 *

	
3.0

	

	




	
Spain

	

	

	
0.8

	
4.7




	
Italy

	

	

	
12.5 **

	
4.4




	
Greece

	

	

	
2.8

	
5.1




	
Portugal

	

	

	
11.5

	
5.8




	
Eastern

	

	

	
1.8

	
4.2

	

	




	
Czech Republic

	

	

	
1.8

	
4.7




	
Poland

	

	

	
3.0

	
6.1




	
Estonia

	

	

	
−1.6

	
4.6




	
Croatia

	

	

	
−4.9

	
6.3




	
Slovenia

	

	

	
10.2 *

	
4.3




	
Israel

	

	

	

	

	
−1.7

	
5.6




	
pseudo R-square

	
0.0603

	
0.0650

	
0.0708








n = 3779; * p < 0.05, ** p < 0.01; f: value omitted. Source: Authors’ own calculations, SHARE wave 6. Abbreviations as in Table 2.
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Table 6. Summary results.
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Long-Term

Care Indices

	
Average of Total Population, Age 65+

	
1st

Quartile

	
Median of Countries

	
3rd

Quartile

	
Range

(pp.)

	
Coefficient Variation

	
Top 2 Countries

(Better Off)

	
Bottom 2 Countries






	
Care need

	

	

	

	

	

	

	
lowest %

	
highest %




	
1+ ADL

	
18.9%

	
16.0%

	
18.0%

	
19.9%

	
19.4

	
24.7%

	
Switzerland

Sweden

	
Portugal

Poland




	
2+ ADL

	
10.4%

	
9.0%

	
9.8%

	
11.8%

	
13.0

	
31.3%




	
3+ ADL

	
6.7%

	
5.1%

	
6.0%

	
7.6%

	
10.5

	
40.0%




	
Care Gap

	

	

	

	

	

	

	
lowest %

	
highest %




	
1+ ADL

	
31.0%

	
26.3%

	
30.2%

	
36.0%

	
30.1

	
24.6%

	
Israel

Austria

	
Sweden

Portugal




	
2+ ADL

	
19.1%

	
15.3%

	
19.7%

	
23.6%

	
24.0

	
32.3%




	
3+ ADL

	
15.0%

	
10.8%

	
15.0%

	
17.6%

	
21.5

	
43.3%




	
Care Mix

	

	

	

	

	

	

	
highest %

	
lowest %




	
% some formal

	
59.3%

	
37.3%

	
61.6%

	
79.7%

	
65.1

	
39.4%

	
Switzerland

Denmark

Croatia

Slovenia

	
Croatia

Slovenia

Switzerland

Denmark




	
% only informal

	
40.7%

	
20.4%

	
38.5%

	
62.7%

	
65.1

	
52.8%




	
Care satisfaction

	

	

	

	

	

	

	
highest %

	
lowest %




	
% always meets needs

	
68.5%

	
63.1%

	
66.9%

	
71.4%

	
34.7

	
12.8%

	
Portugal

Slovenia

	
Denmark

Sweden








Source: Authors own calculations, SHARE wave 6; ADL: activities of daily living, pp.: percentage points.
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